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THE    DIFFERENTIAL    DIAGNOSIS  OF 
PULMONARY  TUBERCULOSIS* 

By  William  H.  Smith,  M.D.,  Boston, 

Visiting   Physician    to   the   Massachusetts  General 
Hospital. 

It  is  my  belief  that  the  recognition  of  pul- 
monary tuberculosis  has  reached  a  high  level  in 
this  state.  It  is  my  belief  that  the  number  of 
cases  wrongly  diagnosed  is  infinitesimal  in  pro- 
portion to  those  in  which  the  correct  diagnosis 
is  made.  I  think  if  those  cases  were  excluded 
where  carelessness  permits  well  developed 
phthisis  to  be  called  grippe  or  malaria  the  real 
quota  of  mistaken  diagnoses  would  be  very 
small. 

It  is  the  occasional  or  unusual  case  that  T 
wish  to  speak  of.  It  is  possible  that  I  over- 
emphasize the  importance  of  these,  but  ex- 
perience and  interest  have  brought  me  in  eon- 
tact  with  many  pulmonary  conditions,  tubercu- 
lous and  non-tuberculous,  while  several 
thousand  sputum  examinations  have  put  me  in 
touch  with  infections  other  than  those  due  to 
the  tubercle  bacillus. 

The  subject  for  discussion — "The  Differen- 
tial Diagnosis  of  Pulmonary  Tuberculosis" — 
naturally  divides  itself  into  two  parts : 

(1)  The  differential  diagnosis  of  early 
pulmonary  tuberculosis. 

*  Read  before  the  Framinsrham  Mpdical  Club  and  the  Community 
Health  Station,  September  20,  1917. 


(2)  The  differential  diagnosis  of  late 
pulmonary  tuberculosis. 

Among  the  frequent  manifestations  of  early 
pulmonary  tuberculosis  may  be  mentioned: 
(a)  loss  of  weight;  (b)  hemoptysis;  (c)  fever; 
(d)  debility;  (e)  cough.  There  are  well  rec- 
ognized clinical  conditions  other  than  phthisis 
in  which  these  symptoms,  one  or  all,  may  ap- 
pear. If  mistakes  are  made  they  are  usually 
through  carelessness  rather  than  lack  of  knowl- 
edge. I  think  there  is  some  danger  in 
emphasizing  slight  variations  in  apical  percus- 
sion ,  or  even  in  too  literal  interpretation  of 
x-ray  plates,  without  obtaining  all  the  facts 
which  a  careful  history  or  a  more  careful  phy- 
sical examination  would  furnish.  I  believe 
the  expert  on  tuberculosis  would  be  a  better 
diagnostician  if  he  saw  more  non-tuberculous 
cases. 

(a)  Loss  of  weight  is  a  striking  and  early 
symptom  of  pulmonary  tuberculosis.  I  would 
merely  call  attention  to  the  fact  that  loss  of 
weight  greater  than  is  usually  seen  in  tubercu- 
losis may  be  the  first  manifestation  of  the  early 
thyroid  case.  Before  goitre  or  exophthalmos 
appear,  this  loss  of  weight,  with  slight  increase 
of  the  pulse  rate,  may  suggest  the  possibility  of 
phthisis.  When  tremor,  which  is  present  in 
these  cases,  is  especially  looked  for,  it  usually 
will  be  found.  Too  frequently  it  is  misinter- 
preted, as  is  the  pulse  rate,  and  considered  of 
nervous  origin,  therefore  phthisis  is  considered 
most  likely.  A  most  careful  history  of  the  in- 
cidence of  tuberculosis  in  the  family,  a  most 
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careful  questioning  for  any  previous  tubercu- 
lous infection,  and  a  careful  physical  examina- 
tion for  evidence  of  old  foci  of  tuberculosis, 
pleuritis,  glandular  tuberculosis,  or  tuberculosis 
of  the  genito-urinary  tract,  will  usually  add 
evidence  for  or  against  phthisis.  Louis'  law 
should  be  remembered  in  this  connection: 
"After  the  age  of  puberty  a  tuberculous  lesion 
in  any  part  of  the  body  is  almost  invariably 
accompanied  by  pulmonary  tuberculosis." 

I  saw,  recently,  two  patients — one  a  doctor. 
Each  had  lost  weight — one,  forty-five  pounds; 
the  other  fifty  pounds,  in  a  few  months.  The 
doctor  was  sure  he  had  tuberculosis.  In  each 
the  diagnosis  of  early  thyroidism  was  made; 
within  a  few  months  both  had  developed  goitre 
and  exophthalmos.  The  diagnosis  was  sug- 
gested by  the  marked  weight  loss,  the  tendency 
to  tachycardia,  and  the  tremor.  Tn  any 
doubtful  case  the  high  basal  metabolism  present 
in  goitre  would  make  certain  the  diagnosis. 

(b)  Hemoptysis.  I  believe  in  the  correct- 
ness of  Cabot's  dictum:  "I  do  not  deny  that 
the  causes  of  hemoptysis  are  numerous,  but  I 
assert  that  the  causes  of  genuinely  obscure 
hemoptysis  in  temperate  climates  may  be  re- 
duced to  one — pulmonary  tuberculosis." 

Too  frequently  patients  are  seen  who  give 
the  history  of  having  had  hemoptysis  several 
months  before,  who  have  been  told  by  their 
physician  that  the  blood  did  not  come  from  the 
lungs.  No  adequate  examination  has  been 
made  of  the  case,  no  proper  treatment  for  the 
underlying  tuberculous  condition  has  been  in- 
stituted. When  examined,  advanced  phthisis 
is  only  too  frequently  found.  I  believe  wide- 
spread instructions  upon  this  neglect  of  a  very 
important  symptom  are  necessary,  judged  by 
my  personal  experience  with  these  neglected 
cases. 

In  the  list  of  causes  of  hemoptysis  in  Cabot's 
"Differential  Diagnosis"  at  the  Massachusetts 
General  Hospital,  there  were  1723  cases  of 
phthisis,  1177  of  mitral  disease.  I  do  not  think 
this  proportion  fair,  for  limited  numbers  of 
phthisis  cases  are  admitted  to  the  wards  of  this 
hospital,  while  the  cardiac  cases  are  welcomed. 
The  essential  feature  is  that  in  mitral  disease 
hemoptysis  is  common.  I  know  of  no  heart  con- 
dition so  frequently  overlooked  as  mitral 
stenosis,  unless  it  is  the  early  aortitis  case.  The 
reasons  for  this  are,  I  believe,  in  the  main,  two : 
(1)  Frequently  the  presystolic  murmur  or  the 
diastolic  murmur  of  mitral  stenosis  is  absent 
at  the  time  of  examination;  (2)  it  is  heard  only 
in  an  unusual  position.  Where  a  careful 
history  has  been  taken,  and  frequent  sore  throats 
are  recorded ;  rheumatic  fever  or  chorea  appears ; 
where  the  tonsils  have  not  been  enucleated,  and 
are  still  large,  or  merely  clipped,  the  weight  of 
evidence  is  in  favor  of  cardiac  mischief.  It  is 
not  sufficient  to  disregard  the  soft  systolic 
souffle  at  the  apex,  and  explain  it  as  hemic  or 
due  to  the  general  condition  of  the  patient. 


Cardiac  hypertrophy  should  be  most  carefully 
looked  for.  The  apex  of  the  heart  should  be 
palpated  with  the  patient  in  the  left  lateral 
position.  Murmurs  should  be  listened  for  over 
a  wide  area,  with  the  patient  in  various  posi- 
tions. If  the  hemoptysis  is  not  too  recent, 
slight  exercise  should  be  tried  to  see  if  the 
murmur  will  develop.  Deflation  of  the  lung 
(panting)  will  oftentimes  produce  change  in 
the  first  sound,  or  develop  a  presystolic  or 
diastolic  murmur,  clearly  due  to  mitral  stenosis. 
Check  upon  the  probability  can  be  made  by  a 
seven  foot  x-ray  plate,  or  cardiogram  tracing. 

I  have  known  bleeding  from  a  gastric  ulcer  to 
be  mistaken  for  hemoptysis.  This  could  occur 
only  where  the  patient  was  not  seen  at  the  time 
of  the  bleeding,  or  through  a  very  imperfect 
history  of  the  attack. 

The  bleeding  associated  with  the  expulsion  of 
a  fibrinous  cast,  and  that  with  the  expulsion  of 
a  foreign  body  (a  piece  of  chicken  bone)  were 
both  thought  due  to  tuberculosis  of  the  lung.  In 
one  large  hemorrhagic  cast  three  tubercle  bacilli 
were  found. 

(c)  Fever.  There  are  some  patients  in 
whom  slight  registration  of  evening  fever,  with 
chilly  sensations,  have  led  to  the  suspicion  of 
phthisis.  It  is  important  to  consider  in  this 
type  of  case  foci  of  concealed  pus.  X-rays  of 
the  sinuses,  of  the  teeth,  careful  questioning 
about  recent  fillings  of  teeth  or  tender  teeth, 
should  be  made.  Examination  of  the  urine 
should  be  made  with  a  view  to  excluding  an  un- 
recognized pyelitis,  possibly  even  associated 
with  a  silent  calculus,  only  to  be  discovered  by 
the  x-ray.  Occasionally  syphilis  of  the  lung 
with  hemoptysis,  or  syphilis  of  some  internal 
organ,  with  fever,  may  lead  to  the  suggestion  of 
phthisis.  A  Wassermann  would  probably  clear 
the  diagnosis  at  once.  Occasionally  Hodgkin's 
disease,  with  fever,  without  palpable  gland  en- 
largement may  simulate  phthisis.  Usually  the 
splenic  enlargement,  the  enlarged  bronchial 
glands,  or  mesenteric  glands  will  suggest  the 
possibility  of  the  condition. 

(d)  Debility.  Under  the  term  debility  is 
usually  classified  a  candidate  for  phthisis.  This 
group  comprises  many  of  the  gastroptotic,  low 
blood  pressure  cases,  with  gastric  symptoms 
In  these  thin,  weak-muscled  individuals,  the 
physiological  differences  of  the  apices  are  exag- 
gerated, especially  when  varying  degrees  of 
apical  atelectasis  are  present.  These  patients 
require  a  great  deal  of  study  and  much  in- 
vestigation before  tuberculosis  can  be  excluded. 
The  majority  of  them  are  women;  their  usual 
age,  twenty  to  thirty.  They  are  usually  much 
operated  and  much  drugged,  which  adds  to  the 
confusion  of  the  real  underlying  condition. 
Occasionally  one  has  Addison's  disease — the 
x-ray  of  the  lungs  will  frequently  show  calcified 
glands  or  peri-bronchial  thickening.  No  harm 
is  done  in  treating  them  as  if  tuberculous,  if 
over-feeding  does  not  upset  the  ptosed  stomach. 
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(e)  Cough.  Someone  has  said  that  every 
cough  of  two  months'  duration  is  due  to 
tuberculosis.  This  is,  of  course,  absurd.  To 
determine  the  cause  of  the  chronic  cough  may 
require  time.  To  assume  it  at  once  due  to 
phthisis  discredits  the  examiner.  The  sputum 
examination  separates  often,  at  once,  the 
tuberculous  from  the  non-tuberculous  case.  It 
is  surprising  how  difficult  it  is  for  early  phthisis 
cases  to  furnish  sputum.  Bring  them  a  cup, 
stand  over  them,  and  tell  them  to  cough  and 
spit  into  the  cup.  This  simple  method  will 
raise  at  once  the  number  of  positive  sputum 
findings.  By  this  method  I  reported  twenty- 
one  positive  sputum  findings  in  one  month's 
out-patient  service.  It  is  the  atypical  case, 
with  the  atypical  history,  in  whose  abundant 
sputum  no  tubercle  bacilli  have  ever  been 
found,  that  is  so  frequently  puzzling.  Physical 
examination  usually  helps  to  clear  up  the  diag- 
nosis in  those  cases  where  cough  is  the  chief 
symptom.  The  age  of  the  patient  suggests 
other  possible  causes  than  phthisis.  X-ray  ex- 
amination of  the  mediastinum  or  lungs,  for 
glands,  aneurysm,  foreign  body,  high 
diaphragm,  eliminates  many  possible  factors, 
while  Wassermann  reactions  and  bacteriological 
sputum  examinations  assist  in  the  diagnosis. 

Occasionally,  errors  in  diagnosis  occur 
when  pain  in  the  chest  suggests  pleurisy; 
pleurisy,  tuberculosis ;  and  tuberculosis,  phthisis. 
Two  patients  with  the  diagnosis  of  pleurisy  were 
found  to  have  mastodynia.  One  had  syphilitic 
periostitis  of  a  rib;  one,  referred  pain  from 
spinal  osteo-arthritis.  Metastatc  pleural  in- 
volvement from  adeno-carcinoma  was  proven  in 
one  case  by  excision  of  a  small  gland  just  under 
the  outer  border  of  the  pectoralis  major  muscle, 
and  hypernephroma  with  lung  metastasis,  by 
x-ray  of  the  kidney. 

The  acute  broncho-pneumonia  of  influenzal 
origin,  where  the  focus  is  situated  at  an  apex, 
offers  an  interesting  field  for  differentiation  from 
early  phthisis.  The  association  of  sinus  infec- 
tion is  common  in  influenzal  cases.  X-rays  of 
these  are  frequently  of  value.  Tuberculosis  of 
sinuses  is  rare.  The  finding  of  an  extensive  in- 
volvement of  the  naso-pharnygeal  tract  in  a  sus- 
pected case  is  against  phthisis,  but  favors  some 
other  infection,  like  influenza.  The  history  and 
further  examination  will  make  the  diagnosis 
clear.  In  other  words,  to  the  careful  man  who 
employs  modern  methods  of  diagnosis,  the  differ- 
ential diagnosis  of  early  pulmonary  tuberculosis 
offers  little  difficulty.  I  have  often  thought 
it  would  be  of  value  to  have  a  show-down  of  the 
•evidence  upon  which  some  of  the  diagnoses  of 
phthisis  are  made.  I  have  encountered  suffi- 
cient error  in  my  experience  to  make  me  ques- 
tion if  at  times  too  much  was  not  taken  for 
granted  in  making  such  a  simple  diagnosis.  It 
is  carelessness,  not  ignorance,  which  renders  dif- 
ferential diagnosis  of  early  pulmonary  tubercu- 
losis difficult,  if  it  is  difficult.    The  essential 


factor  to  remember  is :  the  safety  of  the  patient 
and  the  community  is  of  much  more  im- 
portance than  is  the  diagnosis.  While  this  is 
being  cared  for  by  the  provisional  diagnosis  of 
phthisis,  further  evidence  may  be  accumulated 
for  or  against  phthisis.  It  is  when  this  evi- 
dence is  not  sought  for,  or  the  patient  not 
treated  as  if  phthisis  was  present,  that  the  mis- 
take is  made. 

When  we  come  to  consider  the  differential 
diagnosis  of  late  pulmonary  tuberculosis,  the 
problem  is  more  complicated.  In  my  ex- 
perience any  acute  inflammatory  condition  of 
the  lung,  if  it  is  obscure,  or  unrecognized,  may, 
if  it  goes  on  to  pus  formation,  either  by  reten- 
tion or  compression,  at  times  by  extension,  pro- 
duce a  condition  simulating  late  phthisis.  Pres- 
sure by  aneurysm  or  new  growth  upon  bronchi, 
with  a  resultant  bronchorrhea,  and  fever,  may 
suggest  late  phthisis.  New  growths,  either  by 
their  pleural  involvement,  or  when  necrotic  or 
secondarily  infected,  may  mislead.  Foreign 
body  or  embolic  lung  abscess  is  difficult  of 
differentiation.  Primary  suppurative  foci  be- 
neath the  diaphragm,  like  the  appendicular 
liver  or  perinephritic  abscess,  may,  by  their 
secondary  pleura  or  lung  involvement,  suggest 
pulmonary  tuberculosis. 

How  many  specialists  of  tuberculosis,  when 
called  upon  to  diagnose  an  obscure  lung  con- 
dition following  an  appendix  operation,  ques- 
tion whether  any  focus  of  pus  was  present 
around  the  appendix  at  operation?  With  this 
fact  known,  the  probability  or  improbability  of 
a  primary  or  secondary  lung  condition  at  once 
appears.  Again,  it  is  difficult  to  explain  an 
obscure  lung  condition  when  in  one  interspace 
serous  fluid  is  obtained,  and  1  cm.  lower,  choco- 
late colored  pus  is  drawn  off,  unless  the  history 
of  operation  for  ureteral  stone  three  months 
before  is  ascertained,  and  the  fact  that  there 
was  some  pyelitis  following  operation.  With 
these  facts,  perinephric  abscess,  sub-diaphrag- 
matic abscess,  secondary  pleural  irritation  with 
lung  compression,  becomes  apparent. 

Fever,  cough,  loss  of  flesh,  purulent  sputum 
of  months'  duration  led,  with  the  physical 
signs  to  the  diagnosis  of  tuberculosis,  although 
no  tubercle  bacilli  were  found  in  the  sputum. 
The  history  of  the  case  favored  septic  embolism 
with  pulmonary  abscess  and  secondary  lung  in- 
volvement. Operation  showed  this  to  be  cor- 
rect.    The  history  in  brief  was  as  follows : 

A  woman  operated  for  fixation  of  uterus — 
infected  wound.  A  few  days  later  sudden  left 
axillary  pain  waking  her  from  sleep;  a  few 
days  later  pleuritic  pain,  fever,  then  cough  and 
purulent  sputum.  Sputum  negative  for  tubercle 
bacilli — large  numbers  of  streptococci,  extra 
and  intracellular.  Primary  streptococcus  lung 
involvement  is  rare.  It  is  usually  secondary 
to  embolism  or  part  of  a  general  streptococcus 
process  or  infection  from  inhalation.  The 
presence  of  hematoidin  crystals  in  the  sputum 
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was  consistent  with  broken-down  blood  clot ; 
consistent  with  embolic  infarction. 

In  one  lung,  at  autopsy,  when  a  suppurating 
mediastinal  lymphoma  had  produced  pressure 
on  the  left  lung,  was  found  pleurisy  with  ef- 
fusion, pressure  atelectasis,  bronchial  compres- 
sion with  dilated  bronchi,  bronchorrhea,  in- 
farction, and  pulmonary  vein  thrombosis. 
Imagine  relying  upon  the  changing  daily  phy- 
sical signs  in  such  a  ease!  Yet  there  was 
cough,  purulent  sputum,  fever,  sweats;  the 
patient  was  a  young  adult.  The  only  positive 
aid  in  diagnosis  was  plate  No.  2,  x-ray,  out  of 
ten  plates  taken.  This  early  plate  was  more 
suggestive  of  malignant  lymphoma  or 
mediastinal  tumor.  "With  the  progress  of  the 
pathological  lesions,  due  to  compression,  all 
other  interpretations  of  the  x-ray  plates  were 
unsatisfactory.  Aneurysm  was  excluded  by 
seven  foot  x-ray  plate;  absence  of  Wassermann 
reaction;  absence  of  aortitis;  the  esophagus, 
when  filled  with  barium  and  x-rayed,  was  found 
to  be  dislocated.     Against  tuberculosis  surely! 

I  believe  certain  chronic  influenzal 
bronchiectatic  cases  are  wrongly  diagnosed 
phthisis.  As  the  condition  is  incurable  the 
harm  is  not  great,  as  the  method  of  treatment 
applied  for  these  supposed  phthisis  cases  is  in 
the  main  beneficial.  The  differential  diagnosis 
is  difficult,  and  time  consuming.  It  can  be 
done,  however. 

I  think  the  differential  diagnosis  in  elderly 
people  between  chronic  bronchitis  and 
emphysema  and  extensive  phthisis  is  important. 
Under  the  emphysema  the  physical  signs  of 
phthisis  are  masked,  and  as  they  frequently 
show  no  fever  and  no  increase  of  pulse  rate, 
they  are  treated  for  bronchitis.  Examination 
of  the  sputum  for  tubercle  bacilli  in  this  group 
of  cases  would  yield  some  interesting  results. 
I  believe  they  are  a  source  of  danger  because 
unrecognized. 

The  occasional  foudroyant  phthisis,  simulat- 
ing lobar  pneumonia,  can  easily  be  recognized 
if  the  sputum  is  examined  for  tubercle  bacilli. 
Fortunately  this  form  of  tuberculosis  is  rare, 
and  the  patients  are  bed-ridden  from  the  start, 
and  die  before  much  chance  for  contact  infec- 
tion has  occurred. 

I  have  personally  seen  simulate  late  pul- 
monary tuberculosis,  syphilis,  influenza, 
bronchiectasis,  multiple  influenza  broncho-pneu- 
monia, foreign  body  bronchiectasis,  foreign 
body  inhalation  pneumonia  with  abscess,  after 
tonsillectomy  or  following  teeth  extraction 
under  ether,  encysted  empyema,  sub- 
diaphragmatic abscess,  actinomycosis,  malig- 
nant suppurating  lymphoma,  malignant  dis- 
ease of  the  lung,  aneurysmal  phthisis.  In 
other  words,  any  of  the  acute  infections,  given 
time  enough,  may  through  their  chronicity  sim- 
ulate, identically,  late  tuberculosis.  The 
history  of  the  original  onset  of  the  condition, 
with  a  knowledge  of  pathology  and  bacteriology, 


is  as  important  in  the  differentiation  of  these 
cases  as  are  the  physical  signs.  In  other 
words,  I  believe  it  difficult,  outside  of  a  big 
institution  where  every  means  of  diagnosis 
can  be  applied,  to  differentiate  some  of  these 
cases,  and  then  only  after  much  work  has  been 
done  on  the  case.  These  cases  in  which  no 
tubercle  bacilli  have  been  found  with  suggestive 
evidence  against  tuberculosis,  should,  in  my 
opinion,  have  the  benefit  of  investigation  at  one 
of  the  large  hospitals.  No  consultant  can  diag- 
nose the  case  seeing  it  but  once.  It  is  only 
when  evidence  has  been  accumulated  that  the 
diagnosis  will  appear.  This  takes  time  and 
labor. 

My  own  practice  in  these  chronic  pulmonary 
conditions  simulating  phthisis  is  as  follows: 
First,  a  most  careful  history,  not  only  of  the 
family  but  of  the  social  conditions,  of  the  work- 
ing conditions,  with  the  possibility  of  infection 
at  home  or  at  work;  whether  the  patient  has 
recently  moved  into  another  house,  or  has 
travelled  much ;  the  onset  of  the  pulmonary 
condition;  whether  it  started  as  a  naso- 
pharyngitis with  fever,  acutely,  or  followed  an 
infection  suggesting  pneumococcus  pneumonia ; 
whether  there  had  been  any  recent  operations; 
if  so,  what  they  were,  the  anesthetic  used, 
whether  badly  taken,  the  condition  found  at 
operation;  the  convalescence!,  if  complicated. 
Next,  the  amount  of  sputum  raised  is  carefully 
inquired  into,  its  character,  purulent,  with  or 
without  hemoptysis,  odor,  ease  with  which  it  is 
raised.  Cough;  its  character,  dependent  upon 
position,  increased  by  change  of  position,  pro- 
ductive or  non-productive,  periodic  or  constant, 
with  or  without  heart  symptoms.  The  sputum 
is  then  examined  daily  for  tubercle  bacilli, 
while  the  patient  is  under  observation.  If  no 
tubercle  bacilli  are  found,  the  type  of  prevail- 
ing organism  present  is  noted — extra  or  intra- 
cellular, presence  or  absence  of  hematoidin 
crystals.  In  my  experience  in  all  chronie 
bronchiectatic  cases  the  influenza  bacilli  will  be 
found  if  careful  search  is  made,  frequently,  of 
course,  mixed  with  pneumococci  and 
diphtheroids.  Desquamated  cells  from  the 
bronchi  will  usually  be  found.  If  hemoptysis 
occurs,  frequently  the  sputum  in  the  next  few 
days  will  show  large  numbers  of  influenza 
bacilli.  They  may  be  isolated  in  pure  culture 
on  hemoglobin  agar.  Slides  are  made,  and 
stained  by  Gram-eosine,  and  looked  over  with 
the  low  power  for  branching  filamentous 
threads,  Gram-staining.  Elastic  fibres  are 
searched  for.  Presence  or  absence  of  large  num- 
bers of  eosinophile  cells  is  noted.  Charcot- 
Leyden  crystals  are  looked  for  in  the  sputum. 
Occasionally  asthma  simulates  phthisis. 
Usually  some  clue  as  to  the  probable  infection 
may  be  obtained  by  this  searching  sputum 
examination. 

Four-hour  charts  are  started  on  all  patients 
at  admission.    X-rays  of  the  chest  are  taken; 
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later,  if  necessary,  stereoscopic.  In  one  case 
an  aluminum  tracheotomy  tube,  blocking  the 
left  bronchus,  with  bronchorrhea,  fever,  chills, 
sweating,  extensive  left  lung  signs,  failed  to 
show  in  x-ray  plates  especially  taken  to  exclude 
foreign  body.  Wassermann  reactions  are  the 
rule  on  all  cases  in  the  ward. 

If  effusion  is  present,  tapping,  with 
bacteriological  and  cultural  examination,  is 
done,  with  cell  count.  Smears  of  all  fluids  are 
stained  by  Gram  and  eosine.  Frequently  dead 
pneumococci  will  show  in  the  smear  when  they 
do  not  grow  out  in  the  culture. 

If  there  is  any  suggestion  of  new  growth, 
•either  in  the  history  or  physical  examination, 
the  primary  tumor  is  sought  for.  X-rays  of 
stomach  and  intestine,  bismuth  enemata,  uterine 
examinations,  x-rays  of  kidney  for  hyperne- 
phroma, commonly  metastasizing  in  the  lung 
or  pleura,  even  x-rays  of  the  distended  kidney 
pelvis  where  the  suggestion  is  warranted  after 
a  genito-urinary  consultation.  Any  accessible 
gland  along  the  outer  border  of  the  pectoralis 
major  muscle,  or  if  accessible  in  the  axilla,  or 
even  above  the  clavicle,  is  excised  and  sent  to 
the  pathologist.  Blood  examinations  with  dif- 
ferentiation are  done  as  a  routine  to  exclude 
hidden  suppurations  or  leukemia.  In  rare 
cases,  after  consultation  with  an  expert  in  the 
use  of  tuberculin,  tuberculin  tests  may  be 
made.  Daily  amounts  of  sputum  are  meas- 
ured in  the  ward;  the  larger  the  amount  the 
more  apt  is  bronchiectasis  or  undrained  abscess 
or  empyema,  encysted,  to  be  found.  Clubbing 
of  the  fingers  and  toes  is  noted.  Aneurysm  is 
excluded  by  the  absence  of  aortitis.  I  have 
had  no  bronchoscopic  examinations  made. 

In  doubtful  cases  exploratory  thoracotomy  is 
advised,  after  carefully  going  over  the  case  with 
the  special  surgeon ;  each  detail  in  the  pre- 
sumptive diagnosis  being  given ;  whether  the 
focus  is  below  the  diaphragm  or  above; 
whether  secondary  to  embolism  or  pressure; 
the  evidence  against  tuberculosis  is  presented 
with  the  evidence  for  the  probable  condition; 
the  pre-operative  risk  of  the  patient  is  care- 
fully gone  into  by  the  medical  service. 

A  surgeon  has  been  following  the  past  two 
weeks  a  case.  The  examination  of  the  pleural 
fluid  has  been  done  on  five  separate  fluids, 
daily  tubercle  examinations  of  the  sputum  have 
been  made,  repeated  x-ray  plates  have  been 
taken — kidney  plates  as  well  as  lung  plates. 
Whether  a  small  sub-diaphragmatic  abscess 
has  secondarily  infected  the  pleura,  or  a  small 
lung  focus,  possibly  tubercular,  is  the  cause  of 
the  suggestive  purulent  pleuritis,  has  not  been 
determined  to  date. 

CONCLUSIONS. 

I  do  not  think  the  differential  diagnosis  in 
early  phthisis  offers  much  difficulty  if  care  is 
used.  If  there  is  any  doubt,  the  patient  should 
be  treated  as  if  tuberculous ;  the  possibility  of 


thyroidism,  of  mitral  disease,  concealed  pus, 
ptotic  conditions,  should  be  thought  of  in  the 
doubtful  case.  A  careful  history  or  further 
examinations  will  clear  up  the  diagnosis.  In 
the  meanwhile  the  patient  is  being  treated  as  if 
phthisis  was  present. 

In  the  late  cases  I  do  not  believe,  when  the 
doubt  of  phthisis  has  been  raised,  that  it  is  pos- 
sible, without  being  prepared  to  follow  out  the 
methods  of  diagnosis  suggested,  to  differentiate 
between  late  phthisis  and  other  lung  conditions. 
I  believe .  these  patients  should  be  referred  to 
one  of  the  large  hospitals,  where,  at  small  ex- 
pense, the  necessary  examinations  can  be  made. 
Without  them  I,  personally,  do  not  know  how 
to  differentiate  these  atypical  lung  conditions 
simulating  late  tuberculosis. 


NEW  ENGLAND  PEDIATRIC  SOCIETY. 

Meeting  of  Society  held  at  the  Boston  Medical 
Library  on  April  27,  1917,  at  8.15  p.m. 
Dr.  Maynard  Ladd  of  Boston  in  chair. 
The  following  papers  were  read : 

1.  "Treatment  of  Eczema,"  Charles  J. 
White,  M.  D.,  Boston. 

2.  "Mechanisms  of  Defense  and  Serum 
Treatment  of  Poliomyelitis,"  Harold  L.  Amoss, 
M.D.,  New  York. 

Discussion  opened  by  Dr.  Francis  W.  Pea- 
body,  Boston,  Dr.  Edwin  H.  Place,  Boston. 

Light  refreshments  were  served  after  the 
meeting. 

THE  TREATMENT  OF  ECZEMA  IN 
CHILDHOOD. 

By  Charles  J.  White,  M.D.,  Boston, 
Edward  Wigglesivorth  Professor  of  Dermatology  in 
Harvard  University. 

The  eczema  of  childhood  has  always  been  one 
of  the  dermatologist's  difficult  problems,  but, 
within  a  few  years,  since  the  introduction  of 
fecal  examinations  and  cutaneous  food  tests,  the 
pediatrists  have  been  assuming  more  and  more 
of  this  etiologic  and  therapeutic  burden ;  to  such 
an  extent,  in  fact,  that  some  of  them  have  ap- 
peared in  print  with  the  startling  assertion  that 
henceforth  eczema  should  be  considered  the 
pediatrists'  province,  validating  this  claim  on 
the  grounds  that  the  treatment  of  eczema  is 
purely  a  question  of  feeding.  We  dermatolo- 
gists who  have  dealt  with  this  problem  for  so 
many  years  do  not  hesitate  to  dispute  this  claim 
vigorously;  first,  because  we  know  from  our  ex- 
perience in  public  and  private  practice  that 
many  pediatrists  are  not  yet  capable  of  mak- 
ing a  proper  diagnosis  of  the  complex  disease, 
eczema ;  and  secondly,  because  we  are  not  yet 
convinced  that  all  examples  of  the  conditions 
now  classified  under  the  heading  of  eczema  have 
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beeu  proved  to  be  dependent  on  food  poisoning, 
so  to  speak. 

This  is  seemingly,  perhaps,  a  peculiarly  un- 
grateful introduction  to  this  paper,  the  investi- 
gations for  which  have  been  based  on  the  pio- 
neer work  done  by  one  of  your  members,  Dr. 
Talbot,  who,  in  1913,  in  conjunction  with  Dr. 
Towle,  published  an  article  on  the  stools  of  ecze- 
matous  babies.  Nevertheless.  I  must  stick  to  my 
guns  for  the  reasons  aforesaid. 

Following  the  lead  thus  described,  I  have  de- 
voted practically  all  of  my  medical  leisure  dur- 
ing the  last  three  years  to  the  etiological  ques- 
tion of  eczema  from  the  standpoint  of  food. 
Cutaneous  food  tests  and  stool  examinations 
have  been  made,  and  my  records  of  children  and 
adults  extend  now  to  above  three  hundred.  Let 
me  hasten  at  once  to  state  that  the  cutaneous 
tests  have  been  made  largely  by  my  house  offi- 
cers, and  the  fecal  examinations  by  Dr.  F.  B. 
Talbot,  Dr.  L.  W.  Hill,  and  by  my  house  officers 
as  well.  To  all  of  these  valuable  cooperators  I 
now  extend  my  sincere  thanks. 

The  results  which  follow  later  on  in  this  com- 
munication relate  to  chronic  eczema — that  mys- 
terious cutaneous  eruption  the  cause  of  which 
has  thus  far  escaped  detection,  and  the  rapid 
cure  of  which  still  awaits  further  solution.  You 
will  see,  therefore,  that  I  do  not  include  in  this 
category  the  cases  of  acute  eczematous  derma- 
titis (dermatitis  venenata),  the  origin  of  which 
we  know,  or  the  examples  of  more  or  less  long- 
continued  eczematous  dermatitis  which  yield 
promptly  to  expert  external  treatment.  The 
type  of  eczema  to  which  these  experiments  re- 
late is  represented  by  those  cases  which  may  be- 
gin within  a  few  days  or  weeks  of  birth  without 
ascertainable  reason  and  persist,  despite  the  best 
of  care,  for  one  or  more  years  and  in  some  in- 
stances off  and  on  until  the  death  of  the  indi- 
vidual in  old  age. 

Before  we  take  up  this  more  difficult  subject, 
let  me  dismiss  the  easy  part  of  this  problem  of 
eczema,  that  is,  the  treatment  of  the  amenable 
cases. 

ECZEMA    AMENABLE    TO    EXTERNAL  TREATMENT. 

General  Directions.  Let  us  bear  in  mind  al- 
ways that  eczema  is  an  inflammation,  and  like 
all  inflammations,  demands  rest  and  protection 
from  harm ;  and  in  this  specific  instance  pro- 
tection from  harm  means  guarding  the  skin 
from  all  physical  and  chemical  irritants,  in- 
cluding water.  If  we  are  dealing  with  an  in- 
dividual who  must  continue  his  daily  task  and 
who,  therefore,  must  of  necessity  wash,  let  us 
appreciate  that  this  necessarily  frequent  evil  can 
be  mitigated  somewhat  by  adding  cornstarch 
or  bran  to  the  water,  by  regulating  the  heat  of 
the  water  to  that  of  the  external  body  temper- 
ature, by  using  a  superfatted-coldcream  soap, 
and  by  drying  the  skin  as  one  would  blot  ink 
with  blotting  paper.  Let  us  warn  our  patient 
to  protect  his  affected  hands  with  frequently 


sterilized  gloves.  Let  him  use  cotton  gloves  for 
light  dry  work,  dogskin  gloves  for  heavy  dry 
work,  and  loose-fitting  rubber  gloves,  well  and 
constantly  powdered,  for  wet  work. 

Of  course  these  directions  are  intended  for  the 
individual  who  must  continue  his  work,  but  it 
goes  without  saying  that  such  an  individual  will 
be  cured  comparatively  slowly  and  that  he  cer- 
tainly increases  the  risk  of  becoming  what  I 
have  termed  an  unamenable  case. 

Intertrigo.  The  erythematous  condition  which 
occurs  on  contiguous  surfaces  as  a  result  of  heat 
plus  stationary  urine,  feces,  or  perspiration  is 
very  easily  managed  by  sufficient  and  gentle 
bathing  with  a  mild  soap  and  lukewarm  water ; 
by  thoroughly  drying,  by  patting  rather  than  by 
wiping,  with  a  sterile  absorbent  material;  by 
dusting  into  the  folds  of  the  skin  a  well-made, 
borated  talcum  powder ;  by  changing  clothes  the 
moment  they  are  soiled;  and,  finally,  by  forbid- 
ding too  many  and  too  warm  clothes.  The  over- 
dressing of  young  children  is  happily  passing 
in  this  modern  era  of  underdressing  in  adults, 
except  among  the  poorer  classes,  where  we  still 
see  babies  swathed  in  yards  and  yards  of  un- 
necessary and  dirty  clothes. 

Miliaria.  Prickly  heat,  although  perhaps  not 
strictly  speaking  an  eczema,  should  be  included 
here.  Once  more  we  are  dealing  with  too  great 
heat,  either  artificial  or  natural,  and  it  behooves 
us  to  correct  the  former  cause.  Cut  down  the 
amount  of  clothing  to  the  limit ;  favor  rest  dur- 
ing the  heat  of  the  day;  limit  the  amount  of 
heavy  foods  ingested ;  request  frequent  baths  in 
cool  water;  and  have  ready  at  hand  the  well- 
known  milky  wash  (acid  carbol.  2,  zinc.  oxid.  16, 
aq.  calcis  250)  ;  sop  this  on  the  moment  the  skin 
itches  or  prickles,  and  as  soon  as  it  dries  dust 
on  plenty  of  borated  talcum  powder. 

Balanitis.  This  peculiar  eczematous  infection 
of  the  glans  penis  looks  and  is  terrifying  to  the 
young  boy,  but  it  is,  happily,  a  condition  cu- 
riously amenable  to  the  right  treatment.  If  the 
physician  is  cognizant  of  black  wash  (hydrarg. 
chlorid.  mitis  2,  aq.  calcis  250)  and  uses  it  in  the 
correct  way,  balanitis  melts  away  like  magic. 
The  cure  of  this  disease  can  be  hastened  by  the 
additional  use  of  boric  acid  ointment,  worn 
when  the  wash  is  not  being  applied.  If  balanitis 
becomes  a  recurrent  trouble  the  child  should  be 
circumcised. 

It  is  proper  to  pause  here  to  interpolate  a  few 
remarks  based  upon  a  rather  long  experience 
with  patients  who  have  been  treated  by  medical 
men  who  have  not  made  a  specialty  of  dermatol- 
ogy. The  seemingly  inevitable  tendency  of  this 
large  proportion  of  the  profession  is  to  use  too 
strong  applications,  to  employ  advertised  rem- 
edies, or  to  prescribe  the  proper  remedies  and 
fail  to  impress  on  the  patient  their  proper  use. 
This  last  shortcoming  is  especially  evident  in  the 
treatment  of  moist  dermatoses  where  we  derma- 
tologists are  apt  to  suggest  evaporating  lotions 
and  dusting  powders  and  perhaps  no  dressings  ; 
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while  the  general  practitioner  may  prescribe 
•ointments  and  bandages;  and  the  surgically  in- 
clined may  wrap  the  part  up  in  yards  of  dress- 
ings and  in  some  cases  even  apply  oiled  silk. 

Let  me  repeat  that  the  most  serviceable  pro- 
portions in  ingredients  in  the  very  useful 
••white''  wash  and  "black"  wash  are  those 
which  have  been  detailed  above,  and  that  the 
white  wash  should  be  reasonably  fresh  and 
sopped  on  at  frequent  intervals  (in  vesicular 
or  bullous  conditions  as  often  as  once  an  hour) 
and  that  the  black  wash  should  be  laid  on  the 
affected  part  by  means  of  a  thin  piece  of  linen 
or  cotton  for  fifteen  minutes  twice  or  three  times 
a  day.  These  are  the  best  methods  for  the  use 
of  these  two  valuable  and  serviceable  lotions, 
and  yet  I  have  frequently  seen  them  both  used 
as  poultices  and  have  had  the  attendant  physi- 
cian describe  their  effect  as  useless.  A  large 
part  of  the  success  of  dermatological  prac- 
tice depends  upon  the  knowledge  of  detail  of 
the  physician  and  upon  the  implicit  cooperation 
of  the  patient. 

Paronychia.  Here  again  is  an  eczema-like  in- 
fection which  may  well  be  mentioned  in  this 
connection.  The  treatment  of  this  at  times 
painful  condition  is  really  that  of  balanitis  and 
it  is  surprising  to  note  the  ready  response  of 
this  apparently  deep  infection  to  the  proper 
application  of  black  wash  plus  boric  acid  oint- 
ment (acid,  boraeic.  2-4,  adipis  benzoat.  30) 
under  a  thin  "cot,"  with  or  without  the  addi- 
tion of  salicylic  acid,  plus  the  absolute  cessation 
of  all  manual  work  with  the  affected  finger,  and 
the  forbidding  of  contact  with  all  substances 
save  those  described. 

Eczema  Impetiginosum.  Once  more  we  are 
dealing  with  a  condition  which  in  a  true  sense 
may  not  be  eczema  at  all  but  a  condition  which 
cannot  objectively  be  differentiated  from  that 
elusive  quantity  known  as  eczema.  The  in- 
stinct of  the  trained  man  in  these  cases  is  to 
look  at  once  for  the  presence  of  pediculi  or 
their  ova.  If  any  of  these  foreign  bodies  are 
detected,  the  simplest  remedy  in  boys  or  in 
young  girls  is  to  cut  the  hair  short,  thus  getting 
rid  at  one  fell  swoop  of  the  whole  etiological 
question.  In  older  girls  and  in  all  children  in 
the  winter  months  this  radical  procedure  is  not 
practicable  and  we  must  resort  to  the  tedious 
application  of  crude  petroleum  (because  this 
substance  is  efficient,  cheap  and  easily  obtained) 
to  kill  the  living  organisms,  and  to  the  still  more 
vexatious  process  of  ungluihg  the  nits  from 
their  firm  attachments  to  the  hair  shafts.  This 
is  a  very  troublesome  question,  for  the  keratin 
of  the  egg  shells  and  of  the  human  hair  is  very 
closely  allied  chemically,  and  it  follows  that 
what  destroys  the  one  will  probably  destroy  the 
other.  We  must,  therefore,  limit  our  efforts  to 
loosening  the  ova  from  their  seats.  Thus  far 
chemists  have  not  produced,  or  at  least  derma- 
tologists have  not  discovered,  the  ideal  solvent. 
At  present  we  believe  that  xylene — a  distillate 


of  wood — is  our  best  agent ;  but  we  must  remem- 
ber that  this  substance  is  somewhat  irritating 
to  the  young  skin,  and  we  must  actively  bear  in 
mind  that  it  is  highly  inflammable.  The  appli- 
cation of  xylene  should,  in  consequence,  be  left 
to  trained  hands. 

With  the  rapid  or  the  gradual  riddance  of 
pediculosis  from  the  hair,  we  begin  simulta- 
neously our  attack  on  the  cutaneous  eruption. 
Here  our  methods  are  well  defined.  We  must 
remember  that  staphylococci,  or  perhaps  strep- 
tococci are  at  work,  and  we  must  advocate  fre- 
quent gentle  shampoos  with  soap  and  water ;  but 
here,  also,  precautions  must  be  taken.  We  are 
dealing  with  a  superficial  infection  and  we  must 
take  care  to  limit  this  infection.  Let  us,  there- 
fore, recommend  sterile  gauze  as  a  sponge  and 
as  a  towel,  and  let  us  make  use  of  a  mild,  pow- 
dered or  liquid  soap,  rather  than  the  family 
cake.  With  the  areas  properly  washed  and 
dried,  we  then  apply  boraeic  ointment  (2  to  30) 
and  within  a  few  days  we  expect  to  see  the 
process  dry  up  and  begin  to  disappear. 

Eczema  Madidans.  This  form  of  eczema  rep- 
resents the  type  that  we  encounter  most  fre- 
quently in  childhood.  It  may  begin  within  a 
few  days  or  weeks  of  birth,  and,  if  untreated  or 
handled  improperly,  may  lead  to  the  variety  of 
the  disease  we  all  dread — the  type  which  I  have 
earlier  this  evening  designated  "unamenable." 
Up  to  within  a  few  years  even  skilled  derma- 
tologists feared  this  type  of  infantile  eczema, 
for  we  knew  that  most  of  these  cases  would  defy 
our  best  and  most  painstaking  treatment.  We 
still  recall  the  first  two  winters  and  the  inter- 
vening summer  of  these  children's  lives,  the  im- 
possibility of  their  bathing,  the  scratching  and 
tearing  of  their  skin,  the  writhing  of  their  heads 
and  bodies,  their  necessary  confinement  under 
masks  and  safety-pins,  the  boxing  gloves  for 
their  hands,  the  stiff  cardboard  for  their  elbows, 
their  necessary  confinement  to  the  house  in  the 
cold  months  of  the  year,  their  inability  to  dig 
in  the  summer — all  in  all  a  hideous  nightmare 
to  us  all,  patients,  parents  and  doctors  alike. 

Now,  fortunately,  this  prolonged  and  dis- 
tressing experience  is  for  the  most  part  ban- 
ished from  our  lives,  for  we  have  discovered  a 
remedy  which  has  revolutionized  this  part 
of  our  practice,  and  the  large  majority  of 
these  children  are  cured,  and  cured  within  a 
comparatively  few  weeks.  This  remedy  lies  in 
the  proper  use  of  crude  coal  tar,  the  by-product 
of  the  manufacture  of  coal  gas.  This  is  an 
inky  black,  thick,  barely  fluid  mass  which 
smells  somewhat  of  gas.  It  is  essentially  a 
crude  substance,  varying,  of  course,  with  the 
type  of  coal  from  which  it  is  derived.  I  have 
used  it  in  great  quantities  in  public  and  pri- 
vate practice,  and  in  properly  selected  cases  its 
effect  is  really  wonderful.  It  is,  indeed,  no 
exaggeration  to  state  that  its  use  has  entirely 
altered  the  treatment  of  moist  eczemas  in  its 
various    types.     Strangely    enough,    there  is 
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practically  no  reverse  to  this  brilliant  picture — 
in  other  words,  save  for  an  epidemic  of  three 
eases,  I  have  never  known  this  drug  to  do  any 
harm  in  my  hands. 

Broeq  of  Paris  was  the  probable  discoverer 
of  the  therapeutic  value  of  this  substance,  and 
he  advocated  its  use  in  pure  strength  in  the 
weeping,  localized  eczemas  of  adult  life.  We 
have  extended  its  uses  by  modifying  its  manner 
of  application,  until  now  we  prescribe  it 
wherever  we  can  possibly  find  any  excuse — that 
is,  in  any  eczema  which  shows  any  sign  of 
moisture.  Experimentation  has  proved  that  in 
its  pure  state  it  is  advantageously  used  only  on 
the  raw  surfaces  of  the  adult  disease;  in  child- 
hood we  prescribe  it  in  the  strength  of  one-half 
drachm  to  the  ounce  of  zinc  paste  (crude  coal 
tar  2,  zinc.  oxid.  2,  amyl.  maidis  16,  vaseline 
16).  This  still  black  mass  is  smeared  thickly 
on  the  face  or  scalp  or  hands  night  and  morn- 
ing by  means  of  a  wooden  throat  stick,  and  no 
dressing  whatever  is  placed  over  it.  Every 
day  the  old  paste  is  removed  gently  with  the 
aid  of  soft  gauze  and  oil  of  sweet  almonds,  and 
the  fresh  applications  are  made  until  the  dis- 
ease is  cured  or  until  we  find  we  are  dealing 
with  an  unamenable  example  of  the  disease. 

There  are  three  minor  drawbacks  to  this 
otherwise  almost  perfect  medicament:  1.  It  is 
very  dirty  and  of  course  stains  badly.  Linen 
or  cotton  should  never  be  washed  with  soap  or 
water  without  first  rubbing  the  soiled  fabric 
well  with  lard — otherwise  an  indelible  battle- 
ship-gray results.  2.  Where  there  is  hair,  the 
crude  coal  tar  is  likely  to  produce  follicular 
pustules.  Therefore — and  this  rule  is  particu- 
larly pertinent  when  vernix  caseosa  is  present — 
cut  all  hairs  as  closely  as  possible  and  as  fre- 
quently as  necessary  before  applying  the  drug. 
If  pustules  develop,  cease  all  applications  in 
their  immediate  vicinity  until  these  intercur- 
rent lesions  have  disappeared.  3.  Crude 
coal  tar  will  not  tolerate,  that  is,  in  my 
hands,  the  synchronous  use  of  any  other 
drug.  In  other  words,  don't  try  to  use  an- 
other and  more  esthetic  application  by  day; 
use  nothing  at  all,  or,  best  of  all,  continue  the 
application  of  the  crude  coal  tar  day  and  night 
until  the  disease  is  wholly  well,  or  until  you 
find  that  it  cannot  get  well  by  this  means. 
You  would  treat  a  broken  leg  or  a  severe  sys- 
temic disease  throughout  the  twenty-four  hours, 
surely,  and,  therefore,  try  to  convince  your 
frequently  recalcitrant  patient  that  eczema  re- 
quires all  the  care  it  can  get.  You  are  handi- 
capping severely  your  patient  and  yourself  if 
you  don't  exhibit  a  little  backbone  in  such  cir- 
cumstances. 

These  three  are  the  only  difficulties  in  the 
use  of  this  otherwise  splendid  drug — a  drug 
which  has  meant  much  to  my  patients  and  to 
my  peace  of  mind  and  satisfaction  in  the  last 
few  years. 

Eczema  Papillosum.    This  is  an  infrequent 


type  of  the  disease,  and  especially  uncommon 
in  children.  If  confronted  with  this  variety  of 
the  process,  don't  use  ointments  or  pastes. 
Prescribe  washes,  and,  if  successful,  be  careful 
not  to  stop  half  way  in  the  course  and  add  or 
substitute  any  greasy  substances.  A  very  good 
wash  for  the  acute  cases  is  as  follows:  amyl. 
maidis  25,  talci  25,  glycerin.  20,  aq.  saturnin. 
100,  aq.  destillat.  100;  and  for  the  chronic  ex- 
amples: liq.  carbonis  detergent.  20-30,  aq.  des- 
tillat. 250. 

Eczema  Squamosum.  For  the  dry,  finely 
scaling  type  of  the  disease,  mild  ointments  do 
very  well.  Remember  the  role  that  cold,  dry 
weather  or  hot,  dry  weather  plays  in  this  form 
of  the  trouble.  Remember,  also,  that  eating 
corn  off  the  cob  is  a  not  infrequent  cause  of 
dry  perioral  eczema.  A  very  useful  ointment 
is  the  following:  acid,  salicyl.  .65,  bismuth, 
subnitrat.  2-4,  ung.  aq.  rosae  30. 

These,  then,  are  usually  successful  remedies 
to  apply  when  we  are  confronted  with  amen- 
able eczema  in  one  or  more  of  its  many  various 
phases.  If  we  are  to  succeed  in  our  efforts  we 
shall  know  it  within  a  week  or  two.  If  we  find 
that  we  are  to  fail,  then  we  must  make  up  our 
minds  that  we  must  call  to  our  aid  other  meth- 
ods than  the  simple  applications  of  external 
remedies. 

ECZEMA  NOT  AMENABLE  TO  EXTERNAL  TREATMENT. 

So  far  as  I  can  judge  there  are  no  outward 
differences  between  individual  examples  of 
eczema  amenable  to  expert  external  care  and 
those  which  are  to  prove  unamenable.  Even  in 
cases  which  have  lasted  for  years  the  proper 
applications  may  prove  curative  in  a  compara- 
tively short  time ;  but  of  course  the  longer  any 
dermatosis  has  continued  the  poorer  the  prog- 
nosis— that  is  usually  a  safe  guess. 

During  the  last  few  years  it  has  been  my 
custom,  as  stated  above,  when  confronted  with 
an  unamenable  example  of  eczema  of  any  type, 
to  have  food  tests  and  stool  examinations  made, 
and  in  the  long  lists  which  follow,  the  inquisi- 
tive and  faithful  reader  will  note  the  results  of 
these  inquiries. 

As  all  of  you  may  not  be  familiar  with  this 
work,  allow  me  to  mention  briefly  the  technic 
adopted  in  the  skin  tests.  In  a  certain  number 
of  patients  the  skin  was  delicately  broken  by 
the  rotation  of  a  dental  burr,  while  in  others 
an  exceedingly  superficial  incision  was  made 
with  a  clean,  sharp  scalpel.  The  latter  method 
was  finally  adopted  because  it  produced  less 
artificial  disturbance  in  the  controls  of  the 
factitiously  urticarial  subjects.  The  flexor  sur- 
face of  the  arms  of  the  affected  subject  was 
cleaned,  two  parallel  rows  of  four  or  more  in- 
cisions were  made,  and  into  the  incisions  of  one 
row  were  gently  rubbed  the  particles  of  food  to 
be  tested,  while  the  others  were  left  undis- 
turbed and  served  as  controls.  The  arm  was 
observed  at  intervals  up  to  a  half  hour,  and  a 
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slightly  positive  reaction  was  considered  to 
consist  of  reddening  and  infiltration;  a  positive 
reaction  of  definite  papulation  and  a  double 
positive  was  recorded  when  these  characteristics 
were  still  further  accentuated. 

During  my  first  and  second  years  only  raw 
food  types  were  inoculated.  Milk  freed  from 
its  fat  content  was  chosen  to  represent  the 
most  important  food  of  childhood,  salt-free 
butter  to  represent  fats,  egg  albumin  to  repre- 
sent proteids,  and  lactose  or  oatmeal  water  to 
represent  the  sugars  and  starches.  As  experi- 
ence grew,  it  was  learned  that  an  individual 
might  be  susceptible  to  only  one  or  to  more  of 
a  certain  group  of  our  food  substances,  and  so 
the  tests  were  extended  to  many  individual 
representative  foods.  For  this  work  one  of 
two  methods  was  adopted— either  the  so- 
claimed  proteids  of  foods,  as  dispensed  by  a 
certain  chemical  company,  were  used,  or  the 
articles  of  food  were  prepared  according  to  the 
formulae  adopted  by  Dr.  J.  A.  Turnbull. 

By  one  of  these  latter  methods  we  have 
tested  many  individuals  with  the  following 
substances:  beans,  wheat,  barley,  rice,  oats,  rye, 
lentil,  corn,  buckwheat,  pea,  turnip,  cabbage, 
carrot,  tomato,  squash,  potato,  parsnip,  grape- 
fruit, strawberry,  egg  white,  lactalbumen,  beef, 
lamb,  pork,  and  chicken. 

The  professionally  prepared  "proteins"  have 
been  given  a  thorough  trial,  and  in  a  later 
series  were  compared  in  the  same  individual 
with  the  raw  product  method,  but  the  convic- 
tion was  finally  borne  in  upon  me  that  they 
are  not  reliable.  My  own  trials  of  foodstuffs, 
prepared  according  to  Dr.  Turnbull's  methods, 
are  not  sufficiently  numerous  to  be  of  any  value, 
but  it  is  evident  that  he  and  Dr.  Goodale  and 
other  investigators  have  faith  in  them,  at  least 
in  urticaria  and  asthma  and  hay  fever. 

For  those  who  are  interested  in  this  modern 
theory  of  eczema  I  have  introduced  the  method 
of  food  preparation  for  the  cutaneous  tests 
adopted  by  Dr.  J.  A.  Turnbull  and  the  proced- 
ures in  stool  examination  followed  by  Dr.  L.  W. 
Hill. 

PREPARATION  OP  FOODS  AS  TESTING  MATERIAL. 

1.  Render  food  to  a  fine  mass,  add  water 
and  allow  to  stand  in  a  cool  place  for  two  days. 

2.  Filter  and  to  the  watery  extract  add  four 
volumes  of  95%  absolute  alcohol.  The  alco- 
hol throws  down  a  precipitate. 

3.  Filter  and  wash  the  precipitate:  (1) 
with  normal  saline  solution,  (2)  with  95%  alco- 
hol twice,  (3)  with  ether  twice,  and  (4)  allow 
to  dry  in  a  powdered  form. 

This  is  the  method  adopted  by  Dr.  J.  A. 
Turnbull,  who  is  devoting  much  time  to  the 
subject  of  food  tests  in  urticaria,  asthma  and 
hay  fever. 

FOOD  TESTS. 

Case  1.  Male,  aet.  4%  years.  Disease  present 
since  birth.    Treated  for  four  years.    Eruption  con- 


sists of  oozing  redness  of  face  and  scalp,  at  times 
impetiginous.  Von  Pirquet  negative.  Food  tests 
negative. 

Case  2.  Male,  aet.  8  weeks.  Child  breast  fed. 
Has  an  occasional  green  stool.  Scalp  shows  a 
large  cradle  cap,  and  for  five  weeks  there  has  been 
a  redness  and  scaling  of  forehead  and  side  of  scalp. 
Tests:  albumin  ++,  butter  +. 

Case  3.  Male,  aet.  7  months.  White  cell  count 
20,000;  eosinophils  1%.  Stools  are  yellow  and  sour 
and  show  many  large,  coarse,  white  ourds.  Infant 
breast  fed  for  two  months  and  afterwards  according 
to  milk  formulae.  Disease  present  for  six  months. 
The  scalp,  forehead  and  cheeks  are  moist,  red  and 
crusting.  With  the  use  of  crude  coal  tar  and  suit- 
able changes  in  the  milk  formulae,  disease  was 
cured  in  twenty-five  days.  Tests:  milk  ±,  albumin 
+++. 

Case  4.  Female,  aet.  8  years.  Leucocytes  6,000- 
11,000,  hemoglobin  75-90%,  eosinophiles  2-3%.  Stool 
shows  some  fat  but  not  in  excess.  Disease  present 
for  two  years.  Eruption  was  finely  papular  for 
weeks  and  later  became  erythematous  and  impetigi- 
nous, affecting  scalp,  face,  hands,  arms,  neck  and 
upper  thorax,  and  accompanied  by  marked  adenitis. 
Rebellious  to  many  forms  of  treatment,  including 
the  use  of  x-rays  and  auto-serum.  Aggravated  by 
a  non-nitrogenous  diet,  and  somewhat  benefited  by 
a  low  fat  regime.   Tests:  milk  +,  albumin  +. 

Case  5.  Female,  aet.  16  months.  Whole  lower 
face  a  mass  of  moist  crusts.  Tests:  milk  ±,  but- 
ter ±,  lactose  +. 

Case  6.  Male,  aet.  11  months.  Child  breast  fed. 
Disease  evident  for  ten  months.  Forehead,  cheeks, 
chin  and  wrists  red  and  furfuraceous.  Tests : 
milk        albumin  +. 

Case  7.  Male,  aet.  3  years.  The  disease  has  been 
present  on  and  off  lor  two  years  and  now  the 
cheeks  are  pink  and  scaling  and  the  trunk  and 
back  of  the  thighs  show  grouped  crusting  papules. 
Tests:  milk+,  albumin  —. 

Case  8.  Female,  aet.  6  years.  Disease  has  been 
present  ever  since  birth,  but  child  has  not  been 
treated.  The  hair  is  like  tow  and  the  skin  of  the 
face  and  of  the  bend  of  the  elbows  is  infiltrated 
and  excoriated.    Tests:  butter  ±. 

Case  9.  Male,  aet.  4  months.  There  are  scat- 
tered macules  on  the  trunk,  and  the  skin  of  the 
palms,  flexor  surface  of  the  arms,  lower  abdomen, 
penis,  scrotum  and  thighs  is  bright  red  and  moist. 
Tests:  milk  ±. 

Case  10.  Female,  aet.  6  months.  At  age  of  one 
month  the  whole  body  was  affected.  Child  entirely 
breast  fed.  Now  the  skin  behind  the  ears  and  in 
the  folds  of  the  neck  is  red  and  moist.  Tests :  milk 
±,  albumin  ±,  butter  ±,  control  of  albumin  ±. 

Case  11.  Male,  aet.  4  months.  The  baby  is 
breast  fed  and  has  bottled  milk  as  well.  For  two 
months  the  eruption  has  been  present,  and  consists 
of  an  extensive  cradle  cap  and  redness,  scaling, 
and,  at  times,  moisture  behind  the  ears  and  on  the 
left  cheek.    Tests:  milk  +,  albumin  ±. 
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Case  12.  Male,  aet.  2  years.  Since  early  life 
the  skin  has  been  "broken  out."  The  child  was 
nursed  only  ten  days.  Eruption  comes  and  goes; 
better  in  summer.  There  is  much  itching  and  the 
face,  hands  and  arms  show  erythema,  excoriations 
and  bloody  crusts.    Tests:  milk±,  butter  ±. 

Case  13.  Female,  aet.  3V2  months.  Breast  fed 
and  constipated.  The  face,  forehead  and  scalp  are 
red  and  vesicular;  the  scalp  is  greasy  as  well. 
Tests:  milk  +  ++,  albumin  ++,  butter  +  +  +. 

Case  14.  Male,  aet.  14  years.  Duration  three 
years,  and  the  disease  is  always  worse  in  cold 
weather.  The  face  and  arms  are  thickened,  lichen- 
ified,  excoriated  and  crusted,  and  there  are  excoria- 
tions over  the  rest  of  the  body.    Tests  negative. 

Case  15.  Female,  aet.  14  years.  The  disease  has 
lasted  for  one  year,  and  now  consists  of  a  leathery, 
yellow-red,  excoriated  condition  of  the  face  and 
hands.    Tests:  milk  ±,  albumin  ±,  butter  ±. 

Case  16.  Female,  aet.  14  years.  The  disease  ap- 
peared at  the  age  of  three  months  and  has  persisted 
intermittently  ever  since.  Today  the  flexures  of 
the  elbows  and  knees,  the  forehead  and  the  neck 
are  pink,  infiltrated  and  dry.  Tests:  milk  +,  albu- 
min ++,  butter  ±. 

Case  17.  Female,  aet.  11  years.  On  the  left  arm 
there  are  three  pink-red  eczematous  patches  three- 
quarters  of  an  inch  in  diameter,  and  the  patient 
states  that  she  has  shown  the  same  condition  for 
the  last  few  winters.  Tests:  milk  +,  albumin  ±, 
control  of  albumin  ±. 

Case  18.  Female,  aet.  10  years.  Leucocyte  count, 
10,000,  hemoglobin  75%.  Eczema  has  existed  for 
three  years,  principally  on  the  face  and  genitalia.  The 
child  is  poorly  nourished.  While  under  observation 
in  the  skin  ward,  on  several  occasions  last  autumn, 
the  disease  manifested  itself  primarily  on  the  scalp, 
in  the  eyebrows  and  on  the  neck  in  the  form  of 
redness  and  adherent  crusting.  There  was  discharge 
from  the  ears  and  nose,  eventuating  in  an  attack  of 
erysipelas.  This  patient  was  benefited  more  by 
autogenous  vaccines  than  by  any  other  form  of 
treatment.  Tests:  milk  +,  butter  +,  lactose  +. 
The  child  would  be  discharged  free  from  eruption, 
but  would  return  in  a  few  weeks  as  bad  as  ever. 

Case  19.  Female,  aet.  2  years.  Leucocyte  count 
10,000,  hemoglobin  75%.  The  child  was  breast  fed 
for  four  months  and  then  given  cow's  milk  and 
eggs.  At  the  age  of  two  months  a  lesion  appeared 
on  one  heel  and  eczema  developed  and  has  persisted 
ever  since.  The  scalp  is  crusting  and  caked;  the 
face  and  ears  are  red,  oozing  and  bleeding;  the  eye- 
lids are  stiff;  the  back  is  red  and  stiff;  the  chest 
and  abdomen  are  rough  and  papular  and  excoriated  : 
the  thighs  and  groins  are  red  and  infiltrated;  the 
popliteal  spaces  are  reddened.  The  feces  showed  a 
moderate  excess  of  fatty  acids  and  soaps.  The 
child  was  put  on  a  fat-free  diet  and  treated  exter- 
nally, and  in  less  than  three  weeks  all  areas,  save 
the  scalp,  were  healed.  This  region  required  six 
additional  weeks  to  be  cured.  Tests:  egg  albu- 
min +. 

Case  20.  Male,  aet.  3  years.  Eczema  for  one 
year,  and  there  are  now  oozing  lesions  on  scalp,  ab- 


domen and  genitals,  with  some  papules  on  trunk. 
The  feces  show  an  excess  of  fat.  White  count  has 
varied  from  10,000  to  37,000.  Hemoglobin  75-80%. 
The  eyes  are  prominent,  the  tonsils  are  enlarged, 
and  there  is  a  general  adenitis.  Percussion  and 
radiograph  reveal  an  enlarged  thymus  gland.  Two 
x-ray  exposures  of  30  milliampere  minutes,  70,000 
volts,  with  aluminum  filter,  produced  a  decided 
subsidence  of  the  thymus  and  of  the  leucocytes. 
Tests:  albumin  +,  fat  +,  lactose  +. 

Case  21.  Male  child.  Disease  off  and  on  for  four 
years.  The  stool  examination  was  negative.  Tests: 
milk  +.  The  patient  was  depiived  of  milk  in  all 
its  food,  and  in  one  month  the  eczema  was  appar- 
ently cured. 

Case  22.  L.  W.,  aet.  14,  schoolboy.  Duration  of 
disease,  three  years.  Thickening,  lichenification 
and  excoration  of  body  generally.  Food  tests  nega- 
tive Jan.  21,  1915,  and  again  Nov.  2,  1915. 

Case  23.  W.  F.,  aet.  13,  schoolboy.  Treated  off 
and  on  for  eleven  years.  Present  eruption  consists 
of  small  pinhead  papules  with  punctate  excoria- 
tions. Chest,  axillae,  abdomen  and  groins  affected. 
Food  tests  negative. 

Case  24.  J.  B.,  aet.  6,  schoolboy.  Disease  six 
years  in  duration.  The  pubes  and  adjacent  thighs 
are  red,  papular  and  thickened;  the  flexures  of  fore- 
arms are  red,  fissured  and  oozing.  Food  tests  nega- 
tive. 

Case  25.  B.  E.  G.,  aet.  7,  schoolgirl.  Both  ears 
are  red  and  oozing.   Food  tests  negative. 

Case  26.  R.  S.,  aet.  2  months — a  boy  with  num- 
mular areas  of  erythema,  infiltration  and  scales  over 
the  head,  trunk  and  limbs  of  four  months'  duration. 
Food  tests  negative. 

Case  27.  B.  S.,  aet.  1  year;  a  breast-fed  and  very 
fat  girl  who  has  had  the  disease  practically  since 
birth.  The  Children's  Department  suggests  that 
some  internal  secretion  is  upset.  The  cheeks  and 
chin  show  fine,  pink  papules  and  the  groins  are  red 
and  moist.    Food  tests  negative. 

Case  28.  W.  H.,  aet.  15  months.  The  disease  be- 
gan at  the  age  of  six  weeks  and  has  persisted. 
There  has  been  much  oozing  and  crusting  on  scalp, 
face  and  arms.    Food  tests  negative. 

Case  29.  G.  E.,  aet.  7  months.  The  eruption  be- 
gan six  months  previously,  and  at  the  time  of  the 
tests  there  were  papules  on  the  buttocks.  Food 
tests  negative. 

Case  30.  H.  J.  W.,  aet.  4  months.  There  are 
patches  of  infiltration,  exudation  and  crusting  on 
the  cheeks  and  extensor  surfaces  of  the  arms  of  sev- 
eral weeks'  duration.    Food  tests  negative. 

Case  31.  J.  G.,  aet.  6  months,  breast-fed  girl. 
Duration  of  disease,  three  months.  The  face  is 
erythematous,  oozing,  crusting  and  fissured.  Food 
tests  negative. 

Case  32.  B.  C,  aet.  15,  schoolgirl.  Disease  has 
been  intermittently  present  for  ten  years.  Present 


Vol.  CLXXVIII,  -No.  1] 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


11 


attack  is  three  months  old  and  consists  of  redness 
and  fine  vesiculation  with  some  crusting  on  the 
palmar  surfaces  of  the  right  finger.  Food  tests 
negative. 

Case  33.  G.  H.,  aet.  1  year.  Disease  present  al- 
most since  birth.  Now  behind  and  under  the  ear 
is  an  erythematous,  moist,  sharply  defined  area. 
Food  tests  negative. 

Case  34.  S.  F.,  aet.  3  months.  Duration,  one 
month.  Generalized  erythema  and  mild  exudation. 
The  baby  is  breast  fed.    Food  tests  negative. 

Case  35.  S.  E.,  aet.  13  weeks.  Breast  fed.  For 
two  weeks  the  cheeks  and  forehead  have  shown  mi- 
nute papulation  and  furfuration.  Food  tests  nega- 
tive. 

Case  36.  D.  B.,  aet.  4  months.  Disease  present 
for  three  months,  and  at  present  shows  a  mildly 
exudative  condition  of  the  face  and  neck.  Food 
tests  negative. 

Case  37.  T.  G.,  aet.  7  months.  Dirty  yellow 
crusts  on  both  cheeks  for  the  last  two  weeks.  Food 
tests  negative. 

Case  38.  J.  J.  W.,  schoolboy,  aet.  9.  Child 
painted  himself  red  and  the  eruption  appeared  and 
has  persisted.  Whole  face  and  arms  are  covered 
with  an  almost  coalescent,  excoriated,  papular  erup- 
tion. Food  tests  negative. 

Case  39.  J.  K.,  aet.  1  year.  Breast  fed.  Face 
and  ears  have  been  red,  excoriated  and  exuding  for 
one  month.    Second  attack.   Food  tests  negative. 

Case  40.  M.  G.,  aet.  11,  schoolgirl.  Eczema  "for 
years."  The  skin  at  present  is  generally  red,  thick- 
ened and  fissured.  Face  erythematous  and  scaling. 
Food  tests  negative. 

Case  41.  J.  T.,  aet.  20  months.  Duration  three 
months.  There  are  crusts  and  fissures  on  the  face 
and  scalp.    Food  tests  negative. 

Case  42.  H.  S.,  aet.  3  months.  Six  months' 
duration.  The  forehead  and  cheeks  are  oozing  and 
crusting.    Food  tests  negative. 

Case  43.  E.  B.,  aet.  6  weeks.  .  Breast  fed  and 
vomits  after  feedings.  For  two  weeks  there  have 
been  miliary  papules  over  both  cheeks  and  on  scalp. 
Food  tests  negative. 

Case  44.  M.  G.,  aet.  9  weeks.  Breast  fed.  The 
cheeks  are  finely  papular.    Food  tests  positive. 

Case  45.  J".  F.  K.,  aet.  4.  The  eruption  ap- 
peared one  week  after  birth  and  now  appears  as 
fine,  bright  red  papules  on  the  scalp,  neck,  chest 
and  buttocks.    Food  tests  positive. 

Case  46.  E.  M.,  aet.  6  months.  For  four  months 
the  cheeks  and  scalp  have  shown  deep  excoriations 
and  hloody  crusts.  Two  months  later  the  scalp  was 
well  and  the  cheeks  dry,  pink  and  scaling.  Food 
tests  positive. 

Case  47.  F.  T.,  aet.  6.  Disease  has  persisted  six 
months,  and  at  present  the  skin  of  eyelids,  ears  and 


scalp  is  infiltrated,  crusting  and  excoriated.  Food 
tests  positive. 

Case  48.  I.  E.,  aet.  3y2  months.  The  first  child 
had  eczema  also.  The  patient  is  breast  fed,  and 
for  two  months  the  cheeks,  forehead  and  anterior 
part  of  the  scalp  have  shown  scattered,  coalescent 
papules,  some  of  which  are  excoriated  and  oozing. 
Food  tests  positive. 

Case  49.  T.  K.,  aet.  7,  schoolboy.  Duration, 
three  weeks.  A  prurigo-like  eczema.  Food  tests 
positive. 

Case  50.  F.  L.,  aet.  10  months,  and  bottle  fed  for 
last  four  months.  Following  an  earache  of  one 
week  without  any  applications,  the  skin  around  the 
left  ear  and  of  the  cheek  broke  out  into  papules 
and  masses  of  redness  and  crusting.  Food  tests 
positive. 

Case  51.  M.  C.  S.,  aet.  12,  schoolgirl.  The  skin 
is  generally  dry  and  harsh;  the  scalp  is  dry  and 
finely  scaling,  and  there  are  pinhead  papules  gen- 
erally over  the  whole  body.    Food  tests  positive. 

Case  52.  I.  S.,  aet.  8  months.  Bottle  fed.  Two 
weeks'  duration.  The  skin  of  the  back  and  flanks 
is  very  red  and  finely  papular.   Food  tests  positive. 

Case  53.  H.  M.,  aet.  7  months.  Breast  fed. 
Eczema  for  eight  weeks.  At  first  vesicular,  and 
now  the  skin  of  the  face  is  reddened  and  thickened. 
Food  tests  positive. 

Case  54.  jST.  H.,  aet.  5  months.  Breast-fed  boy. 
The  disease  has  been  evident  for  five  weeks.  The 
face  and  scalp  are  a  mass  of  excoriations  and 
crusts.    Albumin  +. 

Case  55.  H.  K.,  aet.  5  months.  Breast  fed.  In- 
tertrigo for  three  months,  general  eruption  for  two 
days,  consisting  of  flat-topped,  small-sized,  pink 
papules  on  the  forearms,  trunk  and  legs.  Fat  +, 
starch  +. 

Case  56.  E.  H.,  aet.  16  months.  Second  attack 
similar  in  nature  to  the  first,  one  year  previously. 
The  face,  hack  of  hands,  and  bends  of  knees  are 
red,  moist,  oozing  and  crusting.  Milk  + ,  egg  albu- 
min +. 

Case  57.  I.  M.,  aet.  3.  Duration,  perhaps  a 
year.  Both  arms  are  raw.  Child  much  neglected. 
Starch  +. 

Case  58.  M.  L.  E.,  aet.  8  months.  Breast-fed 
boy.  Eruption  present  almost  from  hirth.  The 
buttocks  show  fine  papules  and  excoriations.  The 
mother  says  that  the  baby  always  breaks  out  after 
eating  eggs.    Egg  albumin  +,  wheat  +. 

Case  59.  O.  C,  aet.  10.  Schoolboy.  There  are 
infiltrated  and  excoriated  papules  on  the  deltoid 
areas  and  on  the  abdomen.    Albumin  +. 

Case  60.  N.  L.,  aet.  16  months.  The  cheeks  and 
ears  are  erythematous  and  mildly  exudative.  Albu- 
min ++. 

Case  61.    D.  J.  S.,  aet  3  months.  Breast-fed  boy. 
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Duration,  two  months.  Both  cheeks  show  indefinite, 
pink,  dry  and  scaling  areas.   Fat  +. 

Case  62.  M.  L.  P.,  aet.  1  year.  Breast-fed  boy. 
The  scalp  and  face  are  red  and  moist.  Albumin 
+++. 

Case  63.  R.  M.,  aet.  7  months.  Duration,  six 
months.  A  generalized  vesicular  eczema,  most  em- 
phasized on  the  face,  scalp,  neck  and  upper  chest. 
Albumin  +  ++. 

Case  64.  M.  S.,  aet.  6  months.  The  skin  of  face, 
ears,  trunk  and  arms  is  brilliant  red,  oozing  and  ex- 
coriated.   Albumin  +. 

Case  65.  I.  S.,  aet.  3.  This  girl  has  spent  more 
or  less  of  her  life  in  the  skin  ward.  The  whole  body 
is  red,  at  times  moist,  at  others  dry  and  scaling. 
Albumin  +. 

Case  66.  H.  C.  S.,  aet.  12.  Schoolgirl.  The  skin 
is  generally  dry  and  harsh  and  easily  irritated. 
There  are  pinhead  papules  over  the  whole  body. 
Fat  +,  starch  +,  milk  +. 

Case  67.  S.  H.,  aet.  3  months.  For  two  weeks 
the  scalp  and  upper  part  of  the  cheeks  have  been 
erythematous,  vesicular  and  crusting.    Albumin  +. 

Case  68.  H.  V.,  aet.  8  months.  Duration,  three 
months.  Subacute  exudative  condition  of  the  face, 
scalp,  neck  and  upper  chest.  Albumin  +  +  ,  starch 
+. 

Case  69.  R.  C,  aet.  2  months.  Breast-fed  girl. 
Vulvar  region  is  claret-red,  edematous  and  moist. 
Fat  +. 

Case  70.  E.  V.,  aet.  15  months.  Duration,  12 
months.  The  child  is  nursed  and  given  Mellin's 
Food,  cake,  bread,  etc.  The  cheeks  and  chin  are 
red,  infiltrated  and  crusting.  Food  tests  (raw*) : 
egg  +.  After  one  week's  elimination  of  egg  in  all 
forms  the  skin  is  merely  erythematous. 

Case  71.  R.  D.,  aet.  4  months.  Duration,  3% 
months.  The  child  is  breast  and  bottle  fed.  In- 
filtration, fissures  and  crusts  appear  on  the  head 
and  trunk.    Food  tests  (raw)  :  milk  +. 

Case  72.  J.  T.  McC,  aet.  11.  Schoolboy. 
There  was  an  attack  of  eczema  six  years  previously. 
Oozing  and  crusting  now  appear  on  scalp,  on  fore- 
head and  behind  ears.  Food  tests  (proteidsf) : 
pork  and  tomato  ±. 

Case  73.  I.  F.,  aet.  12.  The  disease  started  ten 
years  previously  as  an  impetiginous  eczema,  fol- 
lowing pediculosis,  and  has  continued  down  to  the 
present  day.  Under  our  care  in  the  hospital  ward, 
the  child  has  promptly  recovered  but  the  disease 
has  invariably  returned  when'  the  child  has  gone 
home.  Food  tests  October,  1915  (raw)  :  egg  +,  but- 
ter ±;  September,  1916  (proteids),  all  negative; 
November,  1916  (proteid),  wheat  +,  tomato  +,  and 
egg  +• 

*  (Raw)  means  that  raw  materials  (esrg  albumin,  fat-free  milk, 
lactose,  or  oatmeal  water)  have  been  used  as  testing  agents. 

t  rProteifl)  signifies  the  use  of  the  professionally  prepared  so- 
called  proteids. 


Case  74.  C.  T.,  aet.  5.  Duration,  4  years.  Ooz- 
ing and  crusting  condition  of  the  scalp.  Food 
tests  (proteids)  :  corn  ±,  peas  ±,  strawberries  ±. 

Case  75.  M.  S.,  aet.  10  months.  Duration,  8 
months.  Multiple  excoriations  of  face.  Food  tests 
(proteids):  pork  ±,  egg  +,  beef  ++.  Disease 
continued  with  ups  and  downs.  The  child  was  re- 
ferred to  the  pediatric  department,  and  their  last 
record  states  that  the  baby  vomited  after  nearly 
every  feeding. 

Case  76.  F.  S.,  aet.  10  months.  Duration,  5 
months.  Excoriations  on  the  cheek,  and  a  moist, 
infiltrated,  reddened  area  on  the  trunk.  Food  tests 
(proteids)  :  lactalbumen  ±,  casein  ±,  barley  H — k 
This  baby  subsequently  visited  a  children's  hospital 
and  was  given  barley  water,  and  returned  to  us 
soon  after  with  small  indefinite  papules  on  the  face, 
trunk  and  extremities. 

Case  77.  S.  G.,  aet.  2  years.  Duration,  IV2  years. 
A  moist  eczema  of  face,  neck,  scalp,  flanks,  back  and 
legs.  Food  tests  (proteids):  corn  ++,  wheat  +, 
rice  +. 

Case  78.  J.  R.,  aet.  3.  Duration  always.  The 
face  is  moist,  red  and  crusting.  Food  tests  (raw)  : 
all  negative. 

Case  79.  M.  P.,  aet.  19  months.  Duration,  14 
months.  The  child  was  breast  fed  for  11  months. 
Food  tests  (raw)  :  egg  ++,  oats  +. 

Case  80.  J.  B.,  aet.  7  The  disease  began  at  the 
age  of  one  month.  The  arms,  flanks  and  lower 
legs  are  moist,  fissured  and  crusting.  Food  tests 
(proteids)  :  peas  ±,  oats  ±,  egg  +. 

Case  81.  R.  S.,  aet.  3.  Duration,  8  months.  The 
disease  began  on  the  scalp  and  eyelids.  The  moth- 
er noticed  that  the  ingestion  of  tomatoes  and  straw- 
berries always  produced  exacerbations.  Food  tests 
(proteids)  :  egg  ±,  casein  ±. 

Case  82.  R.  L.,  aet.  2  years.  Duration  of  dis- 
ease, one  month.  The  skin  is  red,  infiltrated  and 
dry.    Food  tests  (proteids)  :  all  negative. 

Case  83.  T.  C,  aet.  3  years.  Three  weeks'  dura- 
tion. The  child  was  nursed  up  to  the  age  of  two 
years.  The  cheeks  and  thighs  are  dry  and  scaling 
in  patches.    Food  tests  (raw)  :  casein  +. 

Case  84.  J.  C,  aet.  2  years.  Duration,  11 
months.  There  are  dry  and  scaly  areas,  especially 
about  the  shoulders.  Food  tests  (raw)  :  all  nega- 
tive. 

Case  85.  K.  K,  aet.  12.  Schoolgirl.  Duration 
on  and  off  for  7  years.  The  skin  is  generally  thick, 
dry  and  excoriated.  Food  tests  (raw) :  all  nega- 
tive. 

Case  86.  E.  S.,  aet.  13  months.  Duration,  4 
months.  The  child  was  nursed  for  eleven  months. 
The  forehead  is  infiltrated,  red  and  excoriated, 
with  a  tendency  toward  papulation.  Food  tests 
(raw)  all  negative. 
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Case  87.  J.  K.,  aet.  1  year.  Duration,  6  months. 
The  face  and  scalp  are  covered  with  pea-sized, 
brick-red,  rather  moist,  somewhat  excoriated  mac- 
ulo-papules.    Food  tests  (proteids)  :  rye  ++. 

METHODS  OP  EXAMINATION  OP  FECES. 

Macroscopic. 

1.  Note  the  color,  odor,  and  consistency. 

2.  Look  for  mucus  and  for  food  residue, 
such  as  cellulose  from  vegetables,  meat  fibers, 
or  gelatinous  masses  of  undigested  starch. 

3.  Reaction  to  litmus.  Of  considerable 
value  in  babies,  but  of  little  importance  in 
adults. 

Microscopic. 

1.  To  disclose  neutral  fat,  rub  up  a  small 
amount  of  feces  with  water  on  a  glass  slide 
and  add  a  few  drops  of  saturated  solution  of 
sudan  iii.  Neutral  fat  globules  stain  a  bright 
orange  red.    Any  neutral  fat  is  abnormal. 

2.  To  determine  "total"  fat  add  1-2  drops 
of  glacial  acetic  acid  and  a  few  drops  of 
sudan  iii  and  heat.  In  this  way  all  fat  present 
is  broken  down  into  globules  of  fatty  acids 
which  stain  a  bright  orange  yellow.  All  stools 
contain  a  not  inconsiderable  amount  of  "total" 
fat,  for  which  there  is  no  acknowledged  stand- 
ard of  measurement.  Experience  alone  deter- 
mines one's  own  standard. 

3.  To  discover  starch,  rub  up  a  small  por- 
tion of  the  mass  with  water  and  add  Lugol's 
solution.  Starch  granules  become  blue,  and 
anything  more  than  the  smallest  amount  of 
starch  is  to  be  considered  abnormal. 

Such  are  the  methods  adopted  by  Dr.  Lewis 
Webb  Hill,  to  whom  I  am  greatly  indebted  for 
many  of  these  examinations. 

STOOL  EXAMINATIONS. 

Case  1.  A  child  of  three  years,  living-  upon  an 
essentially  adult  diet.  The  disease  had  been  pres- 
ent for  eighteen  months,  and  at  entrance  to  the 
hospital  the  face,  neck,  axillary  regions  and  chest 
were  moist  and  oozing.  The  stools  showed  a  mod- 
erate amount  of  free  fat  and  soap  and  much  coarse 
vegetable  matter.  After  a  two  weeks'  suspension 
of  all  fat  from  the  diet  the  face  was  almost  free 
from  involvement.  The  child  was  then  given  the 
regular  house  diet,  and  skin  and  disposition  rapidly 
reverted  to  the  conditions  observed  at  entrance. 
Fat-free  diet  was  again  instituted,  and  twenty-five 
days  later  the  child  was  discharged  free  from  all 
outward  manifestations  of  her  disease,  save  a  slight 
scaliness  behind  the  ears. 

Case  2.  The  child  had  been  allowed  to  eat  every- 
thing. Six  months  earlier  a  red  area  developed  on 
the  face,  and  was  treated  without  success  by  sev- 
eral doctors.  On  entrance,  the  whole  face  and  neck 
were  covered  with  moist  crusts,  and  the  body, 
showed  generalized  but  isolated  areas  of  infiltration, 
oozing  and  crusting.  The  stool  was  dark  brown,  ill- 
smelling  and  alkaline  and  revealed  a  large  amount 
of  free  fat  and  soap.  A  fat-free  diet  was  adminis- 
tered and  in  sixteen  days  fat  had  disappeared  from 


the  stools  and  the  skin  was  greatly  improved.  Un- 
fortunately, the  parents  then  took  the  child  away. 

Case  3.  A  child  of  four  years  showed  on  his  face 
dry,  cracking  lesions  and  on  his  body  a  papular 
eruption.  There  were  no  fats  in  the  feces  but  large 
numbers  of  vegetable  fibers  and  cells,  alarae,  cellu- 
lose and  fruit  and  vegetable  debris.  The  patient 
was  put  on  a  modified  house  diet,  and  in  eleven 
days  there  were  no  longer  signs  of  eczema.  The 
child  was  then  given  a  weighed  carbohydrate  diet, 
and  one  week  later  the  eruption  was  as  bad  as  at 
entrance.  The  proper  diet  was  restored,  and  in 
two  weeks  the  child  left  the  hospital  apparently 
well  and  was  still  free  from  eczema  when  it  re- 
ported, two  weeks  later,  the  proper  diet  having 
been  adhered  to. 

Case  4.  D.  F.,  aet.  5.  Eczema  has  been  present 
for  seven  months  and  is  rather  generally  distrib- 
uted. The  skin  is  slightly  reddened,  roughened,  in- 
filtrated and  fissured  and  a  few  papules  are  evident. 
Stool  negative. 

Case  5.  J.  R.,  aet.  20  months.  Breast-fed  girl. 
Child  observed  in  second  attack.  The  face  and  ears 
are  red,  excoriated  and  exuding.  Nits  are  present. 
Food  tests  negative.    Stool  negative. 

Case  6.  M.  L.  P.,  aet.  1  year.  Breast-fed  boy. 
Face  and  ears  show  pink-red  papules.  Albumin 
+  H — h    Stool  negative. 

Case  7.  M.  S.,  aet.  11.  Schoolgirl.  Eczema  "for 
years"  and  at  present  the  face  is  red,  dry  and  fur- 
furaceous  and  the  skin  of  the  body  is  generally  red. 
thick  and  fissured.  Food  tests  are  negative.  Stool 
negative. 

Case  8.  H.  M.,  aet.  9  months.  Duration  of  dis- 
ease, 8  months.  Breast  fed.  The  skin  is  reddened 
and  thickened,  and  in  places  moist.  Food  tests  are 
all  positive.    Stool  negative. 

Case  9.  R.  M.,  aet.  7  months.  Disease  present 
for  6  months,  and  consists  of  generalized  vesicula- 
tion,  especially  on  scalp,  face,  neck  and  upper  chest. 
Albumin  +  ++.    Stool  negative. 

Case  10.  P.  F.,  aet.  11  months.  Disease  present 
for  ten  months.  Breast  fed  for  3V2  months.  Face 
and  left  shoulder  show  a  few  persistent  areas  of  red, 
slightly  infiltrated,  dry  and  slightly  scaling  skin. 
The  stool  shows  an  excess  of  fat. 

Case  11.  M.  S.,  aet.  6  months.  Face,  ears,  neck, 
chest,  trunk  and  arms  are  brilliant  red,  oozing  and 
excoriated.  Albumin  +.  The  microscope  shows  a 
slight  amount  of  fat  and  a  considerable  degree  of 
soap. 

Case  12.  I.  S.,  aet.  3.  A  frequent  visitor  to  our 
skin  ward.  The  whole  body,  including  the  face 
and  scalp,  is  red  and  infiltrated,  in  places  dry  and 
in  places  moist.  Albumin  +.  Macroscopically  a 
typical  soap  stool ;  microscopically  there  is  a  consid- 
erable amount  of  neutral  fat  and  an  excess  of  soaps. 

Case  13.  M.  C.  S.,  aet.  12.  A  schoolgirl.  The 
skin  is  generally  dry  and  harsh  and  easily  irritated. 
The  scalp  is  dry  and  finely  scaling.    There  are  pin- 
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head  papules  generally  over  the  whole  hody.  Fat 
+,  starch  +,  milk  +.  Microscopically  the  stool 
shows  a  moderate  excess  of  soaps. 

Case  14.  J.  T.,  aet.  20  months.  Disease  of  3 
months'  duration.  Greasy  crusts  on  scalp,  and 
crusts  and  fissures  on  face.  Food  tests  are  nega- 
tive. Microscope  shows  a  moderate  excess  of  soaps 
but  no  free  fat. 

Case  15.  E.  G.,  aet.  7  months.  Breast  fed. 
Duration,  2  months.  Over  the  whole  face  are  thick, 
dirty,  heaped-up  crusts  and  excoriations.  There 
are  also  a  few  papules  on  both  arms.  Nov.  30  and 
Dec.  8  and  13,  a  moderate  amount  of  soaps  were 
found  microscopically. 

Case  16.  T.  J.  G.,  aet.  21  months.  Disease  evi- 
dent for  18  months.  The  right  side  of  the  face  is 
pink  and  moist  and  shows  a  few  papules.  Albu- 
min +.  The  stool  is  strongly  acid,  loose,  foul, 
brothy,  and  shows  gas  bubbles.  A  few  neutral  fat 
droplets  are  present  as  well  as  an  excess  of  soap. 
A  fermentation  type  of  stool,  with  moderate  fat 
and  sugar  indigestion. 

Case  17.  S.  H.,  aet.  3  months.  Duration,  2 
weeks.  Scalp  and  upper  cheeks  are  erythematous, 
vesicular  and  crusting.  Albumin  +.  The  stool  is 
soft,  yellow,  very  acid  and  contains  many  soft  small 
curds,  considerable  mucus  and  considerable  fatty 
acids  and  soaps. 

Case  18.  H.  S.,  aet.  3  months.  Duration  of  dis- 
ease the  same.  Forehead  and  cheeks  are  oozing  and 
crusting.  Food  tests  are  negative.  Stools  are 
rather  watery,  brownish-yellow,  slightly  acid,  and 
contain  a  small  amount  of  fat. 

Case  19.  I.  S.,  aet.  8  months.  Bottle  fed.  Dis- 
ease 2  weeks'  old.  Skin  of  back  and  sides  very  red 
and  shows  pinhead  papules.  Food  tests  are  all 
positive.  Five  examinations  of  the  stools  revealed 
many  soap  suds,  some  soft  curds,  some  mucus.  The 
sixth  test,  when  the  eczema  was  practically  gone, 
revealed  a  normal  stool. 

Case  20.  E.  B.,  aet.  6  weeks.  Breast-fed  girl. 
Two  weeks'  duration.  There  are  minute  miliary 
papules  over  both  cheeks  and  on  the  scalp.  The 
diaper  region  is  generally  reddened.  Food  tests 
are  negative.  Stool  is  spongy  and  yellow;  contains 
curds  and  a  moderate  increase  of  neutral  fats  and 
soaps. 

Case  21.  C.  F.,  aet.  6  months.  A  girl,  breast  fed 
for  six  weeks  only.  Eczema  present  for  three 
months.  The  cheeks  are  fiery  red  and  moist.  The 
hands,  forearms,  lower  legs  and  feet  show  intra- 
cutaneous papules.  The  stool  shows  a  very  rare 
neutral  fat  droplet  and  a  moderate  excess  of  soaps 
and  fatty  acids. 

Case  22.  R.  F.  G.,  aet.  6  months.  A  breast-fed 
girl.  Duration,  3V2  months.  The  cheeks  show 
small  areas  of  redness,  moisture  and  excoriation. 
The  stool  is  very  acid  in  reaction  and  shows  a  mod- 
erate excess  of  neutral  fat  and  a  very  large  excess 
of  soap  and  fatty  acids. 

i  ^ 

Case  23.  E.  L.  Y.,  aet.  2  years.  Duration,  ap- 
proximately 18  months.    At  first  marked  egg  ana- 


phylaxis was  present  but  eventually  outgrown.  For 
last  few  months  the  disease  has  been  present  in  the 
scalp,  which  at  present  is  buried  under  a  mass  of 
white,  granular  scales.  Stool  shows  a  large  excess 
of  soap. 

Case  24.  F.  G.,  aet.  1  year.  Scalp,  face,  lower 
arms  and  back  are  red,  infiltrated,  oozing  and 
crusting.  Food  tests  are  all  positive,  Oct.  20,  and 
all  negative  two  days  later.  Stool  shows  a  large 
excess  of  undigested  starch. 

Case  25.  H.  V.,  aet.  8V2  months.  A  breast-fed 
boy.  Duration,  three  months.  Scalp,  face,  neck  and 
upper  chest  are  mildly  exudative.  Albumin  ++, 
starch  +.  The  stool  is  green,  loose,  strongly  acid, 
and  contains  a  moderate  excess  of  starch — "a  typ- 
ical stool  of  carbohydrate  indigestion." 

Case  26.  R.  C,  aet.  2  months.  A  breast-fed  girl. 
Disease  present  since  birth.  The  vulva  is  red, 
moist  and  edematous.  Food  test  is  positive  to  fat. 
The  stool  shows  a  typical  fermentative  diarrhea  due 
to  excessive  carbohydrate  fermentation. 

Case  27.  Miss  P.  A.,  aet.  15,  has  a  typical  num- 
mular eruption  on  the  arms  and  legs,  of  two  years' 
duration,  and  has  consulted  two  other  doctors.  In 
these  oval  or  circular,  sparsely  scattered  areas  the 
skin  is  infiltrated  and  finely  papular.  Dr.  Hill  re- 
ports: a  loose,  foul  stool  containing  an  excess  of 
cellulose  residue  in  the  form  of  pieces  of  oransre 
and  gelatinous  masses  of  vegetable  material.  Mi- 
croscopically there  is  no  excess  of  fat  or  of  starch. 
A  stool  of  cellulose  indigestion,  and  the  patient 
probably  eats  too  fast  and  does  not  chew  her  food 
properly.  She  is  unable  to  digest  her  coarse  food. 
Such  feces  indicate  inability  to  take  care  of  starch 
if  it  is  in  the  form  of  hot  bread,  large  amounts 
of  potato,  etc. 

Case  28.  Miss.  E.  A.  C.  aet.  15,  developed 
eczema  five  years  previously  after  an  appendectomy, 
and  now  presents  a  lichenoid,  excoriated  eruption 
on  the  flexor  surface  of  the  upper  and  lower  arms, 
over  the  scapulae  and  about  the  neck.  Dr.  Hanson 
reports:  microscopically,  no  free  fat  or  starch,  but 
there  are  small  amounts  of  soaps  and  undigested 
matter.  Gas  bacillus  present.  The  test  shows  evi- 
dence of  carbohydrate  fermentation. 

Case  29.  Miss  M.  E.,  aet.  7,  presents  a  univer- 
sally brown-red,  leathery,  and  excoriated  skin.  The 
child  has  had  eczema  for  4V2  years  and  is  at  present 
thoroughly  exhausted  mentally  and  physically  from 
the  intense  itching  and  consequent  loss  of  sleep. 
Dr.  Hanson  reports:  no  free  fats  or  fatty  acids, 
very  little  starch,  but  there  is  considerable  cellulose 
and  marked  evidence  of  carbohydrate  indigestion. 
Gas  bacillus  present.  The  movement  not  formed; 
the  odor  rather  bad. 

Case  30.  F.  L.  Y.,  aet.  5.  Disease  began  at  age 
of  six  months,  and  has  persisted,  despite  treatment 
from  a  pediatrist.  At  present  there  is  a  scaling 
area  above  the  right  eyebrow  and  many  finger  tips 
are  dry,  red  and  cracked.  Dr.  Hill  reports  "a 
very  peculiar  stool.  Macroscopically  the  stool  is 
hard,  formed  and  large,  and  looks  normal,  but  when 
broken  apart  is  seen  to  consist  almost  entirely  of 
green  peas,  most  of  which  are  not  at  all  digested. 
Microscopically,  there  is  no  excess  of  fat,  but  nat- 
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urally  a  large  excess  of  starch."  One  week  after 
the  reformation  of  the  diet  the  mother  reported 
that  a  previously  foul  breath  had  become  sweet; 
that  a  nervous,  irritable  disposition  had  become 
docile;  that  chronically  pale  cheeks  had  become 
pink;  and  that  the  eczema  had  decidedly  improved. 

Case  31.  V.  T.,  aet.  14  months.  The  child  was 
nursed  for  three  months,  and  then  oatmeal  water, 
eggs  and  various  patent  foods  were  added  to  the 
diet.  With  these  changes  in  the  diet,  eczema  de- 
veloped, and  with  the  administration  of  eggs  vom- 
iting and  convulsions  appeared.  The  face  is  red 
and  covered  with  fine  excoriated  papules.  Stool: 
soft,  grayish  brown,  acid  and  contains  much 
cellulose;  starch  is  increased  in  amount.  The 
eczema  cleared  up  within  a  week  under  proper  diet. 


RESUME  OF  FOOD  TESTS. 


1.    Moist  Eczema. 

Negative  to  all  foods  injected    14 

Positive  to  one  food  injected   13 

Positive  to  more  than  one  food  injected  .  .  22 

Positive  to  egg  albumen    23 

Positive  to  salt-free  butter    7 

Positive  to  fat-free  milk    11 

Positive  to  oatmeal  or  lactose   6 


Of  those  injected  with  the  so-called  proteins 
there  were  two  children  positive  to  each  of  the 
following  substances:  pork,  tomato,  wheat,  corn 
and  peas;  and  one  positive  to  strawberry,  rice, 
oat,  casein  and  beef. 


2.    Dry  Eczema. 

Negative  to  all  foods  injected   7 

Positive  to  one  food  injected    4 

Positive  to  more  than  one  food  injected  ...  9 

Positive  to  egg  albumen    4 

Positive  to  salt-free  butter    5 

Positive  to  fat-free  milk    5 

Positive  to  oatmeal  or  lactose   0 


Of  those  injected  with  the  so-called  proteins 
there  were  two  children  positive  to  casein,  one 
positive  to  lactalbumen  and  one  to  barley. 

3.    Papular  Eczema. 


Negative  to  all  foods  injected   8 

Positive  to  one  food  injected   1 

Positive  to  more  than  one  food  injected  .  .  9 

Positive  to  egg  albumen    3 

Positive  to  salt-free  butter    2 

Positive  to  fat-free  milk    2 

Positive  to  oatmeal  or  lactose   2 


Of  those  injected  with  the  so-called  proteins, 
there  was  one  child  positive  to  rye  and  one  to 
wheat. 

RESUME  OF  STOOL  EXAMINATIONS. 

1.    Moist  Eczema. 

Stools  negative    3 

Stools  containing  an  excess  of  fat  or  soaps  11 


Stools  containing  an  excess  of  starch   2 

Stool  containing  an  excess  of  cellulose  ....  1 

Fermentative  stools    2 

2.  Dry  Eczema. 

Stools  negative    2 

Stools  containing  an  excess  of  fats  or  soaps  3 

Stools  containing  an  excess  of  starch   2 

3.  Papular  Eczema. 

Stools  negative    1 

Stools  containing  an  excess  of  fats  or  soaps  3 

Stools  containing  an  excess  of  cellulose  ....  3 

Stool  containing  an  excess  of  starch   1 


CONCLUSIONS. 

At  the  end  of  three  years  of  concentration  on 
the  subject  of  eczema  and  of  working  and  pon- 
dering over  one  positive  and  two  possible  acces- 
sories to  our  therapeutic  armamentarium,  I  feel 
justified  in  making  the  following  deductions: 

1.  There  are  two  great  types  of  eczema, — 
those  curable  in  the  hands  of  an  expert  and 
those  which  resist  even  the  most  scientific  care. 
These  two  classes  cannot  be  distinguished  ob- 
jectively. 

2.  Crude  coal  tar  when  properly  used  is 
curative  in  the  majority  of  instances  of  moist 
eczema,  and  has  proved  of  inestimable  value. 

3.  There  is  no  doubt  that  eczematous  indi- 
viduals, both  young  and  old,  react  positively  in 
decided  numbers  to  the  food  tests  and  stool  ex- 
aminations— in  fact  we  have  seen  among  the 
children  described  in  this  communication  66% 
of  positive  food  tests  and  81%  of  abnormal 
stools.  Therefore,  we  do  not  hesitate  to  say 
that  food  plays  some  role  in  the  abnormal  com- 
position of  individuals  afflicted  with  chronic, 
rebellious  eczema. 

4.  Proper  feeding,  as  indicated  by  food  tests 
and  stool  examinations,  is  capable  in  very 
young  children  (who  eat  elemental  food),  of 
producing  a  cure  or  of  paving  the  way  for  a 
cure  in  a  decided  majority  of  cases. 

5.  In  older  children  and  in  adult  life  the 
same  successful  results  have  been  obtained  only 
in  a  small  minority  of  the  cases ;  but  it  is  pos- 
sible that  this  failure  is  due  less  to  the  value  of 
this  same  knowledge  than  to  the  fact  that  the 
food  of  this  class  of  patients  is  practically  al- 
ways a  complex  substance  and  hence  incapable 
of  such  scientific  and  exact  preparation  as  is 
possible  in  the  comparatively  simple  modifica- 
tion of  milk.  Until,  therefore,  we  are  able  by 
means  of  special  diet  kitchens,  let  us  say,  to 
synthesize  the  food  of  older  children  and  adults, 
we  cannot  hope  to  make  use  of  these  two  mod- 
ern therapeutic  adjuncts  in  our  fight  against 
unamenable  eczema. 
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LIPOIDS  IN  131  DIABETIC  BLOODS. 

By  Horace  Geay,  Boston. 

[From    the    Department    of    Biological  Chemistry, 
Harvard  Medical  School.] 

Synopsis. 

Nomenclature 
Base  table  of  data 
Specimens  vs.  cases 
Technique 

Extraction 

Bloor's  fat  method 

Lecithin  method 

Cholesterol  method 

Time  required  for  each  method 
Formulae 

Determined  values 

Calculated  values 
Checks 

Discussion  of  results 
Clinical  simplification 
Threshold 

Average  and  maximal  diabetic  values 

Plasma  vs.  corpuscles 

Anesthesia 

Sex 

Duration 

Prognosis 

Weight 

Dietary  fat 

Fasting 

Acidosis 

Carbohydrate  balance 
Blood  sugar 
Corpuscle  per  cent. 

Cloudy  plasma :  lactescence  vs.  hyperlipemia 
Individual  patients,  instead  of  groups,  in  re- 
lation to  some  of  the  above  factors. 
Clinical  severity 
Summary 

These  analyses  were  undertaken  as  a  continu- 
ation of  the  series  of  38  reported  by  Professor 
Bloor  September,  1916,  on  patients  of  Dr.  E.  P. 
Joslin.  For  the  clinical  data  and  much  other 
assistance,  I  am  indebted  to  the  latter;  and  to 
the  former  for  frequent  and  extremely  obliging 
help  and  advice  on  the  details  of  his  methods.1"8 

1  Bloor,  W.  R. :  A  Method  for  the  Determination  of 
Fat  in  Small  Amounts  of  Blood,  Jour.  Biol.  Chem., 
April,  1914,  xvii,  377-384.  This  is  the  method 
which  I  have  called  Bloor's  Fat-Method,  through- 
out this  paper. 

a  Bloor,  W.  R. :  A.  Method  for  the  Determination  of 
"Lecithin"  in  Small  Amounts  of  Blood,  Jour.  Biol. 
Chem.,  August,  1915,  xxii,  133-144.  The  AgN03  pre- 
cipitation has  been  superseded  by  the  method 
quoted  below  ("). 

3  Bloor,  W.  R. :  A  Simple  Method  of  Converting  the 
Duboscq  Colorimeter  into  a  Nephelometer,  Jour. 
Biol.  Chem.,  August,  1915,  xxii,  145-149. 

1  Bloor,  W.  R. :  Fat  Absorption  and  the  Blood  Lip- 
oids, Jour.  Biol.  Chem.,  November,  1915,  xxiii, 
317-326. 

5  Bloor,  W.  R. :  The  Determination  of  Cholesterol  in 
Blood,  Jour.  Biol.  Chem.,  March,  191G,  xxiv, 
227-231. 

•  Bloor,  W.  R. :  Fat  Assimilation,  Jour.  Biol.  Chem.. 
April,  1916,  xxiv,  447-460.  Includes  revised  Leci- 
thin method. 

1  Bloor,  W.  R. :  The  Distribution  of  the  Lipoids  in 
Human  Blood,  Jour.  Biol.  Chem.,  July,  1916,  xxv, 
577-599. 


'Bloor,  W.  R. :  The  Lipoids  of  the  Blood  in  Dia- 
betes, Jour.  Biol.  Chem.,  September,  1916,  xxvi, 
417-430. 

The  study  of  patients  from  the  dietary  and 
metabolic  viewpoints  has  produced  blood  micro- 
methods  for  all  four  of  the  familiar  food  ele- 
ments: protein  (Folin),  carbohydrate  (Lewis- 
Benedict),  fat  (Bloor),  and  salt  (McLean-Van 
Slyke).  The  first  two  of  these  are  both  gener- 
ally used  in  hospitals  and  generally  understood 
outside  them.  Neither  the  plasma-chlorides  nor 
the  lipoids,  however,  have  yet  received  the  gen- 
eral attention  which  they  merit.  In  the  case  of 
the  lipoids  the  cause  has  probably  been  fivefold : 

1.  The  confusing  nomenclature. 

2.  The  confusing  number  of  substances  de- 
termined. 

3.  The  confusing  variation  of  methods  with 
resultant  varying  values. 

4.  The  recent  improvement  of  methods. 

5.  The  time  required. 

NOMENCLATURE. 

The  nomenclature  has  been  recently  dis- 
cussed,7 and  will,  therefore,  be  only  graphically 
reviewed.  Each  vertical  column  consists  of 
words  used  more  or  less  synonymously,  the  first 
term  in  each  being  used  throughout  this  paper. 

Lipoids 
Blood-fat 
Lipins 
Fats 


"Lecithin" 
Phosphatides 
Lipoid  phosphorus 


Cholesterol 
Cholesterin 


Glycerides 
Glycerides  of 
fatty  acids 

Neutral  fats  (  *  ( 

True  fats  Lecithin  and  Cephalin 

Ordinary  fats  1  ,  

Uncombined  fat  Cyto-lipoids 
Fat  Lipoids 


The  results  are  partly  determined  and  partly 
calculated  from  the  following  three  methods: 


Bloor's  Fat 
Method 


Lecithin 
Method 

giving  respectively 


Cholesterol 
Method 


I.  Total  choles-       I.  Lecithin        Total  cholesterol 
terol  II.  Cephalin  including 

II.  Total    fatty    III.  Other phos-       a  free  eholes- 
acids  combined      phatides  terol 
in  6  cholesterol 

a  glycerides  as  esters  of 

&  phosphatides  fatty  acids 

c  chol.-esters 

Particular  attention  is  directed  to  (1)  the  term 
"Bloor's  fat-method,"  which  has  seemed  pref- 
erable to  Bloor's  original  name,  "total-fat,"  so 
easily  confounded  with  the  name  "total  lipoids" 
(total  ether  soluble,  aggregate  fatty  substances), 
and  in  fact  amounting  to  only  91%  of  the  lat- 
ter "total";  also  to  (2)  the  use  of  "lipoids"  for 
the  fatty  substances  in  general,  and  not  in  the 
restricted  way  as  a  synonym  for  ' '  cyto-lipoids. ' ' 
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The  analytical  and  clinical  data  were  collected 
in  a  table  which  was  then  us£d  as  the  basis  for 
all  the  later  tables  and  deductions  given  below. 
Expense  unfortunately  makes  reproduction  of 
this  table  of  basal  figures  out  of  the  question. 
If  any  question  should  arise,  I  should  be  glad  to 
give  the  actual  pertinent  figures  from  the  table. 

SPECIMENS  VS.  CASES. 

The  131  bloods  analyzed  represent  specimens, 
not  patients,  of  whom  there  are  86  in  this  se- 
ries. If  Bloor's  fat-method  ("total-fat")  be 
taken  as  a  criterion,  then  the  most  similar  values 
are  found  in  4  different  persons. 

Table  I. 

Similarity  of  Value  in  Different  Persons. 


Spec.  No. 

Name 

History  No. 

129 

Ch 

1086 

517 

Em 

1055 

522 

Sw 

1228 

558 

La 

1233 

1.9% 


Table  II. 

Dissimilarity  of  Values  in  Same  Person. 


History  Ho. 

< 

lo.  of 
ipeo. 

Nearest 

Farthest 

La  1233- 

10 

1.09 

1.10 

1.09 
3.62 

CI  786 

e 

2.70 
2.74 

2.28 
9.65 

Co  610 

5 

0.97 
1.03 

0.97 
1.66 

Ss»  1228 

4 

0.78 
0.90 

0.62 
1.09 

Mu  1070 

4 

0.65 
0.67 

0.66 

0.93 

Er  1213 

4 

1.42 
1.46 

0.74 
1.62 

(fa  1066 

3 

2.74 
2.94 

0.84  | 
2.94 

Ro  1196 

3 

1.01 
1.18 

0.79 
1.18 

St  914 

3 

0.88 
1.32 

0.68 
1.89 

Ilk  1232 

2 

0.81 
0.83 

0.81 
0.83 

Bl  1207 

£ 

0.68 
0.87 

0.68 
0.67 

to  1160 

£ 

0.96 
1.08 

0.96 
1.03 

Oa  1227 

Z 

1.06 
1.61 

1.05 
1.61 

Cw  M£ 

£ 

1.06 
1.63 

l.GS 
1.63 

Bo  816 

£ 

1.53 
1,76 

1.53 
l.fB 

Other  3  oases 

0329  of  necessary  fi faros  venting 

But  this  similarity,  in  fact  identity  of  value, 
is  not  found  in  different  specimens  from  any  of 
the  18  persons  who  have  furnished  more  than 
one  specimen.  The  nearest  two  values  for  each 
are  given  in  Table  IV,  together  with  the  number 
of  specimens  from  that  individual  analyzed  by 
this  method.  In  other  words,  here  are  four 
patients  agreeing  more  closely  than  any  one 


patient  alone.  Furthermore,  each  individual 
shows  remarkably  wide  variations,  as  is  also  tab- 
ulated. Hence  the  justification  for  discussing 
primarily  specimens  rather  than  ease-numbers. 

TECHNIC. 

The  methods  used  throughout  have  been  ex- 
haustively described  by  their  author  and  will 
not  be  repeated.  There  are,  however,  a  num- 
ber of  details  that  may  be  worth  recording,  or 
emphasizing. 

EXTRACTION. 

The  patient's  blood  may  be  kept  from  clotting 
by  addition  of  the  familiar  crystal  of  potassium 
oxalate,  making  a  strength  of  about  0.1%  ;  or  by 
saturated  solution  of  sodium  citrate,  1  drop  to 
each  5  ec.  or  less  of  blood.  With  thorough  shak- 
ing for  1  minute,  the  latter  is  sufficient  to  pre- 
vent coagulation  and  seems  less  apt  than  oxa- 
late to  result  in  hemolysis.  Hemolysis  when 
marked  certainly  makes  an  increased  lipoid 
yield.1  In  very  hot  weather  more  speed  and 
more  anti-coagulant  may  be  necessary.  That 
the  amount  of  citrate  recommended  above  is 
sufficient  is  supported  by  a  recent  statement : 
"Sodium  citrate  mixed  with  blood  in  the  pro- 
portion of  1:100  inhibited  coagulation  for  4 
days  when  kept  at  a  temperature  of  10°  C." 

Salant,  W.,  and  Wise,  L.  E. :  The  Action  of  Sodium 
Citrate  and  its  Decomposition  in  the  Body,  Jour. 
Biol.  Chem.,  December,  1916,  xxvfii,  27-58,  p.  57. 

According  to  the  above  proportion  one  drop  of 
the  saturated  solution,  which  contains  0.77  parts 
of  sodium  citrate,  should  inhibit  coagulation  in 
77  drops  of  blood,  i.e.,  about  5  cc.     Of  this 

Culbreth,  D.  M.  B. :  Materia  Medica  and  Pharma- 
cology, Phila.  and  New  York,  1917,  p.  707. 

citrated  blood  10  cc.  are  desirable,  though  3  cc. 
are  enough  for  determinations  on  the  whole 
blood  alone. 

It  is  desirable  to  redistil  both  the  alcohol  and 
ether  used  for  extracting  the  original  whole 
blood  and  plasma,  for  taking  up  the  dry  residue 
in  Bloor's  fat-method  and  for  making  the  oleic 
acid  standard. 

Pipettes  made  in  this  country  are  by  no 
means  so  reliable  as  those  of  the  standard  Ger- 
man makers  and  often  need  to  be  recalibrated. 
It  is  convenient  to  get  or  make  a  7  or  8  cc. 
pipette  to  use  for  extracts  that  one  expects  to 
be  a  little  strong  for  10  cc.  yet  weak  for  5  cc. 

Beakers  9  cm.  high  are  vastly  preferable  to 
those  only  6  cm.,  which  require  closer  watching 
of  their  sides  to  see  that  the  moisture  does  not 
gradually  creep  up  and  then  spatter.  The  bot- 
toms of  such  150  cc.  beakers  will  then  measure 
4-5  cm.  across ;  the  exact  diameter  does  not  mat- 
ter but  the  flatness  does.  It  is  important  to  go 
over  a  large  lot  and  select  the  flatter  ones.  With 
these  evaporation  on  an  electric  stove  proceeds 
more  smoothly. 
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Evaporation  to  dryness  in  all  three  methods 
requires  less  attention  when  done  on  the  'water 
bath  rather  than  the  electric  stove. 

After  measuring  out  the  3  cc.  portions  into 
about  60  cc.  of  alcohol-ether,  a  routine  practice 
has  been  made  of  letting  stand  48  hours  before 
raising  to  a  boil.  No  attempt  has  been  made  to 
determine  whether  as  complete  extraction  would 
be  obtained  if  the  boiling,  cooling  and  making- 
up  were  done  immediately — an  obvious  desid- 
eratum in  applying  the  method  to  clinical  work. 

bloor's  pat-method  ("total-fat). 

The  standard  has  been  made  by  weighing  out 
Kahlbaum's  "K"  oleic  acid,  210-240  mg.,  dis- 
solving in  redistilled  ether  and  washing  over 
with  repeated  portions,  making  125  cc.  ether  in 
all,  into  a  500  cc.  volumetric;  making  up  with 
redistilled  alcohol  nearly  to  the  mark;  letting 
warm  up  again  to  room  temperature  and  filling 
to  the  mark.  Of  this  solution  5  cc.  equals 
slightly  more  than  2  mg.  oleic  acid.  Since  one 
lot  of  this  solution  was  noted  to  increase  in 
value,  presumably  by  evaporation,  though  the 
cork  was  neither  accidentally  left  out  nor  notice- 
ably loose,  the  making  of  large  amounts  at  a 
time  has  not  seemed  advisable.  The  stopper 
should  be  of  cork,  forced  in  hard. 

The  evaporated  residue  with  the  added  5  cc. 
alcohol-ether,  and  the  parallel  5  cc.  of  standard, 
are  warmed  just  to  a  boil  on  the  electric  stove. 
Rapid  boiling  is  facilitated  by  a  little  sand,  pre- 
viously cleaned  with  acid  and  alkali.  On  re- 
moval, the  beakers  are  rotated  gently  half  a 
dozen  times  while  the  excess  ether  is  blown  off. 
Four  pairs  at  a  time  may  be  carried  to  this 
point.  Distilled  water,  50  cc.  from  a  delivery 
pipette  or  even  a  simple  calibrated  graduate  is 
run  down  the  side  of  one  unknown  and  its 
standard,  then  the  HC1V4  (1:3).  This  may 
conveniently  be  kept  in  an  unstoppered  pint 
bottle  with  the  2  pipettes  standing  in  it.  Part 
of  the  five  minutes  after  precipitation  may  be 
employed  in  transferring  to  the  nephelometer 
tubes. 

Bubbles  have  been  frequent  in  the  standards 
and  nearly  invariable  in  the  unknowns.  The 
high  reflection  from  these  increases  the  value, 
and  their  removal  is,  therefore,  essential.  I 
have  used  several  methods: 

1.  Blowing  off  the  excess  ether  longer  and 
with  more  shaking  of  the  beaker. 

2.  Heating  the  tubes  in  a  bichromate-sul- 
phuric acid  cleansing  solution  weekly. 

3.  Boiling  the  distilled  water,  then  cooling 
it  to  room  temperature  before  use.  Not  much 
help. 

4.  Tapping  the  tubes  against  a  block  of 
wood  with  2  holes,  which  is  useful  for  carrying 
the  tubes  into  a  dark  room  next  door.  Though 
one  tube  becomes  free  of  bubbles  sooner,  still  it 
should  be  tapped  approximately  as  often  as  the 
other,  so  that  whatever  disturbance  there  is  of 
the  colloids  may  be  equal  in  both.  Often  neces- 
sary. 


5.  Inverting  two  or  three  times.  Seldom  nec- 
essary. 

After  putting  the  tubes  in  the  nephelometer, 
one  should  examine  them  again  to  make  sure 
that  the  side  toward  the  light  has  not  been 
smeared  with  the  moisture  which  often  gets  on 
the  fingers  during  the  tapping  just  mentioned. 

The  N  sodium  ethylate  may  be  conveniently 
made  as  follows:  metallic  sodium  is  taken  from 
the  tin ;  or  from  paraffin  oil,  in  which  case  it  is 
wiped  with  filter  paper;  a  piece  cut  off  and 
peeled,  weighed  to  slightly  more  than  2.3  g.,  agi- 
tated with  forceps  in  about  50  cc.  ordinary 
ethyl  alcohol  till  clean  white,  i.e.,  about  10  sec- 
onds; transferred  to  100  cc.  freshly  distilled  ab- 
solute alcohol  in  a  200  cc.  Erlenmeyer  flask,  cov- 
ered with  a  beaker,  put  under  the  cold  tap  till 
dissolved,  i.e.,  20-30  minutes;  plugged  with  a 
rubber  stopper  pierced  by  a  2  cc.  pipe*tte  and 
kept  in  the  dark.  The  solution  generally  ac- 
quires a  light  brown  color  in  24-48  hours.  Peel- 
ings should  be  left  in  the  air  until  thoroughly 
oxidized  to  a  crumbly  white  powder — NaOH 
and  Na2C03,  and  only  then  thrown  in  the  slop 
jar. 

That  2  cc.  of  this  solution  is  ample  to  sapon- 
ify is  clear  from  the  following  calculation :  sup- 
pose 5  cc.  of  the  standard  total-fat  solution  as 
made  contains  2.3  mg.  oleic  acid.  Now  the 
amount  of  unknown  extract  used  must  contain 
5 

less  than    ^  as  much,  since  even  that  requires 

a  correction,  and  any  stronger  solution  cannot 

be  read  in  the  nephelometer  at  all.   This  amount 

of  extract  then,  whether  it  happens  to  be  10  cc, 

1  cc,  or  even  x  cc.  of  a  diluted  extract  (say 

10  cc.  of  the  lipemic  extract  made  up  to  100) 

5      «o  11-5 
cannot    contain  more    than  ^  x  2  3  =      «  = 

3.8  mg.  fatty  acid.  Now  1  cc.  N  Na-ethylate 
will  saponify  1  cc.  N  oleic  acid,  C17H33  COOH, 
C18H3402,  which  contains  282  mg.,  i.e.,  74  times 
as  much  as  the  3.8  mg.  that  can  be  determined 
nephelometrically. 

LECITHIN. 

The  phosphate  "stock"  was  made  according 
to  the  published  directions,2  but  the  "standard" 
was  made  by  diluting  30  cc.  up  to  500  cc,  after 
which  5  cc,  instead  of  the  original  3  cc.  ==  0.15 
mg.  H3P04.  The  fourth  lot  of  standard  became 
mouldy  two  days  after  making,  and  simulta- 
neously weaker — an  event  which  was  surprising 
in  a  weak  phosphate  solution  (well-recognized 
medium  for  moulds),  only  because  it  had  been 
absent  in  the  first  three,  made  from  the  same 
stock  under  apparently  identical  laboratory  con- 
ditions. The  next  lot  was,  therefore,  boiled  and 
cooled  before  filling  to  the  mark. 

A  convenient  way  to  hang  the  tubes  in  the 
water  bath  is  by  a  rubber  band  round  the  necks 
of  every  pair,  across  a  glass  rod ;  or  if  that  does 
not  lower  them  the  desired  centimeter  into  the 
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water,  then  across  a  bent  wire.  When  the  bath 
is  steaming  actively,  the  necessary  shaking  until 
boiling  can  be  comfortably  done  with  a  clean 
brass  crucible  tongs,  each  tip  in  one  of  the  pair 
of  tubes. 

The  Folin-Denis  draught  apparatus,9  as  modi- 
fied somewhat  by  Dr.  Bloor,  seemed  rather  more 
compact  than  the  original  and  was,  therefore, 
copied.  Four  absorbers  can  be  arranged  in  one 
cork.  The  tubes  are  hung  by  copper  wire,  about 
25  cm.  of  16  gauge  being  needed  for  each.  The 
other  measurements  are  given  approximately  in 
Diagram  I. 

'Folin,    O.,    and    Denis,    W. :    Jour.    Biol.  Chem., 
1911-12,  xi,  503. 


Diagram  I. 


The  first  stage  of  digestion  at  a  low  boil  is 
difficult  when  the  tubes  and  beads  are  new  and 
not  yet  etched,  for  then  the  boiling  is  apt  to  be 
either  wanting  or  too  active ;  under  these  cir- 
cumstances 30  minutes  of  intermittent  attention 
has  been  satisfactory.  For  the  second  stage  the 
"gradual"  raising  of  the  flame  is  necessary  only 
so  far  as  to  prevent  the  fumes  from  flooding 
the  absorber  and  so  overflowing  into  the  air  of 
the  room.  The  nitric  fumes  will  be  off  after  3-5 
minutes;  then  one  must  watch  more  carefully 
since  the  usual  ten  minutes  may  easily  make  the 
tube  go  dry  and  crack. 

It  is  often  convenient  to  stop  for  the  night  at 
the  end  of  digestion,  or  occasionally  at  the  end  of 
the  first  stage.  This  should  make  no  difference 
theoretically,  and  practically  does  not.  In  the 
following  duplicates  the  first  stage  of  each  first 
specimen  was  done,  and  8  days  later  the  rest  of 
the  determinations  on  those  first  specimens  and 
the  entire  determinations  on  the  second  speci- 
mens. 

I.         .500    .611    .336    .205    .381  .440 
II.         .500    .611    .307    .212    .381  .428 

The  cane-sugar  solution  moulds  easily  and  has, 
therefore,  been  boiled  about  every  fortnight. 

For  the  titration  the  alcoholic  phenolphthalein 
solution  must  be  0.3%,  not  the  common  1%,  for 
that  makes  a  faint  cloud. 


For  acid  H2S04  1:1  was  used.  The  NaOH 
need  be  only  approximately  20%.  In  general, 
not  more  than  3  cc.  should  be  necessary,  pro- 
vided the  digestion  is  sufficiently  prolonged. 

The  manufacture  of  the  wonderfully  delicate 
Kober-Egerer  modification  of  the  Pouget- 
Chouchak  reagent  has  been  the  greatest  diffi- 
culty of  these  analyses.  I  have  followed  the 
directions  carefully  in  making  sodium  raolyb- 
date  and  from  that  the  strychnine  molybdate, 
several  times  with  success,  but  also  often  with- 
out, so  that  I  have  had  to  depend  repeatedly  on 
Dr.  Bloor's  kindness  in  making  it  for  me. 

After  precipitation  of  the  phosphorus  in  the 
parallel  unknown  and  standard  10  cc.  aliquots, 
by  running  each  into  a  50  cc.  volumetric  con- 
taining the  above  reagent,  the  flasks  should  be 
made  up  to  the  mark  promptly,  to  equalize  the 
condition  of  the  colloids. 

The  values  in  this  paper  are  comparable  with 
each  other  and  also  with  the  normals  quoted, 
since  all  have  been  obtained  by  the  same 
method, — Bloor's  modification  without  sodium 
ethylate.  But  in  case  the  reader  should  wish  to 
compare  them  with  diabetic  values  from  other 
laboratories,  it  should  be  noted  that  different 
values,  e.g.,  for  normal,  are  obtained  by  other 
methods,  of  which  there  are  several  in  the  liter- 
ature. ':   1  1 

Owing  to  the  expense  of  acetic  anhydride,  Dr. 
Bloor  now  recommends  1  cc.  instead  of  2  cc. 
That  this  is  equally  satisfactory  is  shown  by 
the  following  duplicates: 

2  cc.  .495  .730 

1  cc.  .500  .724 

The  electric  bulb  used  has  been  a  100  w. 
Mazda  nitrogen  filled.  After  two  of  these  had 
died  of  age  within  6  months,  without  any  rough 
usage  whatever,  the  expense  made  it  seem  de- 
sirable to  get  along  with  an  ordinary  bulb.  A 
25  w.  was  difficult,  however,  and  even  a  40  w. 
so  unsatisfactorv  that  I  procured  another  like 
the  original.  Probably  the  ordinary  100  w. 
Mazda,  not  gas-filled  and  therefore  cheaper, 
would  be  satisfactory. 

The  Corning  Daylite  Glass  Set  B  30  at  my 
disposal  consisted  of  three  plates.  These  ab- 
sorbed not  only  the  yellow  rays,  but  so  much  of 
the  illumination  that  only  1  plate  could  be  used 
with  the  25  w.  bulb,  and  with  the  40  w.  not 
more  than  2.  With  the  ample  illumination  of 
the  100  w.,  curiously  enough,  2  plates  remained 
more  satisfactory  than  the  full  set  of  3.  This 
point  was  confirmed  by  another  observer, 
skilled  in  reading  the  colorimeter,  as  also  the 
observation  that  the  use  of  no  plate  gave  the 
same  reading  as  the  blue-green  alone.  With  the 
weak  bulbs,  when  only  1  plate  could  be  used, 
,  the  most  satisfactory  to  my  eye  was  the  blue- 
,  green,  78.5% ;  then  the  pale-purple,  59%  ;  and 
i  least  the  violet,  115%. 

The  use  of  the  colorimeter  or  nephelometer 
has  many  pitfalls.  These  have  been  commented 
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on  by  various  observers,  no  one  of  whom,  how- 
ever, seems  to  me  to  have  altogether  covered  one 
of  the  most  troublesome  points. 

Kruss,  G.  and  H. :  Kolorimetrie  und  Quantitative 
Spektralanalyse,  Ed.  2,  Hamburg  and  Leipzig,  1909. 

Kober,  P.  A. :    Jour.  Biol.  Chem.,  1913,  xiii,  p.  485. 

Marriott,  W.  M. :  Jour.  Biol.  Chem.,  November,  1913, 
xvi,  p.  290. 

Folin,  O.,  and  Denis,  W. :  Jour.  Biol.  Chem.,  Septem- 
ber, 1916,  xxvi,  p.  484,  473-489. 

Lyman,  H. :  Jour.  Biol.  Chem.,  March,  1917,  xxix, 
p.  170,  169-178. 

Kober,  P.  A.:  Jour  Biol.  Chem.,  March,  1917,  xxix, 
pp.  155-168. 


The  usual  preliminary  to  reading  an  un- 
known is  to  read  the  standard  as  an  unknown 
against  itself,  and  to  take  the  value  as  the  po- 
tential height  of  the  standard.  This  has  been 
also  stated  in  other  ways.  The  procedure  is 
about  as  follows:  The  standard  on  the  right  is 
set  at  say  20,  then  read  on  the  left  (1-5  times 
according  to  different  authorities),  and  found 
to  be  say  20.2.  It  is  left  at  that  point  and  the 
standard  on  the  right  is  replaced  by  the  un- 
known which  is  then  read.  In  the  ensuing  cal- 
culation the  standard  is  20,  not  20.2.  Even  after 
a  month's  practice  reading  turbidities  in  some 
unpublished  acetone  determinations,  I  found 
that  my  readings  were  not  consistently  20.2,  but 
varied  sometimes  by  more  than  2%±,  even 
when  the  instrument  was  not  moved  at  all  from 
its  position  in  the  light  box.  This  was  of  course 
unsatisfactory.  "When,  however,  the  prelimi- 
nary was  made  to  consist  in  setting  the  standard 
at  20  on  both  sides  and  looking  through  the 
telescope  carefully  for  a  moment,  the  eye  seemed 
to  become  trained;  so  that  after  an  interval  of 
10  seconds  the  standard  could  each  time  be 
read  against  itself  within  a  variation  of  less 
than  \%—  from  the  usual  level  of  say  20.2. 
This  balancing  of  the  instrument  was  found 
necessary  after  each  4  unknowns. 

For  example,  using  4  samples  of  the  same  chlo- 
roform extract  and  adding  acetic  anhydride  and 
H.S04  to  each  like  an  unknown,  the  values  got 
were:  16.6,  16.8,  16.7,  16.8,  none  of  which  varies 
from  the  average  16.7  by  as  much  as  1%,  which 
is  much  less  than  the  error  of  the  method  as  a 
whole.  Other  observers  with  the  nephelometer 
or  colorimeter  recommend  variously  repeating 
the  balancing  after  each  1,  2  or  4  unknowns. 

Unknown  readings  below  9  or  above  20  have 
always  been  rejected  and  done  over  again. 

No  attempt  has  been  made  to  use  for  a 
standard  the  aqueous  solution  of  Naphthol 
Green  B  suggested  by  Bernard  and  found  satis- 
factory by  Myers  and  Gorham. 

Myers,  V.  C,  and  Gorham,  F.  D. :  The  Chemical 
Composition  of  the  Blood  in  Health  and  Disease, 
The  Post  Graduate,  1914,  xxix,  938. 

(To  be  continued.') 


PROGRESS  IN  DERMATOLOGY. 

By  John  T.  Bowen,  M.D.,  Boston. 
SCALP  DISEASES  AND  HATS. 

Manheimer1,  the  Secretary  of  the  Amer- 
ican Association  for  Promoting  Hygiene 
and  Public  Baths,  has  written  an  article  on  this 
subject  which  embraces  observations  on  the 
retail  hat  trade.  He  states  that  there  are  few 
positive  data  as  to  the  prevalence  of  skin  in- 
fection among  the  general  population  inasmuch 
as  most  of  these  cases  are  not  reportable,  but 
considers  that  a  further  administrative  control 
is  quite  warranted.  In  the  report  of  the 
Director  of  Child  Hygiene  of  the  Department  of 
Health  of  New  York  City  for  1910,  it  was 
found  that  59  per  cent,  of  the  children  examined 
had  pediculosis  capitis.  In  Philadelphia  33 
per  cent,  were  observed.  The  time  lost  from 
treatment  for  pediculosis  was  therefore  vastly 
greater  than  that  from  all  other  affections  put 
together.  The  writer  emphasizes  the  enor- 
mous prevalence  of  pediculosis  among  the  adult 
population  generally,  and  states  that  it  is  one 
of  the  most  frequent  conditions  met  with  in 
physical  examinations  of  recruits  for  the  army 
and  navy.  The  spread  of  typhus  fever  by 
means  of  head  lice  is  well  known,  and  this  cir- 
cumstance should  be  given  serious  consideration 
in  view  of  our  present  military  preparations. 
With  regard  to  syphilis,  the  comparative  fre- 
quency of  extra-genital  initial  lesions  is  referred 
to,  Montgomery  being  cited  as  estimating  that 
at  least  10  per  cent,  of  all  the  syphilis  in  this 
country  is  extra-genitally  acquired.  Many 
syphilitics  offer  lesions  of  the  scalp,  and  in 
these  cases  there  is  great  danger  from  the  try- 
ing on  of  hats.  Acne,  impetigo  contagiosa,  and 
ringworm  are  diseases  common  in  school  chil- 
dren, which  may  be  transmitted  from  one  to 
another.  Leprosy  and  erysipelas  are  other  in- 
fectious maladies  discussed.  With  regard  to 
the  transmission  of  infection  through  hats,  a 
study  of  infections  traceable  to  this  source  was 
undertaken.  During  the  busy  season  a  great 
many  hat  shops  were  inspected  and  many  retail 
salesmen  were  questioned.  By  actual  count, 
it  was  found  that  over  2%  of  the  men  trying  on 
hats  had  noticeable  eruptions  on  the  face  and 
forehead.  Almost  all  of  the  salesmen  admitted 
that  no  one  would  be  forbidden  to  try  on  a  hat, 
whatever  might  be  the  obvious  condition  of  his 
forehead  and  scalp.  Although  the  sweat 
bands  of  hats  frequently  become  soiled,  they  are 
very  rarely  changed,  unless  in  very  bad  con- 
dition. Almost  all  purchasers  try  on  at  least 
four  hats  before  selecting  one,  hence  the  op- 
portunity for  a  person  with  a  discharge  from 
his  forehead  infecting  a  number  of  hats.  In 
the  better  class  of  shops  a  head  conformator  is 
used  in  order  to  shape  the  hat  properly  on  a 
block,  and  this  being  used  on  all  customers 
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may  easily  become  contaminated.  In  some 
shops  this  has  been  provided  for  by  the  employ- 
ment of  small  paper  skull  caps  for  the  protec- 
tion of  the  head.  The  universal  use  of  this 
protective  cap  is  advocated,  not  only  in  the  case 
of  conformators  but  while  fitting  hats  in  gen- 
eral, as  the  paper  being  cheap,  it  can  be  dis- 
carded after  each  use. 

TREATMENT. 

Pure  Coal  Tar. — Semon2  relates  his  successes 
with  coal  tar  at  ajbase  hospital  in  France,  using 
a  mixture  containing  equal  parts  of  pix  car- 
bonis  B.  P.,  acetone  and  flexible  collodion.  He 
applied  this  paint  in  various  skin  affections, 
and  the  results  were  satisfactory  with  very  few 
exceptions.  It  is  to  be  remembered,  now  that 
it  is  so  difficult  to  obtain  synthetic  and  other 
drugs,  that  tar  is  cheap,  easily  procured,  and 
requires  as  apparatus  only  an  ordinary  house- 
painter's  brush.  It  is  a  cleanly  application 
after  it  has  dried,  and  all  traces  may  be  re- 
moved from  the  clothing  and  from  the  skin  in  a 
very  few  minutes  by  means  of  ether.  It  is  re- 
markable how  well  the  most  delicate  skins  will 
stand  pure  tar.  It  was  found  to  be  well  tol- 
erated on  the  skin  of  the  knee  flexures,  the 
elbows  and  the  wrists,  as  well  as  on  the  scrotum. 
It  was  used  with  success  in  aural  eczema.  He 
considers  it  the  best  antipruritic  medicament 
we  possess,  sometimes  curing  local  itching  when 
x-rays  fail.  It  is  remarkable  how  rapidly  the 
pruritus  is  often  cured — in  fact,  if  improvement 
does  not  occur  at  once,  the  case  may  be  regard- 
ed as  unsuitable  and  not  likely  to  be  benefited 
by  further  application.  The  cases  of  skin 
diseases  occurring  in  military  encampments  are 
naturally  not  very  varied,  and  scabies  formed 
the  greater  number  of  the  cases  observed. 
These  cases  were  usually  complicated  with 
dermatitis,  furunculosis,  impetigo,  eczema,  etc. 
In  cases  where  the  dermatitis  had  ended 
in  a  chronic  eczematous  condition,  the  tar 
was  found  to  be  invaluable,  but  was  useless 
in  impetiginous  states.  Nor  is  it  applicable 
where  there  is  a  complication  with  furunculosis. 
It  is  very  valuable  in  lichenoid  conditions,  and 
when  there  is  a  dermatitis  of  a  vesicular  or 
papulo-vesicular  nature.  Seborrhoea  was  a  fre- 
quent occurrence,  possibly  from  the  continuous 
use  of  steel  helmets,  and  the  impervious  mack- 
intosh linings  of  the  cloth  service  caps.  In 
some  of  the  less  acute  forms  of  this  affection, 
the  tar  paint  was  found  to  be  very  effective. 
In  psoriasis,  which  is  so  closely  related  to  sebor- 
rhoea, isolated  plaques  covered  with  thick 
scales  were  removed  after  four  days  painting, 
without  any  preliminary  scrubbing  or  removal 
of  the  scales.  It  was  found  very  valuable  in 
lichenifi  cation. 

Sulphur  Fumigations  for  Scales. — Bruce3 
recommends  in  camps  the  treatment  of  scabies 
by  sulphur  fumigation.  The  patient  is  given  a 
hot  bath  and  allowed  to  soak  for  at  least  five 
minutes  in  the  water,  well  lathered  with  soap, 


either  soft  soap  or  yellow  bar,  and  the  skin 
scrubbed  to  open  the  burrows.  He  is  then  put 
in  a  warm  cabinet  used  out  of  doors,  his  head 
protruding  through  an  aperture  in  the  roof, 
and  subjected  to  the  fumes  of  a  lighted  sulphur 
candle  placed  inside  the  cabinet.  An  orderly 
must  remain  in  constant  attendance  with  in- 
structions to  remove  the  patient  at  once  if  he 
should  show  signs  of  faintness  or  difficulty  in 
breathing.  He  is  kept  in  the  cabinet  from 
forty  to  fifty  minutes,  when  the  lid  is  quickly 
removed  and  the  patient  returns  to  the  bath- 
room, where  he  puts  on  clean,  warm  clothing. 
It  is  of  course  necessary  to  send  with  the  pa- 
tient all  his  kit,  including  blankets  and  pillow, 
which  may  be  treated  by  a  steam  disinfector,  or 
in  the  cabinet  when  only  one  case  is  being 
treated.  Boots  and  other  feather  articles  may 
be  treated  by  formalin  spray  or  in  the  cabinet. 
It  is  important  to  see  that  the  cabinet  is  warm 
and  that  it  contains  water  vapor.  The  best  re- 
sults are  obtained  in  recent  cases  with  little 
induration,  and  one  application  will  invariably 
cure  these  cases;  when  there  is  much  indura- 
tion, a  second  application  is  given  at  the  end  of 
forty-eight  hours.  There  is  immediate  relief 
from  itching  and  irritation,  and  sleep  is  not  in- 
terfered with.  It  is  very  rarely  that  there  is 
any  resulting  dermatitis ;  but  if  so,  it  is  easily 
reduced.  There  is  sometimes  a  slight  general 
branny  desquamation  about  forty-eight  hours 
after  the  treatment.  Bruce  has  treated  about 
200  cases,  and  has  had  two  per  cent,  of  returns, 
which  he  feels  certain  was  due  to  the  fact  that 
some  article  of  clothing  had  escaped  disinfec- 
tion. The  treatment  is  rapid,  certain  and 
cheap,  and  one  candle  treats  ten  cases.  If  the 
clothing  can  be  rapidly  disinfected,  cases  can 
be  returned  cured  to  their  units  on  the  day  of 
admission.  The  treatment  if  carefully  carried 
out  is  in  no  way  disagreeable  to  the  patients. 

The  Electric  Cautery. — Hazen*  extols  the 
value  of  the  electric  cautery  in  cutaneous  ur- 
gery,  especially  in  the  treatment  of  soft  corns, 
granuloma  pyogenicum,  lupus  vulgaris,  kerato- 
sis, papillomas,  pigmented  moles,  xanthelasma, 
cancer,  leukoplakia,  and  for  the  removal  of  tis- 
sue for  diagnostic  purposes,  where  malignancy 
is  suspected.  With  regard  to  other  modes  of 
destruction,  he  considers  that  the  caustics  have 
certain  marked  disadvantages,  in  that  the 
superficially  acting  ones  are  applicable  only  to 
surface  cases,  whereas  in  the  more  deeply  act- 
ing ones,  such  as  arsenic,  the  pain  is  usually 
very  intense,  and  their  use  does  not  permit  his- 
tological examination  of  the  tissue  removed. 
Carbonic  dioxide  snow  is  quick  and  usually  not 
painful,  but  does  not  usually  act  deeply  enough, 
and  is  worthless  in  cancer  or  tuberculosis.  It 
is  valuable  chiefly  in  the  case  of  certain  angio- 
matas,  and  of  lupus  erythematosus.  Hazen 
does  not  think,  from  his  personal  observation, 
that  fulguration  or  diathermy  have  any  value 
superior  to  that  of  the   caustic.    The  electric 
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needle  is  well  adapted  to  the  removal  of  small 
superficial  non-malignant  conditions,  as  it  is 
painless  and  leaves  excellent  cosmetic  results. 
He  considers  that  the  field  of  the  roentgen  ray 
and  of  radium  is  small.  For  many  affections 
they  are  ineffective  unless  their  action  is  car- 
ried to  the  point  of  producing  a  burn,  which  is 
recognized  to  be  a  dangerous  procedure.  The 
curette  does  not  touch  the  outlying  morbid  cells 
that  are  usually  to  be  found  in  otherwise  nor- 
fci  sue.  The  knife  is  undoubtedly  the  clean- 
est way  of  treating  many  lesions,  particularly 
the  non-malignant  neoplasms,  and  affords  the 
best  tissue  for  pathological  examination.  The 
actual  cautery  is  better  adapted  to  heavy  work, 
the  electric  cautery  to  light  work,  as  it  is  me- 
chanically easier  to  operate  and  to  keep  at  a 
steady  heat,  either  dull  red  or  bright  red.  It 
is  exceptionally  cleanly,  and  scrubbing  and 
sterilization  of  the  hands,  of  the  instrument, 
and  of  the  patient  may  safely  be  omitted. 
The  operation  may  be  done  quickly  and  no 
dressings  required,  and  the  crust  is  the  best 
dressing.  It  is  the  ideal  instrument  in  cases 
where  it  is  impossible  to  leave  much  margin. 
The  writer  states  that  all  surgeons  are  agreed 
that  in  malignancy  there  are  fewer  recurrences 
;ifter  the  cautery  than  after  the  knife.  The 
cosmetic  results  are  excellent,  and  tissue  can  be 
obtained  for  histological  examination.  In  lupus 
vulgaris  deep  cauterization  is  necessary,  as 
otherwise  there  is  sure  to  be  a  recurrence.  Soft 
corns  are  excised  with  a  fairly  heavy  blade,  and 
the  lymph  vessels  that  feed  them  at  the  base 
thoroughly  cauterized.  In  the  case  of  keratosis 
and  papillomas  the  edge  of  the  blade  is  inserted 
at  the  border  of  the  lesion  and  then  shoved 
along  beneath  it.  Lesions  on  the  eyelids  and 
pigmented  moles  are  very  successfully  treated 
by  this  method.  Malignant  growths  are  ex- 
cised just  as  with  the  knife  and  local  anaesthe- 
sia is  employed  in  all  cases. 

The  Coolidge  Tube  in  Non-Malignant  Skin 
Affections.- — Howard  Fox5  states  that  only  since 
he  began  to  employ  the  Coolidge  tube  has  his 
roentgen  ray  work  in  the  treatment  of  skin 
diseases  been  really  satisfactory.  He  strongly 
advocates  the  use  of  measured  dosage  in  roent- 
gen ray  treatment,  the  Coolidge  tube  being 
used,  as  it  greatly  assists  in  attaining  this  ob- 
ject. On  account  of  the  remarkable  constancy 
of  this  tube,  it  has  been  possible  to  treat  eases 
of  acne  and  eczema  in  a  routine  manner  with- 
out the  slightest  danger  of  ill  effect.  Fox's 
best  results  were  obtained  in  cases  of  eczema,  of 
which  all  types  were  treated  except  the  very 
acute  vesicular  forms.  He  treated  60  cases  in 
all,  varying  from  papular  and  vesicular  erup- 
tions of  a  few  weeks'  duration  to  chronic 
thickened  patches  that  had  lasted  thirty  years. 
Of  these,  39  responded  well  to  the  treatment, 
especially  nine  cases  in  which  the  palms  and 
soles  were  affected,  and  2  cases  in  children  of  4 
and  2y%  years  respectively.    Tn  16  eases  the 


lesions  were  either  entirely  cleared  up  or 
greatly  improved,  but  later  relapsed  somewhat. 
In  ten  cases  the  results  were  indefinite  and  3 
cases  failed  utterly  to  respond.  His  results  in 
psoriasis  were,  in  general,  disappointing,  for 
although  the  lesions  were  quite  easily  cleared 
up,  they  promptly  returned.  It  was  found  par- 
ticularly useful  in  lesions  of  the  hands  and 
face  when  chrysarobin  is  objectionable,  and  in 
isolated  patches.  Of  19  cases  treated,  the  re- 
sults in  8  were  distinctly  favorable.  In  one, 
a  patch  of  psoriasis  on  the  abdomen,  which  had 
resisted  chrysarobin,  disappeared  after  five 
treatments.  Four  out  of  six  cases  of  seborrhoeic 
eczema  gave  excellent  results.  In  acne  the 
treatment  proved  very  satisfactory,  12  cases 
showing  better  results  than  could  have  been  ob- 
tained, in  the  writer's  opinion,  by  the  usual 
method.  An  average  of  8  exposures  was  given, 
and  improvement  usually  showed  itself  shortly 
after  the  fifth  treatment.  All  types  and  grades 
were  treated,  and  the  most  striking  improve- 
ment was  shown  in  the  severer  cases.  He  con- 
siders the  roentgen  ray  as  at  present  the  most 
efficient  agent  in  the  treatment  of  acne.  Rosacea 
did  not  prove  responsive,  whereas  it  was  suc- 
cessful in  a  few  cases  of  lichen  planus.  As  was 
to  be  expected  from  previous  experiences,  syco- 
sis and  localized  pruritus  were  successfully 
treated. 

Toxicity  of  Salvarsan. — Schamberg6  of  Phil- 
adelphia and  his  associates,  working  in  the 
Dermatological  Research  Laboratories  of  the 
Philadelphia  Polyclinic  and  College  for  Grad- 
uates in  Medicine,  undertook  studies  with  the 
view  of  shedding  some  additional  light  on  the 
complex  and  important  subject  of  the  toxicity 
of  salvarsan.  These  laboratory  experiments, 
carried  on  chiefly  by  means  of  rabbits  and  rats, 
were  of  a  high  degree  of  interest,  and  gave 
cause  for  the  following  conclusions: 

1.  Salvarsan  may  be  used  in  concentrated 
solutions  up  to  0.6  gms  in  lOcc.  in  animals, 
without  any  evident  increase  of  toxicity. 

2.  The  failure  to  neutralize  the  solutions  of 
salvarsan  with  alkali  leads  to  an  increase  in 
toxicity  of  50-60%  in  solutions  of  1-2  to  1% 
concentration. 

3.  The  addition  of  a  moderate  excess  of 
alkali  beyond  the  amount  required  for  neutral- 
ization does  not  increase  the  toxicity,  as  de- 
terminable by  the  duration  of  life  of  the  ex- 
perimental animal.  It  is  possible,  however, 
that  it  may  have  other  untoward  effects. 

4.  The  use  of  sterile  fresh  distilled  water 
appears  to  possess  advantages  over  sterile  stale 
distilled  or  non-distilled  water,  as  regards  tox- 
icity, although  the  difference  in  our  experi- 
ments was  not  pronounced. 

5.  Salvarsan  in  alkaline  solution  tends  to 
undergo  oxidation  on  standing,  with  consequent 
increased  toxicity;  but  this  substance  and  its 
congeners  vary  considerably  in  the  rapidity  of 
oxidation,  and  in  the  degree  of  associated  tox- 
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icity.  The  drug  should  be  used  reasonably 
promptly  after  preparation.  If  two  or  three 
hours'  delay  is  unavoidable,  the  solution  should 
be  kept  in  a  cylinder,  full  to  the  stopper,  so 
that  no  air  is  present. 

6.  Several  different  types  of  reactive  symp- 
toms may  occur  after  the  use  of  salvarsan:  (a) 
immediate;  (b)  early,  and  (c)  delayed.  The 
immediate  symptoms  are  due  to  a  paresis  of  the 
blood  vessels;  the  early  symptoms  coming  in 
a  few  hours  after  the  injections  are  febrile  and 
gastronomical ;  and  the  delayed  symptoms  may 
be  referable  to  the  brain,  or  the  liver  and 
gastro-intestinal  tract. 

7.  There  is  no  one  cause  of  reaction.  The 
etiological  factors  in  the  production  of  reactive 
phenomena  may  be  related  to  (a)  the  patient, 
(b)  the  technic,  and  (c)  the  medicament. 
We  believe  that  the  most  important  factor  in 
the  causation  of  reactions  is  referable  to  the 
drug.  We  believe  that  the  immediate  vaso- 
paretic  reactive  symptoms  are  due  to  traces  of 
an  unidentified  impurity  in  the  drug,  which  we 
have  for  convenience  termed  substance  X.  We 
are  confident  that  these  symptoms  are  not  due 
to  "arsenoxide." 

8.  Salvarsan  and  its  congeners  are  not  com- 
pounds of  absolute  chemical  purity.  We  can- 
not, therefore,  expect  absolute  constancy  in  bio- 
logical effects. 

9.  Salvarsan  and  its  congeners  may  vary, 
within  certain  limits,  in  therapeutic  effect,  and 
to  a  greater  degree  in  toxicity.  The  ampoules 
obtainable  in  the  open  market  exhibit  striking 
variations  in  toxicity. 

10.  Even  the  poorest  compounds,  however, 
are  tolerated  by  animals  in  much  higher 
amounts  than  the  maximum  dose  administered 
to  man,  so  that  there  is  nearly  always  a  latitude 
of  safety. 

11.  We  believe  that  the  commercial  prod- 
ucts should  be  tested  intravenously  as  well  as 
subcutaneously,  and  that  they  should  be  tol- 
erated by  rabbits  in  the  dose  of  60  mg.  per  kilo 
of  body  weight. 

12.  Salvarsan  is  a  safer  substance  than  mer- 
cury and  can  be  tolerated  intravenously  by 
white  rats  in  50  times  the  dose  of  the  latter, 
weight  for  weight. 

Radium  in  Lupus. — Paul  Haslund,  first  as- 
sistant in  Finsen's  Light  Institute  in  Copen- 
hagen, was  to  have  delivered  a  lecture  on  this 
subject  before  the  Scandinavian  Dermatologi- 
cal  Society  in  June,  1916.  This  lecture  was 
never  given,  owing  to  the  author's  death  just 
before  the  meeting,  but  has  been  printed,  as 
written,  in  the  British  Journal  of  Dermatology 
for  October-December,  1916.  He  refers  to  the 
enthusiasm  for  treatment  by  radium  that  had 
passed  over  large  parts  of  Europe  four  years 
previously,  which  was  shown  to  be  unfounded 
more  than  ten  years  after  the  introduction  of 
radio-active  substances  into  therapeutics.  It 
was,  however,  the  cause  of  the  Finsen  Institute 


purchasing  a  sufficient  quantity  of  radium  to 
enable  them  to  make  independent  therapeutic 
observations.  Although  there  has  never  been 
quite  so  high  a  degree  of  enthusiasm  for  radium 
in  the  treatment  of  lupus  as  in  the  case  of 
malignant  tumors,  it  has,  nevertheless,  been  pro- 
nounced in  some  quarters.  Danlos  was  the 
rirst  to  introduce  this  treatment  in  1900,  and 
the  reports  since  then  as  to  its  value  have  been 
quite  conflicting,  and  also  as  to  the  most  effec- 
tive way  of  administering  it.  Siuce  it  has  been 
claimed  that  each  apparatus  has  its  peculiari- 
ties, that  the  power  of  resistance  of  the  patient 
varies  much,  and  that  morbid  tissues  can  stand 
much  higher  doses  than  healthy  ones,  Haslund 
considered  that  the  whole  system  of  treatment 
might  be  fairly  termed  at  present  a  purely 
empirical  one.  In  all,  31  cases  of  lupus  vulgaris 
of  the  face  were  treated  by  radium  as  well  as 
some  with  lupus  of  the  mucous  membranes. 
As  to  his  results,  he  states  that  it  is  beyond 
doubt  possible  to  obtain  healing  of  the  lupus 
foci,  and  consequently  a  permanent  cure,  in  cer- 
tain cases  of  limited  extension,  although  even 
in  this  case  one  should  be  prepared  for  local 
relapses.  In  the  majority  of  cases,  however, 
the  results  were  less  favorable,  for  even  if  a 
definite  improvement  was  shown  in  some  cases, 
it  was  only  after  a  long  time,  or  was  followed 
by  retrogression  or  an  absolute  stand-still,  so 
that  it  was  thought  necessary  to  substitute  some 
other  form  of  treatment.  He  considers  that 
the  cosmetic  results  are  not  so  good  after  ra- 
dium treatment  as  after  the  light  and  even  x- 
ray  treatment,  owing  to  atrophy  and  telangiec- 
tasis that  may  ensue ;  and  on  the  whole  that  the 
radium  treatment  is  inferior  to  our  other  means 
of  curing  the  disease. 
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Clinical  Laboratory  Technic  for  Nurses.  By 
Anna  L.  Gibson,  K.N.  Boston:  Whitcomb 
and  Barrows,  1916. 

This  manual  by  the  assistant  superintendent 
of  the  Huntington  Hospital  is  not  only  most 
creditable  to  the  author,  but  affords  a  distinct 
addition  to  the  nurse's  education,  covering,  as  it 
does,  a  hitherto  unoccupied  field.  It  is  well 
known  that  as  technicians  women  frequently 
excel  men  in  the  laboratory  work  which  is  here 
described;  and  the  mastery  of  this  department 
is  a  valuable  asset  to  a  trained  nurse  who  de- 
sires to  fit  herself  as  the  assistant  of  the  prac- 
tising physician  or  surgeon. 
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ORGANIC  LESIONS  IN  SHELL  SHOCK. 

Recent  observations  on  the  various  fronts 
tend  to  show  that  shell  shock  is  the  expression 
of  a  cell-exhaustion  of  the  central  nervous  sys- 
tem. It  is  generally  accepted  by  neurologists 
that  this  exhaustion  is  accompanied  by  patho- 
logical lesions  of  the  cytoplasm.  It  is,  per- 
haps, doubtful  whether  this  change  is  inva- 
riable, and  the  laws  governing  it  are  still  very 
imperfectly  known,  but,  as  a  broad  fact,  it  is 
certainly  true.  Such  lesions  may  be  divided 
into  two  main  groups.  First,  those  which  are 
visible  after  proper  staining  of  some  particular 
cells  or  substance  of  the  brain.  These  have  been 
observed  recently,  and  they  seem  to  lie  at  the 
root  of  fatal  cases  of  shell  shock.  Secondly, 
those  which  connote  a  diminished  potentiality 
for  the  development  of  nerve  force  of  such  a 
nature  as  to  impair  the  value  of  the  cell.  These 
are  types  of  degeneracy  which  appear  in  spite 
of  a  satisfactory  military  training  and  environ- 


ment. It  is  this  latter  class  that  alienists  like  Sir 
George  Savage  and  Sir  Robert  Jones  have  de- 
scribed in  the  Journal  of  Mental  Science.  These 
authors  seem  to  understand  by  the  disposition 
to  shell  shock  a  marked  falling  away,  mentally, 
morally,  and  physically,  from  the  average  con- 
dition of  the  soldier  or  race.  Thus,  among  Brit- 
ish soldiers,  the  habitual  criminal  and  the  mor- 
ally perverse,  the  mentally  unstable  and  insane, 
the  physically  weak  and  ill-developed  are  often 
spoken  of  as  predisposed  to  shell  shock.  .But 
there  are  also  cases  in  which  it  occurs,  in  spite 
of  hygienic  surroundings,  the  best  heredity,  and 
the  most  careful  education.  It  follows  that 
shock  or  fear  or  the  dread  of  the  "unknown," 
of  sufficient  severity  to  overwhelm  the  will,  may 
cause  in  healthy  men  the  whole  syndrome  of  the 
affection — the  unconsciousness,  aphasia,  abasia, 
and  pseudo-paraplegia.  It  is  shown  by  Nissl 
and  by  Nonne  that  the  power  to  resist  the  high- 
est degree  of  fear,  as  in  drumfire,  explosion  of 
mine  craters,  etc.,  necessitates  the  presence  of 
the  maximum  nervous  potentiality  plus  an  op- 
timum constitution.  This  is  the  meaning  of  Dr. 
Mott's  phrase  that  many  cases  of  shell  shock  are 
the  neuro-potentially  unfit. 

There  are  three  chief  views  as  to  the  caus- 
ation, which  have  been  fully  discussed  by  Wol- 
lenberg  (Archiv  fur  Psychiatric,  1916,  p.  335), 
and  more  recently  by  two  Italian  neurologists. 
Lattes  and  Goria  {Archivio  di  Antropologia 
Criminate,  April,  1917).  The  first  is,  that  shell 
shock  is  not  the  expression  of  a  pathological  cell 
change,  but  the  sign  of  a  defect  which  exists  in 
certain  strains  or  stocks,  and  which  most  writers 
describe  as  psychoneurosis,  hysteria,  suggestibil- 
ity, and  degeneracy.  On  this  view  it  is  pre- 
sumed that  the  innate  nerve  potentiality  has 
been  impaired  by  congenital  or  acquired  hys- 
teria and  neurasthenia ;  it  includes,  besides,  the 
types  of  degeneracy  as  seen  in  idiots,  epileptics, 
and  paranoiacs.  In  modern  armies  these  groups 
are  found,  which  obviously  shows  the  importance 
of  a  minute  family  and  individual  history  in 
the  examination  of  soldiers.  The  second  view 
is  that  the  syndrome  of  shell  shock  is  not  the 
result  of  defects  or  atavistic  causes,  but  arises  of 
itself;  in  other  words,  it  is  psychogenic.  Most 
writers  agree  that  these  cases — the  functional, 
emotional,  the  hysterical  in  the  usual  sense — are 
the  most  numerous.  As  Wollenberg  says:  "In 
the  bulk  of  the  cases  of  shell  shock  (Granatkon- 
tusion)  the  emotional  factor  far  outweighs  the 
commotional."    Dr.  Mott  and  other  British  au- 
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thorities  take  this  view,  but  they  have  consider- 
ably narrowed  the  definition  of  hysteria. 

The  third  classification  is  that  the  causes  of 
shell  shock — whether  they  have  existed  ab  in- 
itio in  the  soldier's  nervous  system  or  whether 
they  are  psychogenic  in  origin — are  physical 
processes,  organic  lesions,  produced  by  the  ef- 
fects of  long  exposure  to  the  gases,  and  other 
results  of  the  bursting  of  powerful  shells.  In 
this  place  reference  may  be  made  to  a  recent 
work  by  Homburger  {Die  korperlichen  Er- 
scheinungen  der  Kriegshysterie) .  This  author 
looks  upon  the  question  in  a  twofold  way : 
either  the  idea  of  pure  hysteria  must  be  aban- 
doned, or  this  form  of  hysteria  must  be  sharply 
differentiated  from  hysteria  with  organic  le- 
sions. Most  neurologists  at  the  front  find  it 
exceedingly  difficult  to  believe  in  traumatic  hys- 
teria (Oppenheim's)  or  molecular  shock  (Char- 
cot's). Actual  observers  found  that  of  74  men 
examined  after  an  artillery  attack,  67  showed 
unmistakable  signs  of  localized  organic  lesions 
of.  the  central  nervous  system. 

These  lesions  have  now  been  studied  post 
mortem  by  Dr.  Mott  and  Captain  Hurst.  They, 
as  well  as  French,  Italian  and  Russian  neurolo- 
gists, have  observed:  (a)  early  generalized 
chromatolytic  changes  in  the  cells  of  the  central 
nervous  system,  (6)  disappearance  of  the  baso- 
phile  substances  (c)  extravasation  of  blood  into 
the  substance  of  the  brain,  (d)  punctate  hemor- 
rhages with  congestion  of  the  meninges,  (e)  mi- 
nute hemorrhages  and  changes  due  to  the  effects 
of  compression  and  decompression,  that  is  to 
say,  as  in  caisson  disease,  with  cerebrospinal 
fluid  under  high  pressure,  albumin,  blood,  and 
excess  of  lymphocytes.  It  has  been  noticed  by 
several  observers  that  the  clinical  signs  are  those 
of  organic  changes;  and  Homburger,  Morcher, 
and  Nissl  believe  that  the  war  has  altered  our 
conceptions  of  hysteria  though  it  has  produced 
no  new  type.  Nissl,  in  particular,  appears  to 
question  the  existence  of  the  "hysterical  per- 
sonality." Shell  shock  is  that  condition  of  ner- 
vousness which  results  from  the  exhaustion  of 
the  inherent  vitality  of  the  cells.  They  are  un- 
able to  function  because  they  have  come  to  the 
end  of  their  physiological  banking  account.  In 
fact,  to  Nissl  most  cases  are  due  to  a  completely 
human  and  normal  weakness,  and  the  organic 
lesions,  it  might  be  added,  are  equally  likely  to 
be  due  to  the  action  of  inorganic  poisons,  as 
gas,  and  physical  agents,  concussion  and  com- 
motion. 
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PUBLIC  HEALTH  VALUE  OP  UNIVERSAL 
PHYSICAL  EXAMINATIONS. 

From  time  to  time  it  has  been  urged  that  all 
individuals  submit  periodically  to  physical  ex- 
amination in  order  that  disease  may  be  detected 
and  that  in  this  way  the  standard  of  health  of 
the  community  and  of  the  people  be  raised.  In 
justification  of  this  most  radical  procedure,  the 
claim  that  about  80%  of  the  people  are  suffer- 
ing from  one  form  of  disease  or  another  is  ad- 
vanced. The  large  number  of  rejections  for  phys- 
ical causes  in  the  draft  is  also  pointed  to  as  an 
argument  in  favor  of  this  examination.  For 
this  large  percentage  of  sickness  there  is,  how- 
ever, no  statistical  or  other  foundation,  even  if 
all  minor  ailments  to  which  man  may  tempo- 
rarily be  subject,  be  included.  From  the  draft 
standpoint  it  must  be  remembered  that  most  of 
the  rejections  were  for  physical  inadaptability 
to  this  form  of  vocation, — the  military  vocation. 
This  rejection  in  no  wise  reflects  upon  the  gen- 
eral health  or  fitness  for  other  useful  or  neces- 
sary vocations.  And,  indeed,  the  modern  tend- 
ency is  to  reject  no  one  except  for  tangible  dis- 
ease, but  to  fit  everyone  for  even  a  military 
vocation  which  he  is  able  to  do.  The  time  is 
past  when  the  bogey  of  disease  must  be  used 
upon  intelligent  individuals  in  order  to  force 
them  to  attend  to  ordinary  health  and  sanitary 
precautions.  The  general  health  of  the  public 
does  not  depend  so  much  upon  individual  en- 
deavor to  perfect  one's  own  body  as  it  does  upon 
the  health  activity  of  a  particular  community 
in  closing  the  large  and  patent  avenues  of  dan- 
ger to  health,  such  as  in  respect  to  food,  active 
contagion,  dangerous  industries,  general  sani- 
tation, protection  of  the  young,  etc.  When  a 
community  gives  these  matters  the  maximum 
attention  of  which  it  is  capable  there  is  little 
need  of  this  sort  of  individual  anticipatory  at- 
tention to  possible  disease.  That  health  is  pur- 
chasable by  a  community  is  more  than  ever  true. 

Moreover,  it  is  very  much  of  a  question 
whether  it  is  advisable  to  increase  the  tendency 
in  some  people  to  hypochondria  and  other  forms 
of  physical  introspection  with  these  examina- 
tions, for  the  advantage  that  might  be  gained 
through  the  detection  of  disease  not  otherwise 
suspected.  There  is  already  too  much  attention 
paid  to  the  purely  physical,  and  too  little  to 
the  mental,  ethical  and  spiritual  phases  of  life. 
A  decent  regard  for  the  health,  cleanliness  and 
general  well-being  of  the  body  is  absolutely  nec- 
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essary,  but  to  deify  it  or  to  make  it  the  main 
consideration  of  life,  with  the  fear  for  its 
safety  that  it  engenders,  is  unworthy  of  the 
times.  Besides,  it  is  illogical  to  examine  the 
body  periodically  without  giving  parallel  atten- 
tion to  the  mind,  since  they  are  very  often  de- 
pendent upon  each  other;  yet  to  advocate  the 
periodic  examination  of  the  mind  of  all  people 
would  appear  absurd  to  those  who  advocate  the 
examination  of  body.  It  is  hoped  that  the 
periodic  examinations  would  detect  most  cases 
of  tuberculosis  and  thus  prevent  its  spread.  The 
few  active  cases  not  under  surveillance  would 
not  be  worth  the  trouble  of  detecting  them. 

Furthermore,  these  examinations  would  soon 
be  looked  upon  as  guarantees  of  good  health 
made  by  the  medical  examiner,  and  contrary 
eventualities  would  react  unfavorably  upon 
the  ability  and  integrity  of  the  whole  profession. 
It  would  defeat  its  own  purpose  because  it 
would  vitiate  the  value  to  the  laity  of  future 
■examinations.  There  is  no  doubt  that  in  civil- 
ized communities  most  of  the  active  cases  of  ill- 
ness are  being  looked  after.  The  occult  cases  or 
the  cases  that  are  rather  potential  than  active, 
are  very  hard  to  detect,  even  when  the  individ- 
ual presents  himself  for  examination  for  cause. 
Diagnosis  is  not  a  question  of  examination  and 
then  diagnosis.  For  the  good  of  all,  the  laity 
must  be  disabused  of  this  false  notion.  Examina- 
tions on  the  scale  proposed  would  tend  the  more 
to  encourage  this  notion.  The  idea  of  periodic 
physical  examinations  of  certain  individuals  or 
•classes  is,  however,  a  good  one.  Frequent  exami- 
nations of  the  inmates  of  institutions,  schools, 
factories  and  the  like  by  their  own  medical 
officers  is  valuable  and  feasible  because  of  the 
community  of  interest  in  all  the  individuals 
concerned.  From  the  same  standpoint,  the  ex- 
amination by  life  insurance  companies  of  their 
policy  holders  is  good.  It  is  to  their  material 
interest  that  their  insured  maintain  life  and 
health.  The  value  of  these  latter  examinations 
lies  particularly  in  the  fact  that  they  are  made 
by  medical  officers  concerned  only  with  a  par- 
ticular class,  but  does  not  apply  to  the  physi- 
cian at  large,  who  must  be  occupied  with  the 
tangible  ills  of  a  community.  At  the  present 
time  medical  men  will  be  scarcer  and  scarcer 
as  they  are  needed  for  war  work.  Those  re- 
maining will  be  quite  busy  with  more  pressing 
needs,  and  will  have  little  time  to  officiate  in 
the  medical  examination  arenas.  It  is  much 
better  to  concentrate  with  the  proper  health 


authorities  the  supervision  of  the  community's 
health  and  allow  them  to  urge  proper  living  as 
a  means  of  conserving  the  health  of  the  indi- 
vidual. Much  as  the  propagandum  for  this  sort 
of  examination  maintains  to  the  contrary,  the 
health  and  the  well-being  of  the  community  and 
the  individual  are  good.  Statements  to  the  con- 
trary are  libels,  no  matter  what  the  source  or 
the  motive. 


EVERY  DOCTOR  IN  THE  MEDICAL  RE- 
SERVE CORPS. 

What  an  ideal  situation  it  would  be  if  every 
doctor  in  the  United  States  who  is  mentally, 
physically  and  morally  fit,  were  in  this  Corps. 
The  time  is  coming,  and  in  the  immediate  fu- 
ture, when  the  Medical  Reserve  Corps  of  the 
army  must  be  immensely  augmented;  and  to 
enable  the  Surgeon-General  to  have  at  his 
command  for  immediate  assignment,  as  condi- 
tions demand,  a  sufficient  number  of  trained 
medical  officers,  let  us  take  the  above  thought 
seriously.  We  all  know,  from  past  history,  the 
conserving  value  of  an  efficient  medical  corps, 
and  this  means  number  as  well  as  training.  A 
statement  made  by  one  high  in  authority  in  the 
Surgeon-General's  office,  "that  our  fighting 
forces  would  be  disseminated  by  sickness  and 
casualties  in  six  months  were  it  not  for  an  effi- 
cient Army  Medical  Corps,"  clearly  emphasizes 
the  importance  of  every  doctor  in  the  United 
States,  meeting  the  requirements  above  referred 
to,  accepting  a  commission  in  the  Medical  Re- 
serve Corps  of  the  United  States  Army. 

The  struggle  in  which  we  are  now  engaged, 
and  for  which  we  are  preparing  to  take  such  a 
prominent  part,  depends  for  its  success  as  much 
upon  the  medical  profession  as  it  does  upon  our 
combatant  forces,  and  while  we  do  not  know 
that  any  such  intention  as  herein  suggested  is 
in  the  mind  of  the  Surgeon-General,  it  would 
at  least  give  him  the  necessary  corps  of  medical 
officers  upon  which  to  draw,  and  thus  serve  the 
best  interests  of  our  country,  and  the  best  in- 
terests of  the  medical  officer  serving. 


Deaths  among  Troops  in  France. — On  De- 
cember 20,  General  Pershing  reported  four 
deaths  among  privates — one  from  measles,  one 
from  meningitis,  and  two  from  pneumonia. 
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MEDICAL  NOTES. 

Photochemistry. — A  prize  of  one  hundred 
dollars  is  offered  for  the  best  research  work 
upon  photochemistry  in  its  broadest  aspect,  done 
at  the  Harvard  Medical  School  during  the  Aca- 
demic year  1917-18.  This  prize  is  open  to  any 
research  worker  at  the  school.  Papers  submit- 
ted in  competition  must  be  in  the  hands  of  the 
committee  not  later  than  September  1,  1918, 
and  should  be  forwarded  to  the  chairman,  Dr. 
Otto  Folin,  Harvard  Medical  School,  Boston. 
The  committee  on  the  award  consists  of  the 
head,  or  acting  heads,  of  the  departments  of 
bio-chemistry,  physiology  and  bacteriology  of 
the  Harvard  Medical  School.  Papers  must  be 
typewritten,  and  should  consist  mainly  of  the 
results  of  unpublished  original  work. 

Hospital  Bequest. — By  the  will  of  the  late 
Mrs.  Martha  A.  Cummings  of  Brookline,  the 
Rhode  Island  Hospital  at  Providence  is  to  re- 
ceive a  bequest  of  $8000;  one-half  of  this  sum 
is  to  establish  a  free  bed,  to  be  known  as  the 
Silas  William  Cummings  bed,  in  memory  of 
Mrs.  Cummings'  husband,  and  the  other  half 
to  bear  her  own  name. 


Weekly  Report  of  Health  in  Training 
Camps. — The  report  for  the  week  ended  Decem- 
ber 14  showed  that  the  health  in  camps  of  the 
National  Guard  divisions  had  improved,  and 
that  in  the  National  Army  camps  had  not  im- 
proved. 

Deaths  for  the  week  in  the  Guard  division 
totalled  165,  as  against  190  the  week  previous, 
and  those  in  the  National  Army  97,  against  74 
the  week  before.  Of  the  Guardsmen  dying,  143 
succumbed  to  pneumonia  and  12  to  meningitis. 
In  the  National  Army  there  were  69  deaths 
from  pneumonia  and  18  from  meningitis. 

There  was  a  decrease  of  128  cases  of  pneu- 
monia in  the  Guard  camps,  the  total  for  the 
week  being  294,  as  against  423  the  week  pre- 
vious. Cases  of  measles  decreased  from  2633 
the  previous  week  to  1058,  and  meningitis  from 
42  to  30. 

In  the  National  Army  there  was  an  increase 
of  124  cases  of  pneumonia,  with  294  this  week 
against  170  the  week  before.  There  were  2251 
cases  of  measles  this  week,  against  1369  the  pre- 
vious week,  while  meningitis  cases  were  61, 
against  35  last  week. 

Military  Hospital  in  Boston. — Under  the 
direction  of  Lieut. -Col.  William  A.  Brooks  of 
the  Massachusetts  State  Guard  an  emergency 
hospital  of  about  450  beds  will  be  made  to  oc- 
cupy the  artillery  drill  shed  of  the  Common- 
wealth Armory.  The  hospital  will  consist  of 
twenty-two  wards  of  twenty  beds  each,  with  a 
sterilizing  plant,  operating  room  and  dressing 
stations.  It  will  be  under  the  supervision  of 
the  medical  division  of  the  Massachusetts  State 


Guard,  which  will  furnish  the  entire  medical 
and  surgical  personnel  of  the  staff,  and  will  be 
available  for  use  in  the  event  of  a  disaster  such 
as  befell  Halifax. 

Promotion  of  Surgeons  to  Rear  Admirals. 
—The  President  has  selected  Medical  Directors 
George  H.  Barber  and  Edward  R.  Stitt  to  be 
promoted  to  the  rank  of  rear  admirals.  Dr. 
Barber  is  a  native  of  Massachusetts,  and  has 
been  for  several  years  director  of  the  Naval 
Hospital  at  Las  Animas,  Col.  Dr.  Stitt  is 
president  of  the  Naval  School,  Washington,  and 
an  authority  on  tropical  medicine. 

WAR  NOTES. 


Sanitary  Conditions  at  War  Camps. — Sur- 
geon-General Gorgas,  in  making  his  report  of 
conditions  at  the  army  cantonments  where  epi- 
demics are  rife,  stated  that  ;nsufficient  clothing, 
overcrowding  and  bad  sanitary  conditions  are 
largely  responsible  for  disease  prevalence.  With 
the  exception  of  Camp  Funston  at  Kansas  none 
of  the  camp  base  hospitals  have  been  completed, 
the  work  of  the  medical  officers  being  thereby 
much  handicapped. 

"Gen.  Gorgas  recommends  observation  camps, 
the  relieving  of  overcrowded  conditions,  the 
oiling  of  nearby  roads  to  keep  down  the  dust, 
and  the  erection  and  heating  of  ambulance  sheds 
to  obviate  the  present  difficulties  found  in  get- 
ting the  motor  ambulances  started  during  the 
cold  weather,  because  of  the  freezing  of  the 
water  in  the  radiators. 

At  Camp  Bowie,  where  the  36th  Guard  divi- 
sion is  training,  General  Gorgas  reported  41 
deaths  during  the  past  month  from  pneumonia 
out  of  409  cases  admitted  to  the  hospital. 
About  2900  cases  of  measles  have  developed  in 
the  same  length  of  time. 

At  Camp  Funston,  in  the  89th  National 
Army  division,  there  have  been  43  deaths  from 
pneumonia  with  189  cases,  22  from  meningitis 
with  70  cases. 

'This  indicates  the  most  serious  condition  as 
far  as  infection  from  meningitis  and  pneumonia 
is  concerned,'  Gen.  Gorgas  says.  'As  empha- 
sizing the  situation,  I  call  attention  to  the  fact 
that  they  had  84  deaths  from  all  causes  when 
the  normal  death  rate  of  such  a  command 
should  be  about  12.' 

The  General  reports  that  among  the  36,000 
drafted  men  injected  in  the  cantonment  in  Oc- 
tober were  many  meningitis  carriers,  this  part 
of  the  country  being  known,  he  says,  to  all 
health  officers  as  having  been  for  several  years 
the  principal  epidemic  center  in  the  civil  popu- 
lation for  meningitis. 

Sanitary  conditions  at  Camp  Sevier,  in  the 
13th  Guard  division,  are  described  by  General 
Gorgas  as  serious.  Sixty  men  have  died  of 
pneumonia  in  the  past  month,  and  the  camp  has 
been  exposed  to  a  general  epidemic  of  measles, 
about  2000  cases  having  occurred.    During  the 
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month  there  have  been  175  cases  of  pneumonia 
and  15  cases  of  meningitis. 

The  basic  cause  of  unsanitary  conditions,  the 
report  continues,  is  overcrowding  as  the  result 
of  the  shortage  of  tentage.  From  11  to  12  men 
had  to  be  put  into  each  tent  with  about  20 
square  feet  to  each  man.  General  Gorgas  rec- 
ommends that  no  additional  men  be  sent  to  this 
camp  until  the  division  commander  says  he  is 
able  to  care  for  them  in  the  proper  manner. 

During  the  past  month  at  Camp  Doniphan, 
where  the  35th  Guard  division  is  training,  there 
have  been  74  admissions  from  pneumonia  with 
11  deaths ;  31 6  cases  of  measles  and  1  death ; 
104  of  diphtheria  with  1  death;  and  6  of  men- 
ingitis, with  4  deaths.  Overcrowding  is  de- 
scribed by  the  report  as  the  basic  cause. 

Wab  Relief  Funds. — On  Dec.  30,  the  totals 
of  the  principal  New  England  war  relief  funds 
reached  the  following  amounts : 


French  Wounded  Fund   $305,701.62 

Armenian-Syrian  Fund    273,741.33 

French  Orphanage  Fund    136,246.34 

Serbian  Fund    125,725.42 

Italian  Fund    108,216.21 

Polish  Fund    94,682.73 

LaFayette  Fund    34,097.28 

War  Dogs'  Fund    2,393.53 


BOSTON   AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During  the 
week  ending  Dec.  22,  1917,  the  number  of 
deaths  reported  was  235,  against  239  last  year, 
with  a  rate  of  15.86,  against  16.39  last  year. 
There  were  34  deaths  under  one  year  of  age, 
against  35  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were :  diphtheria,  119 ;  scarlet  fever, 
47 ;  measles,  85 ;  whooping  cough,  42 ;  typhoid 
fever,  3 ;  tuberculosis,  48. 

Included  in  the  above  were  the  following 
cases  of  non-residents :  diphtheria,  10 ;  scarlet 
fever,  7;  measles,  2. 

Total  deaths  from  these  diseases  were :  diph- 
theria, 5 ;  measles,  2 ;  whooping  cough,  2 ;  ty- 
phoid fever,  1 ;  tuberculosis,  22. 

Included  in  the  above  were  the  following  non- 
residents :  diphtheria,  1  ;  measles,  1 ;  tuberculo- 
sis, 1. 

Boston  City  Hospital  Contagious  Wards. — 
At  the  opening  of  the  new  City  Hospital  West 
Department  in  West  Roxbury,  recently,  Mr. 
Shuman,  president  of  the  Board  of  Trustees, 
gave  the  following  interesting  account  of  the 
development  of  the  City  Hospital  in  its  care  of 
contagious  diseases. 

"On  Aug.  31,  1895,  the  South  Department  for 
communicable  diseases  was  opened,  marking  a 
new  era  in  hospital  administration,  as  this  was 
the  first  hospital  for  such  diseases  in  this  coun- 
try. Before  that  time,  scarlet  fever,  diphtheria 
and  measles  were  admitted  into  general  hospitals 
and  more  or  less  isolated  in  rooms  and  wards 


therein.  The  trustees  of  the  hospital  at  that 
time  recognized  this  as  a  very  great  menace  to 
the  hospital  and  to  the  community,  although 
they  had  set  aside  two  wards — old  A  and  E — 
for  that  purpose. 

During  the  22  years  that  the  South  Depart- 
ment has  been  open  very  valuable  work  has 
been  carried  on  here.  The  value  of  antitoxin 
was  early  recognized  by  Dr.  McCollom,  and  he 
was  the  first  man  to  use  mammoth  doses  of  anti- 
toxin, now  universally  used  throughout  the 
world.  The  result  of  this  treatment  is  shown 
by  the  fact  that  before  the  use  of  antitoxin  the 
mortality  from  diphtheria  was  48  per  cent.,  and 
last  year's  record  shows  that  it  has  been  re- 
duced to  7  per  cent.  Equally  valuable  has  been 
Dr.  Mallory's  research  work  in  scarlet  fever, 
during  which  he  discovered  the  bacillus. 

Several  years  ago,  during  Mayor  Fitzgerald's 
administration,  the  trustees  realized  that  the 
South  Department  had  outgrown  itself,  and  re- 
quested an  appropriation  from  the  Mayor  and 
City  Council  to  build  new  wards  on  the  corner 
of  Harrison  avenue  and  Northampton  street 
An  appropriation  of  $298,000  was  granted  for 
this  purpose.  Later,  when  the  Parental  School 
was  abolished,  the  City  Government  transferred 
the  buildings  and  grounds  thereof  to  the  hos- 
pital department  in  connection  with  the  South 
Department,  and  the  above-named  appropria- 
tion, to  the  amount  of  $200,000,  was  trans- 
ferred to  this  new  branch  of  the  hospital,  which 
is  known  as  the  West  Department.  The  result 
is  before  you  in  the  remodeling  and  connecting 
corridors  of  the  different  buildings,  made  suit- 
able for  hospital  purposes. 

For  the  past  few  years  it  has  been  necessary 
to  request  from  the  Health  Department  the  use 
of  the  Southampton  wards  for  the  overflow  of 
scarlet  fever  and  diphtheria  from  the  South 
Department.  A  short  time  ago  the  trustees, 
knowing  that  they  were  rapidly  nearing  the 
time  when  they  would  have  to  take  care  of  the 
overflow,  and  because  of  the  fact  that  several 
cases  of  smallpox  were  housed  at  the  South- 
ampton wards,  realized  that  they  must  imme- 
diately open  the  diphtheria  and  whooping  cough 
wards  of  the  West  Department.  The  rest  of 
the  buildings,  it  is  hoped,  will  be  ready  for  oc- 
cupancy within  the  next  two  months.  They 
would  have  been  completed  before  now  but  for 
the  delay  incident  to  such  alterations  and  build- 
ing. 

The  West  Department  again  marks  a  new  era 
in  hospital  administration,  for  the  ward  that 
has  been  set  aside  solely  for  whooping  cough 
is  the  first  distinctly  whooping  cough  ward 
opened  in  the  country. 

It  is  a  source  of  pride  and  gratification  that 
the  city  of  Boston  takes  better  care  of  its  af- 
flicted citizens  than  any  other  city  in  the  United 
States.  Its  hospital  doors  are  wide  open  at  all 
times  for  all  who  are  entitled  to  treatment 
therein.  The  City  Government  has  always  been 
generous  and  liberal  toward  its  City  Hospital 


Vol.  CLXXVIII,  No.  1]       BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


29 


and  this  has  enabled  the  trustees  to  keep  abreast 
with  the  times  and  put  the  institution  on  the 
plane  of  highest  efficiency  for  the  welfare  of  the 
people." 

Hospital  Bequest. — By  the  will  of  the  late 
M  i  s.  Dorcas  C.  True  of  Maiden,  Mass.,  the  Mai- 
den Hospital  receives  a  gift  of  $1000. 

City  Hospital  Trustee. — Dr.  John  P.  Toom- 
ey  of  Roxbury  has  been  appointed  trustte  of 
the  Boston  City  Hospital  to  fill  the  vacancy  left 
by  the  recent  death  of  Conrad  J.  Rueter.  Dr. 
Toomey  is  a  graduate  of  Harvard  Medical 
School. 


(Obituary. 


PROFESSOR  THEODOR  KOCHER. 

The  death  of  Professor  Theodor  Koeher  in 
Berne,  Switzerland,  marked  the  end  of  a  long 
and  famous  career  of  one  of  the  pioneers  of 
surgery.  Professor  Kocher  was  born  in  Berne 
on  August  25,  1841,  and  after  his  student  days 
there,  spent  some  time  in  Berlin,  London,  Paris 
and  Vienna,  where  he  was  a  pupil  of  Bill- 
roth's.  He  graduated  at  Berne  in  1865,  was 
called  to  the  chair  of  clinical  surgery  in  the 
University  of  Berne  in  1872,  and  for  forty-five 
years  was  head  of  the  university  surgical  clinic 
there.  In  a  recent  number  of  the  British  Med- 
ical Journal,  Sir  Berkeley  Moynihan  gives  the 
following  appreciation  of  Kocher 's  work  and  in- 
fluence : 

"With  the  death  of  Kocher  the  world  loses 
its  greatest  surgeon.  He  lived  a  long  life  of 
unceasing  industry,  he  covered  a  wider  range  of 
subjects  than  any  living  surgeon,  and  all  his 
work  was  marked  by  clear  insight,  profound 
thought,  accurate  and  well-ordered  statement, 
and  wise  judgment. 

From  his  earliest  days  he  was  a  sound  anat- 
omist. The  first  of  his  contributions  to  surgery 
to  attract  attention  was  that  in  which  he  worked 
out  the  method  now  known  by  his  name  for 
the  reduction  of  a  dislocated  shoulder.  On  one 
memorable  occasion,  when  he  sat  among  the 
audience  in  Billroth 's  theatre,  a  case  of  old 
unreduced  subcoracoid  dislocation  of  the  shoul- 
der was  brought  in.  Every  method  of  reduction 
was  tried  and  failed,  and  efforts  were  at  last 
abandoned,  when  Kocher,  who  had  just  perfect- 
ed his  own  procedure,  asked  to  be  allowed  to 
try  it.  Billroth  consented  and  the  shoulder 
was  at  once  replaced.  Kocher,  being  asked, 
went  on  to  describe  the  usual  position  of  the 
rent  in  the  joint  capsule,  the  direction  of 
movement  of  the  head  of  the  humerus  as  it  es- 
caped from  the  joint,  and  the  final  positions  in 
which  it  might  lie.  He  then  showed  why  the 
manipulations  which  he  proposed  were  sure  to 


succeed  if  duly  carried  out,  in  the  ordinary 
case. 

Throughout  a  long  life  Kocher 's  devotion  to 
anatomy  and  his  operative  work  on  the  cadaver 
were  unceasing.  There  were  few  days,  in  sum- 
mer or  winter  session,  when  he  did  not  visit  the 
post-mortem  room  to  demonstrate  an  old  opera- 
tion or  try  a  new  one.  His  book  on  operative 
surgery  gives  plain  evidence  throughout  of  his 
easy  familiarity  with  the  anatomy  of  every 
part. 

Quite  early  in  his  career  he  realized  the  truth 
and  the  vast  scope  of  Lister's  teaching.  In 
1875,  or  earlier,  he  introduced  the  operation  for 
carcinoma  of  the  tongue,  in  which,  for  the  first 
time  in  an  operation  upon  the  mouth,  a  strict 
attention  to  antiseptic  principles  was  made  es- 
sential. In  later  years  Kocher  himself  aban- 
doned this  method  in  advanced  cases  for  that 
which  generally  bears  the  name  of  Syme.  His 
freedom  from  prejudice  for  his  own  intellectual 
progeny  was  shown  also  in  his  frequent  choice 
of  other  methods  than  his  own  for  the  radical 
cure  of  hernia.  The  method  he  devised  was  ex- 
cellent, and  indeed,  when  first  introduced,  was 
almost  universally  acclaimed  as  the  best;  yet 
many  surgeons  who  visited  him  saw  Bassini's 
method  practised  more  often  than  his  own. 

Kocher 's  name  throughout  the  world  was  per- 
haps chiefly  associated  with  his  work  on  the 
thyroid  gland.  His  contributions  to  our  knowl- 
edge of  the  diseases  of  this  gland  and  their 
treatment  are,  of  course,  unrivalled,  and  he  has 
probably  left  little  or  nothing  for  anyone  else 
to  say.  His  operations  numbered  many  thou- 
sands, and  as  occasions  for  a  scrupulous  and 
minutely  careful  technical  display  they  were 
unsurpassed;  every  tiniest  detail  was  arranged, 
every  difficulty  most  gently  overcome ;  there 
was  no  haste,  no  untidiness,  no  shedding  of  one 
drop  of  blood  that  could  be  spared.  Infinite  ac- 
curacy, infinite  care,  infinite  patience,  gave  him 
results  as  near  to  absolute  perfection  as  it  is 
possible  for  surgery  to  go.  As  one  retraced,  in 
afterthought,  every  stage  in  a  difficult  and 
tedious,  and  perhaps  prolonged  operation,  it 
seemed  impossible  to  find  a  fault  or  to  discover 
where  anything  could  go  wrong.  From '  the 
treatment  of  the  simple  cumbersome  tumors  of 
the  thyroid  he  was  led  to  the  study  of  Graves' 
disease,  and  was  the  first  to  urge,  and  with  in- 
creasing success  to  practise,  the  surgical  treat- 
ment of  this  condition.  No  one  who  saw  him 
operate  in  a  case  of  severe  Graves'  disease 
would  ever  forget  his  tender  care,  his  ex- 
quisitely gentle  touch,  and  the  deft,  light  move- 
ment of  every  finger.  When  everything  was 
finished,  the  stainless  towels  round  the  wound 
failed  to  reveal  the  fact  that  an  operation  had 
taken  place.  Such  an  operation — indeed,  every 
operation  Kocher  ever  did — was  a  supreme  ex- 
hibition of  what  perfect  anatomical  knowledge, 
a  blameless  aseptic  conscience,  the  most  prac- 
tised technical  efficiency,  unfaltering  courage, 
unruffled  calm,  and  the  most  exquisite  gentle- 
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ness  could  accomplish.  Many  of  the  great  sur- 
geons of  today  will  frankly  admit  that  in  all 
these  things  Kocher  taught  them  more  than  any 
other  man.  He  was  a  slow  operator,  but  there 
was  never  a  moment  wasted.  To  do  an  opera- 
tion as  he  thought  it  ought  to  be  done,  time  was 
necessary.  Those  who  were  privileged  to  see 
his  patients,  in  his  private  clinic  or  in  the  pub- 
lic hospital,  will  agree  that  no  patient  suffered 
from  such  an  expenditure  of  time  as  Kocher 
found  necessary.  His  whole  work  demonstrated 
the  folly  of  those  who  operate  with  the  single 
desire  for  speed.  His  method  was  the  perfect 
one.  He  never  wasted  an  instant ;  he  never  had 
to  hurry;  everything  fell  out  according  to  plan, 
and  the  most  sensitive  tissue  could  hardly  have 
been  conscious  of  anything  but  a  caress. 

His  literary  work  was  amazing  in  quantity 
and  in  its  high  value.  He  published  many 
years  ago  his  work  on  diseases  of  the  male  gen- 
erative system,  which  younger  surgeons  have  too 
soon  and  too  easily  forgotten.  His  books  on  dis- 
eases of  the  spinal  cord  and  on  cerebral  com- 
pression displayed  his  capacity  for  the  most  la- 
bored inquiry  into  the  details  of  difficult  prob- 
lems or  cases  and  for  original  experimental 
work  of  the  highest  order. 

His  work  in  almost  any  department  of  sur- 
gery would  alone  have  made  him  a  reputation 
as  a  surgeon  of  great  gifts.  He  devised  meth- 
ods, whether  entirely  new,  or  wise,  sound  and 
timely  modifications  of  older  methods,  with 
amazing  fertility,  for  operations  upon  the  lungs, 
the  stomach,  the  gall-bladder,  the  intestine, 
upon  hernia,  upon  cranial  nerves,  and  so  on. 
He  invented  instruments  and  appliances  innum- 
erable— tables,  scissors,  clips,  clamps,  screens, 
and  towels.  These  were  mere  incidents  in  his 
daily  work.  Every  artist  must  have  the  right 
instruments  for  his  handicraft.  Kocher 's  new 
methods,  practised  for  new  conditions,  required 
new  implements,  and  he  was  not  slow  to  design 
them. 

As  a  teacher  he  was  greatly  painstaking,  dili- 
gent, and  earnest.  For  two  hours,  8  to  10  a.m., 
in  the  sessions  he  would  teach  in  the  theatre. 
Cases  were  brought  in,  examined  and  discussed. 
Some  skill  as  an  artist  helped  Kocher  to  make 
his  teaching  easy  to  acquire.  He  was  never  im- 
patient with  an  honest,  if  stupid,  effort;  his 
voice  grew  high  pitched  and  querulous  when  a 
student  would  try  to  deceive  him  with  a  clumsy 
bluff. 

His  life  was  one  of  unceasing  activity.  He 
began  work  early,  teaching  and  operating  at 
the  hospital  nearly  every  morning,  and  occupy- 
ing the  afternoons  either  in  his  private  clinic, 
or  in  his  study,  going  with  great  labor  through 
the  careful  records  of  his  cases. 

"What  is  the  chief  legacy  a  surgeon  leaves  be- 
hind him?  Personal  reputation,  however  ex- 
alted, is  soon  forgotten,  and  the  name  of  a  dis- 
tinguished surgeon  may  not  be  long  remembered 
even  in  his  own  country.    Books  which  at  the 


time  of  their  appearance  are  striking  in  new 
thoughts,  or  in  the  fresh  presentation  of  old 
ones,  cease  soon  to  be  read.  Even  in  the  long 
survivors,  new  editions  change  not  only  their 
contents,  but  perhaps  the  title  also.  The  spoken 
word,  whether  by  the  bedside  or  in  the  theatre, 
is  apt  to  slip  from  the  memory  or  to  be  imper- 
fectly recalled.  A  few  characteristic  sayings 
may  chance  to  be  handed  down,  but  their  au- 
thorship is  soon  lost.  Wealth  is,  of  course, 
rarely  attained  by  any  member  of  our  profes- 
sion, and  for  itself  has  happily  no  value  among 
us. 

The  chief  legacy  which  a  surgeon  can  be- 
queath is  a  gift  of  the  spirit.  To  inspire  many 
successors  with  a  firm  belief  in  the  high  destiny 
of  our  calling,  and  with  a  confident  and  un- 
wavering intention  both  to  search  out  the  se- 
crets of  medicine  in  her  innermost  recesses, 
and  to  practise  the  knowledge  so  acquired  with 
lofty  purpose,  high  ideals  and  generous  heart, 
for  the  benefit  of  humanity — -that  is  the  best 
that  a  man  can  transmit. 

Though  Kocher  trained  no  great  men  in  his 
own  school,  as  Billroth  did,  there  are  surgeons 
all  over  the  earth  who  can  say  that  in  larger  or 
smaller  measure  it  is  their  pride  to  claim  some 
humble  share  in  this  great  inheritance,  which 
Kocher,  above  all  others,  has  nobly  bequeathed 
to  them." 

A  more  intimate  account  of  Professor  Kocher 
is  given  by  Lieut. -Colonel  Lvnn  Thomas.  C.B.. 
C.M.G. 

"By  the  death  of  Professor  Kocher,  one  of 
the  outstanding  modern  masters  of  surgery  has 
been  removed.  He  was  undoubtedly  one  of  the 
great  makers  of  surgery  of  the  nineteenth  and 
twentieth  centuries.  I  had  the  great  privilege 
of  knowing  him  for  over  twenty  years,  and  dur- 
ing a  visit  he  paid  Cardiff  and  South  "Wales  I 
had  the  opportunity  of  realizing  how  many  in- 
terests he  had  in  life  apart  from  that  of  sur- 
gery. 

As  a  surgeon  he  was  unsurpassed  in  the  ob- 
servance of  detail  in  technic,  and  during  the 
many  visits  I  paid  to  his  operation  theatres  at 
the  Inselspital  and  his  private  hospital  I  never 
saw  a  single  occasion  upon  which  one  could 
criticize  adversely,  or  went  away  with  a  feeling 
that  somebody  else  who  had  specialized  in  de- 
partmental work  could  have  done  the  work  he 
had  in  hand  in  a  more  masterly  fashion.  I 
have  seen  surgeons  on  the  Continent  and  in 
America  who  could  operate  with  more  speed, 
but  I  have  never  seen  one  whose  judgment  was 
so  sound  in  the  performance  of  daring  opera- 
tions where  risk  to  life  arose.  He  had  one  speed, 
which  I  designated  the  'Kocher  speed':  it  was 
uniform  whether  he  performed  the  simplest  or 
the  most  complex  operation,  either  upon  the  ex- 
tremities, the  abdomen,  the  neck,  or  the  brain. 
There  is  hardly  a  branch  of  modern  surgery  in 
which  he  has  not  left  a  valuable  and  permanent 
impress,  but  his  name  will  always  be  connected 
with  a  revolution  in  the  treatment  of  goiters. 
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and  as  an  illustration  of  the  amount  of  work 
he  did  in  this  department  alone  I  may  quote 
from  -a  letter  I  received  from  his  son,  Albert 
Kocher,  dated  March  12,  1912,  the  following 
sentence,  'My  father  yesterday  performed  his 
fifth  thousandth  goiter  operation.' 

I  have  never  seen  him  use  spectacles  for  op- 
erations, and  in  talking  this  matter  over  he 
said  that  Nature  had  been  very  good  to  him  in 
giving  him  two  eyes,  the  one  for  the  enthusiasm 
of  early  age,  and  the  other  for  the  maturity  of 
vigorous  but  advancing  years.  He  had  an  ex- 
traordinary energy  for  work,  and  I  have  seen 
him  working  from  8  o'clock  in  the  morning  un- 
til 1  o'clock  at  the  Inselspital,  then  in  the  after- 
noon perform  three  thyroidectomies  for  Graves' 
disease  (upon  a  Russian,  a  German,  and  an 
American)  at  his  private  hospital,  and  after- 
wards pay  visits  and  hold  consultations,  and 
turn  up  at  8  o'clock  in  the  evening  to  dinner 
without  any  appearance  of  fatigue.  He  had  an 
old-world  courtesy,  and  in  his  home  circle  was 
always  affectionate,  pleasant,  and  humorous. 
The  last  occasion  on  which  I  visited  Berne  was 
in  June,  1914,  and  at  that  time  he  was  as  alert 
and  as  keen  in  his  work  as  he  was  the  first  day 
I  met  him. 

Surgery  all  over  the  world  has  lost  a  great 
figure  by  the  death  of  Professor  Kocher,  and  it 
is  pleasant  to  record  that  in  his  own  native 
town  so  dear  to  him  and  Mrs.  Kocher,  his  genius 
was  long  ago  recognized ;  one  of  its  main  streets 
is  designated  by  his  illustrious  name." 


FRANK  WENTWORTH  PLUMMER,  M.D. 

Dr.  Frank  Wentworth  Plummer  died  of 
erysipelas  and  broncho-pneumonia  at  his  home 
in  Maiden,  December  15,  1917,  at  the  age  of  47. 

Dr.  Plummer  was  born  in  Portsmouth,  N.  H., 
February  20,  1870,  and  was  the  son  of  Sel- 
win  B.  and  Sarah  (Wentworth)  Plummer. 
When  he  was  three  years  old  his  parents  re- 
moved to  Charlestown,  and  soon  afterward  to 
Maiden,  where  most  of  Dr.  Plummer 's  life  has 
been  spent.  He  was  a  graduate  of  the  Maiden 
grammar  and  high  schools  and  of  Dartmouth 
with  the  class  of  1891.  He  then  went  to  the 
Harvard  Medical  School,  where  he  was  grad- 
uated in  1895,  as  he  was  from  the  Worcester 
City  Hospital  in  1896.  Since  that  time  he  had 
been  active  in  practice  in  Maiden. 

He  had  served  there  as  chairman  of  the  board 
of  medical  inspectors  of  the  public  schools,  and 
he  was  a  member  of  Converse  Lodge  of  Masons 
and  various  branches  of  that  order,  as  well  as 
the  Odd  Fellows,  the  Maiden  Medical  Society, 
Middlesex  South  District  Medical  Society,  of 
which  he  was  treasurer,  and  of  the  American 
Medical  Association.  He  was  a  member  of  the 
Center  Methodist  Church. 

On  Feb.  12,  1903,  Dr.  Plummer  married  Deb- 


orah Allen  Wiggin,  daughter  of  the  late  Judge 
Wiggin  of  Maiden.  Dr.  Plummer 's  wife  and 
four  children,  two  boys  and  two  girls,  sur- 
vive him,  as  does  a  brother. 


CHARLES  GREENLEAF  CARLETON,  M.D. 

Dr.  Charles  Greenleaf  Carleton  was  born 
at  Haverhill,  November  1,  1843,  and  died  at 
Lawrence,  December  17,  1917,  at  the  age  of 
74.  .  He  was  a  son  of  Colonel  Samuel  and  Sarah 
(Clarke)  Carleton,  and  studied  medicine  at  the 
Harvard  Medical  School.  He  was  at  the  school 
only  a  year  when  he  enlisted  as  a  medical  cadet 
and  subsequently  was  made  an  assistant  sur- 
geon in  the  army,  serving  in  that  capacity  until 
the  close  of  the  Civil  War.  He  then  returned 
to  the  Harvard  Medical  School,  and  was  grad- 
uated in  the  class  of  '67.  He  thereafter  made 
his  home  in  Lawrence. 

Dr.  Carleton  had  been  for  many  years,  and 
up  to  the  time  of  his  death,  the  president  of  the 
medical  staff  of  the  Lawrence  General  Hospital, 
was  city  physician  in  1895-96,  consulting  physi- 
cian at  the  Danvers  Insane  Hospital  from  1881 
to  1907,  a  member  of  the  Massachusetts  Medical 
Society,  and  president  of  the  Essex  North  Med- 
ical Society  in  1889  and  1890.  One  of  his  sons 
is  Lieutenant  Francis  Coggswell  Carleton  of  the 
United  States  Field  Artillery,  stationed  at 
Camp  Stanley,  Texas.  Recently  Dr.  Carleton 
had  been  active  in  arranging  a  patriotic  meeting 
for  the  physicians  of  Lawrence.  He  was  also  a 
member  of  Needham  Post,  No.  39,  G.A.R.,  and 
was  chairman  of  the  board  of  deacons  of  the 
Trinity  Congregational  Church,  Lawrence. 

In  August  of  last  year  the  physicians  and 
surgeons  of  Lawrence  and  vicinity  gave  him  a 
complimentary  dinner  on  the  completion  of  fifty 
years'  active  practice  in  Lawrence.  He  is  sur- 
vived by  his  widow  and  four  children. 


FRANKLIN  PAINE  MALL,  M.D.  • 

The  recent  death  of  Dr.  Franklin  Paine 
Mall  of  Johns  Hopkins  University  was  a  sad 
loss  to  anatomical  science  in  this  country.  Dr. 
Mall  was  born  in  1862  and  received  his  degree 
of  M.D.  from  the  University  of  Michigan.  The 
British  Medical  Journal  pays  the  following  trib- 
ute to  his  work : 

"He  performed  two  great  works  for  the  pro- 
fession in  the  United  States — he  introduced  new 
methods  of  teaching  anatomy,  and  he  created  a 
school  which  has  had,  through  its  pupils,  a  wide- 
spread influence.  The  opening  of  his  laboratory 
at  the  Johns  Hopkins  University  in  1893  marks 
the  beginning  of  an  eia  for  :the  subject  in  the 
medical  schools  of  America.  Bowditch  in  Bos- 
ton, and  Newell  Martin  in  Baltimore,  with  well- 


32 


BOSTON  MEDICAL  AXD   SURGICAL  JOURNAL 


[January  3,  1918 


equipped  laboratories  and  new  methods,  had 
laid  the  foundation  of  the  modern  and  flourish- 
ing American  school  of  physiology,  but  anatomy 
was  still  a  handmaid  of  surgery  and  of  medi- 
cine, and  taught  in  old-time  dissecting  rooms 
and  in  the  old  way.  Mall  changed  this  and 
made  the  anatomical  laboratory  of  the  medical 
school  a  workshop  for  teaching,  training,  and 
investigation.  With  the  true  Hunterian  spirit 
he  had  little  faith  in  lectures,  but  immense  faith 
in  steady,  continuous  concentration  in  practical 
work.  'The  aim,'  as  he  said,  'is  to  make  the 
course  one  continuous  problem  for  each  student 
to  investigate,  aiding  each  one  with  good  mate- 
rial, and  teaching  him  how  to  study.'  More 
stress  was  laid  on  origin  and  function  than  on 
the  acquisition  of  the  dry  details  of  anatomy. 
The  experimental,  investigating  spirit  was  too 
strong  in  the  laboratory  to  allow  any  but  the 
weakest  men  to  worry  over  the  minutiae,  and  a 
man's  examination  was  largely  the  weekly  re- 
port on  the  character  of  his  work.  Inferior 
students  were  mercilessly  asked  to  go  elsewhere. 
The  best  men  in  the  school  were  attracted  to 
Mall  by  the  quiet  helpful  way  in  which  they 
were  taught  how  to  work.  His  own  investiga- 
tions cover  a  wide  field,  and  with  an  unequalled 
technic  for  modelling  and  reconstruction  his 
papers  were  works  of  art.  The  American  Jour- 
nal of  Anatomy,  the  Anatomical  Record,  and 
the  Journal  of  Morphology  testify  to  the  zeal 
and  ability  of  his  pupils.  To  few  men  is  it 
given  to  revolutionize  completely  the  method  of 
teaching  and  investigating  a  subject.  This  Mall 
did  for  anatomy  in  the  United  States." 
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FREE  PUBLIC  LECTURES  ON  MEDICAL 
SUBJECTS. 

The  Faculty  of  Medicine  of  Harvard  Uni- 
versity offers  a  course  of  free  public  lectures 
on  medical  subjects  to  be  given  at  the  Medical 
School,  Longwood  Avenue,  Boston,  on  Sunday 
afternoons,  beginning  January  6  and  ending 
April  21,  1918.  The  lectures  will  begin  at  four 
o'clock  and  the  doors  will  be  closed  at  five  min- 
utes past  the  hour.    No  tickets  are  required. 

Jan.  G.  Dr.  William  F.  Snow,  Major,  Med.  Re- 
serve Corps,  D.  S.  A.,  "Social  Hygiene 
and  War." 

Jan.     13.    Dr.  W.  T.  Porter,  "Surgical  Shock." 

Jan.  20.  Dr.  G.  H.  Wright,  "Teeth  and  Their  Re- 
lation to  Human  Ailments;  A  Plea  for 
Conservation." 

Jan.  27.  Miss  Elizabeth  Sullivan,  "Home  Nursing," 
with  demonstrations. 

Feb.  3.  Dr.  Richard  M.  Smith,  "Child  Welfare 
During  the  War." 

Feb.     10.    Miss  Mary  Beard,  "Child  Welfare." 

Feb.  17.  Dr.  E.  II.  Bradford,  "Shoes  and  Structure 
of  the  Foot." 


Feb.     24.    Bishop  Lawrence,  "Social  Infection  and 

the  Community." 
March    3.    Dr.  L.  W.  Baker,  "The  Deformed  Mouth 

of  a  Child;  its  Effect  on  the  Child's 

Future." 

March  10.  Dr.  L.  J.  Henderson,  "Food :  How  to  Save 
It." 

March  17.  Dr.  F.  W.  White,  "What  to  Eat  during 
War." 

March  24.  Dr.  Percy  G.  Stiles,  "Some  Aspects  of 
Fatigue." 

March  31.  Dr.  Glenn  I.  Jones,  Major,  Med.  Corps, 
U.  S.  A.,  "Camp  Sanitation  and  Control, 
and  Hospital  Administration  at  Camp 
Devens." 

April  7.  Dr.  J.  Bapst  Blake,  "Accidents  and  In- 
jury, First-Aid"  (with  simple  demon- 
strations). 

April  14.  Dr.  E.  H.  Place,  "Immunity  to  Contagious 
Disease." 

April  21.  Dr.  I.  Chandler  Walker,  "Hay  Fever  and 
Asthma." 

April  28.  Dr.  Julius  Levy  (under  The  National 
Food  Committee),  "Food  Administra- 
tion during  the  War." 

Copies  of  this  announcement  and  further  in- 
formation in  regard  to  any  of  the  lectures  may 
be  obtained  by  addressing  The  Chairman  of  the 
Committee  on  Public  Lectures,  The  Harvard 
Medical  School.  240  Longwood  Avenue.  Boston, 
Mass. 


SOCIETY  NOTICE. 

The  Massachusetts  Society  of  Examining  Phy- 
sicians— A  meeting  will  be  held  at  the  Copley-Plaza 
Hotel  on  Jan.  3,  1918. 

subjects 

Medical  Administration  of  Workmen's  Compensation 
Insurance.  Dr.  George  E.  Tucker  of  California 
National  Industrial  Board. 

Emergency  Hospital  Exemplified  by  the  Halifax  Dis- 
aster.   Dr.  Harold  Giddings  of  Boston. 
Dinner  at  6.30. 

Members  of  the  profession  cordially  invited. 

J.  H.  Stevens.  Secretary. 


NOTICES. 

Massachusetts  Society  fob  Mental  Hygiene. — 
Anuual  Conference  to  be  held  at  Lorimer  Hall  (Tre- 
mont  Temple)  Boston,  Wednesday,  Jan.  9,  1918. 

Afternoon  Session,  3  p.m. — Mental  Hygiene  and  the  War. 
(1)  Nervous  and  Mental  Breakdown  from  War  Strain  and  Shock,  Capt. 
John  T.  MacCurdy,  M.O.R.C.,  New  York  ;  (2)  What  Canada  is  Doing 
for  her  Soldiers  who  Return  with  "Shell  Shock,"  Dr.  F.  H.  Sexton 
Vocational  Officer,  Military  Hospitals  Commission,  Canada;  (3) 
What  this  Country  is  Doing  to  Keep  from  its  Armies  the  Nervously 
and  Mentally  Unfit  and  Adequately  to  Care  for  those  who  become 
Disabled  by  the  Shocks  and  Strains  of  War,  Dr.  Frankwood  E. 
Williams.  Associate  Medical  Director.  National  Committee  for 
Mental  Hygiene,  New  York  City.  (Moving  pictures  of  groups  of 
"Shell  Shock"  cases  will  be  shown.) 

Evening  Session,  8  p.m. — The  Defective  Delinquent.  (1)  The 
Relation  of  Mental  Defect  and  Disorders  to  Delinquency,  Dr.  Victor 
V  Anderson,  Medical  Director,  Medical  Service  of  the  Municipal 
Court,  Boston,  Dr.  William  Healey,  Director.  Judge  Baker  Founda- 
tion, Boston;  (2)  The  Defective  Dlinquent  in  Court,  Justice  Fred- 
erick P.  Cabot,  Juvenile  Court,  Boston  ;  (3)  The  Probation  Problem  of 
the  Defective  Delinquent,  Herbert  C.  Parsons,  Deputy  Commissioner  of 
Probation,  Boston;  (4)  What  Shall  be  done  with  the  Defective  De- 
linquent in  the  Penal  Institutions?  Col.  Cyrus  B.  Adams.  Director 
of  Prisons.  Boston.  Mrs.  Jessie  D.  Hodder.  Superintendent.  Reforma- 
tory- for  Women,  Sherborn  :  (5)  What  Should  be  the  Attitude  of 
the  Alienist  toward  the  Defective  Delinquent?  Dr.  George  M.  Kline, 
Director,  Commission  on  Mental  Diseases,  Boston :  (6)  A  Practical 
Program  for  Dealing  with  the  Defective  Delinquent.  Representative 
B.  L.  Young.  Weston. 

Boston  Medical  Library. — The  Annual  Meeting  of  the  Boston 
Medical  Library  will  be  held  in  Sprague  Hall  on  Tuesriav,  Jan.  S. 
1018,  at  8.15  p.m.  Dr.  E.  A.  Crockett  will  eive  a  talk  entitled 
"Observations  of  a  Red  Cross  Officer  in  Europe." 

Walter  L.  Bcrra<;e.  M.D.,  Secretary. 
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THE  EXAMINATION  OF  SOLDIERS  FOR 
TUBERCULOSIS  IN  THE  U.  S.  ARMY. 

By  Edwaed  O.  Otis,  M.D.,  Boston, 

Late  Contract  Surgeon  for  the  Examination  of  the 
National  Guard  of  New  England. 

Never  before  in  any  war  or  in  any  army 
have  such  comprehensive  methods  for  detecting 
and  eliminating  tuberculosis  from  the  fighting 
force  been  inaugurated  and  pursued  as  are  now 
in  operation  in  the  U.  S.  Army.  The  Surgeon- 
General  with  his  profound  knowledge  of  and  ex- 
perience in  preventive  medicine  determined, 
early  in  the  mobilization  of  the  great  army, 
that,  so  far  as  humanly  possible,  tuberculosis 
should  not  be  a  leading  factor  in  incapacitating 
men,  already  trained  and  on  the  fighting  line  in 
Europe,  from  further  service.  The  deplorable 
losses  in  the  French  army  from  this  disease 
have  been  shown  by  Biggs1  after  his  return 
from  investigating  the  subject  in  France.  "By 
the  end  of  December,  1915,"  he  says,  "86,000 
soldiers  had  been  returned  to  their  homes  with 
active  tuberculous  disease."  And  "In  Febru- 
ary of  this  year  it  was  estimated  that  about 
150,000  had  thus  been  returned,  and  more  are 
constantly  being  discharged  for  this  cause." 
In  the  armies  of  other  warring  countries  the 
history  of  France  has  been  repeated  to  a  great- 
er or  less  extent,  he  says,  the  least  so  in  Eng- 
land and  in  the  Canadian  Expeditionary  Force. 
Even  with  all  imaginable  precautionary  meas- 
ures our  army  is  sure  to  have  many  losses  from 
tuberculosis,  owing  to  the  static  conditions  in 


trench  life,  with  all  the  accompanying  hard- 
ships under  which  the  warfare  on  the  Western 
front  is  conducted,  so  different  from  the  fight- 
ing in  the  "open"  of  other  wars,  when  life  led 
in  the  open  air,  to  a  certain  extent,  may  be  sup- 
posed to  have  counterbalanced  other  unusual 
hardships  and  in  which  even  active  tuberculous 
soldiers  have  maintained  their  strength  and 
fighting  ability  and  even  improved. 

In  order  to  accomplish  his  object,  the  Sur- 
geon-General ordered  that  all  the  troops  in  the 
then  existing  armies  should  receive  a  special 
examination  for  tuberculosis,  and  the  manage- 
ment of  this  truly  colossal  task  was  put  into 
the  hands  of  Col.  G.  E.  Bushnell  of  the  United 
States  Army,  who  had  for  many  years  been  at 
the  head  of  the  United  States  Army  Sanatorium 
at  Fort  Bayard,  New  Mexico.  No  more  ex- 
perienced or  efficient  man  could  have  been  se- 
lected. 

The  problem  with  the  New  England  National 
Guard  was  to  examine  every  single  man,  offi- 
cers as  well  as  soldiers,  about  30,000  in  all,  and 
to  complete  this  examination  within  about  two 
months  before  the  force  sailed  for  Europe.  It 
was  done  in  rather  less  time.  For  the  purpose 
of  this  examination  an  officer  of  the  Reserve 
Corps,  experienced  in  tuberculosis  work,  was 
detailed  to  take  charge  of  the  work  and  under 
him  was  a  number  of  contract  surgeons,  some 
giving  their  whole  time  and  some  half  time,  all 
of  whom  had  been  selected  for  their  fitness  for 
the  work  on  account  of  special  experience  in 
tuberculosis — in  hospital,  sanatorium  or  dispen- 
sary. What  was  required  in  the  examinations 
can  perhaps  be  best  shown  by  quoting  the  in- 
structions given  to  each  examiner: 


34 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[Januaby  10,  1918 


V Instructions  for  Suggestive  Physical  Ex- 
amination op  the  Chest."2 

"The  subject  should  be  stripped  to  the  waist 
and  scrutinized  for  various  developmental  de- 
fects of  the  thorax  and  if  found  associated  with 
an  apparent  delicate  constitution  may  consti- 
tute a  cause  for  rejection  or  discharge  even  if 
no  definite  disease  is  discovered.  All  that  is 
absolutely  necessary  is  to  determine  the  pres- 
ence of  a  tuberculous  lesion  of  sufficient  activ- 
ity to  constitute  a  cause  for  rejection  or  dis- 
charge. This  can  be  done  in  well  marked 
cases  of  active  tuberculosis  in  a  few  moments. 
To  _  demonstrate  the  absence  of  disease  in  sus- 
picious cases  naturally  requires  a  longer  time. 

"Auscultation. — The  subject  is  instructed 
to  breathe  more  rapidly  and  deeply  than  nor- 
mally, yet  avoiding  noisy  respiration  and  re- 
laxation of  the  shoulder  muscles  as  much  as 
possible.  The  examiner  standing  in  front  of 
the  subject  applies  the  stethoscope  to  the  lower 
axillary  region  going  upward  anteriorly  com- 
paring points  on  both  sides;  note  carefully  any 
change  in  breathing  sounds  from  the  level  of 
the  third  rib  upward. 

"Examination  of  Back. — Secure  the  breath 
sounds  right  base,  proceeding  upward,  compar- 
ing symmetrical  points  on  either  side. 

"Physical  Signs. — Look  especially  for  (1) 
Harshness  and  jerky  inspiration.  (2)  Pro- 
longed expiration.  (3)  Pine  crackling  rales. 
(4)  Feeble  breath  sounds.  (5)  The  presence 
of  any  type  of  rale  is  cause  for  a  deferred  ex- 
amination. (6)  Search  for  enlarged  lymphatic 
glands. 

"(a)  The  question  of  activity  is  determined 
by  the  presence  of  typical  rales ;  if  disseminated 
rales  are  present  the  examiner  needs  to  go  no 
further  to  recommend  rejection,  discharge  or 
deferred  examination. 

"(b)  Deep  expiration  and  cough  will  be 
necessary  to  elicit  the  indeterminate  rales. 

"(c)  Indeterminate  rales  in  abundance  are 
easily  heard  and  are  usually  cause  for  rejec- 
tion, discharge  or  deferred  examination. 

"(d)  Severe  pleural  adhesions  which  bind 
the  lung  tissue  firmly  to  the  thoracic  wall  is 
cause  for  rejection  or  discharge. 

"(e)  It  is  left  entirely  to  the  individual 
examiner  to  determine  whether  a  deferred  ex- 
amination is  advisable.  A  recommendation  for 
discharge  should  not  be  made  until  after  a 
careful  deferred  examination. 

"(f)  Examiners  are  detailed  for  the  special 
work  of  detecting  tuberculosis.  They  will,  of 
course,  take  the  same  action  if  they  encounter 
conditions  in  the  thorax  due  to  other  causes 
which  demand  discharge,  special  treatment  or  a 
deferred  examination,  but  these  cases  should  be 
reported  to  the  camp  surgeon  with  recommen- 
dations." 

Although  it  is  stated  in  these  instructions, 
"that  all  that  is  absolutely  necessary  is  to  de- 
termine the  presence  of  a  tuberculous  lesion  of 


sufficient  activity  to  constitute  a  cause  of  rejec- 
tion or  discharge,"  it  was  also  determined  that 
every  case  which  exhibited  undoubted  evidence, 
from  the  physical  examination,  of  non-active, 
latent  or  arrested  disease  should  either  be  rec- 
ommended for  discharge,  or  for  further  careful 
investigation  by  other  members  of  the  examin- 
ing board.  The  reason  for  rejecting  non-active 
cases  is  thus  stated  by  Biggs3:  "Any  man," 
he  says,  "with  even  a  very  limited  amount  of 
pulmonary  tuberculosis  that  is  latent  or  arrest- 
ed, is  almost  certain  to  break  down  under  the 
physical  strain  of  military  training  and  army 
life,  and  a  focus  of  disease  previously  latent  or 
arrested  will  almost  certainly  become  active." 
This  statement  seems  to  the  writer  to  be  rather 
extreme;  in  the  first  place  a  "very  limited 
amount  of  pulmonary  tuberculosis"  is  not  al- 
ways easy  of  detection;  and,  secondly,  it  has 
been  found  by  many  observers  that  arrested 
cases  may  bear  the  strain  of  military  life  per- 
fectly well.  "Clinically  cured  tuberculosis  sub- 
jects," says  Roepke,  quoted  by  Fishberg4,  "who 
stand  the  training  well  may  be  sent  to  the 
front."  Fishberg,  after  citing  various  Euro- 
pean authorities  with  regard  to  the  effect  of 
military  service  upon  non-active  tuberculosis, 
concludes  that  the  facts  which  he  has  just  cited 
would  seem  to  indicate  that  military  service  in 
the  field  is  no  more  likely  to  reactivate  dormant 
or  quiescent  tuberculosis  lesions  "than  any 
other  civil  occupation  requiring  muscular  ex- 
ertion, walking,  exposure  to  the  vicissitudes  of 
the  weather,  etc."  Life  on  the  firing  line,  how- 
ever, under  trench  conditions,  makes  far  great- 
er demands  upon  one's  vitality  than  "muscular 
exertion,  walking  and  exposure  to  the  vicissi- 
tudes of  the  weather,  etc." 

The  medical  superintendent  of  the  Manitoba 
Sanatorium,  Canada,  Dr.  Stewart5,  who  has  had 
experience  in  the  care  of  tuberculous  soldiers, 
says,  on  the  other  hand,  that  the  war  has  not  in- 
creased the  number  of  tuberculous  men  so  much 
as  it  has  stirred  latent  disease  into  activity. 
"War,  therefore,"  he  continues,  "and  the 
training  for  war,  creates  the  very  conditions 
which  lead  to  tuberculosis  breakdown.  That 
latent  disease  subjected  to  such  conditions 
should  in  hundreds  and  thousands  of  cases  flare 
up  into  activity  is  only  to  be  expected." 

The  experience  in  the  British  Army  is  of  a 
similar  nature.  "A  twofold  influence  is  exer- 
cised by  military  service  on  pulmonary  tuber- 
culosis," says  Dr.  H.  Hyslop  Thompson,6  "while 
the  conditions  inseparable  from  active  service 
abroad  tend  to  reactivate  the  disease  in  sol- 
diers with  latent  tuberculous  foci  or  to  induce 
an  entirely  fresh  infection,  the  open-air  life, 
physical  exercise  and  ordered  routine  of  mili- 
tary training  in  this  country  undoubtedly  exer- 
cise a  beneficial  effect  on  the  health  of  soldiers 
who  have  latent  pulmonary  tuberculosis,  or 
who,  from  inheritance  or  other  causes,  are  pre- 
disposed to  the  disease." 

It  is  also  to  be  remembered  that  these  men 
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•of  the  National  Guard  were  soon  to  go  to  the 
front  and  there  was  no  time  to  keep  them  un- 
der observation  for  any  extended  period.  It 
may  be  mentioned  here  that  all  the  men  had  re- 
ceived at  least  two  previous  examinations,  one 
when  they  first  enlisted,  and  the  other  when 
they  were  taken  over  by  the  national  govern- 
ment into  the  federal  service.  Seme,  for  one 
reason  or  another,  had  received  several  addi- 
tional examinations.  I  recall  the  case  of  one 
soldier  who  said  he  had  been  examined  six  times 
previously.  It  was  obviously  impossible  to  ob- 
tain any  previous  history  from  the  rapidity 
with  which  the  examinations  had  to  be  made 
•and  consequently  one  had  to  depend  chiefly  or 
wholly  upon  inspection  and  the  physical  signs. 
Moreover,  one  had  to  work  with  great  celerity 
in  order  to  accomplish  such  a  stupendous  task 
as  the  examination  of  nearly  30,000  men — the 
exact  number  being  29,950 — in  the  short  space 
available.  After  a  certain  amount  of  training, 
however,  in  this  rapid  method  of  action,  the 
"flying  squadron  of  heart  and  lungs,"  as  we 
were  facetiously  called,  was  enabled  to  examine 
100  men  or  more  per  examiner  a  day,  and  with 
a  fair  degree  of  accuracy,  I  believe.  Col.  Bush- 
nell7  states  that  in  an  experimental  examination 
of  25  men  at  Fort  Bayard  Sanatorium  the  time 
occupied  was  58  minutes,  the  time  for  each  pa- 
tient varying  from  one  and  one-half  to  two  and 
one-half  minutes.  "Of  course,"  says  Col. 
Bushnell,  "a  diagnosis  made  with  such  speed 
is  more  or  less  of  a  'snap'  diagnosis,  and  the 
method  is  not  recommended  for  universal  adop- 
tion except  as  a  preliminary  examination  to  se- 
lect cases  that  may  appear  doubtful  for  later 
and  more  thorough  study.  Still  the  results 
were  more  accurate  than  had  been  expected,  and 
show,  it  is  thought,  unmistakably,  that  a  suffi- 
ciently correct  diagnosis  to  exclude  cases  of 
manifest  and  active  tuberculosis  from  the  army 
could  be  made  very  quickly."  Of  course  there 
was  a  certain  number  of  border-line  cases  or 
suspects  upon  whom,  both  in  justice  to  the  ex- 
aminer, the  service,  and  the  man  himself,  a  defi- 
nite diagnosis  could  only  be  made,  if  made  at 
all,  by  a  second  or  repeated  examinations  at  in- 
tervals after  observation.  The  limited  time, 
however,  did  not  permit  of  an  observation  pe- 
riod, and  the  only  thing  to  be  done  under  the 
circumstances  was  a  consultation  over  the  case 
by  several  members  of  the  examining  board; 
and  if  three  of  the  number  agreed  upon  a  ver- 
dict, the  man  was  passed  or  rejected,  according 
to  the  decision.  If  no  three  men  could  agree, 
the  man  was  passed.  The  active  cases  as  evi- 
denced by  persistent  rales  and  generally  defec- 
tive development,  with  other  corroborative  evi- 
dence, were  easy  of  detection  and  there  was  no 
doubt  as  to  their  rejection  except  in  certain 
cases  of  acute  infection,  such  as  influenza  or 
bronchitis.  There  were,  however,  surprisingly 
few  of  patently  open  active  cases.  The  diagno- 
sis of  the  non-active,  latent  or  arrested  cases, 


the  ' '  old  tops, ' '  as  some  one  called  them,  was 
not  always  so  easy;  here,  the  diagnosis  had  to 
be  made  mainly  from  inspection,  the  quality  of 
the  resonance  and  respiration,  and  the  voice 
sounds,  with  what  little  history  one  could  ob- 
tain in  the  limited  time. 

Undoubtedly  mistakes  were  made  with  these 
cases  and  some  were  rejected  who,  upon  re- 
examination at  intervals,  would  not  have  given 
sufficient  evidence  of  any  tuberculous  infiltra- 
tion or  old  fibroid  condition.  I  believe,  how- 
ever, that  such  mistakes  were  few,  and  all  such 
cases  had  the  advantage  of  an  examination  by 
several  experts,  at  least  three  of  whom  had  to 
agree  before  the  final  judgment  for  rejection 
was  pronounced.  It  seemed  regrettable  to  re- 
ject a  man  who  had  already  been  partially 
trained  and  who  was  doing  his  duty  without 
apparent  discomfort,  who  appeared  to  be  well 
and  robust  and  who  had  no  symptoms,  but  the 
assumption  was,  as  has  been  said  above,  that 
under  the  strenuous  life  and  exposure  of  trench 
work  he  would  break  down  and  the  latent  or 
arrested  disease  become  active.  Of  course  there 
was  the  chance  that  he  would  go  through  all 
right,  but  it  was  considered  that  the  chance  was 
largely  the  other  way.  It  would  seem  sensible 
that  some  service  should  be  arranged  for  such 
cases  whereby  they  could  be  retained  in  the 
army  and  the  training  they  had  already  re- 
ceived be  utilized.  Klebs8  suggests  the  creation 
of  a  service  for  tuberculous  subjects  otherwise 
fulfilling  certain  minimal  standards,  in  which 
they  could  be  under  observation  and  yet  be 
trained  for  some  of  the  many  occupations  in  the 
rear  of  an  army  which  "modern  military  prac- 
tice tends  more  and  more  to  assign  to  especially 
organized  and  trained  bodies  of  unarmed  men." 
Elliott9  also  is  of  the  opinion  that  "men  who 
do  not  come  up  to  the  standard  required  for 
service  in  a  combatant  unit  (and  among  such 
we  may  include  our  tuberculous  subjects  and 
arrested  or  latent  cases)  may  yet  be  fit  for  one 
of  the  non-combatant  services — or  may  be  at- 
tached to  the  home  service  in  clerical  or  other 
light  duties  and  relieve  a  man  physically  fit  for 
overseas. ' ' 

In  addition  to  the  rapidity  with  which  the 
examination  had  to  be  made  there  were  other 
inconveniences  under  which  the  work  had  to  be 
done  which  added  to  its  arduousness.  In  the 
first  place,  all  sorts  of  places  had  to  be  utilized 
in  which  to  conduct  the  examinations— outdoors 
under  the  trees  or  in  a  field  or  any  open  space, 
in  noisy  mess  halls,  in  crowded  tents,  rarely  in 
any  place  where  it  was  quiet,  so  that  one  had 
to  become  oblivious  to  extraneous  noises  and 
hear  only  the  sounds  elicited  by  percussion  or 
heard  on  auscultation — not  always  an  easy  thing 
to  do.  Again,  after  continuous  and  rapid 
work  for  a  time,  one's  ears  became  so  sensitive 
that  it  was  actually  painful  to  apply  the  stetho- 
scope to  them  and  one's  head  became  so  weary 
that  finally  the  examination  became  a  sort  of 
automatic  procedure  instead  of  an  intelligent 
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mental  process.  Experience  and  training, 
however,  largely  obviated  this  difficulty. 

Further,  one  had  to  watch  out  for  deception. 
The  man  under  examination  might  be  trying  to 
get  out  of  or  remain  in  the  army,  and  in  conse- 
quence would  give  false  symptoms  or  mislead- 
ing answers  or  would  wilfully  breathe  in  such  a 
way  as  to  make  it  difficult  to  interpret  the  res- 
piratory sound.  Such  cases,  however,  were 
comparatively  rare. 

As  was  stated  above,  most  of  the  men  had 
received  a  general  physical  examination  at  least 
twice  before ;  one  upon  their  original  entrance 
into  the  National  Guard,  and  again  when  they 
entered  the  federal  service,  and  the  thorough- 
ness of  these  examinations,  so  far  as  the  lungs 
were  concerned,  appeared  to  vary  considerably, 
for  quite  a  number  of  obviously  active  cases,  be- 
yond the  incipient  stage,  had  somehow  slipped 
through.  Probably  the  eagerness  to  fill  up  the 
ranks  to  the  maximum  strength  had  much  to  do 
with  this. 

The  effect  of  the  previous  occupation  was 
strikingly  noticeable  in  many  cases ;  in  general, 
the  men  who  had  led  outdoor  lives,  like  the 
lumbermen  of  northern  Maine,  or  the  farmers 
of  Vermont,  were  a  far  more  rugged  set,  and 
were  almost  entirely  free  from  tuberculosis, 
while  those  who  had  been  operatives  in  mills 
and  factories  and  had  led  an  indoor  life  were 
far  inferior  in  physical  development  and  af- 
forded many  more  cases  of  tuberculosis.  Those 
who  had  used  alcohol  more  or  less  constantly 
also  gave  many  cases  of  tuberculosis.  The 
many  cases  of  slight  acute  bronchitis,  amount- 
ing to  almost  an  epidemic  in  some  camps,  made 
the  interpretation  of  localized  rales  without 
other  evidence  difficult  if  not  impossible.  Such 
cases,  of  course,  needed  interval  observations  in 
order  to  arrive  at  a  definite  diagnosis,  but  as 
this  was  not  usually  possible  under  the  circum- 
stances the  cases  had  to  be  decided  upon  the 
present  condition  with  such  additional  evidence 
and  previous  history  as  could  be  obtained  in  the 
limited  time. 

As  the  greater  part  of  the  examinations  had 
to  be  done  in  camps  the  employment  of  the 
x-ray  in  suspects  and  doubtful  cases  was  not 
available,  nor  was  the  use  of  tuberculin  feasible. 
As  regards  x-ray  examination  as  the  sole  criter- 
ion in  determining  the  existence  of  tuberculosis 
— as  I  understand  was  done  with  one  of  the 
New  York  regiments — T  believe  that  more  errors 
in  judgment  will  be  made  as  to  rejection  or  re- 
tention of  the  subject  than  when  the  decision 
is  based  upon  a  careful  physical  examination  by 
an  experienced  expert.  As  an  aid  or  a  decisive 
factor  in  doubtful  cases  it  is  of  undoubted 
value. 

As  to  the  results,  out  of  29,950  men  exam- 
ined 680  were  found  to  be  tuberculous  and  were 
recommended  for  discharge,  a  little  over  two 
per  cent.  It  is  to  be  remembered,  however,  that 
the  greater  number  of  these  were  of  the  non- 


active  or  latent  type.  As  will  be  observed,  the 
conditions  under  which  this  large  body  of  men 
were  examined  were  far  from  ideal,  both  on  ac- 
count of  the  limited  time  at  our  disposal  and  the 
often  unfavorable  circumstances  under  which 
the  work  was  done.  Still  I  believe  that  the  re- 
sults were  substantially  correct  and  that  few 
men  were  discharged  or  retained  who  ought  not 
to  have  been.  "With  one  or  two  exceptions  we 
received  most  courteous  treatment  and  cordial 
co-operation  from  the  commanding  staff  and  the 
regimental  surgeons,  which  rendered  our  duties 
very  much  easier.  Coincident  with  our  appear- 
ance or  just  preceding  us  in  some  of  the  camps 
was  the  psychiatric  squadron,  so  that  it  would 
not  have  been  strange  if  the  officers  had  been 
somewhat  impatient  at  this  succession  of  exam- 
inations and  asked  "what  next?" 

The  following  is  a  general  suggestive  scheme 
for  tuberculosis  examinations  when  they  can  be 
made  under  more  favorable  auspices  in  a  per- 
manent camp  and  with  sufficient  time  for  more 
leisurely  work  and  for  observation: 

I.  So  far  as  possible  only  experienced  ex- 
perts should  be  employed;  the  technic  of  per- 
cussion and  auscultation  may  be  learned  in  an 
intensive  course  of  instruction  and  more  or  less 
skill  acquired,  but  judgment  in  making  a  cor- 
rect interpretation  of  signs  and  symptoms  comes 
only  from  long  experience. 

II.  Only  a  certain  number  of  examinations 
should  be  made  by  the  examiner  in  a  day.  After 
a  period  of  time — differing  with  different  exam- 
iners— spent  continuously  in  percussion  and 
auscultation  one  becomes  mentally  weary  and 
his  ears  "dull  of  hearing"  and  his  judgment 
uncertain. 

III.  The  place  of  examination  should  be 
such  that  comparative  quiet  can  be  maintained ; 
one  can  make  an  examination  under  noisy  con- 
ditions, but  it  is  far  more  exhausting  to  the 
examiner  and  a  certain  amount  of  accuracy  is 
likely  to  be  sacrificed. 

IV.  A  short  history  should  be  taken  of  each 
soldier,  which  can  be  done  by  an  intelligent  and 
honest,  non-commissioned  officer  according  to 
a  prepared  schedule  of  which  the  following 
questionnaire  is  an  illustration : 

(a)  Have  you  ever  had  pleurisy,  pneumonia, 
typhoid  fever,  influenza  or  any  severe  illness? 

(b)  Did  you  ever  spit  up  blood? 

(c)  Have  you  been  losing  weight  or  strength 
recently  ? 

(d)  Are  you  short  of  breath  on  exertion? 

(e)  Have  you  a  cough,  and,  if  so,  how  long 
has  it  lasted? 

(f)  Are  you  subject  to  colds? 

(g)  How  is  your  appetite  and  digestion? 

(h)  Do  you  use  alcohol? 

V.  All  suspicious  cases  should  be  deferred 
for  a  second  examination  and  consultation,  and 
if  then  the  doubt  still  exists  the  subject  should 
be  kept  under  observation  for  a  period  of  time, 
or,  if  an  x-ray  outfit  is  at  hand  and  a  com- 
petent technician  in  charge,  an  x-ray  negative 
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can  be  taken.  It  is  a  common  experience  that 
suspicious  physical  signs  upon  the  first  exam- 
ination may  at  a  subsequent  examination  at  an 
interval  of  a  few  days  be  found  to  have  entirely 
disappeared. 

VI.  When  sputum  is  obtainable  in  a  suspect- 
ed case  it  should,  of  course,  be  examined,  and 
for  this  purpose  a  clinical  laboratory  should  be 
at  hand  as  well  as  for  other  bacteriological  ex- 
aminations. 

VII.  All  cases  with  any  developmental  de- 
fects of  the  chest,  such  as  rachitis,  or  with  de- 
fective musculature,  should  receive  especial  at- 
tention in  the  examination. 

VIII.  In  suspicious  cases,  particularly  with 
a  pulse  above  the  normal,  the  temperature 
should  be  taken  at  stated  periods  for  several 
days. 

IX.  All  acute  respiratory  infections,  such  as 
bronchitis,  influenza,  laryngitis,  etc.,  should  be 
kept  under  observation  in  the  hospital. 

Elliott10  advises  that  each  man  should  be  re- 
examined once  in  three  months  as  a  routine 
measure.  And  "a  most  thorough  medical  ex- 
amination is  essential,"  he  says,  "when  he  is 
warned  for  departure  overseas."  While  this 
may  not  be  necessary  or  possible  with  a  large 
army,  and  when  departures  are  uncertain  and 
often  unexpected,  at  least  all  cases  which  for 
any  reason  aroused  suspicion  in  the  former  ex- 
amination should  be  re-examined,  at  intervals, 
as  well  as  those  suffering  from  any  "bronchial 
trouble."  If  "eternal  vigilance  is  the  price  of 
liberty,"  it  is  equally  the  price  of  keeping 
tuberculosis  out  of  the  army. 
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THE  AFTER-CARE  OF  THE  WAR 
CRIPPLE* 

By  E.  A.  McCarthy,  M.D.,  Fall  River,  Mass. 

The  privilege  of  addressing  you  I  consider 
not  only  an  honor  but  a  patriotic  duty  to  dis- 
cuss with  you  such  an  important  and  timely 
subject  as  "The  After-Care  of  the  War 
Cripple."  The  preceding  speaker  has  told  you 
what  is  to  be  done  with  the  soldier  maimed  and 
scarred,  from  an  industrial  standpoint.  Allow 
me,  if  you  will,  to  tell  you  a  few  things  about 

*  Read  at  the  Rhode  Island  State  Conference  of  Charities  and 
Correction,  on  Oct.  24,  1917. 


the  status  and  purpose  of  the  orthopedic  surgeon 
in  this  conflict. 

In  order  that  there  should  not  be  any  mis- 
understanding, it  perhaps  would  be  the  proper 
thing  to  define  the  word,  "Orthopedic,"  for  we 
have  been  called,  by  the  laity,  many  beautiful 
and  sacred  names.  We  have  been  called  the 
bone  doctor,  the  foot  doctor,  the  toe  doctor ;  and 
one  woman,  who  called  at  my  office,  eagerly  in- 
quired if  I  was  the  toe-nail  doctor.  According 
to  Col.  Sir  Robert  Jones,  who,  in  the  opinion  of 
orthopedic  surgeons,  is  probably  one  of  the 
greatest  in  the  world,  the  misspelling  of  the 
word,  "Orthopedic"  is  probably  responsible  for 
the  wrong  understanding  of  its  service.  The 
fact  that  in  America  the  word  is  spelled  o-r-t-h- 
o-p-e-d-i-c  leads  many  to  believe  that  the 
p-e-d  is  derived  from  the  Latin  word,  pes, 
meaning  foot,  and  therefore  it  is  a  common 
error  that  this  specialty  deals  with  disorders  of 
the  feet.  The  word  "Orthopedic,"  properly 
spelled,  is  as  follows:  o-r-t-h-o-p-a-e-d-i-c,  and  it 
is  derived  from  the  two  Greek  words,  6p66% 
meaning  "straight,"  and  •n-cuStoii,  meaning  "a 
little  child."  It  was  originally  intended  to  in- 
dicate that  orthopedic  surgery  has  to  deal  with 
the  straightening  of  deformed  children. 

In  the  last  three  years'  war,  the  experience 
of  our  Allies  has  shown  that  we  must  consider 
the  soldier,  wounded  in  battle,  from  a  different 
aspect  than  ever  before.  In  past  wars,  it  was 
the  practice,  if  a  man  was  totally  or  partially 
unfit  for  further  service  to  his  country,  to  give 
him  a  pension  and  allow  him  to  shift  for  him- 
self, the  nation  believing  it  had  done  its  part 
when  this  questionable  form  of  charity  had 
been  provided.  The  enormity  and  extent  of  the 
present  conflict  has  shown  that  such  an  attitude 
by  any  nation  toward  the  disabled  soldier  would 
lead  to  an  economic  catastrophe  and  almost  to 
the  destruction  of  the  nation. 

Just  think  for  a  moment  what  the  condition 
of  Great  Britain,  with  600,000  crippled  soldiers 
for  whom  no  special  preparation  had  been 
made  at  the  beginning  of  the  war,  would  be  to- 
day, and  in  the  days  to  come,  if  she  had  not  in- 
augurated those  marvelous  curative  workshops 
for  the  rehabilitation  of  her  disabled  soldiers  by 
the  aid  of  orthopedic  surgery. 

Probably  the  greatest  leader  of  this  particu- 
lar phase  of  the  war  has  been  Col.  Sir  Robert 
Jones  of  Liverpool,  and  through  him  has  grown 
up  the  system  in  vogue  in  the  British  empire  by 
which  cripples  are  taught,  as  soon  as  possible, 
some  form  of  training  whereby  they  may  earn 
either  more  than  they  earned  before  the  war  or 
very  nearly  as  much.  Of  course,  this  depends 
upon  the  amount  and  character  of  the  dis- 
ability with  which  the  soldier  is  afflicted.  In 
his  very  interesting  book,  under  the  very  modest 
title  of  "Notes  on  Military  Orthopedics,"  Col. 
Sir  Robert  Jones  tells  how,  when  preliminary 
stages  of  operative  and  surgical  treatment  are 
over,  the  orthopedic  hospital  affords  a  steady 
gradation  through  massage,  exercise,  and  stim- 
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ulus  to  productive  work  which  is  commenced 
as  an  integral  part  of  the  treatment  as  soon  as 
the  man  can  begin  to  use  his  limbs  at  all.  In- 
dolent and  often  discontented  patients  are  thus 
converted  into  happy  men  who  soon  begin  to 
feel  that  they  are  becoming  useful  members  of 
society  and  not  mere  derelicts. 

The  men  are  given  employment  in  the  tools 
they  understand  or  an  occupation  suitable  to 
their  disability.  For  instance,  if  a  man  is  put 
on  a  machine  his  mind  turns  to  the  work  that 
he  is  doing  and  he  very  soon  forgets  his  disabil- 
ity. Those  of  us  who  have  any  imagination  at 
all,  and  particularly  the  orthopedic  surgeons 
who  have  been  confronted  with  the  various 
propositions  arising  out  of  industrial  accidents, 
cannot  fail  to  appreciate  that  it  is  far  better 
to  keep  a  man  busy  at  regular,  useful  and  pro- 
ductive work,  rather  than  at  card-playing, 
smoking,  or  doing  other  trivialities  in  a  hospital 
ward. 

About  a  week  or  so  ago,  at  a  meeting  of  the 
Boston  Orthopedic  Club  I  listened  with  a  great 
deal  of  interest  to  Maj.  E.  G.  Brackett,  who  is 
the  director  of  orthopedic  surgery  in  the  Med- 
ical Department  of  the  United  States  Army  in 
this  country;  and  he  outlined  the  purpose  of 
the  United  States  Government  in  the  present 
crisis  as  regards  the  treatment  of  crippled  sol- 
diers. To  a  great  extent,  the  system  in  vogue 
in  England  is,  with  a  few  exceptions,  to  be 
adopted  by  this  country.  It  is  known  that  the 
English  and  our  Allies  made  some  very  bad 
mistakes  in  the  beginning,  but  it  is  believed  by 
the  government  medical  authorities  that  they 
are  now  handling  the  cripple  situation  with  a 
great  deal  of  skill.  It  is  the  purpose  of  the 
government  to  establish  in  France  about  35,000 
orthopedic  beds,  divided  into  units  or  hospitals 
of  about  2500  beds  each ;  also  to  construct  in 
this  country  several  reconstruction  or  rehabili- 
tating hospitals  in  different  centers  of  the  coun- 
try. These  hospitals  are  to  be  mainly  ortho- 
pedic in  their  nature,  but  will  include  other 
specialties  as  well  as  general  medicine  and  gen- 
eral surgery.  It  has  always  been  the  conten- 
tion of  the  orthopedic  surgeon,  understanding 
deformity  as  he  does  and  its  final  result,  and 
understanding  joints,  muscles,  and  nerves  in 
their  various  functions  and  abnormalities,  that 
he  can  forestall  some  of  the  terrible  deformi- 
ties resulting  from  injury,  provided  he  is  on  the 
ground  or  near  the  place  where  the  injury  takes 
place,  to  direct  the  methods  of  treatment  which 
will  be  conducive  to  either  a  very  good  result  or 
to  the  best  obtainable  result  under  the  condi- 
tions ;  hence  the  establishment  of  orthopedic 
beds  in  France. 

The  purpose  of  the  reconstruction  hospital  on 
this  side  of  the  water  is  to  take  care  of  those 
cases  which  can  be  transported  to  this  side  with- 
out danger  to  the  patients  who  need  further 
surgical  treatment  and  training  along  industrial 
lines  for  their  further  service  in  life.    Of  course 


those  who  come  across  the  water  will  be  the 
soldiers  who  are  unfit  for  further  military  ser- 
vice on  account  of  their  disabilities,  the  ortho- 
pedic hospitals  in  France  sending  back  to  the 
front  as  many  as  can  go  back  after  treatment. 
It  is  also  intended  in  these  reconstruction  hos- 
pitals on  this  side  of  the  water  to  have  them 
very  completely  equipped.  They  will  have 
orthopedic  surgeons  especially  trained  in  their 
line,  general  surgeons,  internists,  and  all  the 
different  specialists.  They  will  also  have  a  de- 
partment of  massage,  electricity,  and  what  is 
known  as  the  curative  workshop,  about  which  I 
have  already  spoken. 

In  order  to  conduct  properly  these  hospitals 
it  will  be  absolutely  necessary  that  the  com- 
munities in  which  they  are  established  shall 
have  the  strict  co-operation  and  interest  of  all 
industrial  establishments  situated  near  or  at  the 
place  where  the  hospital  is  located.  The  prob- 
lem of  handling  these  cripples  is  one  requiring 
ingenuity  and  skill,  because  on  reading  many 
of  the  journals  of  England  on  this  particular 
line  of  work,  we  find  that  many  of  the  soldiers 
do  not  seem  anxious  to  pursue  an  industrial 
line,  preferring  a  pension  and  a  life  of  ease  and 
idleness,  rather  than  work.  On  account  of  this 
it  has  been  deemed  wise  by  the  United  States 
Medical  Department  to  state  that,  until  a  sol- 
dier is  entirely  cured  and  educated  or  trained 
along  industrial  lines,  he  is  to  be  kept  under 
army  discipline  and  is  not  to  be  discharged 
from  the  army  until  he  is  ready  to  perform 
usefully  such  service  in  civil  life  as  his  recon- 
structed crippled  condition  will  permit.  This 
precaution  upon  the  part  of  the  Government  is 
undoubtedly  a  very  wise  provision.  Today  in 
civil  life  we  are  confronted  with  this  very  prob- 
lem, and  especially  in  industrial  accidents 
where  there  is  no  law  to  compel  a  man,  crippled 
through  an  industrial  accident,  to  train  and  to 
be  educated  as  far  as  possible  for  some  other 
form  of  work.  Of  course  I  recognize  that  the 
State,  in  making  laws  of  this  kind,  can  go  only 
so  far  before  we  get  to  a  line  where  it  may  be 
said  that  the  man's  individual  freedom  is  re- 
stricted ;  and  it  is  not  for  me  to  suggest  that  in- 
dividual freedom,  as  a  general  proposition 
which  we  prize  so  highly  and  regard  so  sacred 
in  this  grand  democracy  of  the  United  States, 
shall  be  substituted  by  methods  which  have 
made  the  German  Empire  of  today  the  greatest 
autocracy  in  the  world. 

I  am  not  here  to  argue  the  pro  and  con  of  the 
advisability  of  adopting  such  compelling  force 
in  our  civil  accidents.  I  think,  however,  that 
we  all  agree  that  if  this  war  continues  for  any 
long  period  of  time,  that  the  knowledge  gained 
in  the  treatment  of  war  cripples  will  greatly 
change  our  present  methods  of  caring  for  the 
industrial  cripple.  I  might  go  on  here  and  cite 
many  instances  and  defects  under  the  Industrial 
Compensation  law  on  account  of  which  a  great 
many  of  our  industrial  cripples  are  not  pursu- 
ing a  proper  line  of  work  or  making  even 
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enough  money  to  support  themselves — much  less 
supporting  their  families. 

There  are  many  cases,  as  I  say,  that  might 
be  cited  as  bad  examples  of  the  workings  of  the 
present  industrial  laws.  Just  by  way  of  il- 
lustration, let  me  cite  one  in  which  the  individ- 
ual might  have  been  willing  to  take  up  training 
and  education  for  his  betterment,  but  there  was 
no  way  or  no  law  which  compelled  either  in- 
surance companies  or  anybody  else  to  follow 
this  case.  This  man  was  an  alien  in  this  coun- 
try, with  a  wife  and  seven  children,  who  injured 
his  foot  in  one  of  our  neighboring  cities, — not 
Pall  River, — by  the  falling  of  an  elevator.  He 
was  treated  by  two  practitioners  for  about  four 
weeks  during  the  acute  stage  of  his  injury,  since 
when  he  has  been  compelled  to  shift  for  him- 
self. This  aceident  happened  last  January  and 
since  that  time  the  man  has  been  going  around 
with  this  bad  foot  with  no  treatment  at  all,  and 
with  no  facilities  to  help  him  by  proper  train- 
ing. He  was  sent  to  me  the  other  day  by  an  at- 
torney in  Fall  River  for  examination,  and  I 
found  that  he  was  suffering  from  a  permanent 
injury  to  the  foot,  due  to  a  fracture  of  what  is 
called  the  os  calcis,  better  known  to  the  laity 
as  the  heel-bone.  The  x-ray  demonstrated  that 
he  had  several  bony  spurs  coming  out  from  the 
bone,  making  it  absolutely  difficult  for  that  man 
to  walk  at  all  without  severe  pain. 

How  this  man  and  his  wife  and  seven  chil- 
dren subsisted  on  $7.00  a  week  and  what  the 
outlook  for  him  is,  I  am  unable  to  say.  This 
would  be  easy  to  determine,  however,  had  we 
some  system,  such  as  is  being  instituted  for  the 
war  cripple,  and  would  make  a  gratifying 
change  in  our  industrial  cases  of  the  future. 

Let  us  now  consider,  for  a  moment,  the  idea 
of  the  Government  in  relation  to  reconstruction 
hospitals.  If  I  understand  Dr.  Brackett  right- 
ly, it  is  the  purpose  of  the  Medical  Department 
of  the  Army  to  establish  in  different  parts  of 
the  United  States  these  various  reconstruction 
hospitals,  the  purpose  of  which  is  to  rehabili- 
tate, re-educate,  and  retrain  the  crippled  soldier 
for  further  service  in  civil  life.  Of  course,  the 
greatest  factor  in  the  line  of  treatment  will  be 
orthopedics,  supplemented  and  aided  by  various 
specialists,  such  as  brain  men,  eye  men,  nose 
and  throat  men,  x-ray  men,  general  surgeons, 
and  internists.  It  is  computed  that  at  least 
seventy  per  cent,  of  the  returning  war  cripples 
need  some  form  of  orthopedic  treatment  for 
their  rehabilitation.  There  can  be  no  doubt 
and  there  should  not  be,  in  the  minds  of  medi- 
cal men,  that  with  a  properly  organized  sys- 
tem such  as  this,  great  good  will  result.  There 
can  be  no  question  in  the  minds  of  those  who 
have  studied  and  thought,  to  any  extent,  of 
these  reconstruction  hospitals,  that  in  the  form 
devised  by  the  Government  exceptional  oppor- 
tunities for  treatment  are  given  to  the  crippled 
soldier. 

The  question  now  arises  whether  this  method, 
as  outlined  by  the  Department  of  Medicine  in 


the  United  States,  is  to  work  to  the  best  inter- 
est of  the  country  as  a  whole.  I  wish,  in  dis- 
cussing this  question,  to  make  my  position 
clearly  understood;  I  do  not  propose  to  offer 
adverse  criticism  on  the  splendid  work  that  is 
being  done,  because  I  greatly  admire  the  pres- 
ent administration  and  the  remarkable  results 
obtained  by  them  in  such  a  remarkably  short 
time.  We,  living  at  home,  can  have  no  idea  of 
the  enormity  and  multiplicity  of  details  that 
must  be  carried  out  to  prepare  a  nation  for  war. 
especially  when  that  nation  is  a  democracy,  does 
not  believe  in  militarism  and  its  people  are 
peace-loving  in  their  general  make-up.  I  only 
desire,  in  my  humble  way,  to  offer  some  con- 
structive criticism  concerning  some  of  the  prob- 
lems which  confront  us  in  this  great  struggle 
and  the  attending  ills  that  are  sure  to  follow. 

These  hospitals  are  to  be  created  as  separate 
Government  units,  operating  apart  from  the 
civil  institutions.  Now  the  thought  I  wish  to 
suggest  to  you  in  relation  to  these  hospitals  is 
this :  Let  me  say  that  it  is  a  very,  very  serious 
question,  and  it  concerns  you  as  members  of 
this  great  electorate  of  our  country.  At  the 
present  time  we  have,  in  this  country,  in  most 
of  our  large  cities  of  30,000  or  over,  finely 
equipped  general  hospitals.  Is  it  wise  to  de- 
plete these  already  existing  institutions  of  some 
of  their  staffs,  or,  instead  of  the  reconstruction 
hospitals,  should  we  expand  the  general  hos- 
pitals, as  at  present  constituted,  to  carry  on  the 
work  intended  by  the  Government  in  these  re- 
construction hospitals? 

You  know,  and  I  know,  that  the  number  of 
doctors  in  this  country,  as  compared  with  the 
amount  of  population,  is  not  very  large,  and 
conservation  should  be  practised  here  just  as 
well  as  in  other  departments  of  life. 

The  purpose  of  the  selective  draft,  inaugurat- 
ed by  President  "Wilson,  was  one  of  the  greatest 
war  measures,  in  my  opinion,  ever  instituted  by 
any  nation  in  time  of  war;  and  that  principle 
applies  to  the  medical  profession  just  as  well  as 
to  the  layman.  Selection  and  organization  are 
great  factors  in  organizing  any  army  for  the 
proper  welfare  of  the  nation.  I  realize  the 
army  takes  precedence  to  everything,  but  the 
President  has  often  told  us  that  the  man  work- 
ing at  home  is  just  as  essential  to  the  success 
of  the  army  as  the  soldier  himself. 

This  question  of  the  establishment  of  the  re- 
construction hospitals  and  the  desirability  of 
such,  as  opposed  to  the  further  expansion  of  the 
civil  hospitals,  we  ought  to  consider  most  se- 
riously. The  American  Hospital  Association,  I 
understand,  is  opposed  to  this  plan  of  separate 
reconstruction  hospitals;  and  in  talking  this 
over  with  a  trustee  of  that  association  recently, 
he  said  they  would  present  reasons  this  week  to 
the  Surgeon-General,  why,  in  their  opinion,  this 
plan  was  not  of  the  best.  Of  course,  the  trus- 
tees of  civil  hospitals  are  very  much  concerned 
with  this  proposition  because  they  realize  that 
it  is  their  obligation  and  duty  to  care  for  the 
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civil  population,  and  if  their  staffs  are  depleted, 
the  problem,  to  them,  becomes  one  difficult  to 
handle. 

The  question  also  arises  whether  the  civil  hos- 
pitals, caring,  as  they  do  today,  for  the  many 
industrial  cases,  may  not  profit,  to  a  great  ex- 
tent, in  knowledge  and  education,  by  taking 
care  of  the  war  cripple;  and  thereby  become  a 
greater  benefit  to  the  civil  community  in  the 
future  after  the  scars  of  this  great  world  con- 
flict have  healed.  The  soldier  has  made  a  great 
sacrifice  for  his  country;  it  is  your  duty  and 
my  duty  to  see  to  it  that  he  gets  the  best  pos- 
sible service  that  can  be  had  on  his  return  from 
the  front.  The  Government,  establishing  these 
new  hospitals  has  this  in  view,  but  the  scarcity 
of  doctors  and  the  care  of  the  community  itself 
are  to  be  considered.  I  am  not  here  to  criti- 
cize, and  I  am  glad  to  say  that  the  criticism  that 
wa«  rampant  and  undeserved  a  few  months  ago, 
anent  the  preparation  of  the  Army  and  Navy, 
is  now  fast  disappearing,  and  that  we,  as  a  na- 
tion, are  beginning  to  appreciate  that  the  men 
in  Washington,  and  those  who  are  planning  and 
directing  the  preparation  for  our  defensive  op- 
erations, are  bringing  this  nation  to  a  state  of 
proficiency  which  the  German  autocracy  failed 
to  estimate  when,  by  persistently  carrying  on  an 
inhuman  war,  they  forced  this  peace-loving  na- 
tion into  a  world-conflict  for  the  purpose  of 
making  the  world  safe  for  democracy. 


PAROXYSMAL  TACHYCARDIA  OF  VEN- 
TRICULAR ORIGIN.* 

By  F.  A.  Willins,  M.D.,  Rochester,  Minn., 
The  Mayo  Clinic,  Rochester. 

During  the  last  two  years  an-  interesting 
group  of  tachycardias  has  been  observed  in  the 
Mayo  Clinic,  and  the  infrequent  occurrence  and 
the  importance  of  recognition  merits  this  report. 
The  literature  contains  a  wealth  of  material 
dealing  with  tachycardia  of  sinus  and  nodal  ori- 
gin, but  few  articles  could  be  found  relative  to 
tachycardia  having  its  origin  in  the  ventricles. 

The  rhythmic  cardiac  impulse  takes  its  origin 
in  the  sino-auricular  node3  or  "pacemaker,"  a 
collection  of  specialized  tissue  lying  in  the 
sulcus  terminalis  at  the  juncture  of  the  superior 
vena  cava  and  the  right  auricular  appendage. 
This  has  been  established  by  the  experimental 
work  of  Lewis,6  Oppenheim  and  Oppenheim,5 
Eyster  and  Meek,9  who  found  this  structure  to 
become  electro-negative  before  the  rest  of  the 
sinus  region.  The  function  of  "pacemaker" 
may  be  assumed  by  other  portions  of  the  heart, 
either  within  or  outside  of  the  conduction  sys- 
tem, with  the  establishment  of  an  ectopic 
rhythm. 

Lewis7  has  classified  these  abnormal  rhythms 
as  homogenetic  and  heterogenetic.  The  former  is 

*  Submitted  Nov.  5,  1917,  for  publication. 


characterized  by  a  relatively  slow  rate,  the  on- 
set of  the  rhythm  is  gradual,  the  seat  of  impulse 
production  is  probably  always  within  the  system 
of  specialized  tissue  (conduction  system)  and 
the  heart  is  under  control  of  its  extrinsic  nerves. 
He  believes  this  type  to  be  due  to  exaggerated 
physiologic  processes. 

In  contradistinction  to  this,  the  heterogenetic 
type  presents  a  rapid  pulse  and  rapid  onset; 
the  seat  of  impulse  production  may  be  within 
the  system  of  specialized  tissue  or  without,  and 
the  heart  is  not  under  control  of  its  extrinsic 
innervation.  This  type  is  believed  to  result  only 
from  pathologic  processes. 

Paroxysmal  ventricular  tachycardia  is  hetero- 
genetic and,  as  far  as  we  know,  is  the  result  of 
myocardial  disease.  The  recognition  of  this 
condition  is  of  the  utmost  importance  and  can 
be  made  with  certainty  only  by  means  of 
graphic  records.  The  introduction  of  the  elec- 
trocardiograph has  made  possible  the  identifica- 
tion of  obscure  tachycardias. 

Experimental  studies  have  not  only  clarified 
the  mechanism  of  this  disorder  but  have  sug- 
gested etiologic  processes.  "When  a  single  in- 
duction shock  is  applied  to  any  portion  of  the 
ventricle  during  its  resting  period  a  single  pre- 
mature contraction  occurs.6  The  contraction 
evoked  is  not  proportionate  to  the  stimulus  ap- 
plied but  always  maximal,1  constituting  the 
well-known  "all  or  none"  law  of  Bowditch,  and 
does  not  occur  when  the  muscle  is  in  the  state  of 
contraction8  (refractory  phase). 

Regular  series  of  suitably  arranged  induction 
shocks  produce  series  of  premature  ventricular 
contractions  simulating  the  graphic  records  of 
ventricular  tachycardia.  Lewis6  produced  pre- 
mature ventricular  contractions  by  ligation  of 
the  coronary  arteries  constantly,  by  tying  off 
the  left  descending  branch  and  in  most  instances 
by  impairing  the  circulation  in  the  right  vessel. 
As  the  nutrition  of  the  ventricle  became  pro- 
gressively impaired,  series  of  heterogenetic  con- 
tractions occurred,  the  sequence  becoming 
longer  as  the  nutritional  changes  became  more 
marked. 

By  the  intravenous  injection  of  salts,  Roth- 
berger  and  "Winterberg11  produced  this  tachy- 
cardia in  dogs.  They  found  that  combined 
stimulation  of  the  vagi  and  accelerators  caused 
cessation  of  the  heart  beat,  but  after  injection 
of  5-10  mg.  of  barium  chlorid  in  1%  aqueous 
solution,  premature  ventricular  contractions  oc- 
curred. "With  doses  of  25  to  50  mg.,  minus  ac- 
celerator stimulation,  ventricular  tacchycardia 
was  produced,  and  at  times  a  transient  arrhyth- 
mia. 

Calcium  chlorid  100  to  200  mg.  in  10% 
aqueous  solution,  produced  similar  results.  They 
concluded  that  these  salts  increase  the  ventric- 
ular irritability,  but  stated  that  the  nodal  tis- 
sues are  not  appreciably  influenced.  The  elec- 
trocardiogram exhibits  series  of  premature  ven- 
tricular contractions,  the  complex  forms  varying 
with  the  point  of  origin  in  the  ventricles.  Iden- 
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tification  of  auricular  contractions  during  the 
tachycardia  is  frequently  difficult,  but  careful 
measurement  shows  that  retrogression  does  not 
occur,  as  the  first  auricular  complex  of  the 
normal  rhythm  falls  at  the  proper  point. 

Lewis6  maintains  that  the  auricles  and  ven- 
tricles contract  at  the  same  rate,  for  each  com- 
plex is  identical  to  the  adjacent  one,  and  if 
auricles  and  ventricles  were  contracting  at  in- 
dependent rates,  the  auricular  complex  would 
at  times  be  superimposed  and  destroy  the  con- 
tour of  the  general  curve.  A  case  of  ventricular 
tachycardia  is  reported  by  Palfrey  with  poly- 
graphic  tracings  in  which  the  ventricular  rate 
exceeded  the  auricular.  This  did  not  occur  in 
any  of  the  cases  reported  in  this  paper. 

One  other  case  of  ventricular  tachycardia  is 


reported  in  the  literature.2 

Two  of  our  cases  revealed  impairment  of  con- 
duction, one  in  the  junctional  tissues  and  one 
beyond  the  main  branch  of  the  bundle  of  His. 

Five  cases  of  paroxysmal  tachycardia  of  ven- 
tricular origin  have  come  under  the  writer's 
observation  during  the  last  two  years,  and  this 
disorder  has  occurred  only  in  .047%  of  the  ab- 
normal cases.  Three  cases  have  occurred  in 
males  and  two  in  females — the  youngest  one  21 
years,  the  oldest  62  years,  with  an  average  age 
of  41.4  years.  Four  of  the  patients  gave  defi- 
nite histories  of  previous  infection  with  the 
streptococcus  group.  Syphilis  could  not  be  de- 
termined in  any  case. 

The  symptomatology  in  all  cases  was  strik- 
ingly uniform,  all  histories  revealing  distress- 
ing palpitation  with  tachycardia,  induced  by 
exertion  or  excitement.  The  paroxysms  had 
sudden  onset,  stopped  abruptly  and  lasted  from 
several  minutes  to  several  weeks.  Vertigo  at- 
tended the  paroxysms  in  three  cases,  and  two 
patients  complained  of  nervousness.  Exertion 
dyspnea  was  a  constant  symptom.  One  case  pre- 
sented slight  pitting  edema  of  the  lower  ex- 
tremities. 

_  Objectively  the  cardiac  examinations  revealed 
little  of  significance.  In  all  cases  there  was 
slight  increase  in  the  dulness  to  the  left  (one- 
half  to  three-fourths  inches)  and  valvular  dis- 
ease was  not  demonstrated  in  a  single  instance. 

The  lowest  pulse  rate  during  the  paroxysms 
was  109,  the  highest  267,  and  the  average  of  all 
recorded  pulse  readings  was  174. 

The  pathologic  changes  in  ventricular  tachy- 
cardia cannot  be  identified  as  entities  as  no  re- 
ported cases  were  disclosed  in  a  search  of  the 
literature.  The  experimental  work  of  Lewis,6 
however,  suggests  obliterative  coronary  disease 
and  its  attendant  nutritive  changes  as  a  hypo- 
thetical pathologic  picture. 

One  of  our  patients  died  a  suicidal  death,  and 
we  were  afforded  the  opportunity  of  a  necropsy. 
The  left  coronary  artery  was  distinctly  athero- 
matous, which  is  very  significant  in '  view  of 
Lewis'  work.  The  myocardium  of  the  ventricles 
presented  a  few  areas  of  fibrosis,  the  mitral  and 


tricuspid  leaflets  were  thickened,  but  apparently 
competent  and  atheroma  of  the  aortic  valves 
was  found.  The  thoracic  and  abdominal  aorta 
were  atheromatous. 

In  all  probability,  any  condition  increasing 
ventricular  irritability  is  a  potential  factor  in 
the  production  of  this  rare  condition,  and  until 
more  autopsy  material  is  available,  the  conclu- 
sions as  to  lesion  types  must  remain  hypothet- 
ical. The  gravity  of  the  condition  depends,  of 
course,  on  the  degree  of  myocardial  damage  and 
the  duration  of  the  paroxysms.  One  patient 
gave  a  twenty-six  year  history  of  attacks,  and 
the  duration  of  paroxysms  gradually  increased 
with  progressive  evidence  of  myocardial  insuffi- 
ciency; the  last  one  in  which  the  patient  was 
observed  lasted  six  weeks.  Cardiac  reserve  is, 
of  course,  the  all-important  factor  in  the  consid- 
eration of  heart  disease,  and  this  means  largely 
myocardial  quality.  The  maintenance  of  circu- 
lation is  dependent  on  ventricular,  and  not 
auricular  action,  and  obviously  any  abnormal 
ventricular  rhythm  must  be  regarded  as  poten- 
tially a  grave  disorder.  Lewis4  emphasized  this 
point,  stating  that  ventricular  tachycardia  bor- 
ders on  fibrillation,  and  ventricular  fibrillation, 
as  far  as  we  know,  is  incompatible  with  life. 

Little  can  be  said  relative  to  treatment.  Two 
patients  were  treated,  both  being  placed  on  the 
tincture  of  digitalis  in  doses  varying  from  1 
to  3  cc.  three  times  daily.  The  one  patient 
was  placed  at  rest  in  bed  and  digitalis  was 
administered  three  times,  to  toxic  effect,  without 
any  change  in  the  abnormal  rhythm.  He  was 
under  observation  twenty-eight  days.  The 
other  patient  was  symptomatically  improved, 
but  his  paroxysms  had  never  exceeded  a  few 
hours. 

In  cases  showing  evidence  of  myocardial  in- 
sufficiency digitalis  should  be  employed,  but  it 
is  very  questionable  whether  the  abnormal 
rhythm  can  be  arrested  by  its  administration. 
In  two  cases  vagus  pressure  was  applied  with- 
out results.  In  another  case  the  atropine  test 
had  no  effect  on  the  ectopic  rhythm. 

SUMMAKY. 

1.  Paroxysmal  tachycardia  of  ventricular 
origin  is  a  rare  condition,  occurring  in  only 
.047%  of  all  abnormal  electrocardiograms  re- 
corded in  the  Clinic. 

2.  Two  cases  revealed  conduction  impair- 
ment. 

3.  As  an  etiologic  factor,  history  of  infection 
with  the  streptococcus  group  was  elicited  in 
four  cases. 

4.  The  symptomatology  in  all  cases  was  very 
uniform,  palpitation,  tachycardia  and  exertion 
dyspnea  being  complained  of  by  all  the  patients. 
Vertigo  attended  the  paroxysms  in  three  eases. 

5.  The  average  pulse  rate  during  the  par- 
oxysms was  174. 

6.  One  case  coming  to  necropsy  revealed  dis- 
tinct atheroma  of  the  left  coronary  artery, 
which  is  very  significant. 
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7.  As  life  is  dependent  on  ventricular,  and 
not  on  auricular  action,  this  condition  must  be 
considered  potentially  grave. 

8.  Digitalis  medication  in  two  cases  treated 
did  not  affect  the  abnormal  rhythm. 

Case_1_  (70066).  A  male,  62  years  of  age,  came  to 
the  Clinic  June  28,  1915.  Five-year  history  of 
paroxysms  of  rapid  pulse  and  palpitation.  This 
case  not  only  presents  coupled  heterogenetic  ven- 
tricular contraction  and  short  paroxysms  of  ven- 
tricular tachycardia,  hut  also  impaired  conduction 
through  the  junctional  tissues,  the  pulse  rate  in- 
terval being  0.25  seconds.  There  is  hypertrophy  of 
the  left  ventricle.  The  sinus  rate  is  86;  the  ven- 
tricular tachycardia  rate  is  150.    (Plates  I  and  II.) 


Plate  I. — No.  70,066.    June  28,  1915.    Leads  I  and  III.    Rate  15(1. 


Plati  II. — No.   70,066.    Aug.  31,   1915.    Leads  I  and  III.  Sinus 
rate  86. 

Case  2  (185935).  A  female,  21  years  of  age, 
came  to  the  Clinic  Feb.  17,  1917.  Three-year  his- 
tory of  palpitation  and  tachycardia.  Ventricular 
tachycardia.  Rate,  120.  In  this  instance  the  auric- 
ular complexes  are  evident  and  have  the  same  rate 
as  the  ventricular.  There  is  marked  hypertrophy 
of  the  left  ventricle.    (Plate  III.) 

Case  3  (194798).  A  male,  42  years  of  age,  came 
to  the  Clinic  May  5,  1917.  Two-year  history  of 
spells  of  palpitation  and  tachycardia.  Electrocar- 
diograms show  short  paroxysms  of  ventricular 
tachycardia  with  intervening  sinus  rhythm.  (Plates 
IV,  V  and  VI.) 


Plate  IV.— No.  194, 79S.    June  13,  1917.     9.00  a.m.    Leads  I,  n, 
and   III.     Rate   71.     Ventricular  premature  contractions. 


Plate  V. — No.  194,798.     June  13,  1917,  3.45  p.m.    Leads  I,  n, 
"and  III.     Sinus  rate  80  to  109.    Short  paroxrgns  of  ventricular 

tachycardia  rate  223  to  267. 


a. 
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Platb  VI.— (a)  No.  194,798.  June  13,  1917.  Lead  II.  Sinus  rate 
100.  Tachycardia  rate  200.  (6)  No.  194,798.  June  14.  1917. 
Lead  II.   Rate  220. 

Case  4  (200751).  A  female,  44  years  of  age, 
came  to  the  Clinic  July  11,  1917.  Six-week  his- 
tory of  palpitation  and  tachycardia.  Ventricular 
tachycardia  with  rates  varying  from  120  to  125. 
At  times  the  auricular  complexes  can  be  identified. 
This  case  presents  evidence  of  arborization  block. 
(Plate  VII.) 


6. 

Plate  VII.— (a)  No.  200,751.  July  14,  1917.  Leads  I,  II,  and  III. 
Rate  120  to  125.  (6)  No.  200,751.  July  15,  1917.  Lead  II. 
Rate  125. 

Case  5  (98618).  A  male,  38  years  of  age,  came  to 
the  Clinic  July  25.  1917.  Twenty-six-year  history 
of  paroxysms  of  palpitation  and  tachycardia,  in- 
creasing in  frequency  and  duration.  This  case 
presents  several  interesting  features.  Occasional 
complexes  are  seen,  arising  probably  in  the  junc- 
tional tissues.  There  is  a  constant  difference  in 
the  general  appearance  of  Lead  II  from  all  the 
other  cases,  and  probably  can  be  explained  by  the 
point  of  origin  of  the  ectopic  impulses.  They 
arise  from  the  basal  portion  of  the  left  ventricle 
and  from  the  direction  of  the  heart's  axis;  Lead  II 
transects  chiefly  the  "action  currents"  of  the  right 
heart.  See  Plate  X.  The  lines  x-y  represent  the 
transecting  planes  (Leads)  by  which  the  lines  of 
force  (action  currents)  are  cut.  Plate  XII  shows 
the  failure  of  vagus  pressure  to  affect  the  tachy- 
cardia. A  marked  arrhythmia  is  present  at  times, 
and  probably  signifies  variation  in  velocity  of  im- 
pulse discharge.  (Plates  VLTI,  IX,  X,  XI  and 
XII.) 


c. 

Plate  VIII. — (a)  No.  98,618.   July  25,  1917.  Lead  II.   Rate  172. 

Occasional  nodal  complexes.   (6)  No.  98,618.  July  25,  1917.  Rate 

172.    (c)  No.  98,618.   July  25,  1917.   Lead  III."  Rate  172. 


Plate.  IX. — No.  98,618.    July  26,  1917.    Leads  I,  II.  and  III.  Rate 
169  to  180. 


Plati  X. 
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Rate  150 


Rate  166 


Plate  XI.— (a)  No.  98,618.  July  28,  1917.  Lead  II.  Rate  150. 
Nodal  tachycardia.  (6)  No.  98,618.  July  28,  1917.  Lead  II. 
Rate  175.  Nodal  and  ventricular  tachycardia,  (c)  No.  98,618. 
July  28,  1917.    Lead  II.    Failure  of  vagus  pressure. 


Plate  XII. — (a)  No.  98,618.  Aug.  1,  1917.  Lead  I.  Rate  192. 
(b)  No.  98,618.  Aug.  1,  1917,  Lead  II.  Rate  175.  (c)  No. 
98,618.    Aug.  1,  1917.   Lead  III.    Rate  180. 
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THE  RECOGNITION  OP  SURGICAL 
KIDNEY*. 

By  Benjamin  Tenney,  M.D.,  F.A.C.S.,  Boston. 

Surgical  kidneys  are  those  whose  symptoms 
can  be  relieved  or  cured  by  mechanical  means. 
With  some  pathological  conditions  which  fit  in- 
to this  group  there  may  be  a  pre-surgical  state 
where  the  fortunate  physician  may  favorably 
influence  the  course  of  the  disease.  As  yet  we 
know  less  of  the  early  symptoms  of  renal  lithi- 
asis,  tuberculosis,  and  cancer  than  we  desire. 
Of  untreated  surgical  kidneys  we  have  full 
knowledge  from  the  autopsy  table. 

Some  of  the  symptoms  characteristic  of  surgi- 
cal disease  in  the  upper  urinary  tract  are  found 
with  certain  bladder  conditions,  and  are  also 
present  when  tbe  real  pathology  is  outside  the 
urinary  tract.  They  are  often  so  concealed  by 
misleading  descriptions  and  contradictory  symp- 
toms on  the  patient's  part,  and  by  the  vague 
and  misleading  names  which  are  a  part  of  our 
mental  furniture,  that  we  are  easily  persuaded 
to  put  them  in  the  wrong  pigeon-hole  and  label 
them  pelvic,  or  orthopedic,  or  digestive,  or  even 
nervous,  when  they  belong  to  the  urinary  de- 
partment. 

The  separation  of  pathological  lesions  into 
things  medical  and  things  surgical  is  simpler 
than  the  proper  sorting  of  the  living  men  and 
women  who  bear  this  pathology.  All  agree 
that  urinary  stone  is  a  surgical  condition  and 
usually  operative.  The  same  is  true  of  cancer 
of  the  kidney  and  large  hydronephrosis.  All 
genito-urinary  men,  most  general  surgeons,  and 
the  majority  of  good  medical  men  agree  that 
renal  tuberculosis  is  a  surgical  and  operative 
disease. 

There  is  less  agreement  about  the  type  of 

*  Read  before  th»  Lawrence  Medical  Society,  April,  1917. 
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renal  disease  characterized  by  pyuria,  unilateral 
discomfort,  and  abnormal  frequency,  commonly 
called  pyelitis,  because  this  type  is  subject  to 
periods  of  activity  and  of  freedom  from  symp- 
toms following  any  treatment  by  mouth,  or  no 
treatment  whatever,  and  the  last  drug  given 
before  the  quiet  period  gets  the  credit  of  a  cure. 
Then,  too,  there  is  seldom  any  striking  path- 
ology that  can  be  seen  and  handled  after  the 
cure  or  death  of  these  cases.  Patients  with 
these  symptoms  are  usually  on  their  feet  and 
often  unwilling  to  allow  for  the  period  of  study 
which  is  sometimes  needed  to  establish  this 
cause. 

The  symptoms  which  may  reasonably  turn 
our  attention  to  the  urinary  tract  are: 

Frequent  urination,  which  is  real  when  the 
regular  daily  intervals  are  two  hours  or  less  or 
when  there  are  two  or  more  night  urinations; 

Blood,  or  pus,  or  both,  in  the  bladder  urine ; 

Urgency  or  incontinence; 

Tenesmus  after  urination. 

If  with  these  we  have  recurring  pain  or  dis- 
comfort in  one  loin  or  in  one  side  of  the  back, 
we  may  suspect  some  trouble  above  the  bladder. 
Variable  temperature  and  loss  of  weight  are 
suggestive  additions,  as  is  the  presence  of  albu- 
men in  the  urine.  Albuminuria  has  been  men- 
tioned last  because  it  is  of  minor  importance  in 
the  diagnosis  of  surgical  disease  of  the  urinary 
tract,  sometimes  overlooked  in  the  usual  tests 
and  usually  varying  in  proportion  to  the 
amount  of  blood  and  pus  in  the  urine. 

Frequency  is  the  relation  of  the  working 
capacity  of  the  bladder  to  the  kidney  excretion. 
Two  ounces  per  hour  is  the  expected  excretion 
of  the  kidneys.  If  the  total  capacity  of  the 
bladder  is  four  ounces,  it  must  be  emptied 
every  two  hours,  and  if  less,  more  frequently. 
If  the  total  capacity  is  twelve  ounces  and  there 
is  a  constant  residual  of  eight  ounces,  there  is  a  j 
working  capacity  of  four  ounces  and  a  urinary! 
frequency  of  two  hours.  When  the  bladder 
has  a  working  capacity  of  sixteen  ounces  it  is 
probably  within  normal  limits  and  will  retain 
urine  for  the  eight  hours  of  sleep  and  comfort- 
ably through  the  day  unless  the  sphincter  has 
been  injured. 

Any  condition  which  increases  the  pull  of 
the  ureter  or  causes  pressure  on  the  outside  of 
the  bladder,  like  a  pelvic  tumor,  will  diminish 
the  working  capacity  more  or  less  according  to 
the  posture  and  activity  of  the  body.  Frequent 
urination  is  not  a  signal  for  operation,  but  it  is 
a  warning  of  more  symptoms  to  come. 

The  presence  of  blood  or  pus,  or  both,  in  the 
bladder  urine  is  most  important,  but  the  exact 
location  of  the  bleeding  or  suppurating  area  is 
sometimes  difficult  to  find.  Blood  and  pus, 
even  in  microscopic  amounts,  are  not  normal  in 
the  bladder  urine  and  always  mean  some  patho- 
logical condition.  The  presence  of  either  is  a 
more  serious  symptom  than  moderate  fre- 
quency, and  the  three  combined  more  serious 


yet.  The  probability  of  finding  stones,  tuber- 
culosis, or  new  growth  increases  with  the  length 
of  time  this  combination  exists. 

Incontinence,  without  the  strong  bladder  eon- 
traction  which  we  call  urgency,  seems  to  imply 
a  weak  sphincter  from  some  injury  or  disease. 
This  type  of  incontinence  produces  leakage  with 
sneezing,  coughing,  and  sudden  jars  without 
the  previous  sensation  of  desire  to  urinate. 
Urgency  is  the  imperative  desire  to  empty  the 
bladder,  produced  by  a  powerful  contraction  of 
the  bladder  muscle,  which  will  easily  overcome 
an  injured  sphincter  and  may  cause  leakage 
through  a  sound  one.  Urgency  seems  to  be  as- 
sociated with  irritation  of  the  bladder  trigone 
or  of  the  lower  ureteral  fibers.  Tenesmus  is  a 
further  exaggeration  of  urgency,  continuing 
after  the  bladder  is  nearly  emptied  of  fluid.  It 
amounts  to  a  cramp  of  the  bladder  muscle  and 
is  not  rarely  seen  when  examining  a  bladder 
through  a  eystoscope. 

Pain  in  the  back  is  commonly  regarded  by 
the  public  as  a  symptom  of  disease  in  the  kid- 
ney. As  a  matter  of  fact,  kidney  diseases  are 
painless  unless  there  be  obstruction  to  the  flow 
of  urine.  Unilateral  pain  is  a  symptom  of 
stone  when  the  stone  blocks  the  ureter,  of  tuber- 
culosis and  cancer  when  a  clot  is  passing  down, 
or  intermittent  hydronephrosis  when  the  ureter 
is  kinked,  and  of  the  acute  infections  when 
there  are  multiple  retentions  of  urine  within 
the  kidney  substance. 

Variable  temperature  is  often  seen.  In  acute 
renal  infection  it  may  run  very  high  and  in  old 
infection  it  may  be  persistently  subnormal 
though  variable.  I  have  seen  this  several  times, 
and  have  one  chart  kept  by  a  careful  patient 
for  six  weeks  where  the  variations  cover  four 
degrees  between  morning  and  night,  and  the 
temperature  did  not  rise  above  ninety  at  any 
time.  A  varying  temperature  may  complicate 
the  diagnosis.  Loss  of  weight  in  renal  disease 
of  the  surgical  type  corresponds  with  pain  and 
loss  of  sleep,  with  accompanying  lack  of  appe- 
tite. It  is  not  essential  to  diagnosis  and  usually 
appears  late.  While  these  findings  are  essen- 
tial to  diagnosis  of  surgical  disease  above  the 
bladder  they  are  not  the  only  ones  demanded. 
Cystoscopy,  study  of  the  separate  excretion  of 
the  kidneys  by  microscope  and  color  test, 
guinea-pig  inoculation,  and  x-ray  examination 
may  all  be  required  before  the  diagnosis  can 
be  perfected.  The  conditions  under  which 
these  symptoms  may  develop  are  pyelitis, 
hydronephrosis,  stone,  tuberculosis,  and  cancer 
of  the  kidney.  To  these  we  may  add  pyone- 
phrosis and  acute  hemorrhagic  nephritis.  Most 
of  these  conditions  are  associated  with  infec- 
tion, and  the  cause  and  path  of  the  infection 
are  important. 

One  function  of  the  kidney  upon  which  too 
little  emphasis  has  been  placed,  in  our  earlier 
teaching,  is  the  excretion  of  living  and  dead 
bacteria  from  the  blood    stream.    When  the 


46 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[January  10,  1918 


equilibrium  between  the  intake  and  increase  of 
bacteria,  and  their  excretion  and  destruction,  is 
upset  by  failure  of  any  of  the  excreting  and 
destructive  systems  we  have  health  failure. 

The  kidney  system,  to  work  perfectly,  re- 
quires free  blood  supply  and  exit,  and  a  free 
channel  for  the  urine.  So  far  as  known,  the 
arterial  suppty  is  always  adequate.  No  work 
has  been  done  on  the  results  of  partial  com- 
pression of  the  renal  vein  so  far  as  I  know. 
The  relation  between  the  right  renal  vessels 
and  the  foramen  of  Winslow  is  so  close  that  in- 
flammatory enlargement  or  adhesions  around 
the  lower  bile  duct  may  compress  these  vessels. 
The  vein  being  less  resistant  will  yield  more  to 
pressure,  and  by  producing  a  passive  hyperemia 
in  the  kidney  may  disturb  its  function  some- 
what. This  is  only  a  suggestion,  not  a  con- 
clusion. 

We  do  know  clinically  and  by  numerous  ani- 
mal experiments  that  tying  off  the  ureter  is  fol- 
lowed by  marked  dilatation  on  the  venous  side 
of  the  kidney  circulation  and  slowing  of  the 
blood  stream.  If  active  bacteria  are  present 
in  this  blood  we  get  a  septic  thrombus  whose 
future  history  depends  on  many  unknown  fac- 
tors. It  may  become  the  calcified  nucleus  of 
a  stone,  the  beginning  of  a  pyonephrosis,  or 
disappear. 

With  intermittent  obstruction  of  the  ureter 
we  may  assume  a  lesser  degree  of  the  same 
anatomical  changes,  and  the  bacteria,  white  and 
red  blood  cells,  and  some  round  cells  from  the 
fighting  area  give  us  the  sediment  picture  of 
what  we  call  pyelitis.  If  the  bacteria  are  of  a 
virulent  type  we  may  get  a  more  acute  general 
reaction,  with  high  temperature,  acute  pain, 
prostration,  and  a  sediment  showing  leakage  in- 
to the  urinary  tubules — the  acute  hemorrhagic 
nephritis. 

The  word  "hydronephrosis"  is  now  applied 
to  all  cases  where  pain  is  caused  by  the  reten- 
tion of  urine  in  the  pelvis.  A  half -ounce  may 
produce  severe  pain  in  one  individual  when  an- 
other may  carry  a  pint  or  more  and  continue 
work.  Much  of  our  knowledge  of  these  smaller 
hydronephroses  is  due  to  their  study  by  x-ray 
plates  with  opaque  fluids  in  the  pelvis.  A 
symptom  suggesting  this  diagnosis  is  the  ab- 
sence of  one-sided  kidney  pain  after  lying  down 
and  its  reappearance  a  half-hour  to  an  hour 
after  rising.  Many  hydronephrotic  kid- 
neys drain  well  when  horizontal,  but  when  the 
owner  stands  or  sits  the  ureter  is  kinked,  and 
pain  comes  on  when  the  kidney  has  secreted 
enough  urine  to  distend  the  pelvis.  This  symp- 
tom is  more  common  than  repeated  urination 
after  lying  down. 

Stone  in  the  kidney  causes  pain  only  as  it 
blocks  the  flow  of  urine,  and  stone  in  the  ureter 
causes  reflex  irritation  but  not  much  pain  un- 
less it  plugs  it  tightly.  X-ray  plates  have 
shown  many  urinary  stones  that  were  unex- 
pected and,  unfortunately,  have  failed  to  show 
some  that  were  present. 


It  is  usually  possible  by  some  means  to  make 
a  correct  diagnosis  in  cases  of  renal  and 
ureteral  stone,  though  not  always;  but  it  is 
always  possible  to  make  the  diagnosis  of  renal 
obstruction  if  such  exists,  and  this  is  the  con- 
dition for  which  the  patient  seeks  relief. 

Tuberculosis  of  the  kidney  is  really  not  an 
uncommon  disease  and  should  be  recognized 
earlier  than  it  is.  Its  natural  course  varies 
much.  I  have  known  two  patients  to  die  with- 
in four  years  of  the  first  recognized  symptoms, 
and  others  whose  symptoms  could  be  traced 
back  for  six  years  before  I  saw  them.  Often 
the  earliest  sign  which  leads  a  patient  to  a  doc- 
tor is  a  swollen  epididymis  which  is  itself  in- 
fected from  the  stream  of  bacilli  flowing 
through  the  prostatic  urethra.  Another  will 
have  albuminous  urine  and  urinary  frequency, 
another  a  hematuria,  and  another  have  recur- 
ring periods  of  acute  bladder  symptoms. 

A  correct  and  early  diagnosis  of  renal  tuber- 
culosis is  desirable,  and  possible  except  under 
two  conditions.  If  the  specimen  of  urine  is 
obtained  at  a  time  when  no  bacilli  are  coming 
through,  or  if  the  tubercular  kidney  is  blocked 
and  excreting  no  urine,  of  course  we  get  no 
bacilli.  The  guinea-pig  test  is  more  delicate 
than  the  microscopic  examination  of  the  sedi- 
ment, but,  if  negative,  should  be  repeated  sev- 
eral times  if  the  patient's  condition  suggests 
renal  disease  of  this  type.  The  smegma  bacil- 
lus is  the  only  similar  one  likely  to  contaminate 
a  urine,  and  I  do  not  always  wait  for  the  six 
weeks  guinea-pig  test  when  I  can  obtain  the 
specimen  of  urine  myself  and  the  microscopic 
examination  is  positive. 

A  tubercular  kidney  is  hopeless.  There  is 
no  evidence  from  the  autopsy  table  of  recovery. 
Nature  sometimes  does  a  sort  of  nephrectomy 
by  closing  the  ureter  and  thereby  stopping  ex- 
cretion from  this  kidney.  Apart  from  this  pos- 
sibility, tuberculosis  of  the  kidney  will  kill  its 
possessor  as  surely  as  cancer  of  the  kidney  and 
give  him  more  misery  on  the  way.  It  is  as 
necessary  to  operate  early  for  tuberculosis  as 
for  cancer;  for  late  cases  have  such  secondary 
changes  in  their  bladders  that  much  of  their  dis- 
comfort remains  after  the  cause  has  been  re- 
moved, while  the  comparatively  early  cases  get 
entire  relief  from  symptoms  almost  as  soon  as 
they  waken  from  the  operation.  Early  recog- 
nition and  nephrectomy  is  the  proper  and  only 
fair  method  of  caring  for  these  cases. 

The  recognition  of  surgical  kidney  is  slower 
than  it  should  be  in  every  community.  Too 
many  physicians  still  treat  patients  for  bladder 
symptoms  without  studying  into  the  cause  of 
these  symptoms.  If  we  remember  that  one 
function  of  the  bladder  is  to  serve  as  indicator 
of  disease  above  and  below  it  and  that  it  is  more 
frequently  an  indicator  than  a  primarily  dis- 
eased organ,  we  shall  recognize  our  cases  of 
renal  tuberculosis,  lithiasis,  and  all  degrees  of 
pyelitis  and  pyonephrosis  more  frequently  and 
much  earlier. 
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MEMBRANOUS  CROUP. 
By  D.  M.  Lewis,  M.D.,  New  Haven,  Conn. 
Epidemiologist,  Board  of  Health. 

From  the  standpoint  of  public  health  there 
are  two  reasons  why  the  diagnosis  of  membran- 
ous croup  should  not  be  dismissed  merely  as  an 
undesirable  term  and  as  such  excluded  from  the 
International  List  of  Causes  of  Death.  As  ex- 
cluded or  as  undesirable  when  made,  all  such 
cases  are  included  under  diphtheria.  The  two 
reasons  are  not  found  in  text-books  on  infectious 
diseases ;  the  first  is  that  by  the  recognition  that 
not  all  so-called  membranous  croup  cases  are 
diphtheritic  in  origin,  lives  may  be  saved;  sec- 
ondly, that  by  such  recognition  workers  in  the 
health  service  have  an  opportunity  of  prevent- 
ing other  not  unimportant  illnesses. 

During  the  early  part  of  1916  T  showed  that 
there  were  to  be  demonstrated  sporadic  cases  of 
streptococcus  laryngitis,  simulating  diphtheria 
where  all  the  epidemiological  factors  for  proof 
were  obtainable.1  Recently2  I  have  shown  that 
they  may  become  an  integral  part  of  an  epidem- 
ic, and  that  during  such  a  period  they  gave  rise 
to  a  not  inconsiderable  number  of  fatalities.  I 
have  also  shown  what  is  not  yet  a  sufficiently 
well-recognized  fact,  namely,  that  not  every 
case  of  obstructive  laryngitis  of  measles,  wheth- 
er of  onset  or  post-measles,  is  diphtheritic  in 
origin.  That  such  is  the  case  may  be  shown  by 
post-mortem  examinations  that  are  on  record. 
The  majority  of  all  these  cases  during  previous 
years  and  during  the  present  time  in  institu- 
tions and  among  certain  physicians  were  treated 
for  diphtheria.  The  justification  for  death 
without  further  inquiry  seems  to  have  rested  in 
the  fact  that  throat  cultures  would  not  show 
the  infecting  organism  of  diphtheria  when  the 
lesion  was  primarily  laryngeal  in  but  a  lesser 
proportion  of  cases,  as  well  as  the  fact  that 
laryngeal  diphtheria  was  necessarily  highly 
fatal,  even  when  antitoxin  was  given  early  and 
in  large  amounts.  Up  to  the  time  that  I  began 
to  do  field  work  in  communicable  diseases  I  per- 
sonally taught  the  same,  having  been  so  taught 
during  my  service  in  the  diphtheria  wards  of 
the  Boston  City  Hospital.  As  a  result,  first,  of 
investigation  of  the  individual  who  may  have 
caused  the  case;  secondly,  the  findings  of  cul- 
tures, not  that  they  were  negative  but  what 
they  showed  positively,  in  conjunction  with  the 
fact  that  diphtheria  did  not  follow  such  cases 
and  their  environs,  but  that  illnesses  consequent 
on  what  were  apparently  the  positive  findings  of 
case,  carrier  and  contacts  did  follow,  was  suffi- 
cient reason  for  investigation. 

That  lives  may  be  saved  has  been  proved  to 
me  by  the  following.  Recognition  of  this  so- 
called  complication  during  measles  as  being 
purely  streptococcal  in  a  series  of  cases  led  me 
to  advise  immediate  intubation  with  a  further 


confirmatory  diagnosis  during  that  operation  in 
the  following  manner.  A  skilled  operator  has 
determined  by  the  feel  that  in  a  larger  per  cent, 
of  cases  the  larynx  is  edematous  only.  Sec- 
ondly, repeated  cultures  have  always  shown  a 
streptococcus.  Beyond  diagnosis  was  a  most 
gratifying  experience  that  such  cases  did  well, 
recovered  without  antitoxin  and,  after  periods 
upwards  of  a  year,  have  justified  the  diagnosis 
at  least,  by  not  having  developed  even  pal- 
atal paralysis.  There  yet  remains  in  my  mem- 
ory the  case  of  one  of  two  small  sisters,  both 
with  measles,  but  one  referred  as  a  probable 
case  of  diphtheria.  Practically  moribund,  the 
patient  surprised  even  the  operator  by  recovery 
after  intubation.  A  similar  series  of  cases 
treated  by  antitoxin  and  eventually  intubated 
all  died.  During  the  past  year  a  study  of  the 
laryngeal  cases  of  suspected  or  of  true  diph- 
theria under  age  5  showed  the  following:  In  7 
cases  cultures  sent  to  the  laboratory  showed  K-L 
in  6  instances.  In  all  instances  there  was  dem- 
onstrated the  carrier  in  the  family.  All  recov- 
ered with  moderate  antitoxin  doses  and  without 
intubation.  The  remaining  instance  was  sent  to 
the  hospital  without  cultures, — previously  a 
moribund  case  of  primarily  faucial  diphtheria. 
In  the  latter  instance  the  carrier  was  in  another 
family  in  the  same  house.  There  were  13  other 
cases  diagnosed  as  laryngeal  diphtheria  and  2  as 
membranous  croup.  Of  the  13  cases,  4  had  lab- 
oratory cultures  showing  a  streptococcus,  a  dem- 
onstrable streptococcal  carrier,  and  all  recovered 
as  cases  of  treated  diphtheria.  Of  the  remain- 
ing 9  cases,  7  cases  died  where  epidemiological 
evidence  showed  that  they  were  other  than  diph- 
theria. One  was  an  infant,  the  secondary  cause 
of  death  being  given  as  pneumonia  of  the  same 
duration  as  the  diphtheria — 2  days.  In  the 
family  were  two  older  children  with  purulent 
nasal  discharges  giving  pure  cultures  of  a  Gram- 
positive  diplococcus,  one  having  had  the  dis- 
charge for  some  two  weeks,  while  the  second  had 
had  it  less  than  one  week.  In  4  of  the  cases 
there  was  present  in  the  family  the  nasal  strep- 
tococcal carrier  antedating  the  case  and  followed 
by  streptococcal  sore  throats  in  other  older  chil- 
dren in  the  family  in  three  of  the  cases.  In  the 
fourth  instance  there  had  been  preceded  first  a 
sore  throat  complicated  by  laryngitis,  then  two 
succeeding  laryngitides,  to  culminate  in  the  final 
fatal  case  in  the  youngest  member  of  the  fam- 
ily. The  only  one  of  the  children  not  ill  was 
the  nasal  carrier.  In  2  instances  measles  fol- 
lowed in  the  families,  one  case  not  fatal  being 
later  returned  as  that  disease.  In  1  instance 
we  had  to  deal  with  spasmodic  croup,  and  the 
final  instance  gave  no  data — previous,  present 
or  future.  The  two  cases  of  membranous  croup 
were  also  of  the  same  class,  having  neither 
family,  house  nor  neighborhood  previous  or  later 
infections  to  explain  them.  Both  were  cases  of 
sudden  death  at  one  year  of  age,  probably  hav- 
ing to  do  with  status  lymphaticus. 


48 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[Januaby  10,  1918 


During  this  time  I  have  seen  10  cases  where 
assurance  was  given  the  physician,  by  cultures 
and  by  examination  of  the  other  children  in  the 
family,  that  the  streptococcus  was  the  etiological 
factor.  Four  of  these  were  intubed.  There 
were  no  fatalities. 

Inasmuch  as  there  was  nothing  more  extra- 
ordinary about  the  11  cases  with  5  deaths  in 
the  first  series  as  contrasted  with  the  10  cases 
and  no  deaths,  there  may  have  been  a  something 
extraordinary  tbat  the  second  class  did  have 
done  for  them.  Tberein  I  believe  lies  the  possi- 
bility  of  savins  lives.  Instead  of  beingr  given 
antitoxin  and  relying  on  tbat  to  relieve  the  con- 
dition they  were  treated  with  sedatives  and  va- 
porizations. In  other  words,  knowing  a  case  to 
be  laryngeal  diphtheria,  we  rely  on  antitoxin 
for  combating  toxicity  and  intube  with  the 
knowledge  that  only  at  a  certain  time  is  relief 
of  obstruction  necessary.  The  streptococcal  in- 
fections are  characterized  by  a  much  more  rapid 
course.  In  waiting  for  the  same  degree  of  ob- 
struction the  case  is  more  immediately  lost. 
Earlier  interference  from  a  more  acute  edema- 
tous process  with  more  constant  medical  treat- 
ment has  apparently  given  absence  of  fatalities. 
Tt  is  so  definitely  so  to  me  that  I  feel  sure  that 
a  similar  study  of  these  negative  culture  cases 
of  primary  larynsritis  if  studied  both  sporad- 
ically as  well  as  durinsr  srrippe  prevalence,  when 
tbev  mav  be  truly  epidemic,  in  metropolitan 
cities  will  aid  in  cutting  down  the  death  rate. 

Recognition  of  these  cases  is  secondly  of  the 
greatest  importance  from  the  public  health 
standpoint  in  preventing  further  illnesses  in  the 
following  manner.  It  beine  the  custom  of  cities 
to  culture  all  family  contacts  and  diagnosine 
carriers  from  the  cultures,  it  would  be  found 
that  no  carriers  existed  in  the  house  or  neigh- 
borhood should  they  seek  further  than  the 
house.  There  would  be  free  for  future  neigh- 
borhood and  family  contact  these  streptococcic 
nasal  carriers.  The  secondary  and  return  cases 
in  families  and  in  the  neighborhood  are  varying 
grades  of  septic  sore  throat  as  well,  and  any 
connection  with  the  previous  case  is  not  realized. 
Less  frequently  I  have  found  that  the  broncho- 
pneumonias of  infants  in  the  family  follow  the 
appearance  of  the  carrier.  I  have  previously 
shown  that  the  streptococcal  nasal  carrier  leaves 
behind  him  a  train  of  victims  of  major  and 
minor  illnesses  which  is  unbelievable  until  the 
detective  finally  trails  him  to  his  lair.  There  is 
no  exaggeration  in  saying  that  Pandora's  box 
was  hardly  a  circumstance.  The  illnesses  and 
debilities  caused  by  such  a  carrier  in  contra- 
distinction to  a  diphtheria  carrier,  extend  be- 
yond the  field  of  contact  of  children.  It  is  so 
common  to  find  among  the  working  members  of 
the  family  coincident  "malaria,"  "grippe," 
"sore  throats"  and  obscure  minor  complaints 
that  there  is  need  of  much  more  field  work  to 
show  that  they  are  not  dependent  on  the  same 
factor. 


SUMMARY. 

It  is  important  to  recognize  that  membranous 
croup  may  not  be  a  primary  laryngeal  diph- 
theria ;  that  it  is  probable  that  many  cases 
treated  as  such  would  not  be  fatal  cases  were 
they  so  recognized  and  more  rationally  treated. 

Recognition  of  sporadic  and  epidemic  strepto- 
coccal laryngitis  opens  up  a  wide  field  in  pre- 
ventive public  health  vork  from  appreciation  of 
true  carriers.  This  field  apparently  extends  be- 
yond the  disabilities  and  illnesses  of  childhood 
and  is  worthy  of  examination  as  to  its  ex- 
tent as  a  measure  of  health  insurance  for  the 
wage-earners. 

Though  less  frequent,  similar  study  should  be 
made  of  the  pneumococcal  type  as  offering  anal- 
ogous preventive  measures  and  reduction  of 
mortality. 

"Croup"  is  as  undesirable  a  term  as  "mem- 
branous croup."  Equally  pernicious,  both 
should  be  so  listed  and  the  reader  referred  to 
"laryngitis,"  with  the  query  as  to  what  the  in- 
fecting organism  was. 
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SOME  EFFECTS  OF  MASSAGE  ON  THE 
COLON.* 

By  Fbanklin  W.  White,  M.D..  Bostox. 

Instructor  in  Medicine,  Harvard  University ;  Visiting 
Physician,  Boston  City  Hospital. 

Abdominal  massage  is  a  method  freely  ad- 
vised and  used  in  intestinal  stasis  both  general 
and  local.  We  have  felt  uncertain  about  the 
actual  results  obtained  and  wished  to  verify 
them  by  actual  observation.  Cannon's  method 
of  direct  examination  of  the  bowel  with  the 
rontgen  ray  was  used  in  studying  the  human 
colon  at  intervals  after  vigorous  abdominal 
massage  (especially  of  the  colon). 

The  persons  examined  were  vigorous,  and 
without  any  important  disease  of  the  digestive 
or  other  organs.  They  came  with  a  well-filled 
colon  about  twenty-four  hours  after  a  barium 
meal,  were  massaged,  and  the  colon  watched  at 
intervals  with  the  rontgen  ray  and  fluorescent 
screen  to  see  what  happened.  Deep  abdominal 
massage  was  given  for  five  to  twenty  minutes, 
especially  over  the  course  of  the  colon,  trans- 
versely, both  to  mash  up  the  contents,  and  to 
push  them  along,  if  possible. 

There  was  great  variation  in  different  per- 
sons in  the  accessibility  of  parts  of  the  colon  to 

*  Read  at  the  thirty-second  Annual  Meeting  of  the  Association 
of  American  Physicians,  Atlantic  City,  May  2,  1917. 
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massage.  For  example,  we  especially  wished  to 
empty  the  cecum  "the  human  drain  trap,"  but 
we  found  the  cecum  in  all  sorts  of  positions, 
from  deep  in  the  true  pelvis  (and  entirely  out 
of  reach)  or  in  the  hollow  of  the  ileum  and 
easily  accessible,  to  positions  above  the  iliac 
crest  with  only  a  soft  background.  Unless  one 
knew  where  the  individual  cecum  was,  much 
effort  to  massage  it  directly  would  be  wasted. 
The  transverse  colon  hung  at  quite  different 
levels  and  the  splenic  flexure  was  often,  and 
the  hepatic  flexure  at  times,  well  under  the  edge 
of  the  ribs  and  very  hard  to  reach.  The  pelvic 
colon  was  practically  inaccessible. 

We  see  difficulties  for  the  patient  in  follow- 
ing Sahli's  advice  to  perform  auto  massage  with 
a  cannon  ball  "along  the  probable  course  of  the 
colon. ' ' 

We  found  that  vigorous  abdominal  massage 
usually  mashed  up  the  contents  of  the  colon  but 
had  little  or  no  immediate  effect  in  moving  the 
solid  contents  forward;  Case1  and  Hertz2  re- 
port similar  results.  This  was  true  of  massage 
of  any  sort  whether  transverse,  or  stripping 
along  the  course  of  the  colon.  Strong  pressure 
will  not  move  the  contents  of  the  ascending 
colon  into  the  transverse  colon  or  the  contents 
of  the  transverse  into  the  descending  colon. 
The  haustrae,  by  gripping  the  contents  in  many 
places,  held  it  firmly. 

If  the  colon  is  distended  with  gas  a  small 
lump  of  contents  may  occasionally  be  moved  a 
short  distance  forward.  If  the  abdominal  walls 
are  well  relaxed  and  the  bowel  forcibly  com- 
pressed with  the  fingers  in  a  favorable  place 
like  the  iliac  fossa,  where  there  is  a  firm  back- 
ground, a  little  movement  may  result.  When  a 
full  cecum  felt  as  if  it  were  being  emptied  at 
once,  it  was  found  that  gas  had  moved  forward, 
and  solid  contents  merely  flattened  out  in  both 
directions. 

We  found  when  the  cecum  was  low,  or  below 
the  brim  of  the  pelvis,  that  massage  often 
pushed  the  tip  of  the  cecum  still  lower  into  the 
pelvis  and  pushed  material  further  down  into 
the  cecum,  filling  it  fuller  than  before.  This  is 
unfortunate  as  these  are  just  the  cases  where 
mechanical  help  in  emptying  the  cecum  is  most 
needed. 

These  results  contrast  sharply  with  the  easy 
statements  often  found  in  text-books  that  "mas- 
sage pushes  along  the  contents  of  accessible  por- 
tions of  the  stomach  and  bowel." 

It  is  evident  that  any  favorable  effect  of  mas- 
sage must  be  due  to  increasing  the  tone  of  the 
colon,  not  by  directly  squeezing  its  contents 
along. 

In  watching  the  later  results  of  massage  of 
the  colon  at  intervals  of  several  hours,  it  was 
found  that  massage  sometimes  delayed,  but 
usually  hastened,  the  passage  of  colon  contents 
evidently  by  stimulation  of  slow  peristalsis. 
For  example  we  found  that  massage  at  2  p.  m. 
would  quite  often  cause  an  extra  stool  at  8  or  9 
p.  m.,  in  addition  to  the  usual  morning  stooL 


The  occasional  delay  after  massage  was  probably 
due  to  muscular  spasm. 

The  effect  of  massage  was  small  in  comparison 
with  the  stimulus  of  taking  food.  That  is,  the 
well-known  forward  movement  in  the  colon  after 
a  meal  was  much  greater  than  we  could  produce 
in  the  same  time  following  vigorous  massage  of 
the  colon. 

A  rapid  onward  "mass  movement"  of  a  large 
portion  of  colon  contents  was  seen  very  rarely 
(twice)  after  massage.  That  is,  a  part  of  the 
colon  suddenly  loses  its  haustral  markings, 
forming  a  sausage-shaped  mass  which  travels 
rapidly  from  one  part  of  the  colon  to  another. 
These  large  movements  had  no  direct  relation  to 
the  force  of  massage;  for  example,  deep  mas- 
sage in  one  case  would  give  no  result,  and  light 
palpation  would  cause  a  marked  mass  move- 
ment in  another.  The  massage  was  not  a  me- 
chanical stripping  process,  but  the  stimulus  to  a 
reflex  mechanism. 

SUMMARY. 

Cannon's  method  of  direct  examination  of  the 
bowel  with  the  rontgen  ray  was  used  in  study- 
ing the  human  colon  at  intervals  after  giving 
abdominal  massage  (especially  of  the  colon.) 

There  was  great  variation  in  different  persons 
in  the  accessibility  of  parts  of  the  colon  to  mas- 
sage. 

V  igorous  massage  usually  mashed  up  the  con- 
tents of  the  colon,  but  had  little  or  no  imme- 
diate effect  in  moving  the  contents  forward. 
When  a  full  cecum  was  apparently  emptied  at 
once,  it  was  found  that  gas  had  moved  forward 
and  solid  contents  merely  flattened  out  in  both 
directions. 

Massage  sometimes  delayed,  but  usually 
hastened  the  passage  of  colon  contents  at  the 
end  of  several  hours,  evidently  by  stimulation 
of  slow  peristalsis.  The  effect  of  this  stimulus 
was  small  in  comparison  with  the  stimulus  of 
taking  food. 

A  rapid  onward  "mass  movement"  of  a  large 
portion  of  colon  contents  was  seen  very  rarely 
(twice)  after  massage.  These  large  movements 
had  no  direct  relation  to  the  force  of  massage, 
but  followed  gentle  palpation. 

Prompt  emptying  of  any  part,  of  the  colon  by 
massage  is  a  fallacy.  This  is  especially  true  of 
the  low  cecum,  which  is  usually  inaccessible  and 
is  often  pushed  lower  and  filled  fuller  than  be- 
fore. The  good  effects  of  massage  are  found  in 
a  mashing  up  of  the  intestinal  contents  and  a 
stimulation  of  muscular  tone  and  slow  peris- 
talsis, which  usually  drive  the  contents  slowly 
forward  for  several  hours. 

I  wish  to  acknowledge  my  indebtedness  to 
Prof.  Walter  B.  Cannon  of  Boston  for  valuable 
help  and  suggestions. 
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LIPOIDS  IN  131  DIABETIC  BLOODS. 

By  Horace  Gray,  Boston. 

[From    the    Department   of    Biological  Chemistry, 
Harvard  Medical  School.] 

(Continued  from  page  20.) 

Analysis  of  the  readings  on  204  consecutive 
cholesterol  extracts  shows: 

1.  That  my  left  eye  was  more  accurate  than 
my  right.  For,  whereas  66%  of  these  readings 
happened  to  be  done  with  the  left  eye,  Table  III 
shows  that  when  the  first  two  readings  did  not 
differ  by  more  than  0.2  mm.,  the  left  eye  was 
responsible  for  71%  of  these.  This  greater  ac- 
curacy is  presumably  due  to  (i)  its  more  fre- 
quent use  at  the  microscope  (to  allow  simulta- 
neous drawings  with  the  right  hand),  just  as 
the  greater  acuity  of  the  modern  left  ear  is  due 
to  its  monopoly  at  the  telephone;  or  (u)  left- 
eyedness  of  even  longer  standing,  i.e.,  a  natural 
individual  characteristic.  This  dominance  of 
one  eye  has  been  independently  discussed  by 
Callan,  Rider  and  especially  interestingly  by 
Gould. 

Callan,  P.  N. :  "Are  We  Right  Sighted?",  Medical 
Record,  April  2,  1881,  xix,  390. 

Rider,  W. :  Unilateral  Winking  as  a  Test  of  Com- 
parative Visual  Acuity,  Trans.  Am.  Ophth.  Soc, 

1898,  434-452. 

Gould,  G.  M. :  Righthandedness  and  Lefthandedness, 
Lippincott,  Phila.,  1908,  passim. 

Each  reading  in  the  colorimeter  was  made  in 
this  way.  The  fields  were  quickly  matched  dur- 
ing about  10  seconds;  the  eye  was  then  closed 
for  a  like  interval,  and  the  fields  were  again  ad- 
justed; a  second  pause,  a  third  setting.  This 
process  was  always  repeated  once.  If  the  sec- 
ond reading  varied  by  more  than  0.2  mm.,  a 
third  or  even  a  fourth  was  made,  and  on  a  bad 
day  when  the  readings  were  variable,  even  a 
fifth  reading. 

Table  III. 

Lett  Eye  Mobe  Accurate  than  Right. 

No.  op  Readings  Pee  Extract  Necessary 
to  Get  Figures  in  Close  Agreement. 
1st=2d 

No.  extracts  in 

each  group. .  47 
Per  cent,  of 

these  done 

with  left  eye  74% 


standard  as  it  is  to  read  them  when  they  are 
almost  the  same  concentration. 

Table  IV. 

Equal  Accuracy  of  Reading  when  Unknown  is 
Anywhere  between  1-3  Stronger  and  1-3  Weaker 
than  Standard. 


Average  of 


S2 


70% 


21 


43 


11 


within  1  mm.  ± 

1-  2 

2-  3 

3-  4 

4-  5 


1=2 

67% 

58% 
64% 
75% 


AVEHAPE  OF 


3  4 

33% 

42% 
36% 
25% 
32% 


Several  authors  have  discussed  the  yellowish 
or  brownish  tint  of  the: 

1.  Chloroform  extract. 

2.  Unknown  field  in  the  colorimeter. 

Mueller,  J.  H. :  A  Comparison  of  the  Results  Ob- 
tained by  Colorimetric  and  Gravimetric  Determina- 
tions of  Cholesterol,  Jour.  Biol.  Chem.,  1916,  xxv, 
549. 

Weston,  P.  G. :  Colorimetric  Methods  for  Determin- 
ing Serum  Cholesterol,  Jour.  Biol.  Chem.,  191G-17, 
xxviii,  383. 

Bloor,  W.  R. :  The  Determination  of  Cholesterol  in 
Blood,  Jour.  Biol.  Chem.,  April,  1917,  xxix,  437-445. 

Luden,  G. :  Studies  on  Cholesterol.  III.  The  Influ- 
ence of  Bile  Derivatives  in  Bloor's  Cholesterol  De- 
termination, ibid,  463-476. 

The  former  I  have  noticed  only  seldom,  and 
only  after  heating  past  dryness,  as  the  original 
description  states.  The  latter  occurred  in  per- 
haps a  third  of  the  determinations,  i.e.,  less 
than  Luden  found  and  far  less  than  Mueller.  It 
was  so  slight  that  I  seldom  gave  it  two  thoughts 
and  frequently  got  two  consecutive  readings 
identical,  or  only  0.1  mm.  apart.  It  must  be 
granted  that  this  does  not  prove  that  these  read- 
ings were  at  the  correct  level.  In  the  rare  in- 
stances when  the  brown  was  marked,  whether  in 
extract  or  field,  the  determination  was  repeated. 

TIME  REQUIRED  FOR  THE  VARIOUS  METHODS. 

After  some  practice  it  was  found  possible  to 
do  determinations  at  about  this  rate: 

Table  V. 
Speed. 


57%       58%  54% 


71% 


57% 


*  i.  e.  0.2  mm.  difference. 


2.  That  the  accuracy  was  essentially  the 
same  whether  the  reading  fell  within  1  mm.  of 
15  (standard),  or  within  2  or  3  or  4  or  5±  mm. 
The  groups  are  compressed,  as  in  the  last  hori- 
zontal line  of  the  previous  table. 

That  is  to  say,  it  is  just  as  easy  to  read  speci- 
mens which  are  33%  stronger  or  weaker  than 


Method 


No.  Determina-    Ave.  No.  Mw- 

TIONS  PER  8-HR.      OTES  FOR  EaCH 

Day 


Bloor's  Fat    (total-fat)  24 

Cholesterol   16 

Lecithin   12 


20 
30 
40 


It  must  be  noted,  however,  that: 

1.  The  oleic  acid  and  cholesterol  being  in 
volatile  solvents  should  be  made  up  in  small 
quantities,  which  means  frequent  repetition. 

2.  Alcohol,  ether,  and  often  acetic  anhydiide 
need  redistilling. 

3.  The  manufacture  of  the  sodium  molyb- 
date,  and  from  it  of  the  strychnine  molybdate,  is 
troublesome  at  best;  when  made  it  not  infre- 
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quently  is  useless,  and  always  is  unstable,  and 
therefore  must  be  made  up  often. 

4.  Pickling  the  whole  blood,  or  centrifnging 
and  then  pickling  the  plasma,  uses  up  more  time 
than  would  be  expected ;  this  is  also  true  of : 

5.  Washing  beakers. 

Suppose  the  aggregate  of  these  procedures  to 
require  as  much  time  as  the  actual  determina- 
tions, then  in  a  day  a  fair  worker  can  do  about 
12  total-fats,  8  cholesterols,  or  6  lecithins.  A 
single  determination  of  course  requires  much 
longer  than  the  average  time  tabulated ;  but  it 
may  be  stated  that  for  a  critical  case  3  cc.  of 
blood  could  be  taken  from  the  patient  and  the 
total-fat  analysis  finished  in  iy2  hours,  longer 
to  be  sure  than  blood-sugar,  but  I  believe  more 
significant. 

FORMULAE. 

The  determined  values,  in  g.  per  100  cc,  often 
called  %,  may  be  found  from  the  following 
formulae : 

Bloor's  Fat-Method.  When  using  3  cc.  of 
blood  pickled  in  100  cc.  alcohol-ether,  and  of 
that  extract  10  cc,  and  supposing  5  cc  of 
standard  solution  as  made  up  contains  2.3  mg. 
oleic  acid  and  is  set  at  20  mm.: 


Reading  of  standard  2.3  100  100 
Reading  of  unknown  X  3  X  10  X1000 


20    2.3  •  115 


lu' 


Ru 


Lecithin.  When  using  15  cc.  of  the  same  ex- 
tract, and  when  5  cc.  of  the  standard  contains 
0.15  mg.  H3P04  and  is  set  at  20  mm. : 

20  0.15  8  .  534 
Ru  ~ 3~       15 '  Ru 

Cholesterol,  when  using  10  cc.  extract,  and  a 
standard  containing  0.5  mg.  set  at  15  mm.: 

15  0J3  .  _25 
RuX  ~3~'  "Tu 

The  calculated  values  may  be  found  from 
these  formulae: 

Total  Fatty  Acids. 

W.  B.:  Total-fat  in  W.B.  minus  cholesterol 
in  W.B. 

PL:  Total-fat  in  plasma  minus  cholesterol  in 
pi. 

Corps.: 

(100XT.F.A.  in  W.B.)  — (%  pi.  in  bloodX  T.F.  A.  in  pi.) 
%  corpuscles  in  blood 

Lec.  and  Choi,  in  cps.  are  estimated  by  a 
formula  similar  to  the  last. 

Glycerides. 

PI:  T.  F.  A.  —  (.7  X  L).  —  (-4  X  chol.) ;  result  X  1-05 
Cps:  '   ,      "     "  " 

Ratios  are  found  by  simple  division. 
Total  Lipoids  in  PI.    (Total-ether-soluble  or 
total-fat  of  other  investigators)  :  is  the  value 


often  given  by  earlier  workers,  and  for  com- 
parison is,  therefore,  here  calculated : 

Lecithin  in  plasma  -j-  1.4  X  cholesterol  in 
plasma  -f-  glycerides  in  plasma : 

The  reason  for  1.4  rather  than  simply  1  is 
that  the  extra  0.4  X  C  represents  the  fatty  acid 
combined  with  cholesterol.  Assuming  that  the 
principal  ester  is  cholesterol-oleate,  the  theory 
for  the  factor  is: 

Oleic  acid   C18H3,02         MW.  282 

Cholesterol   C27H45OH         MW.  386 

Mauthner  and  Suida,  cit.  by  Mathews,  A.  P. :  Physio- 
logical Chemistry,  New  York,  Wood,  1915,  p.  85. 

Now  these  combine  in  proportion  to  their 
molecular  weights : 

Fatty  acids  (oleic)  282 
Cholesterol  "  ~  386 

Cholesterol  as  ester  —  0.55  (c/.  Table  VI  X 
total-cholesterol  (usual  cholesterol  determina- 
tion, and  therefore  called  simply  "cholesterol" 
throughout  this  paper). 

Fatty  acid  combined  as  cholesterol  ester  = 

282 

—  X  0.55  X  Choi.  =  0.40  X  cholesterol 
oob 

Table  VI. 

Per  Cent,  of  Total-cholesterol  Occurring  as  Ester. 

Original  Figures  Are    Whole  Blood  Plasma 
Here  Compiled  into  One 

Average  for  Both  Sexes  No.  of     Av.  %  No.  of    Ave.  % 

Spec.  Spec. 

Normal    11        34        26  58 

Diabetic    7        47        18  55 

Bloor,  W.  R.,  and  Knudson,  A. :    Jour.  Biol.  Chem., 
February,  1917,  xxix,  7. 

Although  it  has  been  necessary  to  omit  the 
Table  of  Basal  Figures  to  which  the  following 
notes  pertain,  their  retention  has  seemed  of  pos- 
sible value: 


CHECKS. 

I.  As  a  check,  the  lecithin  in  the  corpuscles 
has  been  multiplied  by  0.70,  giving  the  theoret- 
ical amount  of  fatty  acid  in  the  corpuscles  com- 
bined with  the  phosphatides  alone.  The  value 
for  the  total  fatty  acids  in  the  corpuscles  should, 
of  course,  cover  this,  in  fact  theoretically  should 
cover  also  the  fatty  acid  combined  in  the  glycer- 
ides. No  attempt  has  been  made  to  consider  the 
latter,  but  when  the  quotient  (0.7X  lecithin  in 
the  corpuscles)  is  too  large,  the  procedure  has 
been  either  to 

1.  Do  a  duplicate  determination,  marked  D, 
or  to 

2.  Correct,  C,  by  plus  or  minus  3%  (which 
is  roughly  the  limit  of  error)  any  or  all  of  the  6 
determined  values.  The  least  inconvenient  way 
of  doing  this  has  seemed  to  take  one,  or  if  nec- 
sary  more,  of  the  following  3  steps : 
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1.  Total-Fat :  Increase  value  in  whole  blood 
and  decrease  in  plasma. 

2.  Cholesterol :  Decrease  value  in  whole 
blood  and  increase  in  plasma. 

3.  Lecithin:  Decrease  value  in  whole  blood 
and  increase  in  plasma. 

If  even  then  the  total  fatty  acid  in  the  cor- 
puscles is  not  larger  than  0.7  X  lecithin  in  the 
corpuscles,  then  we  can  only  say  that  all  possible 
corrections  have  been  made,  but  without  obtain- 
ing the  values  which  we  should  expect.  These 
deficiencies  have  been  marked  "I"  Some  of  the 
factors  responsible  may  be: 

1.  That  the  values  in  question  are  calculated. 

2.  Low  percentage  of  corpuscles  in  the  pa- 
tient's blood. 

3.  High  total-fat  values. 

4.  The  small  amount  of  glycerides  ordinarily 
present  in  corpuscles. 

5.  That  in  the  nephelometric  part  of  the 
total-fat  method  cholesterol  may  read  differently 
from  fatty-acid. 

6.  Lecithin  may  possibly  in  some  instances 
be  combined  with  one  molecule  of  fatty  acid 
instead  of  two. 

II.  Whether  values  for  the  various  lipoids 
are  always  higher  in  plasma  than  in  corpuscles 
is  a  point  of  some  interest.  An  invariable  rule 
would  be  a  second  convenient  check  on  one's 
accuracy.    A  rule  may  be  stated  as  follows: 

Total-Fat:  In  whole  blood  (i.e.,  corpuscles) 
less  than  plasma. 

Cholesterol :   In  whole  blood  less  than  plasma. 

Lecithin :   In  whole  blood  more  than  plasma. 

Unfortunately  there  are  exceptions,  i.e.,  the 
reverse  being  true,  as  listed  in  Table  VII.  In 
each  of  the  three  methods  several  pairs  of  whole 
blood  and  plasma  have  been  duplicated,  in 
order  to  make  certain  that  the  exception  was 
not  accidental.  This  possibility  is  suggested  by 
the  obvious  fact  that  many  of  the  pairs  of  val- 
ues are  so  near  alike  that  they  could  be  moulded 
Procrustean-like  to  the  rule  by  correcting  with- 
in the  limit  of  error. 

Table  VII. 
Check  II. 

No.  of  exceptions  

Xo.  of  determinations  .... 
Frequency  of  exceptions  in 
per  cent,  of  determinations 

From  Table  VII  the  rule  appears  of  value  as 
a  check  only  on  the  total-fat  method,  with  which 
only  4%  of  determinations  break  the  rule.  In 
116  cholesterols  there  were  19  exceptions,  i.e., 
W.B.  greater  than  plasma;  a  marked  contrast  to 
Henes'  finding  of  no  exceptions  in  more  than 
100  cases. 

Ilenes,  E. :    Proc.  N.  Y.  Path.  Soc,  December,  1913, 
N.  S.  xiii,  155-170. 

The  physician  will  say,  Cannot  these  six  de- 
terminations be  reduced  to  one,  i.e.,  using  only 


Total-Fat 

Chol. 

LEC. 

5 

19 

27 

116 

116 

114 

4% 

16% 

24% 

one  of  the  three  methods  on  either  whole  blood 
or  plasma? 

WHOLE  BLOOD  OR  PLASMA,  WHICH  ? 

The  former  seems  to  me  the  better. 

The  considerations  are  given  in  Table  VIII. 
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TOTAL-PAT,  CHOLESTEROL,  OR  LECITHIN — WHICH? 

What  one  method,  the  clinician  will  ask,  is 
the  most  practical?  Certainly  not  lecithin,  be- 
cause : 

1.  Its  simplicity  is  least  of  the  three  meth- 
ods. 

2.  Its  speed  is  least  of  the  three  methods. 

3.  Its  significance  is  least  of  the  three  meth- 
ods, inasmuch  as  the  diabetic  values  rise  least 
above  the  normal  average. 

Of  the  other  two  methods  the  "total-fat" 
seems  to  me  the  better,  principally  because : 

1.  Its  speed  (in  my  hands  at  least)  is  great- 
er. 

2.  Its  threshold  between  normal  and  dia- 
betic is  moderately  definite. 

3.  Its  diabetic  rise  above  the  normal  average 
is  greater,  thereby  giving  the  largest  scale  by 
which  to  judge  degree  of  the  lipemia. 

4.  It  represents  91%  of  the  total  lipoids, 
alike  in  the  3  clinical  groupings  of  mild,  mod- 
erate, severe.  The  lowest  per  cent,  was  88,  in 
the  moderate  and  also  the  severe  groups ;  the 
highest  96,  in  the  mild  group. 

All  the  considerations  are  given  in  Table  IX. 
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Table  IX. 


(."hoke  of  Method:  Total-fat,  Cholesterol,  or  Lecithin. 


Instrument 
Name 

Accessibility 
Familiarity 
Ease  of  Use 
Method 

Simplicity 

Speed :  samples  of  extract 
per  8-hour  day. 

(%   variation  ± 
from  mean 
No.  of  samples 
duplicated 

Expense 


Specificity :  no.  of  substan- 
ces determined 
Resulting  Values 
Familiarity 
Diabetic  threshold 
Diabetic  max.  jn  fW.  B. 
Normal  aver.       I  PI. 


Total-Fat 

Nephelometer 


24 
4.5 

IIS 

Bloor  Conversion 
Attachment  $6 


+ 
16 

25 


Cholesterol 
Colorimeter 

+ 
+ 


16 
3.5 

66 

Acetic  Anhydride 
moi-e  than  $2  a  lb. 

Chloroform  more 
than  $1  a  lb. 
1 


Lecithin 
Nephelometer 


Less 


+ 

7 
10 


12 

3.6 

60 


%  of  total  lipoids 


!»1 


THRESHOLD. 

A  border  line  between  normal  and  diabetic 
values  is  worth  establishing,  even  approxi- 
mately. That  it  can  be  absolutely  denned  is 
unlikely  both  a  priori  and  also  judging  by  the 
attempts  that  have  been  made  to  set  a  sharp 
line  for  blood  sugar. 

A  threshold  may  be  looked  for  as  the  level  of 
a  substance  in  the  blood  above  which  it  either : 

1.  Signifies  excess  over  physiological  normal 
variation, 

2.  Goes  further  and  is  excreted  by  the  kid- 
ney. 

BLOOD  GLUCOSE  PER  CENT. 

The  blood-sugar  threshold,  for  instance,  by 
criterion  1,  hyperglycemia,  is  at  the  present 
time  regarded  as  about  0.11%.  That  this  value 
is  only  approximate  is  evident  from  the  varia- 
tions in  Table  X,  which  may  be  due  to: 

1.  The  variety  of  methods  employed,  both 
for  removal  of  proteins  and  for  estimating  sugar. 
In  general,  as  Roily  and  Oppermann  have 
pointed  out,  those  methods  which  determine 
blood  sugar  by  reduction  generally  give  lower 
values  than  those  which  analyze  it  colorimet- 
rically. 

2.  The  use  of  plasma  by  a  few  investigators. 

3.  The  occasional  fixing  by  an  author  of  a 
normal  "maximum,"  while  he  publishes  simul- 
taneously a  still  higher  value  in  what  he  calls  a 
normal  person.  The  latter  figure  has  been  pre- 
ferred in  compiling  the  table. 


Table  X. 


Blood  Sugar  Normal  Maximum. 


1900 

0.165 

1910 

Taylor  and  Hulton  

.  .  0.150 

1915 

Strouse   

.  .  0.140 

1915 

Schumm  and  Hegler   

,  ,  0.130 

? 

.  .  .  0.130 

1914 

0.120 

1912 

Freund  and  Marchand 

.  .  0.120 

1913 

.  .  0.120 

1915 

Cettler  and  Baker   

.  .  0.120 

1916 

Gradwohl  and  Blaivas  .  .  . 

.  ,  0.120 

1917 

Cummings  and  Piness  ... 

.  .  0.120 

1917 

.  .  .  0.116 

1913 

.  .  .  0.112 

1913 

0.110 

V 

. .  .  0.110 

? 

.  .  .  0.110 

1913 

.  .  .  0.110 

1913 

Lewis  and  Benedict   

0.110 

1915 

.  .  .  0.110 

1917 

Epstein  and  Aschner  

0.100 

.  1916 

Liefmann  and  Stern   

0.105 

1906 

.  .  .  0.100 

1906 

,  ,  .  0.100 

1915 

Hollinger   

.  ,  .  0.096 

1907 

Roily  and  Oppermann  .... 

o.oss 

1912 

Seegen,  J.:  Die  Zuckerbildung  im  Thierkorper,  1900. 
Berlin,  105. 

Frank,  E. :  tlber  einige  Grundtatsachen  aus  der 
Physiologie  des  Blutzuckers  nebst  methodischen 
Vorbemerkungen,  Z.  physion.  Chem.,  1910-11,  Ixx, 
129. 

Taylor,  A.  E.,  and  Hulton,  F. :  On  the  Estimation  of 
Non-Protein  Nitrogen  and  Glucose  in  Finger  Blood. 
Journ.  Biol.  Chem.,  1915,  xxii,  63. 

Strouse,  S.,  Stein,  I.  F..  and  Wiseley,  A. :  The  Accu- 
rate Clinical  Study  of  Blood-Sugar,  Bull.  Johns 
Hopkins  Hosp.,  1915,  xxvi,  211. 
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Haniburgischen  Staatskrankenanstalten  12,  Hft.  13. 
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Blut,  Bioch.  Z.,  1914,  lix,  166. 
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stimmung,  Berl.  klin.  Woch.,  1912,  xlix,  1783-1785. 
Freund,  H.,  and  Marchand,  F. :    uber  das  Verhalten 

des  Blutzuckers  im  Fieber,  Deutsches  Arch.  f.  klin. 

Med.,  1913,  cx,  120. 
Foster,  N.  B. :    Diabetes  Mellitus,  Lippincott,  Phila. 

and  London,  1915,  120. 
Gettler,   A.  O.,  and  Baker,  W. :    Microanalysis  of 

Normal  Blood,  Journ.  Biol.  Chem.,  1916,  xxv,  211. 
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Furjesz,  B. :    Der  Blutzuckergehalt  unter  normalen 

und  pathologischen  Verhaltnissen,  Wien.  klin.  Wch., 

1913,  xxvi,  1420. 
Klemperer:    Cit.  by  Naunyn  and  Bang. 
Bang,  I. :    Der  Blutzucker,  Wiesbaden,  1913,  p.  30. 
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Lewis,  R.  C  and  Benedict,  S.  R. :  A  Method  for 
the  Estimation  of  Sugar  in  Small  Quantities  of 
Blood,  Journ.  Biol.  Chem.,  January,  1915,  xx,  61-72. 

Joslin,  E.  P.:  The  Treatment  of  Diabetes  Mellitus, 
Lea  and  Febiger,  Phila.  and  New  York,  Ed.  2,  1917. 
87. 

Epstein,  A.  A.,  and  Aschner,  P.  W. :  Effect  of  Surgi- 
cal Procedures  on  the  Blood  Sugar  Content,  Journ. 
Biol.  Chem.,  May,  1916,  xxv,  151-162. 

Liefmann,  E.,  and  Stern,  R. :  fiber  Glykaemie  und 
Glykosurie,  Biochem.  Z.,  1906,  i,  299. 

Xaunyn,  B:  Der  Diabetes  Melitus,  1906,  Wien,  Ed. 
2,  p.  26. 

Hopkins,  A.  H. :  Studies  in  the  Concentration  of 
Blood-Sugar  in  Health  and  Disease,  Am.  Journ. 
Med.  Sci.,  February,  1915,  cxlix,  256. 

Hollinger,  A. :  Uber  Hyperglykiimie  bei  Fieber, 
Deutsches  Arch.  f.  klin.  Med.,  1907-1908,  xcii,  217. 

Roily,  F.,  and  Oppermann,  F. :  Der.  Blutzuckergehalt 
bei  gesunden  Menschen  unter  physiologischen  Bed- 
ingungen,  Biochem.  Z.,  1912-1913,  xlviii,  187. 

The  blood-sugar  threshold  by  criterion  2,  the 
usual  one  of  renal  permeability  or  glycosuria, 
has  been  given  as  Q.14%,1  or  0.149  to  0.164%,2 
or  even  as  high  as  "rather  accurately  between 
0.17  and  0.18%. "3 

Whatever  may  be  accepted  as  the  permea- 
bility threshold  in  normals,  unfortunately  in 
diabetes  this  will  often  fail  us,  owing  to  the 
peculiar  but  not  infrequent  renal  block,  i.e.,  val- 
ues as  high  as  0.28%,*  or  0.40,5,  or  even  0.50%,6 
and  still  no  glycosuria. 

i    i  -113 

1  Martin,  C.  F.,  and  Mason,  E.  H. :  Observations  on 
the  Starvation  Treatment  of  Diabetes,  Am.  Jour,  of 
Med.  Sci.,  January,  1917,  cliii,  50. 

'Foster,  N.  B.,  and  Dans,  H. :  The  Threshold  of 
Renal  Permeability  to  Glucose,  Proc.  Am.  Soc.  for 
Clin.  Investigation,  8th  Annual  Meeting,  Washing- 
ton, 1916,  p.  28. 

3  Ilamman,  L.,  and  Hirschmann,  I. :  The  Renal 
Threshold  for  Glucose,  ibid.,  p.  27. 

*  Martin  :  I.  c. 

-Allen,  P.  M. :    The  Role  of  Fat  in  Diabetes,  Am. 

Jour.  Med.  Sci.,  March,  1917,  cliii,  352. 
'  Joslin,  E.  P. :    I.  c,  p.  90. 


BLOOD  LIPOIDS  PER  CENT. 

A  lipoid  threshold  has  not  been  sought  by  cri- 
terion 2,  lipuria,  because  of  the  scarcity  of  fig- 
ures on  urinary  lipoids.  From  the  hyperlipemia 
viewpoint,  however,  I  was  much  interested  to 
see  that  in  Bloor's  figures  the  only  places  where 
the  lowest  diabetic  value  remained  higher  than 
the  highest  normal  were  in  the  total  fatty  acid 
in  whole  blood  and  plasma  for  his  series  of  20 
men.  In  these  two  columns,  furthermore,  the 
threshold  was  as  beautiful  as  could  be  wished. 

Table  XI. 

Lipoid  Threshold  Suggested  by  Bloor's  Figures. 

Total  Fatty  Acid 
Whole  Blood  Plasma 

Lowest  diabetic  value    0.41  0.46 

Highest  normal  value  (men)    0.41  0.43 

This  observation  is  essentially  supported  by 
the  series  here  presented  in  Table  XII.  As 
might  be  expected  from  the  fact  that  this  serier 
is  three  times  as  large,  the  threshold  is  less  ab- 
solute, i.e.,  there  is  some  overlapping  in  every 
column.  As  in  Table  XII,  the  most  distinct 
division  is  in  the  total  fatty  acid  in  the  plasma, 
where  there  is  the  minimum  both  of: 

1.  Overlap,  and  of 

2.  Exceptions,  i.e.,  diabetics  below  the  thresh- 
old. 

The  next  most  distinct,  again  as  in  Table 
XII,  is  in  total  fatty  acid  in  the  whole  blood. 

From  both  these  tables,  therefore,  total  fatty 
acid  in  the  plasma  is  the  nearest  determination ; 
but  the  most  practical  in  my  opinion  is  the 
"total-fat"  in  whole  blood  because: 

1.  Total-fat  is  a  single  determination,  while 
total-fatty-acid  requires  two  determinations  and 
a  calculation. 

2.  Though  the  extent  of  the  overlap  in  any 
case  may  be  greater  with  total-fat  than  total- 
fatty-acid,  still  these  overlap  cases  are  rare. 

3.  Though  the  number  of  the  overlap  cases 
occurring  in  124  specimens  is  greater  with  total- 
fat  in  whole  blood  than  total-fatty-acid  in 
plasma,  7%  vs.  4%,  the  difference  is  not  great 
enough  to  outweigh  other  advantages  stated  in 
1.  Incidentally,  this  low  number  of  exceptions, 
4%,  may  be  emphasized  as  showing  what  a 
small  proportion  of  diabetics  have  normal  blood 
lipoids. 

4.  The  total-fat  threshold  in  whole  blood  is 
preferable  to  that  in  plasma  since  fewer  dia- 
betics fall  below  it,  and  also  because  of  the 
greater  simplicity  of  using  whole  blood,  as  men- 
tioned elsewhere. 

Accordingly,  the  threshold  suggested,  i.e.,  by 
Bloor's  fat-method  on  whole  blood,  would  be 
the  highest  value  reported  by  that  method.  It 
is  at  present  0.67%  in  the  same  investigator's 
series  of  a  score  of  apparently  normal  people. 
This  threshold  is  considerably  less  clear-cut  than 
that  for  blood  sugar,  but  still  seems  sufficiently 
definite  to  give  promise  of  bedside  value. 
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No  threshold  is  noticeable  in  either  of  the 
other  two  methods,  lecithin  or  cholesterol,  both 
of  which  are  excessively  unsatisfactory  in  both 
respects : 

1.  Extent  of  overlapping. 

2.  Frequency  of  overlapping  (38-64). 
None  of  the  calculated  values  are  helpful. 

(To  be  continued.) 


VENTRAL  FIXATION  OF  THE  UTERUS, 
CAUSING-  DYSTOCIA.  RUPTURED 
UTERUS  FOLLOWING  VERSION  FOR 
TRANSVERSE  PRESENTATION.  HYS- 
TERECTOMY AND  RECOVERY.  RE> 
PORT  OF  A  CASE. 

By  L.  E.  Phaneuf,  M.D.,  Boston, 

Assistant  in  Gynecology,  Tufts  College  Medical  School; 
Assistant  Visiting  Gynecologist,  Carney  Hospital; 
Assistant  Visiting  Obstetrician,  St.  Elizabeth's 
Hospital. 

Mrs.  I.  M.  D.,  34  years  old,  married  10  years, 
housewife,  bom  in  Prince  Edward  Island.  Family 
History,  negative.  Past  History:  operated  upon 
three  years  previously  for  appendicitis,  and  retro- 
position  of  the  uterus;  otherwise  negative.  Men- 
strual History,  negative.  Marital  History:  married 
ten  years;  one  girl  nine  years  old;  twins,  two  boys 
seven  years  old;  one  stillborn  child  three  years  pre- 
viously, at  seven  and  a  half  months  of  pregnancy; 
no  miscarriages.  Labors,  normal.  Puerperia,  nor- 
mal. 

The  patient,  seen  at  her  home  in  consultation 
with  Dr.  Daniel  J.  Harrington,  on  July  12,  1916, 
was  then  in  active  labor.  The  position  was  trans- 
verse, the  membranes  ruptured,  and  the  cord  pro- 
lapsing. The  cervix  was  soft  and  about  half  di- 
lated; it  was  also  directed  backwards  and  hard  to 
reach.  The  fetal  heart  nate  was  120,  sounds  of  fair 
quality.  There  was  no  marked  elevation  of  the 
mother's  pulse,  although  she  complained  of  being 
very  weak  and  tired.  The  measurements  of  the 
bony  pelvis  were  normal. 

The  patient  was  removed  to  a  near-by  hospital, 
and  prepared  for  delivery  per  vaginam.  After  be- 
ing etherized  and  catheterized,  on  examination  the 
cervix  was  found  to  dilate  very  easily,  although  it 
was  abnormally  high,  the  fundus  being  held  firmly 
against  the  abdominal  wall.  The  cord  had  now 
stopped  pulsating. 

The  cervix  was  dilated  manually,  and  offered  no 
resistance  to  palpation.  On  introducing  the  hand 
in  the  uterus  no  contraction  ring  was  found,  and 
the  uterus  was  not  firmly  contracted  on  the  fetus. 

A  foot  was  easily  brought  down,  and  a  slow 
breech  extraction  performed.  There  was  no  diffi- 
culty with  the  after-coming  head,  practically  no 
suprapubic  assistance  being  required.  The  baby's 
heart  was  not  beating  at  birth. 

The  hand  was  introduced  into  the  vagina  for 
examination  of  the  cervix,  as  is  customary  after 
versions.  The  uterus  was  found  ruptured  on  the 
right,  the  rent  being  about  eight  inches  long,  ex- 
tending to  the  posterior  peritoneum  of  the  broad 
ligament,  but  not  through  it.  The  patient  was 
bleeding  profusely. 

A  quick  manual  extraction  of  the  placenta  was 
done,  and  the  patient  quickly  prepared  for  a  coeli- 
otomy. 

The  abdomen  was  opened  by  an  incision  five 
inches  long,  over  the  old  scar.  The  fundus  of  the 
uterus  was  found  tightly  adherent  to  the  abdominal 
wall;  there  were  also  numerous  omental  adhesions 
about  the  uterus.  The  uterus  was  freed  from  sur- 
rounding adhesions,  and  the  ovarian  and  uterine 
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vessels  on  the  right  were  quickly  clamped.  A  supra- 
vaginal hysterectomy  with  double  salpingo-oophor- 
ectomy  was  performed.  The  raw  areas  were  quickly 
covered  with  peritoneum,  and  a  gauze  drain  was 
passed  through  the  vagina.  The  abdominal  wall 
was  sutured  in  layers,  and  a  cigarette  drain  to  the 
pelvis  was  allowed  to  come  out  at  the  inferior 
angle  of  the  incision. 

The  patient  was  returned  to  her  room  in  fair 
'condition;  she  was  put  on  the  Murphy  drip,  and 
digalen  mxv.  was  given  every  four  hours  hypoder- 
mically. 

July  12,  1916,  the  noon  temperature  was  100, 
pulse  96.  She  complained  of  slight  pain  in  the  ab- 
domen ;  8  p.m.  the  same  day  the  pulse  was  96.  July 
13,  1916,  the  vaginal  drain  was  removed;  no  bleed- 
ing present;  slight  distention,  relieved  by  a  high 
compound  enema.  July  15,  1916,  cigarette  drain 
removed;  the  patient  feels  well.  July  21,  1916, 
stitches  removed;  the  incision  is  healed  except  for 
the  drainage  tract,  which  is  filling  in  fast.  July 
25,  1916,  the  patient  out  of  bed  on  the  13th  day 
after  operation.  August  1,  1916,  Discharge  Note — 
The  abdominal  incision  is  well  healed,  except  for  a 
small,  superficial,  granulating  area  in  the  drainage 
tract;  no  induration,  no  tenderness.  The  vaginal 
examination  presents  a  healed  slight  laceration  of 
the  perineum;  the  vaginal  drainage  area  is  well 
healed;  the  cervix  is  high;  there  are  no  masses  or 
areas  of  tenderness  in  the  pelvis.  August  1,  1916, 
discharged  from  the  hospital.  December  6,  1916, 
the  patient  reports  that  she  is  doing  her  housework, 
and  feels  well,  except  for  an  occasional  backache. 
June  4,  1917,  the  patient  has  continued  to  improve, 
feels  well,  and  does  her  housework  without  any  dis- 
comfort. 

CONCLUSIONS. 

The  operation  which  was  performed  for  retro- 
position,  three  years  previously,  had  apparently 
been  intended  to  be  a  Kelly  ventral  suspension. 
The  latter  operation  consists  of  suturing  thq 
fundus  of  the  uterus  to  the  parietal  peritoneum, 
allowing  a  central  ligament  to  form,  which  holds 
the  uterus  in  a  forward  position.  This  latter 
procedure  does  not  interfere  with  labor,  when 
properly  performed.  At  the  present  time  the 
round  ligament  suspensions  have  largely  re- 
placed it. 

The  result  in  this  case  proved  to  be  a  ventral 
fixation,  which  represents  an  entirely  different 
condition,  and  which  practically  always  inter- 
feres with  labor.  In  the  operation  for  fixation, 
as  the  name  implies,  the  fundus  of  the  uterus 
is  fixed  to  the  abdominal  wall. 

Had  the  case  been  seen  earlier  in  labor,  or 
even  before  the  rupture  of  the  membranes,  an 
abdominal  Casearean  section  would  have  been, 
in  my  mind,  the  operation  of  choice.  This, 
however,  was  out  of  the  question  when  the  pa- 
tient was  seen,  firstly,  on  account  of  the  condi- 
tions noted  above,  and  secondly,  because  she 
sent  for  her  physician  only  when  well  advanced 
in  labor,  so  that  he  recognized  the  prolapsed 
cord  upon  his  arrival. 

The  fact  that  the  patient  was  sent  to  the  hos- 
pital for  immediate  delivery,  the  readiness  with 
which  she  was  prepared  for  a  coeliotomy,  with 
the  subsequent  saving  of  blood,  were  largely  re- 


sponsible for  her  easy  convalescence,  and  com- 
plete and  rapid  recovery. 

The  writer  has  had  the  opportunity  of  wit- 
nessing and  assisting  Dr.  James  W.  Markoe  of 
the  New  York  Lying-in  Hospital,  in  a  hysterec- 
tomy for  ruptured  uterus  with  satisfactory  re- 
covery. Dr.  Ross  McPherson  in  the  Bulletin  of 
the  same  institution,  April,  1916,  reports  a  case 
of  spontaneous  rupture  of  the  uterus  treated  by 
hysterectomy.    The  patient  also  recovered. 


REPORT  OP  PROGRESS  IN  OPHTHAL- 
MOLOGY. 

By  Edmund  W.  Clap,  M.D.,  Bostox. 
HYPOPYON  KERATITIS. 

Verhoepp  discusses  the  various  forms  of 
treatment  recommended  for  hypopyon  keratitis. 
This  is  due  most  often  to  the  pneumococcus  and 
next  in  frequency  caused  by  the  diplobacilli. 
The  author's  method  of  treatment  is  as  follows: 
With  the  patient  lying  down  and  a  speculum  in 
the  eye,  the  ulcer  is  brought  to  face  directly  up- 
ward. With  a  Beer's  knife  incisions  are  made 
in  the  ulcer  as  deep  as  possible  without  entering 
the  anterior  chamber.  A  crucial  incision  is 
made  in  small  ulcers ;  in  large  ones,  in  addition, 
radiating  incisions  are  made.  The  infiltrated 
border  of  the  ulcer  is  curetted  with  the  point 
of  the  knife,  and  the  surface  of  the  cornea  about 
the  ulcer  dried  with  small,  dry  swabs  of  sterile 
cotton.  A  concentrated  Lugal's  solution — 
iodine  25,  potassium  iodide  50,  and  water  100 — 
is  applied  on  a  cotton-tipped  toothpick  to  the 
ulcer,  and  after  this  is  moistened  a  pool  is 
formed  in  the  ulcer  and  allowed  to  remain  five 
minutes  and  then  flushed  out  by  a  jet  of  boric 
acid  solution.  A  rubber  bulb  with  this  solution 
should  be  in  readiness  in  case  the  patient 
moves  the  eye,  for  the  iodine  solution  injures 
the  epithelium  of  the  cornea.  In  eases  of  small 
ulcers  the  Lugal's  solution  is  applied  without 
making  the  incisions,  depending  on  severity  of 
the  infection ;  when  in  doubt  the  incisions 
should  be  made,  because  when  the  ulcer  heals 
no  trace  of  them  remains.  In  rapidly  progres- 
sive cases  Verhoeff  makes  a  small  puncture 
through  the  center  of  the  ulcer  with  the  Beer's 
knife.  The  puncture  is  not  large  enough  to 
evacuate  the  hypopyon,  and  that  remains  to 
hold  iris  and  lens  away  from  the  opening. 
This  puncture  causes  some  pain.  Bandage,  mer- 
curic chlorid  ointment,  and  atropine  are  used 
as  after-treatment.  If  no  improvement  ap- 
pears in  seventy-two  hours  the  treatment  should 
be  repeated.  Forty-two  cases  were  treated  in 
this  way.  The  process  was  checked  in  all  but 
5  cases,  these  having  one-half  to  two-thirds  of 
the  corneal  surface  involved.  The  average  age 
of  the  patients- with  small  ulcers  was  39  years; 
of  the  patients  with  larger  ulcers,  50  years. 


Vol.  CLXXVIII,  No.  2]       BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


57 


ANISOCOBIA. 

Tarun  examined  3610  patients  as  to  in- 
equality in  size  of  pupils.  He  has  the  patient 
seated  in  a  dark  room  at  least  two  minutes  and 
reflects  the  light  from  a  plane  mirror  at  a  dis- 
tance of  one  meter,  rapidly  shifting  from  one 
eye  to  the  other.  A  difference  in  size  of  the 
pupil  can  readily  be  recognized.  In  refraction 
cases  having  no  intraocular  lesion,  18.54%  were 
anisocoric  and  the  left  pupil  larger  in  54%  of 
these.  Of  myopic  cases  the  greater  myopia  had 
no  especial  influence  on  size  of  pupil.  From 
statistics  of  various  reports,  the  author  finds 
that  in  66%  mydriasis  is  more  frequent  on  the 
affected  side  in  lung  and  pleural  affections. 
From  18%  anisocoria  in  normal  eyes  we  pass  to 
a  maximum  of  70%  in  Argyll-Robertson  pupil. 

The  author  concludes  that  inequality  of  the 
pupil  is  of  little  importance  when  the  pupils  are 
active  to  light  and  when  there  is  only  a  slight 
difference  in  size,  and  in  some  cases  even  where 
a  marked  difference  exists.  But  if  there  is  re- 
flex rigidity  or  sluggishness,  then  inequality  in 
size  is  of  great  diagnostic  value. 

TETANUS  FROM  WOUNDS  OP  THE  EYE. 

From  a  review  by  Thompson  and  Stephenson 
we  gather  the  following  about  tetanus  due  to 
wounds  of  the  eye.  Goetz  concludes  that  it  is 
rare,  but  reports  50  cases  in  wounds  of  the  eye- 
ball, orbit,  eyebrows,  upper  lid,  lower  lid  and 
conjunctiva,  in  this  order  of  frequency.  In- 
fection due  to  wounds  by  earth  or  by  equine  de- 
jecta, rarely  operative.  Prognosis  is  grave  in 
proportion  to:  (1)  rapidity  of  onset,  (2)  depth 
and  degree  of  contamination  of  wound  (3)  late- 
ness of  beginning  serum  treatment.  Schneider 
estimates  60  cases  observed  between  1816-1916 
and  reports  2.  Trismus,  difficulty  in  swallowing 
and  paralysis  of  cranial  nerves  are  early  symp- 
toms, and  diagnosis  is  often  overlooked  by  the 
ophthalmic  surgeon.  Schneider  cites  19  cases 
where  the  wound  of  entrance  was  the  eyeball, 
and  of  these  9  were  due  to  a  blow  from  a  whip. 
Four  cases  followed  operations  on  the  eye.  Of 
the  19  cases  only  3  recovered. 

TRACHOMA. 

Gifford  calls  attention  to  occlusion  of  the  in- 
ner end  of  the  canaliculus  in  old  trachoma.  He 
tried  15  cases  and  found  only  one  in  which  at 
least  one  of  the  canaliculi  was  not  occluded. 
Generally  all  four  are  found  to  be  in  this  condi- 
tion, with  from  one  to  four  dilated  and  contain- 
ing pus.  Occasionally  a  canaliculus  is  occluded 
at  both  ends  with  a  dilated  pus-holding  portion 
between  them.  In  such  cases  the  tear-point  may 
look  normal,  but  if  a  dilator  be  passed  into  the 
canal  and  withdrawn  pus  will  be  seen  to  follow 
it.  This  condition  often  is  supposed  to  be  a 
dilated  tear  sac  full  of  pus.  There  is  so  much 
else  wrong  with  lids  and  cornea  that  the  lachry- 
mation  is  looked  upon  as  a  result  of  the  irritable 


cornea,  and  yet  the  recurrent  corneal  ulceration 
may  be  due  to  repeated  infection  from  this 
source.  The  suppuration  will  cease  if  the 
canaliculi  .are  slit  up  and  kept  open  and  a  zinc 
colyrium  used.  It  is  difficult  to  maintain  an 
opening  into  the  tear  sac,  but  there  is  no  dis- 
advantage in  allowing  the  connection  with  the 
sac  to  remain  closed.  The  nasal  duct  is  not,  as 
a  rule,  obstructed. 

SPASM  OP  ACCOMMODATION. 

Paton  reports  two  cases  of  that  rare  condi- 
tion— functional  spasm  of  accommodation.  He 
does  not  mean  by  this  the  tonic  contraction  oc- 
curring in  hypermetropia  to  compensate  the  re- 
fractive error,  but  a  sudden  development  in  one 
or  both  eyes  of  a  high  degree  of  apparent  my- 
opia, which  disappears  under  atropine.  It  may 
be  continuous  or  clonic,  and  may  be  associated 
with  spasm  of  other  ocular  muscles.  In  one  pa- 
tient at  5  years  of  age  there  was  1.50  D.  hyper- 
metropia in  each  eye,  with  occasional  convergent 
strabismus.  At  15  there  had  developed  divergent 
strabismus  of  the  left  eye,  which  was  tenotomized. 
A  few  months  later  refraction  was  about  — 75 
right  and  — 2  left  eye.  Four  months  later  my- 
opia of  — 7  right  and  — 9  left,  and  this  varied. 
Under  atropine,  right  — 5,  left  — 1,  but  the 
spasm  of  accommodation  reappeared  when  atro- 
pine was  omitted.  Since  then  her  eyes  vary 
from  slight  spasm  up  to  — 9  or  — 10  D.  The 
second  case  was  in  a  soldier  seen  5  months  after 
a  slight  concussion  of  the  brain. 

ASTEROID  HYALITIS  (t.  B.  HOLLOWAY) . 

Under  this  name  Benson  described  snow-white 
globular  opacities  in  the  vitreous.  These  spots 
are  globular,  many  ellipsoid  and  dull  white,  not 
shining  like  cholesterin.  A  few  have  a  project- 
ing spur,  while  white  strands  are  also  noted. 
The  movement  of  these  opacities  is  sometimes 
very  slight,  sometimes  extensive  on  movement  of 
the  eye,  but  they  do  not  settle  to  the  bottom  of 
the  vitreous,  but  return  to  their  original  posi- 
tions. They  may  be  in  certain  areas  or  the 
whole  vitreous  may  be  studded  with  them. 
Vision  is  affected  very  little,  even  where  the 
vitreous  is  abundantly  filled  with  these  opacities. 
They  do  not  seem  to  be  cholesterin,  though  they 
may  be  formed  at  some  stage  of  the  same  proc- 
ess that  produces  cholesterin.  Synchysis  scin- 
tillans  is  a  condition  of  advanced  years  ascribed 
to  diseases  of  the  liver,  arthritis,  alcoholism, 
syphilis  and  arteriosclerosis.  It  has  been  found 
with  uveitis,  affections  of  retina,  changes  in 
optic  nerve,  glaucoma,  and  traumatic  detach- 
ment of  the  retina.  Among  the  reports  of  syn- 
chysis scintillans  several  cases  of  this  snowball 
type  are  reported,  once  with  the  bright  chol- 
esterin crystals  present,  too.  The  author  re- 
ports four  cases  and  says  probably  other  cases 
have  been  grouped  with  true  synchysis  scintil- 
lans. The  etiology  is  unknown,  but  apparently 
hypercholesterolemia  has  no  relation  to  it. 
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HETEROCHROMIA  IRIDIS  (e.  C.  ELLETT). 

This  is  a  condition  in  which  the  whole  iris  of 
one  eye  is  of  the  same  color,  but  the  color  is 
different  from  that  of  the  other  eye.  This  con- 
dition, not  rare,  usually  in  brunettes,  is  noticed 
at  birth  or  before  maturity  in  the  majority  of 
cases.  The  difference  in  color  may  arise  either 
from  absence  of  pigmentation  on  one  eye  or 
from  destruction  of  pigment  through  some 
pathologic  process.  The  lighter  colored  eye  is 
the  one  almost  without  exception  where  the 
pathologic  process  occurs.  These  changes  are: 
(1)  low-grade  cyclitis,  limited  to  vitreous  opac- 
ities and  occasionally  deposits  on  back  of  cor- 
nea; (2)  development  of  cataract;  (3)  occur- 
rence of  glaucoma  simplex  rarely.  The  under- 
lying cause  has  been  supposed  to  be  a  lesion  of 
the  cervical  sympathetic,  bu;t  experimental  work 
has  not  shown  much  influence  of  the  sympa- 
thetic on  the  eye,  nor  have  injuries  of  the  cer- 
vical sympathetic  been  followed  by  this  condi- 
tion. Of  course  a  chronic  uveal  inflammation 
would  account  for  the  change  in  color  of  the 
iris,  and  pathological  examination  has  shown 
many  cases  to  be  due  to  chronic  iridocyclitis. 
Cases  of  uveitis  with  increase  of  tension  are 
sometimes  helped  by  atropine,  but  others  occur 
where  this  drug  increases  the  tension.  The  au- 
thor reports  in  detail  12  cases,  5  of  them  with 
glaucoma. 

MYOPIA. 

From  the  British  Journal  of  Ophthalmology 
we  take  the  following  review  of  work  on  myopia. 
Koster  thinks  school  myopia  is  caused  by  hered- 
ity and  over-exertion.  These  eyes  are  suffering 
from  a  chronic  sight  chorio-retinitis.  By  effort 
of  accommodation  the  eyes  are  made  hyperemic 
and  the  posterior  part  of  the  globe  becomes 
ectatic.  Pollock  employs  prolonged  use  of  atro- 
pine in  treating  myopia,  and  has  observed  not 
only  no  increase  in  many  cases,  but  also  some 
cases  of  actual  decrease  in  the  myopia.  On  the 
other  hand,  Sidler-Huguerin  thinks  that  myopia 
cannot  be  arrested  nor  its  degenerative  changes 
stopped.  His  study  of  4000  myopia  patients 
revealed  disease  of  the  macula  in  218,  and  of 
these  the  myopia  was  less  than  10  D  in  49. 
Corneal  maculae  were  found  in  187.  The  writer 
thinks  that  myopia  gradually  increases,  what- 
ever we  do  to  combat  it,  and  that  full  correction 
is  not  always  capable  of  preventing  the  increase. 
From  radiographs  he  has  satisfied  himself  that 
there  is  no  close  relationship  between  the  con- 
tents of  the  orbit  on  one  side  and  the  refraction 
of  the  eye  on  the  same  side.  He  reports  a  series 
of  150  anisometropes,  each  of  whom  used  prac- 
tically only  one  eye.  These  patients  gradually 
became  more  and  more  myopic  in  the  worse  eye, 
which  was  not  used.  He  considers  heredity  as 
the  most  important  factor  in  myopia,  and  thinks 
the  only  remedy  is  in  proper  selection  of  indi- 
viduals for  marriage. 


END-RESULTS  IN  INTERSTITIAL  KERATITIS. 

Derby  examined  96  cases  of  interstitial  kera- 
titis with  regard  to  the  end-result,  and  94  of 
these  had  the  disease  in  both  eyes.  Except  in  a 
very  few  instances  the  inflammation  had  come 
to  an  end  at  least  two  years  previously,  so  that 
the  visual  results  may  be  regarded  as  reasonably 
permanent.  Corneal  opacity  of  greater  or  less 
density  was  seen  in  168  eyes,  while  in  14  none 
was  observed.  Of  186  eyes  examined  for  blood 
vessels  in  the  cornea  171  showed  them.  Poste- 
rior synechiae  were  present  in  62  eyes.  In  4 
eyes  slight  opacity  of  the  lens  was  left.  Vitreous 
opacities  were  seen  in  11  eyes,  but  in  38,  either 
from  contracted  pupil  or  corneal  scars,  this  ex- 
amination could  not  be  made.  In  148  eyes  81 
showed  lesions  of  ehorioid  and  retina,  mostly 
disseminated  rounded  lesions  in  the  equatorial 
region.  As  to  vision,  the  patient,  usually  a 
child,  may  have  one  good  eye,  so  that  statistics 
as  to  the  number  of  eyes  defective  may  be  mis- 
leading. From  the  standpoint  of  education,  24 
children  would  have  the  same  chance  as  a  nor- 
mal child;  25  more  could  study  normally,  but 
might  be  handicapped  in  choosing  an  occupa- 
tion ;  20  or  possibly  more  would  have  to  be  edu- 
cated in  special  classes  or  in  institutions  for  the 
blind,  as  certainly  the  remaining  five  would  be. 
Of  course  myopia  may  develop  later;  it  was 
noted  in  19  of  80  cases.  Igersheimer's  statistics 
are  worse  than  this;  40%  of  his  cases  had  a 
vision  of  less  than  2/10.  Derby  believes  the 
great  majority  of  cases  of  interstitial  keratitis 
are  due  to  inherited  syphilis,  and  that  recur- 
rences do  occur,  and  that  specific  treatment 
should  be  used  for  the  future  good  of  the  pa- 
tient, if  not  to  control  the  eye  disease. 

EFFECTS  OF  RADIANT   ENERGY   ON   THE  EYE. 

Verhoeff  and  Bell  have  made  an  exhaustive 
experimental  investigation  into  the  pathological 
effects  of  radiant  energy  on  the  eye  This  val- 
uable work  does  not  lend  itself  to  abstraction 
but  should  be  read  in  full,  but  some  conclusions 
of  interest  to  the  ophthalmic  surgeon  may  be 
quoted.  The  authors  set  out  to  discover  what 
pathological  effects  can  be  produced  in  the 
structures  of  the  eye  by  exposure  to  artificial 
or  natural  spurces  of  light,  viz.,  by  radiant  en- 
ergy of  medium  wave-lengths  from  the  infra- 
red to  the  ultra-violet.  The  authors  show  that 
no  injury  to  the  retina  can  occur  from  ultra- 
violet light,  even  from  the  most  severe  expo- 
sures. Thermic  effects  from  any  source  are  not 
to  be  considered  as  no  one  could  bear  extreme 
heat  radiation  on  the  external  eye  long  enough 
to  produce  damage.  Using  sources  of  light  em- 
ployed for  practical  lighting,  but  of  immensely 
greater  intensity  than  would  ordinarily  be  used, 
they  found  no  chance  of  damage  to  the  retina. 
The  heavy  arcs  for  welding;  furnaces  and  short 
circuits,  and  posibly  searchlights,  present  the 
only  danger  from  the  standpoint  of  thermic  ef- 
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fects.  No  sources  used  for  lighting  can  be  called 
dangerous.  Brilliant  sources  of  light  are  dis- 
agreeable and  produce  temporary  scotomata, 
disturbances  of  color  vision,  annoying  after- 
images and  fatigue,  but  as  regards  definite 
pathological  effects  or  permanent  impairment  of 
vision  from  exposure  to  luminous  rays,  nothing 
of  a  positive  nature  was  found,  either  clinically 
or  experimentally.  The  injury  to  the  retina  in 
eclipse  blindness  is  entirely  thermic,  due  to  con- 
centration of  solar  energy  by  the  refracting 
system  of  the  eye,  and  is  not  due  to  ultra-violet 
rays.  Glass-blower's  cataract  is  due  not  to 
ultra-violet  light,  but  probably  to  the  overheat- 
ing of  the  eye  as  a  whole,  with  consequent  dis- 
turbed nutrition  of  the  lens.  The  lens  screens 
the  retina  from  abiotic  radiations,  so  that  pro- 
tective glasses  for  this  purpose  are  superfluous. 
The  question  of  protective  glasses  for  the  ordi- 
nary individual  is  answered  by  choosing  those 
best  adapted  to  obviate  the  sensations  arising 
from  too  strong  illumination ;  any  glass  that  re- 
duces light  will  do,  but  preferably  a  glass  that 
transmits  light  chiefly  in  the  middle  of  the  spec- 
trum for  which  the  eye  is  customarily  focused. 
The  color  of  the  glass  is  of  little  importance. 
Glasses  absorbing  at  both  ends  of  the  spectrum 
so  as  to  bring  the  strongest  light  in  the  region 
of  greatest  luminosity,  viz.,  the  yellow-green,  are 
perhaps  to  be  preferred. 


Sunk  SttiteuiH. 


The  Medical  Clinics  of  North  America.  July 
and  September,  1917,  pp.  193  and  269.  Phila- 
delphia and  London:  W.  B.  Saunders  Com- 
pany. 

The  initial  number,  July,  1917,  of  this  new 
publication  in  the  field  of  medical  clinics  super- 
sedes the  older  Medical  Clinics  of  Chicago,  the 
final  number  of  which  appeared  in  May,  1917. 

The  plan  of  this  new  periodical  is  unique  in 
that  it  calls  for  a  bi-monthly  magazine,  each 
number  to  contain  a  collection  of  papers  and 
post-graduate  clinic  from  one  of  the  great  med- 
ical centers  of  the  country. 

The  first,  the  Johns  Hopkins  Number,  con- 
tains contributions  by  Doctors  Janeway,  Barker, 
Mosenthal,  Futcher,  Hamman  and  Brown.  The 
papers  cover  a  wide  range  of  internal  medicine, 
and  the  subjects  are  handled  in  an  essentially 
practical  and  informal  manner. 

Dr.  Janeway  presents  a  short  clinic  on  "pos- 
tural albuminuria,"  which  is  of  very  distinct 
value.  The  discussions  of  hypertension  by  Dr. 
Mosenthal  and  Dr.  Hamman  present  the  modern 
conception  of  this  condition  in  a  particularly 
Bane  and  interesting  manner. 

Dr.  Barker  in  his  clinic  on  "atrial  fibrilla- 
tion" gives  an  excellent  discussion  of  the  sub- 


ject, including  prognosis  and  treatment. 
Against  the  commoner  conditions  with  which  the 
number  is  mainly  concerned,  two  very  unusual 
conditions  presented  by  Dr.  Hamman,  one, 
"dermoid  cyst  of  the  mediastinum,"  two,  "Mil- 
roy's  Disease"  stand  in  contrast. 

The  number  closes  with  some  gastro-intestinal 
notes  by  Dr.  Thomas  R.  Brown  concerning 
"gastroptosis,"  "chronic  appendix,"  and  the 
medical  after-care  of  surgical  patients  following 
abdominal  operation. 

A  gratifying  feature  of  this  excellent  number 
is  the  incorporation  in  some  of  the  papers  of  a 
brief  and  up-to-date  bibliography. 

The  September,  Philadelphia,  Number  con- 
tains papers  and  clinics  from  sixteen  authors, 
drawn  from  various  Philadelphia  hospitals  and 
clinics.  It  is  impossible  to  comment  on  all  the 
interesting  material,  but  attention  may  be  called 
to  the  contribution  of  Dr.  Pancoast  on  "The 
Diagnosis  of  Pulmonary  Tuberculosis  by  the 
Roentgen  Ray,"  well  illustrated  by  skiagrams 
as  an  excellent  discussion  and  a  clear  statement 
of  what  x-ray  may  be  expected  to  do,  and  also 
its  limitation  in  this  condition. 

Dr.  McCrae's  paper  on  "Aortitis"  calls  at- 
tention to  the  importance  of  infectious  diseases 
as  a  frequent  cause,  and  emphasizes  the  two 
great  tendencies  to  regard  syphilis  as  the  sole 
etiological  factor. 

Dr.  Schamberg  contributes  a  short  but  com- 
prehensive paper  on  "The  Causes  of  Reaction 
after  Salvarsan." 

Dr.  Kolmer's  discussion  of  "The  Diagnostic 
Value  of  Examination  of  the  Cerebrospinal 
Fluid"  describes  clearly  the  worth-while  tests 
and  their  significance. 

On  the  whole,  it  is  fair  to  say  that  the  ex- 
cellence of  the  first  number  has  been  maintained, 
and  if  the  same  standard  is  carried  out,  the 
series  will  make  a  valuable  addition  to  this  class 
of  medical  publication. 

The  Surgical  Clinics  of  Chicago.  October,  1917. 
Vol.  I,  No.  5.  With  84  illustrations.  Pub- 
lished bi-monthly.  Philadelphia  and  Lon- 
don.   "W.  B.  Saunders  Company. 

This  paper  volume,  in  the  usual  shape,  eon- 
tains  100  pages,  and  cases  from  16  surgical 
clinics  in  Chicago ;  it  includes  the  well-known 
names  of  Bevan,  Ochsner,  Ridlon,  Halstead, 
Harris,  Wyllys  Andrews,  Phemister,  Percy, 
Beck,  Eisendrath  and  Speed,  and  other  equally 
able,  though  possibly  not  so  widely  known,  op- 
erators. 

Dr.  Ochsner  finds  it  well  worth  his  while  to 
write  on  the  somewhat  plebeian  subject  of 
"Varicose  Veins,"  and  presents  a  very  good 
discussion  on  it;  Dr.  Ridlon  writes  on  "Hip 
Disease,"  and  Dr.  Bevan  on  "Tumors  of  the 
Breast,  Benign  and  Malignant." 

The  volume  is  well  illustrated  and  worthy  of 
study. 
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SHELL    SHOCK    AND    THE  AMERICAN 
ARMY. 

No  medico-military  problems  of  the  war  are 
more  striking  than  those  growing  out  of  the 
extraordinary  incidence  of  mental  and  func- 
tional nervous  diseases  ("shell  shock").  To- 
gether, these  disorders  are  responsible  for  not 
less  than  one-seventh  of  all  discharges  for  dis- 
ability from  the  British  Army,  or  one-third,  if 
discharges  for  wounds  are  excluded.  A  medical 
service  newly  confronted,  like  ours,  with  the 
task  of  caring  for  the  sick  and  wounded  of  a 
large  army,  cannot  ignore  such  important 
cause  of  invalidism.  By  their  very  nature, 
moreover,  these  diseases  endanger  the  morale 
and  discipline  of  troops  in  a  special  way,  and 
require  attention  for  purely  military  reasons. 
In  order  that  as  many  men  as  possible  may  be 
returned  to  the  colors  or  sent  into  civil  life  free 
from  disabilities  which  will  incapacitate  them 
for  work  and  self-support,  it  is  highly  desirable 


to  make  use  of  all  available  information  as  to 
the  nature  of  these  diseases  among  soldiers  in 
the  armies  of  our  allies,  and  as  to  their  treat- 
ment at  the  front,  at  the  bases,  and  at  the  cen- 
ters established  in  home  territory  for  their  "re- 
construction." 

England  has  had  three  years'  experience  in 
dealing  with  the  medical  problems  of  the  war. 
During  that  time,  opinion  has  matured  as  to  the 
nature,  causes  and  treatment  of  the  psychoses 
and  neuroses  which  prevail  so  extensively 
among  troops.  A  sufficient  number  of  different 
methods  of  military  management  have  been 
tried  to  make  it  possible  to  judge  of  their  rela- 
tive merits. 

Although  an  excessive  incidence  of  mental 
diseases  has  been  noted  in  all  recent  wars,  it  is 
only  in  the  present  one  that  functional  nervous 
diseases  have  constituted  a  major  medico-mili- 
tary problem.  As  every  nation  and  race  en- 
gaged is  suffering  severely  from  these  disorders, 
it  is  apparent  that  new  conditions  of  warfare 
are  chiefly  responsible  for  their  prevalence. 
None  of  these  new  conditions  is  more  terrible 
than  the  sustained  shell  fire  with  high  explo- 
sives which  has  characterized  most  of  the  fight- 
ing. It  is  not  surprising,  therefore,  that  the 
term  "shell  shock"  should  have  come  into  gen- 
eral use  to  designate  this  group  of  disorders. 
The  vivid,  terse  name  quickly  became  popular, 
and  now  it  is  applied  to  practically  any  ner- 
vous symptoms  in  soldiers  exposed  to  shell  fire 
that  cannot  be  explained  by  some  obvious  phys- 
ical injury.  It  is  used  so  very  loosely  that  it  is 
applied  not  only  to  all  functional  nervous  dis- 
eases, but  to  well-known  forms  of  mental  dis- 
ease, even  general  paresis.  If  all  neuroses 
among  soldiers  were  included  in  these  groups 
the  use  of  the  term  "shell  shock"  might  be  de- 
fended. But  many  hundreds  of  soldiers  who 
have  not  been  exposed  to  battle  conditions  at  all 
develop  symptoms  almost  identical  with  those  in 
men  whose  nervous  disorders  are  attributed  to 
shell  fire.  The  non-expeditionary  forces  sup- 
ply a  considerable  proportion  of  these  cases. 

The  medical  statistics  of  the  war  are  as  yet 
untabulated.  Even  if  the  records  contained  the 
information  desired  it  would  be  very  difficult  to 
state  the  prevalence  of  the  neuroses  on  account 
of  the  defective  nomenclature  employed.  It  is 
doubtful  if  there  is  another  group  of  diseases 
in  which  more  confusion  of  terms  exists.  Ner- 
vous or  mental  symptoms  coming  to  attention 
after  the  soldier  has  been  exposed  to  severe 
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shell  fire  are  almost  certain  to  be  diagnosed  as 
"shell  shock,"  and  yet  when  such  patients  are 
received  in  England,  well-defined  cases  of 
general  paresis,  epilepsy,  or  dementia  precox  are 
often  found  among  them.  This  source  of  con- 
fusion tends  to  swell  the  number  of  cases  re- 
ported under  the  term  "shell  shock,"  but  there 
are  many  other  sources  of  error  which  tend  to 
diminish  the  apparent  prevalence  of  the  war 
neuroses.  It  is  the  belief  of  those  who  have 
made  an  effort  to  ascertain  the  prevalence  of 
the  war  neuroses  that  the  rate  among  the  expe- 
ditionary forces  is  not  less  than  ten  per  thou- 
sand annually,  and  among  the  home  forces  not 
less  than  three  per  thousand. 

The  experience  of  the  British  "shell  shock" 
hospitals  emphasizes  the  fact  that  the  treatment 
of  war  neuroses  is  essentially  a  problem  in  psy- 
chological medicine.  While  patients  with  se- 
vere symptoms  of  long  duration  recover  in  the 
hands  of  physicians  who  see  but  dimly  the 
mechanism  of  their  disease,  and  are  unaware  of 
the  means  by  which  recovery  actually  takes 
place,  no  credit  belongs  to  the  physician  in 
such  cases  and  but  little  to  the  type  of  environ- 
ment provided.  In  the  great  majority  of  in- 
stances the  completeness,  promptness  and  dura- 
bility of  recovery  depend  upon  the  insight 
shown  by  the  medical  officers  under  whose 
charge  the  soldiers  come,  and  their  resourceful- 
ness and  skill  in  applying  treatment. 

The  resources  at  the  disposal  of  the  physician 
in  treating  the  war  neuroses  are  varied.  The 
patient  must  be  reeducated  in  will,  thought, 
feeling,  and  function.  Persuasion,  a  powerful 
resource,  may  be  employed,  directly  backed  by 
knowledge  on  the  part  of  the  patient  as  well  as 
the  physician  of  the  mechanism  of  the  partic- 
ular disorder  present.  Indirectly,  it  must  per- 
vade the  atmosphere  of  the  special  ward  or  hos- 
pital for  "shell  shock."  Hypnotism  is  valuable 
as  an  adjunct  to  persuasion,  and  as  a  means  of 
convincing  the  patient  that  no  organic  disease 
or  injury  is  responsible  for  his  loss  of  function. 
Thus,  in  mutism;  the  patient  speaks  under  hyp- 
nosis or  through  hypnotic  suggestion,  and  there- 
after must  admit  the  integrity  of  his  organs  of 
speech.  The  striking  effects  of  hypnotism  in  the 
removal  of  symptoms  are  somewhat  offset  by 
the  fact  that  the  most  suggestible  who  yield  to 
it  most  readily  are  particularly  likely  to  be  the 
constitutionally  neurotic.  A  mental  mechanism 
similar  to  that  which  produced  the  disorder  !s 
being  used  in  such  cases  to  bring  about  a  cure. 


The  experience  in  English  hospitals  has  dem- 
onstrated the  great  danger  of  aimless  lounging, 
too  many  entertainments  and  relaxing  recrea- 
tions, such  as  frequent  motor  rides,  etc.  It  must 
be  remembered  that  shell  shock  cases  suffer  from 
a  disorder  of  will  as  well  as  function,  and  it  is 
impossible  to  effect  a  cure  if  attention  is  di- 
rected to  one  at  the  expense  of  the  other.  As 
Dr.  H.  Crichton  Miller  has  put  it,  ' '  Shell  shock 
produces  a  condition  which  is  essentially  child- 
ish and  infantile  in  its  nature.  Rest  in  bed  and 
simple  encouragement  is  not  enough  to  educate 
a  child.  Progressive  daily  achievement  is  the 
only  way  whereby  manhood  and  self-respect 
can  be  regained." 

It  is  evident  that  the  outcome  in  the  war  neu- 
roses is  good  from  a  medical  point  of  view  and 
poor  from  a  military  point  of  view.  It  is  the 
opinion  of  all  those  consulted  that,  with  the  end 
of  the  war,  most  cases,  even  the  most  severe, 
will  speedily  recover,  those  who  do  not  being  the 
constitutionally  neurotic  and  patients  who  have 
been  so  badly  managed  that  very  unfavorable 
habit-reactions  have  developed.  This  cheering 
fact,  however,  brings  little  consolation  to  those 
who  are  chiefly  concerned  with  the  wastage  of 
fighting  men.  The  lesson  to  be  learned  from  the 
British  results  seems  clear, — that  treatment  by 
medical  officers  with  special  training  in  psy- 
chiatry should  be  made  available  just  as  near 
the  front  as  military  exigency  will  permit,  and 
that  patients  who  cannot  be  reached  at  this 
point  should  be  treated  in  special  hospitals  in 
France,  until  it  is  apparent  that  they  cannot  be 
returned  to  the  firing-lines.  As  soon  as  this 
fact  is  established,  military  needs  and  humani- 
tarian ends  coincide.  Patients  should  then  be 
sent  home  as  soon  as  possible.  The  military 
commander  may  have  the  satisfaction  of  know- 
ing that  food  need  not  be  brought  across  to  feed 
a  soldier  who  can  render  no  useful  military 
service,  and  the  medical  officer  may  feel  that  his 
patient  will  have  what  he  most  needs  for  his 
recovery, — home  and  safety  and  '  an  environ- 
ment in  which  he  can  readjust. 

Although  it  might  be  considered  more  appro- 
priately under  the  heading  of  prevention  than 
under  that  of  treatment,  the  most  important 
recommendation  to  be  made  is  that  of  rigidly 
excluding  insane,  feeble-minded,  psychopathic 
and  neuropathic  individuals  from  the  forces 
which  are  to  be  sent  to  France  and  exposed  to 
the  terrific  stress  of  modern  war.  Not  only  the- 
medical  officers  but  the  line  officers  interviewed; 
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in  England  emphasized,  over  and  over  again, 
the  importance  of  not  accepting  mentally  un- 
stable recruits  for  military  service  at  the  front. 
If  the  period  of  training  at  the  concentration 
camps  is  used  for  observation  and  examination, 
it  is  within  our  power  to  reduce  very  materially 
the  difficult  problem  of  caring  for  mental  and 
nervous  cases  in  France,  increase  the  military 
efficiency  of  the  expeditionary  forces,  and  save 
the  country  millions  of  dollars  in  pensions.  Sir 
William  Osier,  who  has  had  a  large  experience 
in  the  selection  of  recruits  for  the  British  Army 
and  has  seen  the  disastrous  results  of  careless- 
ness in  this  respect,  feels  so  strongly  on  the  sub- 
ject that  he  has  recently  made  his  views  known 
in  a  letter  to  the  Journal  of  the  American  Med- 
ical Association,  in  which  he  mentions  neuro- 
pathic make-up  as  one  of  the  three  great 
causes  for  the  invariable  rejection  of  recruits. 
In  personal  conversation  he  gave  numerous  il- 
lustrations of  the  burden  which  the  acceptance 
of  neurotic  recruits  had  unnecessarily  thrown 
upon  an  army  struggling  to  surmount  the  dif- 
ficult medical  problems  inseparable  from  the 
war. 

Neuroses  are  very  common  among  soldiers 
who  have  never  been  exposed  to  shell  fire,  and 
will  undoubtedly  be  seen  frequently  among  non- 
expeditionary  troops  in  this  country.  In  Eng- 
land nearly  thirty  per  cent,  of  all  men  from 
the  home  forces  admitted  to  one  general  hos- 
pital were  suffering  from  various  neuroses. 
Most  of  these  men  were  of  very  neurotic  make- 
up. Many  had  had  previous  nervous  break- 
downs. Fear,  even  in  the  comparatively  harm- 
less camp  exercises,  was  a  common  cause  of  neu- 
rotic symptoms.  Heart  symptoms  were  exceed- 
ingly common.  The  same  experience  in  our  own 
training  camps  can  be  confidently  predicted. 

The  imminence  of  this  problem  in  our  coun- 
try at  the  present  time  lends  interest  to  the 
"War  Shock"  program  of  the  annual  confer- 
ence of  the  Massachusetts  Society  for  Mental 
Hygiene,  held  in  Tremont  Temple  on  Wednes- 
day, January  9,  in  the  afternoon,  program  of 
which  appeared  in  last  week's  issue  of  the 
Journal.. 


STANDARDIZATION  OF  SCHOOL 
HYGIENE. 
The    Massachusetts    State    Department  of 
Health  has  made  a  thorough  investigation  of  the 
present  status  of  medical  supervision  of  school 


children  throughout  the  state.  A  report  of 
this  investigation  appears  in  the  November 
number  of  the  Public  Health  Bulletin. 

"The  importance  of  child  hygiene  has  long 
been  recognized  in  Massachusetts  by  the  few,  as 
illustrated  by  the  report  of  the  commission  ap- 
pointed by  the  Governor  of  the  Commonwealth 
in  1849  to  make  a  sanitary  survey  of  the  State. 
Their  report,  made  the  following  year,  contains 
these  specific  recommendations: 

XVIII.  We  recommend  that,  in  erecting 
schoolhouses,  churches,  and  other  public  build- 
ings, health  should  be  regarded  in  their  site, 
structure,  heating  apparatus  and  ventilation. 

XXVI.  We  recommend  that  measures  be 
taken  to  ascertain  the  amount  of  sickness  suf- 
fered among  the  scholars  who  attend  the  public 
schools  and  other  seminaries  of  learning  in  the 
Commonwealth. 

In  1875  and  following  years  Dr.  Henry  P. 
Bowditch  of  Boston  made  elaborate  studies  of 
the  physical  growth  of  school  children  in  Bos- 
ton, which  appear  in  the  annual  reports  of  the 
State  Board  of  Health  for  1877  and  1879. 

The  first  systematic  work  in  the  line  of  school 
hygiene  in  Massachusetts  was  inaugurated  in 
Boston  in  1894  under  the  term  'medical 
inspection  of  schools.'  An  effort  to  control 
an  outbreak  of  diphtheria  was  the  immediate 
occasion  for  the  beginning  of  this  work. 

Brookline  began  similar  work  the  same  year. 
Work  was  begun  in  Marblehead  in  1895,  while 
in  Beverly,  Cambridge  and  Gloucester  work  was 
inaugurated  in  the  following  year. 

Interest  in  medical  inspection  gradually  in- 
creased, the  work  being  taken  up  in  a  commu- 
nity here  and  there  until  1906,  when  the  Legis- 
lature passed  a  bill  requiring  school  inspection 
to  be  carried  on  throughout  the  State." 

With  the  spread  of  this  work  and  the  increas- 
ing amount  of  attention  devoted  to  it,  the  term 
"medical  inspection"  has  come  to  be  regarded 
as  too  narrow,  since  many  other  things  are  in- 
cluded in  conserving  the  health  of  school  chil- 
dren beside  sickness;  hence  the  term  "school  hy- 
giene," as  comprehending  all  things  which  in- 
fluence the  health  and  consequently  the  welfare 
and  efficiency  of  the  pupil,  has  come  into  use. 

School  hygiene  work  is  carried  on  by  the 
boards  of  health  in  eighteen  cities  and  in  some 
half  dozen  towns.  Elsewhere  it  is  in  the  hands 
of  the  school  authorities.  The  number  of  school 
physicians  employed  seems  to  be  determined 
without  reference  to  the  number  of  pupils,  since 
a  single  physician  has  under  his  care  from  10  to 
7000  pupils.  In  215  communities  the  school 
physician's  salary  does  not  exceed  $100  per 
year,  in  the  majority  of  instances  much  less, 
while  seven  towns  pay  nothing.    Sixty-two  com- 
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munities  pay  in  excess  of  $200  but  not  to  ex- 
ceed $300.  Salaries  above  this  amount  are  few. 
In  the  great  majority  of  places  for  which  infor- 
mation is  at  hand  the  amount  of  time  devoted 
to  school  work  is  not  more  than  one  to  two  hours 
per  week.  The  examination  of  the  pupils  is 
more  largely  an  inspection,  and  includes  the 
skin  (for  skin  diseases  and  pediculosis),  the 
nose  and  throat  (for  tonsils  and  adenoids),  and 
perhaps  the  teeth,  though  they  are  infrequently 
mentioned.  Sixty  communities  employ  school 
nurses,  either  on  a  full-time  or  part-time  basis. 

' '  This  report  demonstrates  beyond  question  the 
almost  entire  absence  of  uniformity  in  school 
hygiene  work  and  the  lack  of  any  standard  of 
such  work  as  it  is  carried  out  in  Massachusetts. 
The  value  of  this  work,  however,  when  conscien- 
tiously and  thoroughly  carried  out,  is  well  rec- 
ognized and  established. 

At  the  present  time  there  is  nowhere  lodged 
the  authority,  either  in  the  State  Board  of  Edu- 
cation or  in  the  State  Department  of  Health,  to 
establish  standards,  even  minimum  standards, 
for  the  carrying  on  of  school  hygiene  work. 
The  matter  is  left  wholly  to  the  individual 
boards  of  health  or  school  committees.  Hence, 
though  some  communities  are  doing  excellent 
work,  many  others  are  doing  the  work  in  a  more 
or  less  perfunctory  manner,  failing  to  achieve 
the  maximum  benefits  of  school  hygiene  work. 

Under  such  circumstances  it  becomes  an  al- 
most hopeless  task  to  secure  even  a  minimum 
standard  of  work  in  school  hygiene,  or  to  at- 
tempt to  secure  an  approach  toward  more  uni- 
form practice  and  efficiency. 

School  hygiene  concerns  itself  with: 

1.  The  location,  the  housing  and  the  equip- 
ment of  schools  so  far  as  conditions  affecting 
the  health  of  the  pupils  are  concerned. 

2.  The  health,  the  physical  condition,  of  the 
pupil  himself,  including  inspection  and  exami- 
nation to  determine  the  presence  of  defects,  if 
any,  and  the  devising  of  means  for  their  relief. 

3.  The  teaching  of  hygiene,  including  espe- 
cially recent  knowledge  as  to  the  transmission  of 
communicable  diseases,  the  importance  of  prop- 
er health  habits,  etc. 

To  secure  maximum  efficiency  in  school  hy- 
giene work  there  should  be: 

1.  Provision  for  determining  the  healthful- 
ness  of  sites  and  plans  for  school  buildings,  and 
for  their  subsequent  regular  inspection. 

2.  Provision  for  minimum  requirements  as 
to  the  inspection  and  examination  of  school 
children,  and  for  the  supervision  of  such  work. 

3.  Provision  for  the  extension,  by  the  board 
of  health,  as  a  health  measure,  of  similar  in- 
spection and  examination  to  private  and  paro- 
chial schools. 

4.  Provision  for  the  employment  of  school 
nurses  in  addition  to  school  physicians  in  order 
to  increase  the  efficiency  of  school  work. 


5.  Provision  of  means  to  aid  smaller  commu- 
nities in  maintaining  such  school  hygiene  work, 
as  is  now  made  in  aiding  the  mto  employ  school 
superintendents. 

6.  Provision  for  the  prescribing  of  standards 
of  teaching  hygiene  in  the  schools  and  adequate 
supervision  of  the  same. 

Such  measures  would  make  possible  much 
progress  in  health  work  in  this  State,  would 
greatly  increase  its  efficiency,  and  would  event- 
ually repay  many  times  its  cost  in  added  health, 
comfort  and  productiveness  of  our  people." 


THE  LIMIT   OF  RECOVERY  IN  HEMI- 
PLEGIA.* 

Any  attitude  towards  our  patients  which  is  in 
the  direction  of  optimism,  provided  always  that 
such  optimism  is  not  altogether  unjustifiable, 
is  to  be  fostered,  for  its  favorable  effect  on  the 
patient's  psyche,  if  for  no  other  reason.  We 
turn,  therefore,  with  pleasure  to  the  recent  ef- 
forts to  extend  the  limits  of  recovery  in  hemi- 
plegia. It  has  been  generally  held  in  the  past 
that,  following  the  hemorrhagic  insult,  there 
was  a  paralysis  affecting  all  the  movements  of 
one  side,  next  an  improvement,  progressing  in 
some  cases  to  an  almost  complete  recovery, 
while  in  other  cases  there  was  very  little  change 
for  the  better. 

It  is  pretty  generally  agreed,  anyway,  that 
after  a  time,  varyingly  stated  as  six  months,  one 
year,  a  year  and  a  half,  etc.,  we  must  look  upon 
the  status  quo  as  the  maximum  of  improvement. 
Thus  many  cases  seem  after  a  year  or  so  to  be 
doomed  to  complete  hemiplegia,  monoplegia,  or 
perhaps  contractures  or  athetoid  movements. 

But  lately  the  gloom  of  this  picture  has  be- 
come illumined  by  rays  of  hope.  It  has  been 
asserted  that,  in  a  great  many  of  these  long- 
standing cases,  particularly  when  treatment  has 
been  scant,  there  is  a  possibility  of  great  im- 
provement, amounting  in  some  instances  sub- 
stantially to  restoration  of  function.  This  the- 
ory, once  evolved,  was  apparently  proved  with 
monkeys,  and  then  extended  to  human  patients, 
where  encouraging  results  have  been  reported. 

To  review  a  typical  case,  we  have  first  the  rup- 
ture of  a  cerebral  vessel  with  hemorrhage  into 
the  cortex,  destroying  part  of  the  brain  tissue. 

*  See  "The  Possibility  of  Recovery  in  Long-standing  Hemiplegias," 
by  S.  I.  Franz,  Mildred  Scheetz  and  Anita  Wilson,  Journal  Ameri- 
can Medical  Association. 
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Not  to  go  too  exhaustively  into  the  pathology, 
we  will  say  that  there  is  an  extravasation  of 
blood  over  the  motor  area,  causing  a  hemiplegia. 
Later  on,  with  the  absorption  of  the  blood-clot, 
much  of  the  pressure  is  removed,  and  the  indi- 
vidual synchronously  recovers  part  of  the  func- 
tion of  the  affected  side.  There  remains,  how- 
ever, some  actual  destruction  of  cerebral  tissue 
which  is  not  and  cannot  be  replaced,  and  which 
fixes  a  limit  to  recovery  unless  we  are  to  sup- 
pose one  of  two  things, — a  compensatory  adap- 
tation of  other  areas  on  the  same  side,  or  an 
assumption  from  the  sound  side  of  attributes  of 
the  diseased  side, — a  rather  incredible  hypoth- 
esis. 

AVhether  or  not  either  of  these  things  occurs 
cannot  be  definitely  stated  at  this  time.  Cer- 
tainly it  has  been  demonstrated  that  cases  of 
several  years'  standing  can  be  taken  in  hand 
and  by  reeducation  be  given  back  a  large 
amount  of  function  supposedly  lost.  This  may, 
of  course,  be  due  to  the  fact  that  these  hemi- 
plegics  from  one  cause  or  another  do  not  al- 
ways obtain  treatment  secundum  artem.  Either 
the  patient  neglects  medical  advice  entirely 
after  the  first  shock,  or  he  neglects  the  massage 
and  use  of  the  affected  side,  which  is  so  neces- 
sary. The  result  is  a  limb  only,  we  will  say 
about  30%  potent,  the  70%  subnormality  being 
20%  actual  destruction  of  cortical  tissue  and 
50%  neglect.  Now  if  we  take  such  a  patient  in 
hand  we  can  get  back  the  50%  of  use,  making 
the  limb  useful  to  80%  of  its  normal,  which 
contrasted  with  the  former  condition,  seems  al- 
most like  recovery.  But  it  is  not  really  recov- 
ery, and  what  has  really  been  done  has  been  to 
show  that  the  limit  of  recovery  has  hitherto 
been  unnecessarily  restricted. 


INDIVIDUAL  INCOME  TAX  RETURNS. 

At  least  350,000  individuals  residing  in  Mas- 
sachusetts will  be  required,  during  the  months 
of  January  and  February,  1918,  to  make  re- 
turns of  their  income  for  the  year  1917  to  the 
Federal  Government.  Every  unmarried  person 
who  had  an  income  of  $1000  or  more  during  the 
year  1917,  and  every  married  individual  liv- 
ing with  wife  or  husband  who  had  an  income 
of  $2000  or  more  for  the  year  1917  must  make 
this  return  on  or  before  March  1,  1918.  Inas- 
much as  the  great  majority  of  people  required 


to  make  this  return  of  income  are  not  thor- 
oughly acquainted  with  the  requirements  of  the 
law  as  passed  by  Congress  on  October  3,  1917, 
the  Income  Tax  office  is  planning  a  campaign  of 
publicity  in  order  that  they  may  become  ac- 
quainted with  the  provisions  of  the  law,  and  in 
addition  plans  to  have,  during  the  months  of 
January  and  February,  approximately  one  hun- 
dred federal  income  tax  experts  stationed 
throughout  the  State,  in  order  that  they  may 
give  advice  and  make  out  returns,  without  any 
cost  to  the  taxpayer. 

The  public  will  be  notified  later  of  the  dates 
upon  which  the  income  tax  men  will  be  in  the 
different  towns  and  cities  throughout  the  State, 
and  should  await  their  coming  before  attempt- 
ing to  make  out  their  returns.  The  hours  of 
these  men  will  be  so  arranged  that  individuals 
who  are  employed  throughout  the  day  will  be 
given  an  opportunity  to  consult  them  and  make 
returns  out  under  their  supervision. 

The  Income  Tax  Office  at  Boston  has  been 
overwhelmed  with  correspondence  incidental  to 
the  new  war  revenue  bill  of  October  3,  1917, 
since  the  date  of  its  enactment.  It  is  urgently 
requested  that  the  public  refrain  from  writing 
to  this  office  for  returns  or  for  interpretations 
of  the  law,  as  correct  interpretations  of  the  law 
will  be  furnished  through  the  press  and  by  the 
income  tax  men,  and  blank  forms  upon  which 
the  individual  taxpayers  will  make  returns  will 
be  at  convenient  points  for  distribution  in  the 
towns  and  cities  of  the  State  in  the  early  part 
of  January. 

Taxpayers  who  have  made  income  tax  returns 
for  previous  years  will,  as  heretofore,  receive 
their  blanks  through  the  mail. 

"Watch  the  papers  for  further  information. 

John  F.  Malley,  Collector. 


MEDICAL  NOTES. 

New  Food  Conservation  Movement. — Re- 
cently, at  the  home  of  Mr.  Adolph  Lewisohn, 
New  York  City,  there  was  organized  a  new 
movement  to  conserve  food,  homes,  health  and 
woman  power,  during  war  conditions  and  after. 
The  movement,  to  be  known  as  the  American 
Cooked  Food  Service,  has  originated  with  a 
group  interested  in  the  social  significance  of  a 
new  method  of  furnishing  cooked  meals  to 
homes,  from  central  stations  scattered  through- 
out the  city.  The  incorporators  are  Mrs.  Her- 
bert L.  Satterlee,  Mr.  Adolph  Lewisohn.  and 
Mrs.  Charles  H.  Sabin.    Associated  with  them 
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are  Mrs.  William  Pierson  Hamilton,  Mr.  Wil- 
liam S.  Curtis,  Mrs.  Charles  B.  Alexander  and 
Mrs.  Charles  H.  Senff. 

The  officers  elected  were :  president,  Miss  Jes- 
sie H.  Bancroft;  vice-president,  Mr.  Adolph 
Lewisohn ;  secretary,  Mrs.  William  G.  Shailer ; 
treasurer,  Dr.  Belle  J.  Macdonald.  Other  di- 
rectors are  Mrs.  Edgerton  L.  Winthrop,  Jr., 
Mrs.  Herbert  L.  Satterlee,  and  Mrs.  Ransom  S. 
Hooker.  Mrs.  Alice  McKay  Kelly,  now  organ- 
izing Red  Cross  canteens  in  Italy,  is  to  be  field 
secretary,  and  Mrs.  Emma  Waldron  Davis,  ex- 
ecutive. 

The  movement  has  the  personal  endorsement 
of  Mr.  Hoover,  and  in  observing  all  war  needs 
will  have  the  advantage  over  theoretical  instruc- 
tion of  placing  the  actual  approved  and  pre- 
pared food  on  the  table.  Trained  dietitians  will 
see  that  balanced  menus  prevent  underfeeding 
during  the  war  stress,  and  will  attend  to  special 
dietary  needs.  An  official  consulting  board,  to 
give  assistance  and  advice  on  various  technical 
and  nutrition  problems  will  include  Mr.  Her- 
bert L.  Satterlee,  Dr.  Graham  Lusk,  Dr.  Henry 
Dwight  Chapin,  Dr.  S.  Josephine  Baker,  Dr. 
C.  E.  A.  Winslow,  Dr.  S.  Adolphus  Knopf,  Mr. 
Cyrus  C.  Miller,  Dr.  Thomas  D.  Wood,  Mr. 
George  L.  Bennett,  Mr.  Frederick  S.  Crum,  Dr. 
G.  Reese  Satterlee.  Dr.  Sumner  Shailer.  Profes- 
sor Irving  Fisher,  Mrs.  John  E.  Milholland  and 
Mrs.  Bertha  L.  Grimes. 

The  first  station  will  be  opened  in  a  few  weeks 
at  213  West  79th  Street,  with  a  motor  service 
extending  over  a  two-miles  radius.  The  food 
will  be  carried  in  insulated  containers  that  keep 
it  hot  for  several  hours.  The  movement  is  de- 
signed to  save  the  independent  consumer  by 
means  of  a  centralized  service  from  commercial 
exploitation  for  his  food  supplies,  and  to  keep 
together  homes  that  otherwise  might  disintegrate 
because  of  the  draft  of  women,  domestic  work- 
ers and  house  mothers,  into  industrial  and  other 
war  service.  Similar  movements  have  been 
started  in  London  to  meet  war  conditions. 

Hospital  Bequests. — By  the  will  of  the  late 
Louis  Summerfield  of  Boston  the  Boston  Float- 
ing Hospital  is  to  receive  the  sum  of  $500. 

By  the  will  of  the  late  William  H.  White  of 
New  York,  St.  Luke's  Hospital  is  named  as  a 
residuarv  legatee  and  will  receive  a  sum  of  from 
$500,000  to  $1,000,000. 

American  Congress  on  Internal  Medicine. 
— The  second  scientific  session  of  the  American 
Congress  on  Internal  Medicine  was  held  in 
Pittsburgh,  Pa.,  on  December  27  and  28.  The 
subject  for  discussion  on  the  first  day  was 
"The  Roentgen  Rays  in  Internal  Medicine." 
On  the  second  day  Dr.  William  H.  Park  of  New 
York  spoke  on  "The  Communicable  Diseases  in 
Modern  Warfare  and  Their  Prevention." 

Carnegie  Institution  Embryological  De- 
partment.— The  following  letter  has  been  re- 
ceived regarding  the  continuation  of  embryolog- 


cal  study  by  the  Carnegie  Institution,  following 
rhe  death  of  its  director,  Dr.  Franklin  P.  Mall 
jf  Johns  Hopkins  University : 

"This  is  to  announce  the  death,  on  November 
17,  of  Professor  Franklin  P.  Mall,  under  whose 
direction  this  laboratory  and  its  plan  of  work 
were  established.  The  loss  which  this  means  to 
the  progress  of  human  embryology  is  very 
great;  it  is  a  loss  in  which  the  medical  profes- 
sion, and  you,  especially,  as  one  of  our  corre- 
spondents, will  be  deeply  concerned. 

At  the  same  time  we  wish  to  state  that  this 
great  blow  to  our  department  is  to  be  met  by 
the  redoubling  of  our  efforts.  The  collection  of 
human  embryos  which,  through  the  unceasing 
zeal  of  Dr.  Mall,  has  become  by  far  the  largest 
in  existence,  is  to  be  still  further  increased,  and 
generous  provision  has  been  made  by  the  Car- 
negie Institution  of  Washington  whereby  the 
embryological  studies  based  upon  the  collection 
are  to  be  carried  on  without  interruption.  Our 
success  in  this  will  depend  in  part  upon  you, 
and  we  earnesly  request  that  you  continue  to 
send  us  every  embryo  and  every  fragment  of 
abortion  material  that  may  come  into  your 
hands. 

Yours  very  truly, 
George  L.  Streeter,  Acting  Director." 

London  Death  Rates. — Statistics  recently 
published  show  that  the  death  rate  for  the  City 
of  London  for  the  month  of  October,  1917,  was 
12.5  per  thousand  inhabitants.  The  highest 
rate  was  in  the  district  of  Finsbury,  which  had 
a  rate  of  19.8,  and  the  lowest  in  Hampstead, 
which  had  a  rate  of  9. 


WAR  NOTES. 

Austrian  Bath  Train. — Colonel  Joseph  H. 
Ford  gives  the  following  description  in  the 
Military  Surgeon  of  a  bath  train  in  use  in  the 
Austro-Hungarian  Army: 

"In  addition  to  the  usual  locomotive  for 
transport,  it  had  another  altered  to  pump  water 
and  supply  steam  for  disinfection  and  for 
warming  the  bath  water.  Two  living  cars 
housed  the  personnel  (1  second  lieutenant,  6 
train  crew,  17  technical  staff).  Five  store  cars 
carried  soap,  towels,  brushes,  10%  naphthalin 
ointment  in  vaseline,  10,000  clean  clothing  outfits 
for  men  to  wear  while  their  own  was  being  dis- 
infected. Water  for  two  days  was  carried  in 
two  tank  cars,  each  holding  40  tons.  There 
were  three  disinfecting  cars,  of  which  one  disin- 
fected underclothing  at  103°  C.  in  half  an  hour; 
the  other  two  disinfected  furs,  overcoats,  boots, 
etc.,  with  formalin  at  60°  C.  in  six  hours.  There 
were  five  cars  in  the  bathing  section.  Men  un- 
dressed in  the  center  car,  each  putting  his  kit  in 
a  sack,  taken  away  at  once  for  disinfection,  and 
they  themselves  passed  into  the  next  car  either 
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way,  where  each  picked  up  soap  and  towel  and 
washed  himself.  The  bath  car  had  a  25-ton  tank 
on  the  roof,  and  30  shower  douches  allowed 
seven  gallons  of  water  at  98°  F.  to  fall  on  each 
of  the  30  bathers  in  five  minutes,  by  the  end  of 
which  time  he  was  supposed  to  be  clean.  The  car 
was  lighted  by  numerous  frosted  windows  or  by 
overhead  electric  lights.  The  man  then  dried 
himself  and  rubbed  himself  over,  especially  the 
hairy  parts,  with  the  10%  naphthalin  ointment 
and  passed  into  the  next  car,  where  he  dressed 
himself  in  the  outfit  laid  ready  for  him,  re- 
maining there  till  his  own  clothes  were  disin- 
fected and  he  could  change  into  them.  Each 
train  was  estimated  to  bathe  1400  to  2000  men 
daily,  but  one,  says  Colonel  Ford,  had  been 
known  to  deal  with  3600.  Sometimes  the  bath- 
ing train  had  a  laundry  attached;  more  usually 
the  laundry  was  independent,  and  carried  by  a 
motor  lorry  with  trailer.  It  had  a  washing  ma- 
chine, centrifugal  drier,  drying  closets,  and  a 
mangle;  with  23  men  as  staff,  they  were  ex- 
pected to  wash  a  ton  of  dirty  clothes  in  a  day." 

U.  S.  Medical  Department  to  Use  Moving 
Pictures. — One  of  the  most  important  and  most 
progressive  educational  innovations  just  an- 
nounced, is  the  establishment  of  a  new  sub-divi- 
sion of  the  Surgeon-General's  Office  in  conjunc- 
tion with  the  Surgeon-General's  Library  aud 
Army  Medical  Museum,  to  furnish  moving  pic- 
tures or  slides  of  camp  activities  relating  to  the 
conduct  of  work  in  the  Medical  Department, 
and  the  establishment  of  a  suitable  repository 
for  these  valuable  pictorial  data. 

The  repository  will  be  for  the  accommodation 
of  positives  or  negatives  of  all  important  mili- 
tary-medical films  or  slides,  which  are  to  be 
availabls  for  instruction  purposes  in  camps  or 
cantonments  of  the  army  and  for  instruction  in 
the  medical  schools  of  the  country.  These  films 
and  slides  will  be  loaned  for  use  in  conjunction 
with  lectures  and  other  courses  of  study  in  med- 
ical schools  and  for  educational  uses  in  the 
training  camps  and  cantonments'.  It  is  the  plan 
of  the  Surgeon-General's  Office  to  supplement 
the  courses  of  instruction  given  under  the  direc- 
tion of  the  Medical  Department  in  officers' 
training  camps,  as  well  as  in  the  National  Guard 
and  National  Army  camps,  with  these  pictures. 

As  it  has  been  repeatedly  demonstrated  that 
students  attain  a  higher  percentage  where 
courses  are  supplemented  pictorially,  this  inno- 
vation, planned  and  put  into  operation  by  the 
Surgeon-General's  Office,  will  be  appreciated  as 
of  value,  not  only  in  securing  better  results, 
but  in  making  the  courses  doubly  interesting. 

The  Surgeon-General's  Office  seeks  the  co- 
operation of  the  medical  profession  in  securing 
access  to  negatives  of  unusual  cases  in  every 
branch  of  surgery  not  now  possessed  by  the  Li- 
brary of  Moving  Pictures  of  the  Surgeon-Gen- 
eral's Office,  and  would  appreciate  the  donation 
of  positives  where  possible. 


The  new  branch  is  under  the  direction  of  Col. 
William  O.  Owens,  curator  of  the  Surgeon-Gen- 
eral's Library  and  Army  Medical  Museum,  Sev- 
enth and  B.  Streets,  S.W.,  Washington,  D.  C, 
to  whom  correspondence  may  be  addressed. 

Tuberculosis  and  the  War. — The  experience 
of  England  and  Wales  with  respect  to  tubercu- 
losis during  the  past  few  years  is  practically 
identical  with  that  of  the  continental  countries 
engaged  in  the  war,  namely,  that  the  disease  has 
increased,  both  in  prevalence  and  in  fatality. 
A  table  accompanies  an  article  on  this  subject 
published  in  a  recent  number  of  The  Lancet, 
showing  that,  comparing  the  experience  of  1913, 
the  last  complete  year  before  the  war,  with  sub- 
sequent years,  the  deaths  from  pulmonary  tu- 
berculosis increased  by  1582  in  the  year  1914, 
by  4621  in  1915,  and  by  4490  in  1916,  the  third 
year  of  the  war. 

In  commenting  on  the  increased  mortality 
shown  in  this  table,  Newsholme  says:  "Men  in 
the  Army  and  men  and  women  in  industrial 
employment,  notwithstanding  the  efforts  to 
minimize  these  results,  have  been  exposed  to 
conditions  leading  to  the  spread  of  tuberculosis 
and  to  the  calling  into  activity  of  latent  disease. 
A  large  number  of  unrecognized  or  partly  re- 
covered consumptives  have  entered  the  Army  or 
have  been  employed  at  high  wages  in  munition 
and  other  works.  In  many  instances  there  have 
been  overwork  and  excessive  exposure  to  irri- 
tating dust.  Commonly,  also,  owing  to  great  mi- 
grations of  military  and  civil  population,  there 
has  been  overcrowding  under  conditions  un- 
favorable to  health.  These  are  the  outstanding 
facts.  They  will  need  to  be  further  considered 
in  the  light  of  the  current  year's  experience. 

"The  experience  in  this  country  appears  to 
coincide  with  that  of  the  continental  countries 
engaged  in  the  present  war.  In  all  of  them, 
so  far  as  can  be  gathered  from  official  informa- 
tion, tuberculosis  appears  to  have  been  more  rife 
and  more  fatal  than  prior  to  the  war.  It  is 
proper  to  state  that  this  unfavorable  record 
would  almost  certainly  have  been  worse  but  for 
the  organized  efforts  to  improve  housing  condi- 
tions in  areas  the  population  of  which  has  been 
swollen  by  war  work,  and  especially  for  the 
efforts  made  by  the  Government  to  secure  im- 
proved conditions  of  work  for  munition  work- 
ers, as  well  as  to  cope  with  the  special  housing 
difficulties  which  have  arisen.  I  may  draw  atten- 
tion, furthermore,  to  the  fact  that,  notwithstand- 
ing the  increase  in  the  population  of  England 
and  Wales  in  the  interval,  the  deaths  from  pul- 
monary tuberculosis  were  fewer  than  in  so  re- 
cent a  year  as  1902." 

Soap  Treatment  op  Wounds. — From  France 
comes  the  report  of  the  use  of  soap  in  the  treat- 
ment of  wounds.  The  white  soap  of  Marseilles 
(Castile  soap)  was  used  and  the  wound  washed, 
where  possible,  with  gauze  swabs  wet  with  the 
soap  solution.  The  lack  of  friction  permits  such 
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devices  to  slide  over  the  surface  of  certain 
classes  of  wounds  without  irritation.  In  other 
cases  irrigation  has  been  effected  by  means  of 
an  elevated  reservoir.  This  treatment  is  contin- 
ued until  the  results  are  free  from  pus  or  ex- 
traneous material,  and  then  a  sort  of  "embalm- 
ent" — improper  term  probably,  but  illustrative 
— is  effected  with  the  soap.  Cloths,  with  a  20% 
solution  of  soap  liquor  are  rolled  and  manipu- 
lated in  the  hands  till  a  thorough  distribution 
of  the  soap  through  the  gauze  is  effected.  This 
process  is  important  in  the  eyes  of  the  techni- 
cians, for  it  produces  a  dressing  filled  with  air 
bubbles  which  is  in  effect  a  very  fine  sponge. 
By  careful  manipulation  a  coating  of  soap  may 
be  placed  over  every  part  of  the  wound,  which 
may  be  even  a  centimeter  in  thickness.  This 
may  be  covered  with  a  moist  layer  of  absorbent 
cotton,  and  a  bandage  will  hold  it  in  place. 
Such  a  dressing  will  last  a  couple  of  days. 

Red  Cross  Tuberculosis  Hospital  in  Paris. 
— The  first  tuberculosis  hospital  operated  by 
the  Red  Cross  in  France  is  the  Edward  L.  Tru- 
deau  Tuberculosis  Sanatorium  recently  opened 
in  Paris.  The  first  patients  were  refugee  wo- 
men and  children.  It  is  expected  that  the  hos- 
pital will  have  equipment  for  1200  beds.  Dr. 
James  I.  Gamble  of  Baltimore  is  in  charge. 

Health  op  Men  in  Cantonments. — Surgeon- 
General  Gorgas  in  reporting  health  conditions 
in  army  cantonments,  states  that  for  the  week 
ending  December  21,  there  were  21  more  deaths 
in  the  National  Army  than  during  the  week  be- 
fore, and  45  fewer  in  the  National  Guard. 
Pneumonia  caused  the  greatest  number  of 
deaths, — 87  out  of  120  deaths  in  the  National 
Guard  and  77  out  of  118  deaths  in  the  National 
Army.   Measles  still  continues  to  spread. 

Honors  for  Harvard  Unit. — Field  Marshal 
Haig  has  mentioned  several  nurses  and  sur- 
geons, members  of  the  Harvard  Unit,  for  not- 
able service.  They  include  Lieut.-Col.  Hugh 
Cabot,  Major  Harvey  Cushing,  Major  V.  H. 
Kazzanjian,  Lieut.-Col.  R.  U.  Patterson,  and 
Private  A.  Mason.  The  nurses  include  Miss  V. 
Allen  and  Miss  G.  Davidson. 

"War  Relief  Funds. — On  Jan.  5  the  totals  of 
the  principal  New  England  war  relief  funds 
reached  the  following  amounts: 


Halifax  Fund   $665,258.93 

French  Wounded  Fund    307,418.00 

Armenian-Syrian  Fund    275,014.62 

Serbian  Fund   125,725.42 

Italian  Fund    117,040.49 


BOSTON  AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During  the 
week  ending  December  29,  1917,  the  number  of 
deaths  reported  was  257,  against  259  last  year, 
with  a  rate  of  17.35,  against  17.72  last  year. 
There  were  37  deaths  under  one  year  of  age, 
against  29  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were :  diphtheria,  1 08 ;  scarlet  fever,  34 ; 
measles,  78 ;  whooping  cough,  48 ;  typhoid  fever, 
1 ;  tuberculosis,  43. 

Included  in  the  above  were  the  following 
cases  of  non-residents:  diphtheria,  5;  scarlet 
fever,  5;  measles,  4;  tuberculosis,  5. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 11;  scarlet  fever,  2;  measles,  2;  tubercu- 
losis, 23. 

Included  in  the  above  were  the  following 
non-residents :  diphtheria,  3 ;  tuberculosis,  3. 


OFFICERS  OF  THE  MASSACHUSETTS  MEDICAL 
SOCIETY,  1917-18. 

President 

Samuel  B.  Woodward       58  Pearl  Street,  Worcester 

Vice-President 
George  P.  Twitchell  17%  Federal  Street,  Greenfield 
Secretary 

Walter  L.  Buerage         282  Newbury  Street,  Boston 
Treasurer 

Arthur  K.  Stone  44  Fairfield  Street,  Boston 

Librarian 

Edwin  H.  Brigham,  Brookline 

8  The  Fenway,  Boston 

Standing  Committees. 

Of  Arrangements 
James  H.  Young,  Chairman 

19  Baldwin  Street,  Newton 
On  Publications  and  Scientific  Papers 
George  B.  Shattuck,  Chairman 

183  Beacon  Street,  Boston 
On  Membership  and  Finance 
Charles  M.  Green,  Chairman 

78  Marlborough  Street,  Boston 
On  Ethics  and  Discipline 
J.  Arthur  Gage,  Chairman    64  Central  Street,  Lowell 

On  Medical  Education  and  Medical  Diplomas 
Harold  C.  Ernst,  Chairman 

240  Longwood  Avenue,  Roxbury 
On  State  and  National  Legislation 
Samuel  B.  Woodward,  Chairman 

58  Pearl  Street,  Worcester 
On  Public  Health 
Enos  H.  Bigelow,  Chairman 

P  O.  Box  213,  Framingham 


Utilization  of  Cripples  in  Industry. — It  has  been 
proposed  and  resolved  to  look  up  for  the  Suffolk  Dis- 
trict of  the  Massachusetts  Medical  Society,  in  order 
to  help  out  reconstruction  work,  any  available  data 
on  the  present  utilization  of  cripples  in  industry.  I 
have  been  asked  to  take  the  chairmanship  of  this 
committee  and  take  this  opportunity,  through  you, 
of  appealing  to  the  profession  for  help.  It  is  obvious- 
|  ly  not  practicable  to  go  at  this  matter  statistically. 
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Our  hospitals  are  not  sufficiently  far  advanced  in 
end-result  work  to  give  more  than  partial  help  in 
this  matter  and  there  seems  to  be  no  obvious  way  in 
utilizing  industrial  data  to  make  anything  like  a  com- 
plete survey.  What  can  be  done,  however,  is  to  ac- 
cumulate instances  of  men  throughout  the  Common- 
wealth who  are  earning  a  living  in  spite  of  the  loss 
of  a  limb,  stiffening  of  a  joint,  or  other  injury  which 
is  ordinarily  considered  a  definite  industrial  handicap. 
If  we  can  get  enough  of  these  instances  we  shall  at 
least  greatly  enlarge  our  knowledge  of  trades  where 
these  people  can  be  used.  I  am  accordingly  making 
this  appeal  to  the  profession  of  the  district  to  turn 
in  data  for  further  investigation  of  details  and  turn 
them  in  either  to  me  or  to  Dr.  Hilbert  F.  Day,  657 
Boylston  Street,  Boston. 

(Signed)  Frederic  J.  Cotton,  M.D. 


NOTES  FROM  THE  DISTRICT  SOCIETIES. 

District  Correspondents. 

Bristol  North,  Abthub  R.  Crandell,  M.D.,  Taunton. 
Berkshire,  A.  P.  Merrill,  MJX,  Plttsfleld. 
Bristol  South,  Edwin  D.  Gardner,  M.D.,  New  Bedford. 
Essex  North,  T.  N.  Stone,  M.D.,  Haverhill. 
Essex  South,  H.  P.  Bbnnett,  M.D.,  Lynn. 
Hampden,  Laurence  D.  Chapin,  M.D.,  Springfield. 
Hampshire,  E.  E.  Thomas,  M.D.,  Northampton. 
Middlesex  South,  William  C.  Hanson,  M.D.,  Belmont. 


Berkshire  District. 

On  account  of  lack  of  Coal  the  Berkshire  Hills 
Sanatorium,  North  Adams,  has  been  closed  from  Janu- 
ary 1  until  June  1.  Dr.  Wallace  E.  Brown,  surgeon 
in  charge,  will  open  an  office  in  New  York  City. 

The  State  Board  of  Health  is  to  establish  a  clinic 
for  venereal  diseases  for  Berkshire  County,  in  Pitts- 
field,  under  the  direction  of  Dr.  Nathan  Finkelstein. 
Salvarsan  can  be  obtained  by  the  physicians  from 
him  free. 

Dr.  John  T.  Bottomley  gave  a  very  instructive  ad- 
dress on  "Jaundice"  before  the  District  Medical  Soci- 
ety recently,  and  has  promised  to  publish  it. 

O.  L.  Bartlett,  M.D.,  Reporter. 


(ibttuarg. 


ALBERT  DEXTER  KINGSBURY,  M.D. 

Dr.  Albert  Dexter  Kingsbury,  a  retired 
Fellow  of  the  Massachusetts  Medical  Society, 
died  of  heart  disease  while  visiting  a  patient, 
December  26,  1917.  He  was  born  in  Newton, 
November  8,  1842,  was  a  student  at  Amherst 
when  the  Civil  War  broke  out,  and  enlisted  in 
the  Thirty-second  Massachusetts  Volunteers, 
serving  through  the  War.  While  acting  as  clerk 
in  the  War  Department  at  the  close  of  the  War, 
he  studied  medicine  and  took  his  M.D.  from  the 
Georgetown  University  School  of  Medicine  in 
1869.  In  1875  he  settled  in  Needham  and  joined 
the  Massachusetts  Medical  Society.  He  had 
practised  there  since.  He  was  a  member  of  the 
Needham  Board  of  Trade  and  of  the  Needham 
Grange,  and  he  was  a  deacon  of  the  Congrega- 


tional Church,  and  was  the  first  medical  exam- 
iner appointed  for  Norfolk  County.  His  widow 
and  one  daughter  survive  him. 


EDWIN  BOARDMAN  ADAMS,  M.D. 

Dr.  Edwin  Boardman  Adams,  age  66,  died 
at  his  home  in  Springfield,  December  21,  1917. 
He  was  born  in  Brunswick,  Me.,  October  20, 
1851,  the  son  of  Aaron  Adams,  who  was  a  de- 
scendent  of  the  early  English  settlers.  He  was 
educated  in  the  public  schools  of  Brunswick  and 
Bath,  Me.,  and  at  the  college  of  physicians  and 
surgeons,  New  York,  receiving  his  M.D.  in  1880. 

Dr.  Adams  first  went  to  Boston  as  a  clerk  in 
a  wholesale  house  and  then  to  Springfield  in 
1874,  securing  employment  with  the  Hampden 
Watch  Company.  He  then  decided  to  become  a 
physician,  and  began  his  studies  under  Dr.  G.  E. 
Foster,  finishing  his  medical  education  in  New 
York. 

While  in  New  York  Dr.  Adams  was  clinical 
assistant  to  Dr.  Thomas  Satterthwaite.  but  upon 
leaving  the  university  did  not  remain  in  that 
city,  instead  returning  to  Springfield,  where  he 
opened  an  office.  In  April,  1884,  he  married 
Mrs.  Ann  J.  Kent  of  that  city.  They  had  one 
daughter.  He  had  been  a  Fellow  of  the  Massa- 
chusetts Medical  Society  since  1887. 


Utattllattg. 


resume  of  communicable  diseases 
in  massachusetts  for  november', 

1917. 

General  Prevalence. — The  total  of  6065  cases 
of  communicable  diseases  reported  in  November 
was  a  considerable  increase  compared  with  the 
October  total  of  4287.  This  increase  of  1778 
cases  was  confined  chiefly  to  measles,  chicken 
pox,  mumps  and  whooping  cough. 

There  was  an  increase  of  643  cases  of  measles 
in  November  over  the  October  total  of  589  cases. 
Chicken  pox  reports  increased  from  263  to  669 
cases,  mumps  from  160  to  361  cases  and  scarlet 
fever,  440  to  587  cases. 

Anthrax. — Four  cases  were  reported  during 
the  month.  Three  of  these  were  hide  handlers 
in  beamhouses  and  the  other  case  was  a  dock 
hand  who  handled  China  goat  skins. 

Lobar  Pneumonia. — The  reports  of  this 
disease  increased  from  152  cases  in  October  to 
290  cases  for  November.  With  the  exception 
of  pulmonary  tuberculosis,  lobar  pneumonia 
has  the  highest  death  rate  of  any  of  the  com- 
municable diseases  in  Massachusetts. 

Diphtheria,  Chronic  Carrier. — An  interesting 
case  was  the  finding  of  a  diphtheria  carrier  in  a 
school  where  an  outbreak  of  diphtheria  oc- 
curred.   Successive  cultures    from    the  nasal 
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pharynx  gave  positive  cultures  for  the  diph- 
theria bacillus.  The  child  was  put  under  the 
care  of  a  rhinologist  who,  on  examination,  found 
a  partially  decayed  cherry  stone  in  the  nose. 
The  stage  of  decomposition  of  the  stone  clearly 
showed  that  it  had  been  in  this  position  for 
several  months.  The  stone  was  removed  and 
all  cultures  taken  since  from  the  nose  have 
been  negative.  The  boy  had  diphtheria  in 
August,  1916.  It  is  probable  that  he  has  been 
a  carrier  ever  since.  In  view  of  the  above  his- 
tory it  would  seem  desirable  in  all  cases  of 
chronic  diphtheria  carriers  to  make  a  nasal  ex- 
amination for  foreign  bodies  which  may  result 
in  clearing  the  nasal  passages  of  the  diphtheria 
bacillus. 

Schick  Tests. — This  method  of  definitely  as- 
certaining the  individuals  in  any  given  group 
who  are  susceptible  to  diphtheria  is  partic- 
ularly valuable  in  institutions  where  consider- 
able groups  of  children  are  assembled.  Dur- 
ing the  past  month  a  few  institutions  in  the 
Commonwealth  have  taken  the  opportunity  of 
obtaining  the  material  necessary  for  the  Schick 
tests  furnished  by  this  Department,  and  car- 
ried out  this  test  on  the  children  in  the  insti- 
tutions. 

Measles. — This  disease  appeared  in  Massa- 
chusetts in  two  districts  this  autumn.  One 
district  is  in  the  southern  part  of  the  Con- 
necticut Valley  where  the  disease  was  centered 
in  Westfield,  whence  it  has  spread  to  the  nearby 
cities  and  towns.  The  other  district  is  centered 
in  and  about  Arlington  and  Somerville. 

Typhoid  Fever. — Most  of  the  institutions  in 
this  state  are  now  carrying  out  routine  anti- 
typhoid and  para-typhoid  inoculations  of  the 
institutional  staff.  It  is  advisable  to  use  "triple 
vaccine,"  so-called,  that  is  a  mixed  vaccine  pre- 
pared from  typhoid,  paratyphoid  A  and  para- 
typhoid B  bacilli,  rather  than  the  straight 
typhoid  vaccine  which  contains  only  typhoid 
bacilli. 

Typhoid  Fever  Carrier. — The  Boston  Health 
Department  reported  an  interesting  typhoid 
carrier  during  the  month.  The  carrier  had  ty- 
phoid fever  in  June,  1917,  and  repeated  exam- 
inations showed  that  he  had  bacilluria,  typhoid 
bacilli  being  found  constantly  in  his  urine  but 
none  in  his  faeces.  Repeated  examinations  for 
a  few  days  showed  no  bacilli  in  the  urine  with 
the  result  that  he  was  permitted  to  go  home. 
"Within  a  month  two  cases  of  typhoid  fever 
were  reported  from  his  home  and  examination 
showed  that  he  still  had  typhoid  bacilli  in  his 
urine. 

Diseases  on  the  Premises  of  Milk  Handlers. — 
Four  cases  of  communicable  disease  occurred  on 
the  premises  of  milk  dealers,  two  of  these  being 
diphtheria  on  farms,  one  case  of  scarlet  fever  in 
a  milk  handler,  and  one  case  of  poliomyelitis  on 
a  farm.  No  secondary  cases  followed  these 
cases,  so  far  as  known. 


EPIDEMICS  AND  OUTBREAKS. 

Diphtheria  in  Amesbury. — There  were  41 
cases  reported  in  this  town  during  November. 
Investigation  showed  the  outbreak  to  be  among 
children  of  school  age,  but  not  centered  in  any 
particular  school.  Extensive  culturing  of 
school  children  has  been  carried  out  by  the 
school  physician,  and  the  outbreak  shows  signs 
of  abating. 

Diphtheria  in  North  Attleboro. — In  this  town 
there  were  33  cases  in  October  and  18  in  No- 
vember, nearly  all  among  the  children  attend- 
ing one  school.  In  November  members  of  the 
local  board  of  health  and  school  physicians,  as- 
sisted by  the  State  District  Health  Officer,  car- 
ried out  a  detailed  culturing  and  immunization 
of  patients,  suspected  cases  and  school  children, 
with  the  result  that  the  outbreak  has  been 
checked.  Many  of  the  eases  were  of  a  mild 
nasal  type  and  would  have  escaped  notice  unless 
nose  and  throat  cultures  had  been  taken. 

Diphtheria  in  Baldwinsville. — There  were  six 
cases  reported  from  the  Hospital  Cottage  for 
Children,  Baldwinsville.  The  outbreak  started 
in  a  nurse  who  was  taken  sick  and  five  cases 
followed  in  children  in  contact  with  her.  Im- 
mediate culturing  of  the  whole  institution  and 
isolation  of  the  cases  by  the  institutional  author- 
ities stopped  the  outbreak. 

Scarlet  Fever  in  Montague. — An  outbreak  of 
nine  cases  occurred  in  Turners  Falls  Village, 
Montague,  in  November.  The  disease  has  been 
constantly  present  in  this  town  for  the  past 
year  and,  when  given  the  opportunity,  flares 
up,  so  that  careful  investigation  and  public 
health  work  will  be  necessary  to  locate  the  cen- 
ters from  which  the  infection  is  spread. 

Measles  in  Chesterfield. — In  this  town  an 
outbreak  of  40  cases  was  reported  in  Novem- 
ber. This  outbreak  started  during  the  last  few 
days  in  October  when  four  cases  were  reported. 
Investigation  showed  that  the  first  case  was  a 
nineteen-year-old  patient  who  arrived  home  in 
Chesterfield  from  a  visit  in  Boston,  and  the 
second  case  was  a  girl  who  worked  with  the 
previous  case.  The  cases  immediately  follow- 
ing were  sister  and  brothers  of  this  second  case, 
and  from  these  the  school  outbreak  resulted. 

RARE  DISEASES. 

Actinomycosis  was  reported  from  Danvers  1, 
and  Westwood  1. 

Anterior  Poliomyelitis  was  reported  from 
Boston  1,  Cheshire  1,  Lowell  2,  Ludlow  1,  Lynn 
2,  Needham  1,  Somerset  1,  and  Springfield  1. 

Anthrax  was  reported  from  Boston  1,  and 
Woburn  3. 

Dog-bite  was  reported  from  Boston  2,  Brock- 
ton 1,  and  Holyoke  1. 

Dysentery  was  reported  from  Barnstable  3. 

Epidemic  Cerebrospinal  Meningitis  was  re- 
ported from  Arlington  1,  Boston  5,  Brookline 
1,  Fall  River  3,  Lowell  1,  Northampton  1,  Salem 
1,  Springfield  1,  Wilbraham  1,  and  Worcester  1. 
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Malaria  was  reported  from  Brockton  1  and 
Sutton  1. 

Pellagra  was  reported  from  Northampton  1. 

Septic  Sore  Throat  was  reported  from  Boston 
1,  Brookline  1,  Chicopee  1,  Haverhill  1,  Lowell 
1,  Medford  1,  Melrose  1,  and  Newburyport  3. 

Smallpox  was  reported  from  Boston  1. 

Tetanus  was  reported  from  Gardner  1,  New 
Bedford  1,  Sterling  1,  Westfield  1  and  Worces- 
ter 1. 

Trachoma  was  reported  from  Boston  7. 
Chelsea  1,  and  Wakefield  1. 


(Harvsspanbtmt. 

ALCOHOL  IN  MEDICINE. 

76  Marlborough  Street,  Boston, 
December  28,  1917. 

Mr.  Editor: — 

The  leading  editorial  in  the  December  27th  issue 
of  the  Journal  begins  with  the  sweeping  statement 
that  "No  one  now  doubts  the  value  of  alcohol  in  medi- 
cine, and  its  loss  would  be  almost  irreparable,"  which 
is  not  borne  out  by  the  recent  resolution  of  the 
American  Medical  Association  as  follows :  "Whereas, 
we  believe  the  use  of  alcohol  is  detrimental  to  the 
human  economy,  and  whereas,  its  use  in  therapeutics 
as  a  tonic  or  stimulant  for  food  has  no  scientific 
value;  therefore,  be  it  resolved  that  the  American 
Medical  Association  is  opposed  to  the  use  of  alcohol 
as  a  beverage,  and  be  it  further  resolved,  that  the 
use  of  alcohol  as  a  therapeutic  agent  should  be  further 
discouraged." 

Exceptions  could  also  be  taken  to  several  other 
statements  in  the  editorial. 

Yours  truly, 
Charles  W.  Townsend,  M.D. 

SUGAR  AND  SERVICE. 

Warwick,  Mass.,  Dec.  27,  1917. 

Mr.  Editor: — 

Sugar  is  generally  classed  as  a  food  but  how  well 
it  serves  under  that  classification  may  be  open  to 
question.  It  is  not  easy  to  define  a  food.  A  food  as 
a  fuel  affords  heat  and  energy  to  the  body  and  in 
a  more  complex  way  furnishes  material  for  body 
growth  and  repair.  Gasoline  and  kerosene  are  in- 
flammable liquids,  but  are  not  thought  of  as  fuels  in 
the  way  that  wood  and  coal  are.  When  these  oils  are 
used  as  fuel,  very  special  device  and  precaution  must 
be  employed  to  make  them  serviceable  and  safe. 
"Sugar  is  a  sweet  substance  obtained  from  many 
vegetable  juices,  but  principally  from  the  juice  of 
sugar  cane,"  and  from  sugar-beet.  This  substance  is 
capable  of  oxidation  and  hence  has  a  fuel  or  food 
value.  The  virtue  of  sugar  as  a  food  is  more  or  less 
dependent  upon  the  way  it  is  taken  into  the  body,  or 
how  it  is  yielded  up  to  be  digested  and  absorbed. 

The  teeth,  the  glands,  and  muscles  of  the  digestive 
tract  perform  offices  which  extract  the  juices,  the 
starches,  the  sugars  from  fruits  and  vegetables.  The 
cellular  fibrous  envelope  holding  these  elements  ex- 
cites this  functioning  in  a  normal  way  and  prevents 
the  too  rapid  yielding  up  of  this  cell  juice.  This  is 
Nature's  way  for  allowing  gradual  absorption  of  food 
throughout  that  long  digestive  tract.  The  fiber  of  the 
cane  and  beet  may  be  a  little  too  tough  and  unwieldy 
for  the  digestive  apparatus  of  civilized  man.  He  has 
developed  an  industry  for  artificially  extracting  sugar. 
He  has  found  this  commercially  profitable  and  has 
secured  a  product  more  "portable" — performed,  in 
effect,  a  seemingly  economic  service.  "Trade"  has 
been  interested  in  having  sugar  accepted  as  a  food 
nnd  perhnns  unwiftinsrlv  it  has  been.  The  race  has 
been  coaxed  anrl  educated  to  its  use  and  a  taste  and 


craving  for  it  have  developed.  Little,  if  any,  general 
thought  has  ever  been  given  to  the  limitation  of  its 
use  in  ordinary  diet.  A  study  of  the  consumption  of 
sugar  (refined)  three  years  ago,  shows  that  the 
United  States  and  England  used  per  capita  nearly 
twice  as  much  as  France  and  Germany  and  six  or 
eight  times  as  much  as  Italy  and  Spain.  The  latter 
countries  can,  of  course,  get  sugar  in  fruits  in  the 
natural  way. 

If  oils  must  be  carefully  gauged  when  used  as  fuel, 
why  should  not  foods  be  likewise?  Nature  has  stored 
this  precious  fuel  in  innumerable  small  chambers 
from  which  it  is  slowly  and  carefully  extracted  by 
muscular  and  glandular  processes  of  the  mouth, 
stomach  and  intestine,  and  these  processes  are  only 
partly  subject  to  conscious  effort.  The  delicate 
membranous  linings  of  these  parts  were  hardly  In- 
tended for  receiving  directly  such  quantities  of  sugars 
and  sirups  as  candy,  sweet  coffee  and  rich  cakes  throw 
on  to  them.  Such  abuse  has  its  large  place  in  develop- 
ing chronic  troubles  all  the  way  from  adenoids  to  con- 
stipation. Acute  irritation  of  the  throat  may  easily 
be  experienced  by  comparing  how  the  throat  feels 
after  eating  a  natural  food  at  one  time  with  that 
after  taking  artificial  extract  at  another.  Other  con- 
ditions being  normal,  when  one  eats  an  apple  at  bed- 
time, the  throat  in  the  morning  will  feel  cleaner  and 
less  dry  than  if  candy  or  sugar  has  been  eaten. 

Now,  since  greed  and  lust  have  precipitated  war. 
and  hate  and  jealousy  flow  so  as  to  produce  national 
adenoids  here  and  industrial  constipation  there,  it  is 
well  to  consider  seriously  where  artifice  defeats  the 
wholesome  ends  of  life.  Self-sacrifice  is  noble,  but 
enforced  denial  of  the  sweets  may  help  us  to  appre- 
ciate our  native  powers  for  digestion  and  assimilation 
of  what  is  meat  and  drink  to  life,  material  and 
spiritual.  Paul  W.  Goldsbury,  M.D. 


RECENT  DEATHS. 

Dr.  Albert  D.  Kingsbury  of  Needham  died  sud- 
denly while  attending  to  his  medical  practice  in  that 
town.  Dr.  Kingsbury  was  seventy-five  years  of  age 
and  had  practised  in  Needham  for  nearly  fifty  years. 
He  was  born  at  Oak  Hill,  Newton,  and  was  a  gradu- 
ate of  Amherst  College.  Dr.  Kingsbury  was  also  a 
veteran  of  the  Civil  War.  He  leaves  a  widow  and 
one  daughter. 

Dr.  Everett  J.  McKnight  of  Hartford,  Conn.,  at 
one  time  president  of  the  Connecticut  Medical  Society, 
died  at  his  home  on  December  25.  His  death  was 
hastened  by  overwork  in  connection  with  the  draft 
registration.  Dr.  McKnight  was  born  in  Illington  in 
1855,  and  graduated  from  Yale  in  1876. 


SOCIETY  NOTICES. 

Combined  Meeting  Boston  Medical  Library  and 
Suffolk  District  Medical  Society. — A  meeting  will 
be  held  at  the  Boston  Medical  Library  on  Wednesday 
evening  January  16th,  at  8.  15  o'clock. 

Dr.  Alonzo  Taylor,  of  Washington,  D.C,  will  speak 
on  some  aspect  of  food  values.  Dr.  Taylor  has  been 
in  Germany  since  the  war,  working  in  the  prison 
camps.  The  exact  title  of  his  address  will  be  an- 
nounced later.  Gilbert  Smith, 

Sec'y,  Suffolk  Dist.  Med.  Soc. 

Worcester  District  Medical  Society. — Regular 
meeting,  Wednesday,  Jan.  9,  1918,  at  4.15  p.m.,  in 
G.  A.  R.  Hall,  55  Pearl  Street,  Worcester. 

Continuing  the  subject  of  "Child  Welfare  as  a  War 
Measure,"  address  by  Dr.  Robert  L.  De  Normandie, 
Assistant  Obstetrician  at  Boston  Lying-in  Hospital, 
and  Assistant  in  Obstetrics,  Harvard  Medical  School, 
on  "Pre-Natal  Care,"  with  particular  reference  to 
organization  of  such  work  in  large  communities. 

Dr.  De  Normandie  has  recently  returned  from  Hali- 
fax and  will  also  tell  us  something  of  the  disaster 
and  the  relief  work,  illustrating  by  photographs  or 
lantern-slides  as  he  is  able. 
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THE  X-RAYS  IN  PHTHISIS* 
By  George  W.  Holmes,  M.D.,  Boston, 
Roentgenologist,  Massachusetts  General  Hospital. 

The  roentgen  examination  of  the  lungs 
should  be  used  perhaps  much  more  often  than 
is  at  present  being  done,  as  a  supplement  to  the 
physical  examination  of  the  chest.  It  should 
never  be  used  as  the  sole  means  of  diagnosis. 

An  opinion  based  upon  roentgen  evidence 
alone  is  of  about  the  same  value  as  an  opinion 
based  upon  the  physical  findings  alone.  With- 
out a  careful  history,  both  lose  much  of  their 
worth ;  combined  with  the  other  evidence,  how- 
ever, it  may  be  of  great  value,  as  without  doubt 
it  is  capable  of  revealing  changes  in  the  lungs 
which  cannot  be  demonstrated  by  any  other 
method. 

In  difficult  cases,  or  cases  where  the  physical 
signs  are  absent,  it  may  be  the  confirmatory 
evidence  upon  which  a  correct  diagnosis  is 
made,  and  in  certain  well-defined  cases  it  may 
give  a  more  accurate  picture  of  the  extent  and 
distribution  of  the  process,  and  in  this  way  aid 
in  the  prognosis  and  treatment  of  the  case. 

Unfortunately,  very  few  roentgenologists  are 
well-trained  clinicians.  It  is  perhaps  equally 
unfortunate  that  few  clinicians  have  a  working 
knowledge  of  the  interpretation  of  roentgen 
findings. 

Wherever  the  data  obtained  by  both  methods 

*  Read  before  the  Framinsrham  Medical  Club  and  the  Community 
Health  Station,  September  20,  1917. 


have  been  combined,  either  by  cooperation  be- 
tween the  roentgenologist  and  the  clinician,  or 
even  their  combined  use  by  a  single  investigator, 
better  results  have  been  obtained. 

THE  ROENTGEN  ANATOMY. 

The  lung,  as  seen  on  the  roentgen  plate  or 
fluoroscopic  screen,  presents  the  following  shad- 
ows. The  hilus  and  peribronchial  shadow,  the 
linear  markings,  and  the  dark  background  of 
the  alveolar  structure. 

The  hilus  shadow  is  composed  of  the  larger 
bronchi,  the  great  vessels,  lymphatic  and  fibrous 
tissue,  and  the  peribronchial  glands. 

The  tracheal  glands  lie  behind  the  shadow  of 
the  great  vessels  and  are  not  visible  except  when 
they  are  much  enlarged  and  calcified.  They 
may  be  seen  in  the  lateral  views. 

The  glandular  shadows  are  distributed  along 
the  course  of  the  bronchi,  and  may  vary  from 
rather  fuzzy,  indistinct  shadows  to  the  dense 
white  patches  of  calcification. 

The  linear  markings  are  composed  of  the 
arteries,  the  bronchi,  with  their  surrounding 
connective  tissue,  and  the  lymphatics  and  lym- 
phoid tissue  of  the  lungs.  Changes  in  the  linear 
markings  are  due  either  to  changes  in  the  tissue 
around  the  bronchi,  or,  as  is  more  often  the 
case,  to  changes  in  the  lymphoid  tissue.  The 
arteries  of  the  lungs  are  not  subject  to  change. 

The  veins  are  situated  midway  between  the 
branches  of  the  bronchi,  and  are  not  included 
in  the  linear  shadow. 

A  pathological  process  in  the  lung  structure 
tends  to  produce  changes  in  the  lymphatics 
draining    the    infected    area.     Therefore,  we 


Fig.  1.— A  lainy  typical  case  oi  tuberculosis  of  both  apices.    In  thj  area  between  the  arrows  on  the  right  is  seen  a  fan-shaped  »i«a  of 
■JOltkd  dulness,  with  thickened  linear  markings  running  fro  m  it  to  the  hilus  of  the  lung. 


P'0-     — Advanced  tuberculosis  involving  the  apices  of  both  lungs,  with  a  large  cavity  below  the  clavicle  on  the  right. 
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Pig.  5. — The  fine,  even  mottling  throughout  both  lungs  seen  in  this  plate  was  due  to  deposit  of  marble  dust.  (Marble-marker's  disease.  > 


should  expect  to  find  a  shadow  in  the  lung  sub- 
stance representing  the  site  of  the  pathological 
process,  and  a  fan-shaped  area  of  thickened  lin- 
ear markings  representing  the  course  of  the 
lymph  channels  draining  this  area.  The  peri- 
bronchial glands  in  the  infected  area  may  also 
show  changes. 

All  the  lymph  vessels  of  the  lung  tend  to  con- 
verge towards  the  hilus,  excepting  a  small 
group  near  the  periphery  which  drains  into  the 
pleura. 

ROENTGEN"    FINDINGS    WHICH    ARE  OP    VALUE  TN 
MAKING  A  DIAGNOSIS  OF  TUBERCULOSIS. 

These  may  be  divided  into  three  distinct 
types, — miliary,  peribronchial,  and  parenchy- 
mal. The  third  is  the  most  common  type,  and 
is  seen  as  an  insulated  group  of  small  white 
areas,  usually  near  the  periphery  of  the  lung, 
from  which  spreads  a  fan-shaped  area  of  thick- 
ened linear  markings  which  extend  toward  the 
hilus.  Thickened  and  mottled  markings  in  the 
region  of  the  bronchi  may  be  seen ;  also  large 
dense  and,  possibly,  calcified  peribronchial 
glands.  As  the  process  increases  and  these  areas 
become  larger  the  shadows  overlap  and  the  typ- 
ical fan  shape  is  lost. 

Other  infections  of  the  lungs  present  a  sim- 
ilar picture,  but  this  is  not  true  of  other  chronic 
processes.     Stereoscopic  plates  are  of  great 


value  in  diagnosing  the  early  cases  of  this  type, 
as  it  is  of  special  importance  that  the  position 
of  the  group  of  small  areas  of  increased  density, 
which  represent  a  group  of  tubercles,  be  accu- 
rately located.  If  it  can  be  stated  that  these 
shadows  are  in  the  periphery  of  the  lungs,  great 
weight  should  be  placed  upon  their  presence. 
If,  however,  they  are  along  the  bronchi,  the 
process  may  be  only  glandular. 

MILIARY  TUBERCULOSIS. 

In  miliary  tuberculosis  the  picture  is  quite 
characteristic:  Fine,  discrete,  dense  spots  are 
seen  scattered  evenly  over  the  greater  part  of 
the  lung  field.  There  may  also  be  evidence  of 
a  chronic  lesion  in  one  or  both  apices. 

It  is  well  known  that  these  cases  may  show 
very  little  evidence  on  the  physical  examination. 
This  is  particularly  true  in  the  examination  of 
children.  Special  care  must  be  taken  in  the  ex- 
amination of  this  class  of  cases  to  obtain  plates 
in  which  there  is  no  movement.  It  is  possible 
by  movement  to  obliterate  entirely  the  shadows 
of  the  tubercles,  and  to  have  the  plate  present 
the  appearance  of  a  normal  lung. 

PERIBRONCHIAL. 

This  type  of  lesion  is  very  difficult  to  diag- 
nose, as  far  as  the  x-ray  is  concerned.  The 
findings  are  a  general  thickening  of  the  linear 
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Fig.  6 — This  radiogram  was  taken  of  the  chest  of  a  patient  who  worked  as  a  potter  many  years.     He  showed  absolutely  no  sign  of 
tubercular  infection.     Note  that  the  mottling  is  most  marked  in  the  lower  parts  of  the  lung  fields. 


markings  in  the  region  of  the  bronchi,  with 
marked  changes  in  the  peribronchial  glands. 

These  changes  should  be  sharply  defined,  and 
the  density  should  be  well  marked.  The  ap- 
pearance is  very  similar  to  that  seen  in  non- 
tubercular  infection,  and  to  mediastic  carci- 
noma. 

The  differential  diagnosis  must  depend 
usually  upon  the  history. 

THE  ATYPICAL  LESIONS. 

(Lesions  simulating  tuberculosis.) 

The  changes  in  the  lungs  which  are  most  diffi- 
cult of  differentiation  from  tuberculosis  are 
dusty  lungs,  syphilis,  rare  forms  of  malignancy, 
and  acute  infections  which  are  peribronchial  in 
type. 

Dusty  lungs  simulate  very  closely  miliary  tu- 


berculosis and  cannot  be  differentiated  from  it 
by  the  x-ray.  A  glance  at  the  patient  and  a 
brief  outline  of  the  history  are  usually  sufficient, 
however. 

Syphilis  of  the  lung  is  not  well  understood. 
Some  types  are  fairly  characteristic,  namely,  a 
large  involvement  of  one  lung  without  infec- 
tion of  the  other,  which  condition  is  not  usually 
seen  in  tuberculosis. 

The  acute  infections  which  simulate  tubercu- 
losis are  differentiated  usually  on  the  history, 
and  by  repeated  examinations.  There  is,  how- 
ever, a  difference  in  the  characteristic  roentgen 
picture.  In  acute  infections,  the  changes  are 
most  evident  around  the  larger  bronchi,  and  are 
less  sharply  defined ;  calcification  may  not  be 
present,  and  the  periphery  of  the  lung  is  not 
involved. 
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THE  METHODS   OP  EXAMINATION. 

The  examination  of  the  chest  divides  itself 
directly  into  two  principal  methods, — fluoro- 
scopy and  radiography. 

The  study  of  the  chest  with  the  fluoroscope 
has  the  advantage  of  being  cheaper,  both  as  to 
individual  cost  and  as  to  equipment.  It  is  also 
more  easily  and  quickly  done.  The  image  seen 
upon  the  screen  is  that  of  the  living,  moving 
organs  and  it  gives  data  whch  could  not  be  ob- 
tained from  the  photographic  plate,  such  as  the 
movements  of  the  diaphragm,  lighting  up  of  the 
lung  fields  during  respiration,  the  pulsation  of 
the  different  chambers  of  the  heart  and  possible 
changes  in  the  shape  of  dull  areas  in  the  lungs 
during  change  of  position  of  the  patient. 

Its  disadvantages  are  the  inability  to  study 
carefully  the  detailed  structure  of  the  lungs, 
and  the  fact  that  it  does  not  give  us  a  perma- 
nent record,  that  is,  those  interested  in  the  case 
must  rely  on  the  personal  judgment  of  the  ra- 
diologist, whereas,  with  the  plate,  a  joint  study 
is  possible. 

The  radiographic  method  has  the  advautage 
of  giving  an  accurate,  permanent  record  of  the 
condition  within  the  chest,  and  should  show  any 
variation  from  the  normal  which  gives  rise  to 
change  in  density,  either  diminished  or  in- 
creased. Sufficient  data  may  be  obtained  from 
a  single  plate,  or  it  may  be  necessary  to  take 
plates  from  the  front  and  back,  upright  or 
prone,  and  in  a  considerable  percentage  of 
cases  stereoscopic  plates  should  be  taken.  The 
number  and  position  of  the  plates  to  be  taken 
can  usually  be  decided  upon  at  the  fluoroscopic 
observation.  Without  the  fluoroscopic  observa- 
tion it  is  necessary  to  take  at  least  three  plates, 
two  of  which  should  be  a  stereoscopic  pair. 

The  ideal  procedure,  as  it  seems  to  me,  should 
be  a  fluoroscopic  observation,  at  which  time 
definite  records  are  made  as  to  the  excursion  of 
the  diaphragm,  changes  in  shape  of  any  abnor- 
mal shadow  in  reference  to  respiration  and  po- 
sition, also  to  the  illumination  of  the  lung  fields 
during  respiration  and  coughing.  If,  at  the  end 
of  this  examination,  the  diagnosis  is  in  doubt 
or  it  appears  to  be  negative,  stereoscopic  plates 
with  the  patient  in  the  sitting  position  and  the 
tube  behind,  should  be  taken.  Should  the  fluo- 
roscopic findings  be  fairly  definite,  a  single 
plate  taken  in  the  position  which  best  shows  the 
pathological  process  will  be  sufficient. 
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OBSTETRICS.* 
By  Robekt  L.  DeNobmandie,  M.D.,  Boston. 

There  has  been  throughout  this  country  in 
the  past  few  years  a  very  definite  awakening  to 
the  need  for  better  obstetrics.    This  need  is 

*  Rear]  by  invitation  at  the  Massachusetts  Medical  Societv,  Mid- 
dlesex EaFt  District,  October  17,  1917. 


widespread,  insistent  and  very  real.  The  fed- 
eral government  recognizes  it  by  its  work 
through  the  Children's  Bureau.  The  State  rec- 
ognizes it  by  the  activities  of  its  Board  of 
Health  (Division  of  Hygiene).  This  depart- 
ment has  just  had  printed  a  series  of  letters 
designed  to  reach  the  women  of  the  state  who 
are  pregnant  but  without  medical  attendance. 
The  medical  schools  are,  by  this  publicity  for  im- 
proved obstetric  care,  being  forced  to  give  better 
courses  in  obstetrics,  and  it  is  only  this  year 
that  the  Harvard  Medical  School  demands  twelve 
cases  for  a  degree  when  previously  it  has  been  six. 

Tonight  I  mean  to  go  over  the  conduct  of  an 
obstetric  case  and  point  out  some  of  the  essen- 
tial points  in  its  management  in  such  a  way 
that  it  cannot  be  said  of  us  that  we  are  doing 
in  this  part  of  the  country  poor  obstetrics ;  that 
we  are  not  looking  after  our  women  and  infants 
at  least  as  well  as  any  other  community. 

I  take  it  better  obstetrics  means  that  we  must 
lower  the  existing  mortality  and  morbidity 
among  mothers  and  infants ;  that  each  and  every 
pregnancy  must  go  through  to  successful  issue 
so  that  the  mother  returns  a  useful  member  of 
her  community  and  that  the  baby  is  alive  and 
with  no  disabilities.  That  there  is  a  large  mor- 
tality and  morbidity  in  obstetrics  must  be  ad- 
mitted by  all,  if  we  consult  the  vital  statistics". 
That  this  mortality  rate  is  as  high  as  it  really 
honestly  should  be  is  doubtful  if  we  are  to  be- 
lieve Dr.  Perry's  findings  of  his  investigations 
in  Fall  River,  where  "in  thirty-four  cases  in 
which  death  was  immediately  and  indisputably 
the  direct  consequence  either  of  parturition  or 
of  its  gross  mismanagement,  the  death  record 
contained  not  the  slightest  intimation  that  preg- 
nane}7 or  childbirth  had  been  in  any  way  the 
cause  or  even  a  contributory  cause  of  death." 

The  whole  object  of  prenatal  care  is  to  carry 
along  the  pregnant  woman  with  as  little  dis- 
comfort, with  as  little  danger  as  is  possible  un- 
til she  is  delivered  and  up  and  about  again. 
Intelligent  prenatal  care  is  essential.  The  bad 
results  that  we  constantly  hear  of  are  usually 
because  of  the  lack  of  prenatal  care.  The  ac- 
cidents of  pregnancy  and  labor  it  will  not  pre- 
vent, but  it  will  tend  to  minimize  them. 

It  is  not  necessary  here  to  go  into  all  the  de- 
tails of  what  intelligent  prenatal  care  means; 
you  all  know  it  well.  There  are  certain  neglect- 
ed points,  however,  that  I  do  wish  to  speak  of. 

The  majority  of  pregnant  women  do  not  think 
it  necessary  to  see  a  physician  until  the  third 
or  fourth  month  or  later.  They  regard  their 
pregnancy  as  a  natural  phenomenon  and  have 
not  the  knowledge  of  what  can  be  done  to  help 
further  their  safety  and  that  of  their  baby. 

A  physical  examination  early  in  pregnancy 
should  be  made  in  order  to  establish  for  the  pa- 
tient what  her  standard  is.  If  this  were  done 
by  all  physicians  how  many  damaged  hearts 
would  be  found  and  safeguarded,  early  kidney 
complications  found  and  alleviated  and,  if  neces- 
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sary,  an  early  abortion  done.  The  blood  pres- 
sure determination,  so  easily  done  and  of  such 
value,  found  to  be  normal  at  the  beginning  of  a 
pregnancy,  is  of  the  greatest  help  should  it  rise 
in  the  latter  months.  The  general  hygiene  of 
pregnancy  must  be  gone  into  with  each  patient 
in  detail.  No  hurried  office  visit  is  sufficient  to 
give  what  advice  is  due,  and  the  right,  for  each 
and  every  pregnant  woman. 

A  vaginal  examination  is  necessary  on  all 
pregnant  cases  as  soon  as  they  present  them- 
selves to  you  for  care.  A  pelvic  tumor,  a  re- 
troverted  uterus,  or  an  extrauterine  may  be 
found,  and  these  conditions  are  not  so  rare  as  to 
assume  they  will  not  occur.  Each  calls  for  its 
own  proper  treatment.  It  is  true  that  some  re- 
troverted  uteri  right  themselves  with  no  treat- 
ment and  others  become  incarcerated  with  all  the 
train  of  symptoms  that  follow  this  complication. 
A  vaginal  examination  will  usually  tell  which 
ones  will  go  up  without  difficulty  and  which  will 
not.  The  determining  factor  is  the  relation  of 
the  cervix  to  the  symphysis.  Where  the  cervix 
is  high  in  the  pelvis,  just  at,  or  behind,  the 
symphysis,  and  the  fundus  in  complete  retrover- 
sion, in  these  cases  one  must  expect  that  in- 
carceration will  follow  the  growth  of  the  fun- 
dus ;  but  when  the  cervix  is  low  and  as  the  fun- 
dus enlarges  it  (the  cervix)  is  pushed  against 
the  lower  border  of  the  symphysis,  the  fundus 
gradually  swings  up,  the  cervix  being  held  at 
the  symphysis.  The  sooner  the  first  type  of 
retroversion  is  corrected  and  a  pessary  inserted 
to  hold  the  uterus  in  position  until  it  cannot 
fall  back,  the  better.  The  second  type  is  watched 
and  practically  always  goes  up  of  itself,  or  pos- 
sibly the  only  necessary  advice  is  for  the  pa- 
tient to  assume  the  knee-chest  position  morning 
and  night  and  while  in  that  position  to  take  six 
or  eight  long  breaths. 

A  cause  of  miscarriage  not  always  recognized 
and  not  in  many  instances  sufficiently  guarded 
against  is  coitus.  Intercourse  at  what  would 
be  a  normal  period  were  the  patient  not  preg- 
nant is  a  very  common  cause  for  miscarriages. 
That  in  many  cases  intercourse  has  no  effect  on 
the  pregnancy  must  be  a  fact,  but  because  of 
the  number  of  miscarriages  I  have  seen  as  the 
direct  result  of  intercourse,  I  now  always  ad- 
vise my  patients  to  avoid  intercourse  at  these 
more  dangerous  times. 

With  the  first  visit  over,  and  the  patient's 
general  condition  known  and  the  pelvic  condi- 
tion normal,  the  ante-partum  care  necessary  for 
the  remainder  of  the  pregnancy  consists  in  keep- 
ing the  patient  in  the  best  of  physical  condition. 
The  old  saying  that  a  sick  pregnancy  is  a  safe 
one  cannot  be  subscribed  to.  The  pregnant  pa- 
tient must  be  at  all  times  well.  She  will  have 
discomfort  that  is  unavoidable,  but  if  anything 
develops  to  make  her  feel  below  her  normal 
wellbeing,  she  must  report  at  once  her  symp- 
toms to  her  physician.    This  failure  to  report 


early  symptoms  is  the  one  cause  of  more  dis- 
asters in  obstetrics  than  anything  else.  The 
reason  that  symptoms  are  not  reported  early,  I 
believe,  lies  primarily  with  the  physicians  them- 
selves, for  they  do  not  impress  their  patients 
with  sufficient  force  the  need  for  this.  It  is  my 
custom  after  the  first  visit  to  see  the  patients 
once  a  month  and  to  have  a  specimen  of  urine 
once  a  month,  the  patient  coming  the  first  and 
the  urine  the  fifteenth  of  the  month.  This  ar- 
rangement holds  until  the  seventh  month  when 
the  urine  is  seen  regularly  once  a  week  or  ten 
days  and  the  patient  about  once  in  two  or  three 
weeks. 

With  the  urine  normal  and  the  blood  pres- 
sure staying  down  under  130  mm.  of  Hg.  there 
is  no  danger  that  a  toxaemia  of  pregnancy  is 
present.  A  toxaemia  may  develop  over  night, 
but  these  fulminating  types  are  so  rare  and 
when  they  come  so  overwhelming,  that  the  phy- 
sician can  hardly  be  held  responsible  for  the 
bad  outcome  of  these  cases. 

It  is  the  other  type  of  toxaemia  of  pregnancy, 
the  ultimate  outcome  of  which,  when  bad,  brings 
the  physician  into  so  much  disrepute.  I  mean 
the  cases  which  develop  between  the  visits  to 
the  physician.  They  usually  are  of  many,  or 
at  least,  several  days'  duration.  The  symp- 
toms are  all  too  well  known  for  me  to  rehearse, 
Though  the  symptoms  are  known  when  they 
come,  one  after  another,  the  minor  signals  are 
disregarded — efficient  treatment  is  held  off — 
hoping  that  half-hearted  efforts  will  carry  the 
patient  along  sufficiently  well.  The  symptoms 
accumulate,  the  convulsion  comes  and  then 
everyone  wants  something  done.  The  time  to 
have  been  active  was  days  before  when  efficient 
treatment  would  have  successfully  warded  off 
the  eclampsia  for  which,  in  many  cases,  the  phy- 
sician must  be  held  directly  responsible. 

Any  physician  may  have  case  after  case  of 
toxaemia  of  pregnancy  develop  in  his  practice 
and  no  blame  can  be  attached  to  him,  but  any 
physician  who  has  several  cases  of  eclampsia 
develop  lays  himself  open  to  much  criticism. 
When  this  happens,  he  either  is  not  looking 
after  his  cases  closely  enough  or  he  has.  failed 
to  impress  the  patients  with  the  need  of  report- 
ing their  slight  ills  to  him  early.  I  appreciate 
the  difficulties  of  making  patients  report  as 
they  are  requested  to  and  I  also  know  that  pa- 
tients more  and  more  are  appreciating  that 
when  an  eclampsia  occurs  there  not  infrequent- 
ly is  cause  to  complain. 

I  do  not  wish  to  give  the  impression  that 
every  eclamptic  means  neglect.  That  is  not  so, 
but  I  do  mean  that  many  follow  gross  neglect. 
A  case  I  saw  recently  will  perhaps  explain  clear- 
ly my  meaning.  A  primigravida  twenty-four 
years  of  age  developed  oedema  of  face  some 
three  weeks  before ;  her  urine  showed  a  large 
trace  of  albumen;  her  blood  pressure  was  160. 
With  efficient  treatment,  the  most  efficient  I 
have  ever  seen  outside  a  hospital,  of  catharsis, 
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diuresis  and  diaphoresis,  she  improved  steadily 
up  to  three  or  four  days  before  I  saw  her,  when 
she  remained  stationary, — slight  facial  oedema, 
a  slight  trace  of  albumen  and  blood  pressure 
140.  The  question  arose  whether  to  continue 
the  treatment  or  to  induce  labor,  and  I  was 
asked  to  decide.  She  was  within  ten  days  of 
full  term;  she  had  a  large  baby  with  the  head 
settling  well  into  the  brim  of  the  pelvis.  The 
oedema  was  slight  of  face  and  hands  and  none 
of  the  legs.  She  was  clear  mentally,  had  no 
headache,  no  eye  symptoms  and  no  epigastric 
pain.  The  blood  pressure  was  138  and  the  urine 
showed  a  slight  trace  of  albumen  but  no  casts 
were  seen.  I  unhesitatingly  said  not  to  induce 
labor,  but  we  carefully  explained  to  the  hus- 
band the  danger  that  was  present  and  told  him 
that  if  any  untoward  symptom  developed  we 
would  advise  delivery.  He  appreciated  the 
danger  his  wife  was  in.  She  started  in  labor 
twenty-four  hours  after  I  saw  her  and  was  de- 
livered by  an  easy  low  forceps. 

It  is  one  thing  to  have  an  eclampsia  develop 
in  spite  of  efficient  treatment;  that  at  the  pres- 
ent time  no  one  always  can  prevent,  but  this 
L>  not  the  class  that  I  object  to.  It  is  the  patient 
that  shows  symptoms  and  no  efficient  treatment 
is  begun  that  I  am  pleading  for.  At  the  pres- 
ent time  elimination  gives  the  best  results  in 
the  toxaemias,  but  elimination  cannot  be  ob- 
tained without  efficient  treatment  and  what  that 
means  is  not  necessary  for  me  to  enter  upon  to- 
night. One  thing  further  in  a  toxic  case,  let 
me  add;  after  the  patient  is  delivered  take  the 
blood  pressure  every  four  hours  until  you  are 
positive  the  reading  is  going  to  stay  low.  This 
one  simple  procedure  will  do  much  to  safe- 
guard your  patient. 

As  we  go  on  in  the  pregnancy  the  complica- 
tion of  hemorrhage  becomes  more  common,  but 
it  must  not  be  inferred  from  this  statement  that 
hemorrhage  occurs  only  in  the  latter  part  of 
pregnancy.  Bleeding  may  occur  at  any  time 
and  it  must  always  be  held  a  serious  complica- 
tion that  calls  for  the  best  obstetric  judgment. 
The  mortality  rate  in  bleeding  cases  is  much 
too  high  and  the  responsibility,  I  believe,  is 
about  equally  divided  between  patient  and  phy- 
sician. As  in  the  toxaemia,  so  here  in  bleed- 
ing cases,  the  first  early  symptoms  are  made 
light  of.  A  show  of  blood,  no  matter  how 
slight,  in  a  pregnant  woman,  must  be  regarded 
as  abnormal  and  demanding  immediate  atten- 
tion. Delay  oftentimes  is  fatal.  Not  infre- 
quently a  patient  in  the  last  months  of  preg- 
nancy has  a  severe  hemorrhage  and  by  the  time 
a  physician  arrives  it  has  stopped  or  is  stop- 
ping. Then  &  vaginal  examination  is  made 
and  bleeding  starts  up  again,  and  not  uncom- 
monly more  severe  than  at  the  first  bleeding. 
It  is  fair  to  assume  that  bleeding  in  the  last 
months  is  probably  from  some  type  of  a  placenta 
praevia,  and  you  must  determine  in  each  specific 


individual  case  whether  an  immediate  vaginal 
examination  is  the  indicated  procedure.  My 
feeling  is  that  many  times  a  vaginal  examina- 
tion, unless  you  are  prepared  to  meet  the  hemor- 
rhage that  sometimes  follows,  is  inadvisable.  A 
case  will  explain  my  point. 

A  patient  had  had  a  severe  hemorrhage  before 
she  was  seen.  The  bleeding  had  ceased  almost  en- 
tirely. The  physician  made  a  vaginal  examination 
and  started  a  severe  hemorrhage,  so  severe  that  he 
thought  it  necessary  to  dilate  the  patient  and  de- 
liver her.  This  he  did,  although  he  was  totally  un- 
prepared for  such  an  operation.  Inside  of  an  hour 
the  patient  was  dead. 

From  such  a  case  there  are  two  points  to 
learn, — be  careful  about  vaginal  examinations 
in  bleeding  cases,  and  if  you  determine  to  make 
a  vaginal,  be  ready  to  meet  the  possible  severe 
hemorrhage.  That  further  means  keep  away 
from  the  os  uteri  and  make  your  diagnosis,  if 
possible,  by  palpation  through  the  culs-de-sac; 
and  still  again,  make  no  examination  if  the 
bleeding  has  ceased,  or  is  stopping,  until  you  are 
fully  prepared  to  meet  the  emergency. 

In  hospital  work  we  constantly  see  cases 
that  have  been  bleeding  for  days  and  one  es- 
pecially flagrant  case  of  neglect  I  recall.  The 
physician  had  correctly  diagnosed  a  placenta 
praevia  and  then  elected  to  leave  the  patient 
at  her  own  home  without  a  nurse.  Bleeding 
continued  and  a  second  hemorrhage  occurred 
and  she  was  sent  to  the  hospital  by  him  in  a 
very  dangerous  condition  and  later  he  naively 
said  he  kept  her  at  home  because  he  had  planned 
to  take  her  to  a  private  hospital  and  there  do  a 
Caesarean  section  on  her!  But  the  second 
hemorrhage  was  so  severe  that  he  decided  the 
Lying-in  Hospital  should  assume  the  grave  risk 
rather  than  he! 

As  the  patient  approaches  full  term,  the 
problem  of  the  relative  size  of  the  baby  to  the 
mother's  pelvis  arises.  This  problem  is  pres- 
ent always  in  every  primigravida  and  in  any 
multigravida  with  a  previous  history  of  diffi- 
cult labors  or  when  the  baby  in  the  present 
pregnancy  is  obviously  much  larger  than  in 
previous  pregnancies. 

Much  has  been  written  of  the  necessity  of 
measuring  the  patient's  pelvis  previous  to  labor. 
It  unquestionably  should  be  done,  for  it  is  a 
guide,  but  that  one  can  settle  absolutely  whether 
this  or  that  baby  can  come  through  by  meas- 
urements alone  I  do  not  believe.  Much  more 
reliable  than  measurements  alone  is  palpation 
of  the  fetus  and  the  relation  of  its  head  to  the 
pelvic  inlet.  The  more  proficient  the  physi- 
cian is  in  palpation,  the  less  does  he  rely  upon 
the  measurements.  If.  before  labor,  by  palpa- 
tion the  head  is  well  down  in  the  pelvis,  there 
is  no  worry  about  the  inlet  of  the  pelvis,  but 
if  the  head  in  a  primigravida  is  high,  it  is 
necessary  to  do  all  we  can  to  determine  wheth- 
er the  head  will  come  through  the  inlet  or  not. 
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Of  course  in  many  cases  the  head  can  be  forced 
readily  into  the  pelvis,  even  if  it  is  found  to 
be  high,  but  these  are  not  the  troublesome 
cases.    Where  the  head  is  high  and  the  ques- 
tion of  disproportion — of  overriding  the  sym- 
physis— is  present,  how  best  can  we  answer  that 
question  ?    Place  the  patient  on  her  back  in  the 
dorsal  position  and  make  a  vaginal  examination.  | 
Palpate  the  contour  of  the  pelvis  and  try  to; 
reach  the  promontory  of  the  sacrum.    Then,  j 
after  the  pelvis  has  been  explored  with  the  two 
fingers  of  the  left  hand  in  the  vagina,  swing . 
the  thumb  of  this  same  left  hand  up  over  the  | 
symphysis  and  with  the  right  hand  grasp  the 
fetal  head  and  try  to  push  it  into  the  pelvis. 

The  fingers  feel  the  descending  head,  if  it  will 
come  down ;  the  thumb  feels  the  overriding  at 
the  symphysis,  if  it  is  there,  and  if  it  is  not,  | 
then  it  readily  makes  out  the  sulcas,  if  there  is 
no  disproportion.    In  many  cases  the  head  stays  ( 
high  and  by  these  manoeuvres  cannot  be  pushed; 
into  the  pelvis.    Then  if   added  pressure  is , 
made  at  the  fundus,  not  infrequently  can  the] 
head  be  pushed  down  to  the  lower  border  of  the  | 
symphysis  and  it  then  is  fair  to  say  that  there . 
is  no  real  disproportion. 

The  inlet  of  the  pelvis  is  more  commonly  the 
seat  of  contraction  than  the  outlet,  but  the  out- 
let is  contracted  often  enough  to  demand  care- 
ful examination  in  all  primiparae.     Not  all 
physicians  carry  with  them  the  little  outlet  pel- 
vimeter, but  every  physician  has  a  fist  which 
can  always  take  the  place  of  such  a  pelvimeter. ! 
The  patient  is  still  in  the  dorsal  position ;  the  j 
closed  fist  is  placed  between  the  ischial  tuber-  [ 
osities  and  with  a  gentle  rocking  motion,  a  very  I 
excellent  idea  whether  the  outlet  is  contracted 
or  not  can  be  obtained.    This,  combined  with 
palpation  of  the  pubic  arch,  gives  the  informa-  j 
tion  we  seek  with  great  accuracy  after  very 
little  practice. 

In  by  far  the  majority  of  cases  we  find  no  dis- 
proportion between  the  baby  and  the  pelvis,  and 
our  examinations  simply  make  us  doubly  sure  all ; 
is  well.  In  a  small  proportion,  the  dispropor- ! 
tion  is  so  marked  that  the  treatment  is  very 
clear  and  a  Caesarean  is  done  on  an  elected 
date.  But  there  is  the  doubtful,  the  border-line, 
case  where  it  is  impossible  honestly  to  say  be- 
fore labor  begins  what  is  the  right  treatment. 
It  is  in  these  doubtful  cases  that  Caesarean  sec- 
tions are  being  done  so  frequently.  In  many 
cases  I  do  not  doubt  but  rightly,  but  in  not  a 
few  cases  unnecessarily.  We  can  measure  the 
pelvis,  we  can  palpate  the  fetus,  we  can  ether- 
ize the  patient  and  try  to  estimate  the  dispro- 
portion, if  it  exists,  but  we  cannot  tell  what 
labor  will  do  to  the  fetal  head  unless  we  are 
willing  to  allow  these  patients,  the  border-line 
ones,  to  have  the  test  of  labor.  By  test  of 
labor,  I  do  not  mean  a  couple  of  hours  of  in- 
efficient pains,  but  six  or  eight  hours  of  good 
labor.    The  risk  of  doing  a  Caesarean  section 


after  six  hours  of  labor  with  no  vaginal  exam- 
inations is  not  great,  and  the  good  such  a  test 
does  many  times  is  worth  the  wait.  I  do  not 
wish  to  give  the  idea  that  I  am  advising  against 
the  Caesarean.  That  I  am  not,  except  in  the 
unnecessary  case.  A  Caesarean  is  a  simple  pro- 
cedure but  it  is  a  major  operation  and  carries 
a  definite  mortality  in  the  hands  of  even  the 
best  men,  and  when  anything  goes  wrong  in  the 
technic,  death  usually  follows.  Operators  are 
apt  to  say  that  the  mortality  rate  in  a  Caesar- 
ean should  be  about  1-2%.  That,  in  my  opin- 
ion, is  not  the  right  way  to  put  it.  Each  opera- 
tor, when  he  advises  a  Caesarean,  should  state, 
when  asked,  what  the  risk  is,  what  his  own  mor- 
tality rate  is,  not  what  a  good  series  of  collect- 
ed cases  show.  This  craze  that  is  at  the  pres- 
ent time  sweeping  over  the  country  for 
Caesarean  section  is  entirely  unwarranted,  and 
I  am  confident  that  soon  we  shall  see  the  pen- 
dulum swing  the  other  way.  This  advice  that 
all  primiparous  breeches,  posterior  positions  or 
what  not  be  subjected  to  a  Caesarean  section  is 
not  justifiable  and  I  am  sure  it  is  not  good  ob- 
stetrics. In  another  class  of  cases,  where  the 
delivery  the  first  time  was  difficult,  many  are 
here  again  advising  Caesarean  in  the  future 
pregnancies.  A  case  that  came  to  my  care  last 
year  will  show  you  what  I  mean. 

Some  two  or  three  years  before,  this  patient  was 
delivered  by  a  difficult  forceps  operation  of  a  baby 
that  lived,  and  did  well.  Before  the  operator  left 
this  patient  he  told  the  husband  that  if  his  wife 
were  ever  again  pregnant  she  would  have  to  have  a 
Caesarean.  Last  year  she  again  went  to  this  obstet- 
rician and  he  set  a  date  for  the  Caesarean.  but  the 
patient  objected  and  said  she  would  not  have  it 
unless  it  were  absolutely  necessary.  To  make  a 
long  controversy  short,  she  left  her  first  physician 
and  came  to  me.  When  I  first  saw  her,  two 
months  before  the  expected  date  of  the  Caesarean, 
she  had  a  small  baby  with  the  head  even  at  that 
time  unusually  low  in  the  pelvis.  As  term  ap- 
proached, there  was  no  obvious  disproportion  pres- 
ent and  I  determined  to  let  her  go  into  labor,  re- 
serving a  Caesarean  if  it  proved  necessary.  She  de- 
livered herself  two  weeks  after  the  appointed  date 
tor  the  Caesarean  after  a  short  labor. 

The  first  hard  delivery  made  us  watch  her 
closely;  but  why  subject  a  young  girl  to  a 
Caesarean  and  to  repeated  Caesareans  unless 
the  indication  is  real,  not  fanciful?  This  case 
is  not  an  unusual  story  and  it  is  happening 
constantly,  and  unless  we  are  willing  to  allow 
some  of  our  patients  to  go  into  labor,  Caesar- 
eans of  course  will  be  the  order  of  the  day. 

In  primigravidae  where  the  head  stays  up 
high,  the  possibility  of  a  Caesarean  must  be 
kept  in  mind,  but  it  must  be  remembered  that 
a  Caesarean  section  late  in  labor  carries  a  very 
high  mortality  and  ought  not  to  be  done.  Few 
obstetricians  will  take  this  added  risk;  many 
surgeons,  however,  will.  Some  patients  get  well 
after  a  stormy  convalescence,  but  many  die, — 
and  these  are  not  reported. 
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If  the  ante-partum  examination  is  complete 
and  thorough,  when  labor  begins,  watchfulness 
is  the  keynote  of  success.  Any  deviation  from 
what  is  normal  means  speedy  investigation  as 
to  the  cause.  Change  in  the  type  of  contrac- 
tions, the  rate  and  strength,  their  prolongation, 
their  undue  painfulness,  or  their  inefficiency, 
must  be  noted  at  once.  Unless  physicians  note 
these  characteristics,  good  obstetrics  cannot  be 
done.  Normal  labor  is  characteristically  one  of 
progress,  and  if  progress  does  not  take  place, 
then  we  must  find  out  why  it  does  not.  Palpa- 
tion will  show  the  descent  and  flexion  of  the 
head,  and  when  the  head  cannot  be  felt  from 
above,  the  advance  of  the  head  may  then  be 
followed  by  the  resistance  behind  the  anus.  The 
characteristic  change  from  first  to  second  stage 
pains  and  the  increasing  show  which  usually 
occurs,  all  point  that  progress  is  satisfactory. 
When  such  a  condition  is  present,  when  the 
ante-partum  examination  shows  that  the  pre- 
senting part  is  in  the  pelvis,  then  vaginal  exam- 
inations in  labor  should  be  done  away  with  or 
only  one,  or  at  most,  two,  should  be  made  under 
the  strictest  aseptic  precautions. 

Recently,  much  has  been  said  of  rectal  exam- 
inations instead  of  vaginal  examinations  in 
labor.  Many  patients  complain  that  they  are 
more  painful  and  in  some  cases,  especially  when 
there  are  hemorrhoids  present,  they  ought  not  to 
be  used.  I  find  rectal  examinations  are  a  great 
help  in  following  the  advance  that  is  being 
made,  especially  so  when  the  advance  is  slow 
and  one  wishes  to  avoid  repeated  vaginal  exam- 
inations. 

By  watching  the  action  of  the  uterus,  we 
know  whether  it  is  tiring  or  whether  it  is  be- 
coming tumultuous  or  whether  it  is  beginning 
to  be  boardlike.  If  the  normal  contractions  and 
relaxations  do  not  take  place,  we  may  be  sure 
some  complication  is  arising.  If  we  neglect  to 
note  this  change  from  normal,  not  infrequently 
a  difficult  operative  delivery  is  forced  upon  us 
later  when  early  interference  would  have  been 
relatively  easy.  One  of  the  first  signs  of  a 
separation  of  the  placenta  is  the  change  from 
normal  in  the  feel  of  the  uterus.  It  loses  its 
soft  relaxations  and  becomes  hard  and  board- 
like and  exquisitely  tender.  In  beginning  con- 
traction rings,  the  lower  uterine  segment  be- 
comes tender  and  the  normal  relaxation  is  ab- 
sent. A  tired-out  uterus  may  have  few  and 
very  inefficient  contractions.  These  few  ex- 
amples are  enough  to  show  the  importance  of 
watching  the  action  of  the  uterus  constantly. 
Hand  in  hand  with  this,  goes  listening  to  the 
fetal  heart;  and  it  is  astonishing  how  careless 
many  physicians  are  about  this  aid  to  the  child's 
condition.  At  the  beginning  of  labor  there  sel- 
dom is  any  interference  with  the  fetal  circula- 
tion, but  after  the  second  stage  starts  or  after 
the  membranes  rupture,  the  danger  to  the  child 
begins.  The  fetal  heart  must  be  watched  con- 
stantly if  we  are  to  protect  the  fetus. 


"With  the  birth  of  the  baby  many  physicians 
feel  that  all  danger  and  anxiety  for  the  out- 
come is  over,  but  I  cannot  feel  safe  until  the 
third  stage  is  successfully  completed.  More 
post-partum  hemorrhages  occur  as  the  result  of 
a  badly  managed  third  stage  than  any  other 
single  cause.  The  placenta  may  separate  in  a 
very  few  minutes  and  come  down  into  the  vag- 
ina. Then,  of  course,  no  damage  is  caused  if  it 
is  at  once  expelled,  but  if  it  does  not  separate 
at  once,  be  in  no  hurry, — it  is  time  well  spent 
to  allow  it  to  separate  normally.  There  can  be 
no  set  time  when  to  expel  it  or  no  set  number 
of  contractions  to  wait  for.  The  point  to  be 
remembered  is  that,  if  there  is  no  bleeding  and 
the  uterus  acts  well,  separation  must  occur  be- 
fore expulsion  is  attempted.  But  if  bleeding 
takes  place,  then  the  uterus  should  be  emptied 
carefully  by  Credeing.  An  adherent  placenta 
is  a  very  rare  complication,  and  when  it  oc- 
curs, of  course  the  uterus  has  to  be  emptied 
manually  unless  you  happen  to  believe  one  re- 
cent writer  who  advises  that  the  abdomen  and 
the  uterus  be  opened  and  the  placenta  taken 
out  from  above.  Inspection  of  the  placenta 
ought  not  to  be  merely  perfunctory.  A  care- 
ful examination  in  all  cases  is  needed,  for  by 
it  you  know  whether  you  have  left  behind  a 
major  portion  of  the  membranes  or  not,  or 
whether  a  piece  of  placenta  is  retained.  If  the 
membranes  are  left  behind,  unless  there  is 
bleeding,  I  never  attempt  to  go  after  them,  as 
they  will  always  come  away  in  the  lochia  with- 
out damage,  providing  we  have  not  infected  the 
genital  tract.  But  it  is  a  different  situation 
when  placental  tissue  is  left.  That  should  be 
removed  at  once,  for  it  is  sure  to  cause  more  or 
less  severe  bleeding  later.  A  succenturiate 
placenta  is  not  very  uncommon,  as  I  have  seen  a 
half  dozen  within  the  year,  two  of  which  were 
in  consultation  where  serious  secondary  post- 
partum bleeding  took  place.  One  of  the  pa- 
tients nearly  lost  her  life  through  a  combina- 
tion of  hemorrhage  and  sepsis.  In  the  other 
patient,  the  cause  was  recognized  early  and  a 
curettage  speedily  cleared  up  the  condition. 
Both  patients,  however,  were  subjected  to  an 
unnecessary  risk  because  of  failure  to  recog- 
nize this  condition. 

How  so  many  physicians  dare  to  leave  their 
obstetric  cases  so  soon  after  delivery,  literally 
as  quickly  as  they  can  pack  up  and  get  out,  has 
been  to  me  a  great  source  of  wonder.  They 
cannot  know  that  the  uterus  is  well  and  firmly 
retracted;  and  until  that  fact  is  established,  is 
it  right  to  leave  a  patient? 

In  a  publication  of  the  Children's  Bureau 
which  came  out  this  year  on  Maternal  Mortal- 
ity, the  astounding  facts  were  brought  out  that 
"in  1913  in  the  'death  registration  area'  of  the 
United  States,  10,010  deaths  were  reported  as 
due  to  conditions  caiised  by  pregnancy  and 
childbirth.  Of  these  deaths  4542  were  reported 
as  caused  by  puerperal  septicemia."  Using 
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these  figures  as  a  basis  it  was  estimated  that 
there  were  in  the  whole  United  States  15,376 
deaths  in  1913,  due  to  childbirth,  and  6977  of 
these  were  due  to  sepsis. 

Such  figures  are  staggering  and  almost  un- 
believable. But  Dr.  Meigs,  the  author  of  the 
pamphlet,  says  that  the  figures  are  probably  a 
gross  underestimate,  and  this  conclusion  is 
backed  up  by  the  quotation  I  read  earlier  in 
the  paper  about  the  falsification  of  death  causes 
in  Fall  River.  It  is  not  to  be  supposed  that 
conditions  are  any  worse  as  regards  honest 
death  returns  in  Fall  River  than  in  other 
cities  and  towns. 

We  are  not  going  to  improve  our  mortality 
rate  in  obstetrics  unless  we  first  admit  one  ex- 
ists. If  we  try  to  cover  up  the  causes  of  deaths 
and  try  to  blind  ourselves  to  the  real  underly- 
ing cause,  we  shall  never  improve  the  condition. 
Physicians  cover  up  deaths  from  sepsis  because 
they  fear  they  will  be  blamed — and  is  that  fear 
groundless?  They  should  be  in  by  far  the 
majority  of  cases  of  sepsis.  Read  Oliver  "Wen- 
dell Holmes's  original  communication  on  the 
havoc  of  puerperal  fever,  in  the  New  England 
Quarterly  Journal  of  Medicine  and  Surgery  for 
April,  1843.  Read  Sinclair's  book  on  Sem- 
melweis,  a  pathetic  life  story.  The  deaths 
then  were  terrible,  but  those  men  showed  the 
cause,  and  we  now,  knowing  the  cause,  still  lose 
thousands  of  women  a  year  from  what  is  surely 
almost  entirely  a  preventable  disease.  Com- 
munities point  to  their  low  death  rates  from 
typhoid  and  other  preventable  diseases,  but  as 
yet  there  has  been  no  sustained  effort  to  lower 
the  death  rate  from  diseases  of  childbirth.  The 
death  rate  has  remained  about  stationary,  with 
slight  annual  fluctuations  but  with  no  steady 
drop. 

Dr.  Meigs  compares  the  death  rates  from  fif- 
teen foreign  countries  with  that  of  the  United 
States  and  shows  that  the  United  States  stands 
fourteenth  in  the  list,  only  two  countries,  Switz- 
erland and  Spain,  showing  a  higher  rate,  while 
Sweden,  Norway  and  Italy  show  the  lowest 
rates. 

Can  we  dispute  these  facts  as  published  by 
the  federal  government,  or  must  we  accept 
them  as  the  true  state  of  affairs?  I  am  afraid 
there  is  nothing  for  us  to  do  but  to  accept  them 
and  go  to  work  in  every  possible  way  to  im- 
prove them.  The  State  Department  of  Health, 
under  the  stimulus  of  the  war,  is  already  plan- 
ning out  a  campaign  to  enlighten  the  women 
of  the  State  what  better  obstetrics  means,  what 
child  conservation  means,  and  it  will  not  be 
long  before  definite  propositions  to  improve 
these  bad  conditions  will  be  before  us. 

Now  to  be  specific,  how  can  we  cut  down  the 
death  rate  from  sepsis?    In  a  word,  we  must 


develop  the  physician's  conscience,  his  obstetric 
conscience,  if  you  will.  We  all  know  obstetrics 
is  surgery  and  an  important  branch  of  surgery, 
and  no  man  will  for  an  instant  think  he  can  do 
surgical  work  without  being  clean,  surgically 
clean.  The  slovenly,  dirty  methods  in  obstet- 
rics must  be  driven  out.  Much  surgical  work 
is  done  in  community  hospitals  and  if  cases  go 
wrong  in  them,  there  is  a  certain  amount  of 
publicity  gained,  which  hurts.  Most  obstetric 
work  is  done  in  homes  where  the  standard  is 
what  the  physician  elects  it  should  be.  When 
cases  here  go  wrong  they  are  more  easily  cov- 
ered up  than  if  they  are  within  the  hospital. 
That  they  are  covered  up,  I  think  I  have  already 
sufficiently  shown. 

Careful  ante-partum  examinations  will  re- 
duce the  need  of  vaginal  examinations  in  labor 
and  therefore  reduce  the  opportunity  of  carry- 
ing infection  into  the  vagina.  Shaving  the  pa- 
tient, and  careful  scrubbing  of  the  external 
genitals,  combined  with  the  use  of  rubber  gloves, 
will  still  further  minimize  the  danger  from 
sepsis.  Bungling  operating  without  sufficient 
experience,  without  any  standards  of  asepsis, 
is  one  of  the  chief  causes  of  sepsis.  The  will- 
ingness of  many  physicians  to  do  hard  opera- 
tive work  in  obstetrics  when  they  hesitate  to  do 
minor  surgical  work  is  beyond  my  understand- 
ing. 

It  is  no  credit  to  a  physician  that  he  goes 
through  years  of  practice  without  sepsis.  It 
simply  means  that  he  is  surgically  clean;  that 
he  has  an  obstetric  conscience.  But  on  the 
other  hand,  a  physician  who  has  several  cases 
of  sepsis  a  year  should  be  severely  criticized 
and  should  be  made  to  feel  that  he  is  a  menace 
to  the  community  wherein  he  practises,  and 
until  he  improves  his  technic  he  should  be 
barred  from  practice. 

When  sepsis  appears,  the  first  thing  to  do  is 
to  admit  it,  and  then  treat  it.  I  am  confident 
that  much  damage  is  done  by  the  so-called  rad- 
ical treatment  of  this  condition.  The  curette 
or  the  douche  does  more  harm  than  good.  They 
generally  spread  the  infection  and  make  a  bad 
matter  rapidly  worse.  Placing  the  patient  in 
Fowler's  position,  an  icebag  to  the  fundus  of 
the  uterus,  small  doses  of  ergot,  fresh  air  and 
plenty  of  good  food,  no  matter  whether  the  pa- 
tient is  running  a  temperature  or  not,  is  much 
better  treatment  than  the  curette  or  the  douche. 

Such  then,  in  brief,  is  the  outline  of  what  bet- 
ter obstetrics  means.  The  obstetric  situation 
today  is  not  a  pleasant  one,  but  the  ray  of  light 
in  it  is  the  awakening  of  the  public  demand 
for  improved  obstetric  hospitaLs  and  for  a 
higher  standard  of  obstetric  work.  It  is  a  grow- 
ing demand  and  one  that  we  physicians  must 
recognize, — be  ahead  of  and  not  lag  behind. 
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FOCAL  INFECTION  AND  RHEUMATISM.* 

By  William  E.  Pkeble,  M.D.,  Boston. 

I.  Scope  of  Paper. 

The  object  of  this  paper  is  to  summarize 
briefly  the  more  important  points  in  our  pres- 
ent knowledge  of  focal  infections  in  their  re- 
lation to  chronic  arthritis,  and  to  give  in  some 
detail  the  main  indications  for  treatment  of  the 
latter  disease. 

II.  Historical. 

The  general  theory  of  systemic  disease  aris- 
ing from  some  local  lesion  is  very  old.  S. 
Spooner,  M.  D.,1  a  dentist,  in  his  "Guide  to 
Sound  Teeth,"  published  in  1838,  remarks: — 
"There  can  .  .  be  no  doubt  but  that  diseases  in 
the  mouth  often  severely  affect  the  constitution, 
and  are  conducive  to  several  diseases  of  the 
general  system."  And  again: — "I  cannot  help 
thinking  that  our  success  in  the  treatment  of  all 
chronic  diseases  would  be  very  much  promoted 
by  directing  our  enquiries  into  the  state  of 
the  teeth  in  sick  people. "  E.  G-.  Kelley,  M.D.,2 
another  dentist,  in  his  book  "Kelley  on 
the  Human  Teeth,"  published  in  1843,  expresses 
similar  views,  and  quotes  Dr.  Fitch's  report  of 
"two  remarkable  cases  of  rheumatism  caused 
by  the  teeth,"  one  of  which  was  permanently 
relieved  by  extraction  of  the  diseased  teeth. 

Note  that  these  ideas  were  expressed  several 
years  before  the  birth  of  bacteriology — in  1850. 

On  October  20,  1875,  Dr.  John  W.  Riggs,  a 
Hartford,  Conn.,  dentist,  read  a  paper  before 
the  American  Academy  of  Dental  Surgeons  in 
New  York,  ascribing  pyorrhoea  as  a  cause  of 
systemic  disease.  Two  years  later,  in  1877,  Dr. 
Alfred  Mantle,  of  England,  pointed  out  the  re- 
lationship between  the  tonsil  and  rheumatic 
fever.  In  1899,  Adami3  published  his  paper 
on  "Latent  Infection  and  Subinfection,"  and 
in  1914  he  elaborated  the  ideas  expressed  in  his 
early  paper. 

In  1900  Poynton  and  Paine,*  of  England, 
began  their  wonderful  series  of  papers  on  rheu- 
matic fever,  proving  that  the  disease  is  caused 
by  the  diplococcus  rheumaticus,  or  streptococ- 
cus rheumaticus,  and  that  the  original  focus  of 
infection  is  usually  in  the  tonsils. 

In  1909,  Billings5  and  Rosenow  began  to 
publish  the  results  of  their  work  at  Rush  Med- 
ical College  on  focal  infections,  and,  by  won- 
derful team  work  of  clinicians,  laboratory  men 
and  surgeons,  put  the  whole  subject  on  a  scien- 
tific basis. 

TIT.    Focal  Infection. 

Billings  defines  a  focus  of  infection  as  "a 
circumscribed  area  of  tissue  infected  with  path- 
ogenic micro-organisms."  The  foci  may  be 
primary,  usually  located  in  tissues  communicat- 
ing with  a  mucous  or  cutaneous  surface;  or 
secondary,  from  extension  of  the  infection 
through    tissues,    lymph    channels,    or  blood 

*  Rr-arl  before  the  Kennebec  County  Merlical  Association.  Aueuata 
Me.,  Oct   2.  1917.  ' 


stream.  An  example  of  the  former  would  be 
an  infected  tonsil,  the  crypts  of  which  allow 
easy  access  to  bacteria  from  the  mouth,  and  the 
interior  of  which  is  an  almost  ideal  breeding- 
place  for  micro-organisms.  The  tissue  is  par- 
tially walled  off  from  the  general  circulation, 
thus  protecting  the  parasites  from  the  bac- 
tericidal powers  of  the  body,  and  favoring  the 
development  of  symbiosis  between  host  and 
parasite.  Bacteria  may  escape  through  the 
capsule  to  the  peritonsillar  tissues,  through  the 
lymph  channels  to  cervical  glands  and  probably 
to  pleura  and  lungs,  or  through  the  bloodstream 
to  joints  and  viscera.  Secondary  foci  may  be 
formed  in  any  of  these  tissues,  and  may  in  turn 
furnish  bacteria  for  further  dissemination. 

Common  locations  of  foci  are  the  tonsils,  root 
canals  of  the  teeth,  accessory  sinuses,  adenoid 
tissue,  gall-bladder,  appendix,  and  the  various 
organs  of  the  male  and  female  pelvis.  Less 
common  locations  are  furuncles  and  ulcers  of 
the  skin,  the  middle  ear  and  mastoid,  infections 
about  finger  and  toe  nails,  and  ulcers  and  in- 
fected thrombi  of  the  rectum.  From  these 
foci  of  infection,  there  may  emanate  bacterial 
emboli  or  a  bacteriemia. 

The  various  strains  of  streptococci  are  the 
most  common  offenders.  The  bacteria  or  bac- 
terial emboli  enter  the  blood  stream  and  lodge 
in  the  smaller  or  terminal  blood-vessels  in  the 
various  tissues  and  form  new  colonies,  or  release 
toxins  when  they  die  that  poison  the  tissues. 
The  various  strains  have  a  specific  elective 
pathogenic  affinity  for  the  tissues  in  which  they 
lodge.  Cultures  from  a  case  of  endocarditis, 
injected  intravenously  into  rabbits,  will  give 
their  chief  lesions  in  the  heart  of  the  animal; 
cultures  from  the  gall-bladder  will  produce 
cholecystitis,  and  from  the  appendix,  appendi- 
citis. The  strain  of  streptococcus  may  change 
its  affinity  after  a  period  in  animal  tissue,  thus 
accounting  for  the  lighting  up  of  an  appendix 
or  a  gastric  ulcer  in  a  person  subject  to,  per- 
haps, recurrent  attacks  of  acute  arthritis. 

The  scientific  demonstration  of  the  truth  of 
this  conception  of  focal  lesions  as  a  cause  of 
systemic  disease  has  revolutionized  our  treat- 
ment of  scores  of  diseases.  Many  of  the  diseases 
formerly  supposed  to  owe  their  etiology  to  some 
"diathesis"  or  "dyscrasia"  are  now  known  to 
be  of  infectious  origin.  Rheumatism  is  an  ex- 
cellent example  of  the  above  statement,  and  the 
erroneous  idea  that  "red  meat"  and  acid  fruits 
and  vegetables  cause  rheumatism  is  still  deeply 
embedded  in  the  mind  of  the  layman. 

Nearly  every  one  has  at  some  time  some  local 
infection  which  might  become  a  focus  of  sys- 
temic disease.  The  factors  involved  in  the  rel- 
ative infrequency  of  systemic  infection  as  com- 
pared to  local  infection  concern  both  the  host 
and  the  parasite.  As  regards  the  host,  his 
general  physical  condition  and  his  natural  or 
acquired  immunity  are  governing  factors.  The 
natural  defenses  of  the  body — the  bactericidal 
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powers  of  the  tissues,  blood  plasma,  and 
phagocytes — protect  the  large  majority  of 
people  from  systemic  infection.  Indeed,  the 
local  infection  may  itself  act  as  a  stimulant  to 
the  development  of  body  defenses  and  the  for- 
mation of  protective  antibodies. 

Exposure  to  cold,  malnutrition,  exhaustion, 
alcoholic  excesses,  and  the  drug  habit  all  tend 
to  lower  the  resistance  of  the  individual. 

As  regards  the  parasite,  its  virulence,  the 
number  present,  and  accessibility  to  avenues  of 
exit  from  the  primary  focus  are  factors  having 
to  do  with  the  development  of  systemic  disease 
from  the  local  infected  area. 

In  order  to  realize  the  importance  of  the  sub- 
ject, we  have  only  to  consider  the  large  number 
of  diseases  that  have  been  proven  to  develop, 
or  may  develop,  from  focal  infections.  Of  the 
common  acute  diseases,  rheumatic  fever  with 
its  sequelae  such  as  endocarditis,  myocarditis, 
pericarditis,  and  pleuritis;  cholecystitis,  acute 
appendicitis,  acute  nephritis,  purpura,  and 
erythema  nodosum  probably  always  arise  from 
a  focal  infection. 

Gastric  and  duodenal  ulcer,  iritis,  chorea, 
pancreatitis,  and  spinal  myelitis  usually  owe 
their  existence  to  distant  infected  foci. 

Chronic  infectious  nephritis,  cholecystitis, 
endocarditis,  neuritis,  and  arthritis  deformans 
have  been  definitely  proven  to  be  in  this  cate- 
gory. Some  cases  of  anaphylactic  disease,  such 
as  bronchial  asthma,  urticaria,  and  hay  fever, 
are  caused  by  a  focal  infection. 

IV.  Rheumatism. 

Rheumatism  may  be  taken  as  an  example 
with  which  to  describe  in  some  detail  the  devel- 
opment of  systemic  disease  from  a  focal  infec- 
tion. The  term  "rheumatism"  is  a  much- 
abused  word.  By  many,  it  is  applied,  not  only 
to  the  various  types  of  arthritis,  acute  and 
chronic,  but  it  is  also  used  as  a  sort  of  blanket 
diagnosis  covering  all  obscure  aches  and  pains. 
Arthritis  is  a  much  better  term  to  apply  to  the 
various  diseases  of  the  joints  and  surrounding 
tissues.  Of  the  acute  types  it  is  necessary  to 
distinguish  between  the  ordinary  rheumatic 
fever  and  acute  gonorrhoeal  arthritis.  The 
former  never  causes  suppuration  in  the  joints, 
and  usually  subsides  without  causing  permanent 
damage  to  the  joint  structures.  It  frequently 
follows  acute  tonsillitis,  or  other  acute  strep- 
tococcus infection. 

The  gonorrhoeal  type  always  accompanies  or 
follows  an  acute  urethritis.  Suppuration  fre- 
quently occurs  in  the  joints,  which  are  often 
permanently  damaged.  The  suppurating  joints 
must  be  treated  surgically. 

The  chronic  arthritides  are  more  complex, 
and  less  easily  differentiated.  Arthritis  defor- 
mans, the  ordinary  kind  of  so-called  chronic 
rheumatism,  is  a  fairly  distinct  type.  The 
chronic  course,  with  exacerbations  and  remis- 
sions, enlarged,  painful  joints,  contractures  of 


muscles  from  myositis,  deformities  of  joints, 
and  a  tendency  to  attack  the  larger  joints,  is  a 
fairly  distinct  clinical  picture.  Chronic  gout 
is  a  rare  disease  in  this  country.  The  exacerba- 
tions are  more  violent,  the  small  joints  are 
usually  the  ones  attacked,  and  in  a  very  large 
majority  of  the  cases  the  joints  of  the  great  toe 
are  at  some  time  involved.  Gouty  tophi  are 
usually  present  and  the  uric  acid  content  of  the 
blood  is  increased.8 

Chronic  gonorrhoeal  arthritis  is  more  apt  to 
be  monarticular,  and  the  knee,  ankle,  wrist, 
shoulder,  and  spine  are  the  joints  most  fre- 
quently involved,  in  the  order  named.  Myosi- 
tis practically  never  accompanies  it.  The  gon- 
orrhoeal focus  can  usually  be  found.9  Tuber- 
culous joints  are  usually  single,  often  siippurate. 
and  frequently  follow  trauma.  Charcot  joints, 
with  the  disorganization  of  joint  structures,  are 
always  associated  with  tabes.  Senile  arthritis, 
a  degenerative  process,  is  recognized  by  the  a<;e 
of  the  patient,  and  the  absence  of  chronic 
myositis.  A  sort  of  vascular  arthritis  occurs  in 
cases  with  poor  circulation.10 

Arthritis  deformans  may  be  hypertrophic  or 
atrophic;  in  fact,  the  atrophic  is  frequently  the 
pnd  stage  of  the  hypertrophic.  The  spine  is 
frequently  involved.  In  every  case  a  primary 
focus  of  infection  may  be  assumed,  from  which 
bacteria,  or  bacterial  emboli,  are  released  and 
lodge  in  the  smaller  blood-vessels  of  the  joint 
tissues.  Endothelial  proliferation  of  the  lining 
of  the  blood-vessels  occurs,  with  or  without 
thrombosis.  There  results  blocking  of  the 
blood-vessels  with  hemorrhage  into  the  imme- 
diate tissues,  and  multiplication  of  leucocytes 
and  plasma  cells,  or  fibrino-plastic  exudate  with 
connective  tissue  overgrowth.11  The  circulation 
in  and  about  the  joint  is  seriously  impaired, 
and  the  nutrition  of  the  joint  suffers.  Adhe- 
sions form,  and  the  tissues  are  matted  together, 
interfering  with  the  mobility  of  the  joint.  The 
neighboring  muscles  are  usually  infected,  caus- 
ing the  troublesome  contractures  which  are  the 
chief  cause  of  deformities.  The  metabolic 
changes  in  the  joint  tissues  have  been. well  de- 
scribed by  Nichols  and  Richardson.12 
V.    Primary  Focus. 

The  primary  focus  of  infection  may,  theo- 
retically, be  located  in  any  tissue  in  the  body, 
and  in  some  cases  it  is  difficult  to  find.  The 
most  common  locations  are  the  tonsils,  the  peri- 
dental tissues,  and  the  accessory  sinuses.  Ton- 
sils may  appear  perfectly  normal,  and  yet  har- 
bor the  primary  infection. 

Abscesses  may  exist  at  the  apices  of  teeth 
with  absolutely  no  clinical  symptoms.  A  very 
large  percentage  of  devitalized  teeth  have  ab- 
scesses at  the  roots,  and  the  x-ray  is  the  only 
sure  way  of  discovering  the  abscess.  Teeth  with 
crowns  or  bridges  are  particularly  apt  to  harbor 
infection  about  the  roots.  The  accessory  sin- 
uses may  harbor  a  local  infection  without  giv- 
ing clinical  symptoms.    Here  again  the  x-ray 
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is  the  deciding  factor.  The  prostate  gland, 
Fallopian  tubes  and  pelvis  of  the  kidney,  gall- 
bladder, or  appendix  theoretically  may  harbor 
the  primary  infection.  It  is  probable  that 
some  cases  are  the  result  of  infection  in  the 
bowel,  not  from  the  absorption  of  the  products 
of  proteid  putrefaction,  or  from  the  absorption 
of  bacterial  toxins,  but  from  the  passage  of  the 
bacteria  themselves  through  the  intestinal  wall 
and  into  the  blood  or  lymph  stream. 

As  bacteria  probably  do  not  pass  through 
the  healthy  intestinal  mucosa,  injury  to  the 
bowel  by  infection  or  as  a  result  of  stasis  or 
chronic  constipation  must  be  assumed.  Bever- 
idge13  called  attention  to  the  fact  that  many 
soldiers  in  the  South  African  War  siiffered 
from  arthritis  following  attacks  of  acute  dys- 
entery. Micrococci  were  isolated  from  the 
blood  in  cases  with  arthritis,  but  were  not 
found  in  cases  without  arthritis.  Tf  a  patient 
with  arthritis  has  visceral  ptosis  and  stasis,  it 
should  not  be  assumed  that  the  stasis  is  the 
cause  of  the  arthritis.  The  focus  of  infection  is 
much  more  likely  to  be  elsewhere. 

The  internist  requires  the  co-operation  of  var- 
ious specialists  in  handling  these  patients.  It 
is  frequently  necessary  to  have  examinations 
made  by  the  nose  and  throat  man.  aurist,  gyne- 
cologist, G.-U.  specialist,  roentgenologist  and 
dentist.  Valuable  information  may  be  ob- 
tained by  examining  the  blood,  stools,  urine 
and  joint  exudates  for  bacteria.  In  some  cases 
it  may  be  advisable  to  excise  lymph  nodes  prox- 
imal to  the  affected  joints,  and  isolate  the  of- 
fending organism.  The  knowledge  may  prove 
valuable,  for  it  does  not  necessarily  follow  that 
because  a  patient  with  arthritis  has  enlarged 
tonsils,  the  latter  are  the  cause  of  the  arthritis. 
The  general  condition  of  the  patient  must  be 
carefully  observed.  Many  of  these  patients 
are  undernourished,  and  their  metabolism  im- 
paired by  the  chronic  toxemia  resulting  from 
the  bacterial  metabolism.  Mental  depression  is 
a  common  symptom  that  requires  attention. 

A  careful  and  complete  history  of  the  pa- 
tient is  always  essential.  Recurrent  attacks  of 
sore  throat  or  tonsillitis  would  bring  the  tonsils 
under  suspicion,  however  innocent  they  may  ap- 
pear. A  constant  or  recurring  unilateral  nasal 
discharge  would  raise  the  question  of  a  chronic 
infection  in  one  or  more  of  the  sinuses.  Any 
constant  or  recurring  discharge  from  the  ear 
would  call  attention  to  the  middle  ear  as  a 
possible  focus  of  infection.  The  source  of  pus 
in  the  urine  should  always  be  ascertained,  as 
infection  in  the  kidney,  bladder,  prostate,  sem- 
inal vesicles,  uterus,  or  Fallopian  tubes  may  be 
the  source  of  systemic  disease. 

As  syphilis  may  be  the  cause  of  a  type  of 
chronic  arthritis,  a  Wassermann  test  is  indicat- 
ed in  obscure  cases.1* 

VI.  Treatment. 
The  treatment  of  arthritis  deformans  and,  in 


fact,  of  all  of  the  diseases  that  may  arise  from  a 
focal  infection  should  begin  with  the  birth  of 
the  child.  Of  first  importance  is  the  care  of 
the  mouth.  St.  Vincent's  Orphanage  in  Bos- 
ton, an  institution  caring  for  about  300  chil- 
dren between  the  ages  of  4  and  14,  prior  to  the 
year  1910  maintained  no  dental  supervision  of 
its  inmates.  The  number  of  cases  of  infectious 
disease  in  the  years  1908  and  1909  was  103 
each  year.  In  1910  Dr.  Frederick  A.  Keyes 
was  appointed  visiting  dentist,  and  installed  a 
system  of  prophylactic  dentistry.  The  fitrurp^ 
of  incidence  of  infectious  diseases  for  1910. 
1911,  1912,  and  1913  are  respectively  87,  52, 
20,  and  7.  The  seven  cases  in  1913  were  due 
to  an  epidemic  of  measles,  introduced  by  a  new 
inmate.15  These  startling  figures  give  a  glimpse 
of  what  may  be  possible  for  a  community  in  the 
way  of  prophylaxis.  The  so-called  slight  in- 
fections of  childhood  may  be  the  cause  of  re- 
sidual infectious  foci  that  endanger  the  future 
health  or  even  the  life  of  the  child.  It  is  hard- 
ly necessary  to  observe  that  in  all  the  so-called 
children's  diseases,  the  advice  of  a  competent 
physician  should  supersede  that  of  "grandma." 

The  general  care  of  the  child  as  regards 
clothing,  bathing,  care  of  teeth  and  mouth,  and 
intelligent  regulation  of  the  diet,  influences  the 
whole  future  life  of  the  individual — physical, 
mental,  and  moral. 

The  treatment  of  arthritis  deformans  varies 
with  the  condition  of  the  patient.  The  first 
step  is  to  find  and  remove  the  primary  and  all 
possible  secondary  foci  of  infection,  and  usually 
the  surgeon  must  be  called  in.  It  must  be  remem- 
bered that  every  colony  of  the  causative  micro- 
organism is  a  focus  that  may  continue  to  fur- 
nish bacteria  to  the  blood  stream  after  the 
primary  focus  is  removed.  The  colonies  in  the 
joint  tissues  may  themselves  be  sufficiently  vig- 
orous to  keep  alive  the  infection  after  the  sur- 
gical removal  of  the  original  source  of  infec- 
tion. This  accounts  for  many  failures  in  treat- 
ment. 

After  the  local  infection  is  removed,  the  task 
is  but  begun.  Every  possible  means  must  be 
used  to  build  up  the  resistance  of  the  patient. 
Rest,  fresh  air  and  sunshine,  tonics,  baths,  ex- 
ercise, and  diet  must  all  be  given  careful  atten- 
tion. 

Rest. — Rest  in  bed  is  advisable  if  there  is 
much  active  inflammation,  until  the  excessive 
tenderness  of  joint  tissues  abates. 

Fresh  Air. — Plenty  of  sunshine  and  fresh  air 
have  the  same  beneficial  effect  in  these  cases  as 
in  other  chronic  diseases. 

Drugs. — As  regards  drugs,  salicylates  relieve 
the  pain,  and  iron  or  arsenic  may  be  indicated 
as  general  tonics.  The  bitter  tonics  or  hydro- 
chloric acid  in  essence  of  pepsin  may  be  used 
to  stimulate  the  appetite. 

Baths. — The  excretory  functions  of  the  skin 
should  be  stimulated  by  daily  baths.    Many  of 
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these  patients  are  too  debilitated  to  take  cold 
baths,  but  t  pid  baths  are  just  as  beneficial. 

Diet. — As  regards  the  diet,  it  should  be  re- 
membered that  the  old  "red  meat"  theory  was 
exploded  in  1902,  but  the  idea  is  not  yet  com- 
pletely eradicated.  It  was  formerly  assumed 
that  uric  acid  and  rheumatism  were  in  some 
way  related,  and  that  the  so-called  red  meats- 
beef,  mutton,  venison,  etc. — contained  more  uric 
acid  than  the  lighter-colored  meats.  Both  as- 
sumptions were  wrong.  Arthritis  deformans  is 
an  infectious  disease,  and  the  only  respect  in 
which  food  influences  its  course  is  in  the  way  of 
general  nutrition.  As  regards  the  ' '  red  meats, ' ' 
it  was  definitely  proven,  over  fifteen  years  ago, 
that  beef,  mutton,  etc.,  contain  less  than  one- 
third  as  much  of  the  purin  bases  (from  which 
uric  acid  is  formed)  as  chicken,  veal,  and  lamb.16 

Proteid. — Patients  with  arthritis  deformans 
need  plenty  of  protein  to  help  build  up  the 
wasted  muscles  and  other  tissues.  Recent  work 
by  the  biological  chemists  seems  to  show  that  all 
of  the  amino  acids  found  in  the  various  proteids 
are  necessary  constituents  of  the  body,  and  it  is 
probable  that  a  considerable  surplus  of  pro- 
teid, above  the  quantitative  proteid  require- 
ment, is  necessary  in  order  to  furnish  a  suffi- 
cient variety  of  amino  acids  to  satisfy  the  wants 
of  all  the  body  tissues.  Meat,  fish,  milk  and 
eggs  should  be  given  freely,  and  the  total  pro- 
teid intake  should  approximate  100  grams 
daily. 

The  carbohydrate  intake  should  be  regulated 
according  to  the  general  state  of  nutrition  of 
the  patient.  The  obese  patient  should  have 
small  quantities  of  bread  and  sweets,  with  an 
abundance  of  green  vegetables  and  fruit.  The 
poorly  nourished  patient  should  have  plenty  of 
bread,  with  butter,  milk,  and  cream  added 
freely  to  the  diet.  All  of  these  patients  should 
have  plenty  of  fruit  and  fruit  juices,  and  fresh 
vegetables  to  supply  the  various  salts  necessary 
for  the  body  chemistry. 

It  should  be  remembered  that  the  old  idea, 
that  acid  fruits  and  vegetables  cause  rheuma- 
tism or  "make  the  blood  acid,"  is  erroneous. 
On  the  contrary,  practically  all  of  the  organic 
acids  in  our  common  fruits  and  vegetables  form 
alkaline  carbonates  when  absorbed,  and  increase 
the  alkali  reserve  of  the  blood.  Prut-,.:,  lums, 
and  cranberries  are  the  exception.17  Oranges, 
grapefruit,  tomatoes,  etc.,  with  a  sufficient  quan- 
tity of  the  fodder  vegetables  to  give  the  neces- 
sary bulk  to  the  stools,  are  indicated. 

The  fats  are  used  freely  or  sparingly  accord- 
ing to  the  patient's  store  of  body  fat.  Butter 
and  cream  are,  as  a  rule,  very  easily  handled  by 
the  digestive  tract.  It  is  never  necessary  to 
give  olive  oil  or  cod  liver  oil,  as  butter  and 
cream  are  no  more  expensive,  are  just  as  nour- 
ishing and  much  more  palatable. 

Fluids. — The  fluid  intake  is  important. 
Sufficient  water  and  other  liquids,  such  as  tea, 
coffee,  and  milk,  should  be  given  to  enable  the 


kidneys  to  excrete  with  the  least  possible  irrita- 
tion not.  only  the  normal  waste  products  of 
metabolism,  but  also  the  toxins  released  from 
the  dead  bodies  of  the  bacteria,  or  formed  by 
the  bacterial  metabolism.  A  minimum  of  two 
quarts  daily  should  be  given  to  an  adult.  In- 
telligent supervision  of  the  diet  is  the  most  im- 
portant single  factor  in  building  up  the  health 
of  these  patients. 

The  local  treatment  of  the  joints  in  the  se- 
verer cases  is  a  problem  for  the  orthopedic  sur- 
geon. Every  possible  means  should  be  used  to 
restore  the  circulation  in  the  anemic  and  under- 
nourished joint  tissues.  In  the  stage  of  active 
inflammation  rest  is  essential,  and  bandages, 
splints,  or  plaster  casts  may  be  necessary.  After 
the  active  inflammation  has  subsided,  passive 
motion  should  be  used,  then  active  motion,  and 
finally  graduated  exercise  of  the  joint  to  break 
up  adhesions  and  restore  mobility.  Massage  is 
particularly  beneficial.  Alternating  hot  and 
cold  shower  baths  improve  the  circulation,  and 
electricity  relieves  the  pain  and  may  help  the 
tissue  metabolism.  The  Bier  treatment  may  be 
used  to  induce  a  passive  hyperemia  of  the  joint. 
In  some  cases,  surgery  in  indicated  to  reduce  de- 
formity caused  by  contractures  and  ankylosis. 

Vaccines. — Vaccines  may  be  indicated  to 
assist  in  the  formation  of  specific  antibodies. 
The  autogenous  vaccine  should  always  be  used. 
The  use  of  stock  vaccines  is  unscientific,  and  is 
quite  as  likely  to  do  harm  as  good. 

Sera  have  been  tried  without  any  beneficial 
result,  and  in  some  cases  distressing  anaphylac- 
tic symptoms  result. 

Recently  Miller  and  Lusk18  have  treated  acute 
and  chronic  cases  of  arthritis  with  intravenous 
injections  of  foreign  protein.  Proteose,  albu- 
mose,  and  typhoid  vaccine  were  used  with  good 
immediate  results.  Thomas19  has  recently  re- 
ported a  series  of  86  cases  treated  with  typhoid 
vaccine.  The  end-results  do  not  seem  very 
promising,  but  more  experimental  work  along 
these  lines  may  demonstrate  the  value  of  this 
method  of  treatment. 
VII.  Conclusion. 

There  is  still  much  to  learn  about  infection 
and  arthritis.  Neither  our  knowledge  of  these 
subjects  nor  our  methods  of  treatment  have  yet 
approximated  perfection,  but  the  progress  in  the 
past  ten  years  gives  hope  for  the  future. 

Our  success  in  the  treatment  of  these  ar- 
thritics  will  be  directly  proportional  to  the 
amount  of  intelligent,  painstaking  work  and 
attention  to  details.  One  hundred  per  cent,  of 
cures  is  not  expected. 
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CAUSES  AND  TREATMENT  OF  CHRONIC 
HYPERACIDITY,  HEARTBURN  AND 
SOUR  REGURGITATION. 

By  Louis  Fischbein,  M.D.,  Boston. 

There  are  very  few  affections  in  the  domain 
of  internal  medicine,  the  conception  of  which  is 
so  much  influenced  by  the  a  priori  view  of  the 
physician,  as  are  some  of  the  affections  of  the 
gastro-intestinal  tract.  One  needs  only  to  men- 
tion the  significance  and  importance  attached 
by  some  physicians  to  ptosis  of  the  abdominal 
organs,  the  views  as  to  the  importance  of  consti- 
pation as  a  cause  of  local  and  general  disorders, 
and  the  vague  conception  of  biliousness,  nervous 
dyspepsia,  intestinal  indigestion,  and  auto- 
intoxication. It  is  much  the  same  as  regards 
hyperacidity,  although  this  is  one  of  the  most 
familiar  gastric  disorders,  and  one  that  the 
physician  is  daily  called  upon  to  treat.  Only 
a  few  years  ago,  gastralgia  played  a  prominent 
role  in  painful  gastric  affections ;  it  was  assumed 
to  be  due  to  some  form  of  gastric  spasm  induced 
by  hyperacidity.  Recently,  however,  a  tendency 
has  developed,  especially  among  surgeons,  to  go 
to  the  other  extreme,  and  deny  the  existence  of 
hyperacidity  as  an  independent  functional  dis- 
order, and  to  regard  it  merely  as  a  symptom  of 
some  lesion  within  the  gastro-intestinal  tract. 
And  even  among  those  who  consider  chronic  hy- 
peracidity as  a  clinical  entity,  we  find  a  great 
deal  of  vagueness  as  to  its  etiology,  symptoma- 
tology, pathogenesis,  and  treatment. 

Many  physicians  class  any  functional  gastric 
disorder  as  hyperacidity  when  it  gives  rise  to 
heartburn  and  sour  regurgitations.  And  even 
such  authors  as  Luthje  and  Albu  consider  the 
condition  hyperacidity  in  the  presence  of  these 
symptoms,  though  the  gastric  acidity  may  be 
only  normal,  or  even  subnormal.  In  the  latter 
case,  however,  they  use  the  term  "latent  hyper- 
acidity." 


Now  these  views,  which  associate  heartburn 
with  hyperacidity,  are,  to  my  mind,  erroneous 
and  at  variance  with  clinical  facts.  Comparing 
the  findings  in  the  gastric  contents  with  the 
subjective  symptoms  of  the  patient,  it  is  found 
that  sour  regurgitations  and  heartburn  are  very 
rarely  symptoms  of  hyperacidity.  Sour  regur- 
gitation occurs  only  when  there  is  an  associated 
hypersecretion,  while  heartburn  is  found  in 
connection  with  normal,  sub-  and  even  anacidity, 
and  is,  therefore,  when  continuous  and  persist- 
ent, a  separate  gastric  disorder  differing  from 
hyperacidity  in  its  etiology,  symptomatology 
and  treatment. 

Chronic  hyperacidity  as  a  functional  disorder 
and  independent  of  any  organic  affection  is,  ac- 
cording to  my  observation,  found  only  in  the 
psychoneurotics,  in  whom  it  constitutes  a  fairly 
common  affection.  It  occurs  more  often  in 
young  adults  and  in  the  middle-aged  than  in 
the  elderly,  and  is  more  common  in  women  than 
in  men.  The  symptoms  of  hyperacidity  appear 
from  half  an  hour  to  two  hours  after  meals,  and 
vary  greatly  in  different  patients,  and  fre- 
quently even  in  the  same  patient  at  different 
times.  In  the  majority  of  cases  there  is  a  sense 
of  uneasiness,  fullness  or  distress  in  the  gastric 
or  in  the  umbilical  region,  belching  of  gas,  dry- 
ness of  the  tongue,  and  a  disagreeable  taste  in 
the  mouth.  Some  patients  complain  of  pain  in 
the  region  of  the  stomach  or  across  the  abdo- 
men, of  a  sense  of  weight  underneath  the 
sternum,  as  if  some  foreign  body  had  lodged  in 
the  esophagus,  and  a  disagreeable  pressure  in 
the  back,  between  the  shoulder-blades.  In  some 
instances  the  pain  and  the  distress  are  in  the 
lower  part  of  the  abdomen,  which  is  greatly  dis- 
tended, with  tenderness  over  both  iliac  fossae, 
belching  of  gas  and  passing  of  flatus, — a  con- 
dition which  is  quite  often  diagnosed  as  intes- 
tinal indigestion,  and,  by  some  of  the  older 
physicians,  as  flatulent  dyspepsia.  Constipa- 
tion is  usually  present,  but  in  some  cases  there 
are  normal  daily  evacuations,  and  in  others 
even  diarrhea.  The  appetite  varies,  sometimes 
greatly  impaired,  at  other  times  very  good,  de- 
pending more  upon  the  general  than  upon  the 
local  condition  of  the  stomach.  The  same  is 
true  of  the  weight  and  the  general  health,  al- 
though .esses  of  fifteen  to  twenty  pounds  in 
weight  are  by  no  means  rare. 

Pains  are  not  frequent,  and  are  rather  dull 
in  character  when  present,  but  in  some  cases 
they  are  quite  severe,  shooting  from  the  gastric 
region  through  the  back,  and  are  relieved  by 
food,  as  in  gastric  ulcer.  In  a  case  of  hyper- 
acidity in  a  psychoneurotic  woman,  about  55 
years  of  age,  the  pains  were  on  a  few  occasions 
so  severe  as  to  originate  the  suspicion  of  either 
ulcer  or  gallstones;  but  she  has  since  then  de- 
veloped diabetes,  and  the  pains,  as  well  as  the 
other  gastric  symptoms,  have  disappeared,  not 
having  returned  in  about  seven  years. 

There  is  in  addition  a  train  of  nervous  symp- 
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toins,  such  as  headache,  backache,  dizziness, 
pressure  on  the  back  of  the  head,  disturbed 
sleep,  and  in  women,  an  "all-gone  feeling,"  pal- 
pitation of  the  heart,  and  various  paresthesias. 
These  nervous  symptoms  are  in  some  patients 
quite  prominent,  while  in  others  they  are 
masked  by  the  local  symptoms,  and  elicited  only 
by  close  questioning. 

Sour  Regurgitation  or  Acid  Eructation. 
This  occurs  only  when  there  is  an  associated 
hypersecretion,  which,  contrary  to  the  general 
opinion,  is  found  quite  often  in  normal  and 
subacidities.  This,  however,  refers  only  to  the 
so-called  digestive  hypersecretion,  as  my  experi- 
ence in  gastrosuccorrhea  continua  is  limited; 
but  in  one  case  of  the  latter  affection  that  came 
under  my  observation  a  hypoacidity  was  found 
in  the  gastric  contents  after  a  breakfast  test. 

Heartburn.  This  is,  when  continuous  and 
persistent,  a  distinct  separate  gastric  neurosis, 
as  it  is  rarely  found  in  hyperacidity,  and  is,  on 
the  other  hand,  quite  common  in  some  forms  of 
dyspepsia  with  normal,  sub-  and  even  anacidity. 
In  the  case  of  a  psychasthenic  woman,  in  whom 
heartburn  was  the  dominant  symptom,  the  ex- 
amination of  the  stomach  contents  showed  an 
absence  of  free  hydrochloric  acid  and  only  a 
low  total  acidity.  As  an  experiment,  she  was 
given  15  drops  of  acid  mur.  dil.  after  meals, 
with  the  result  that  her  heartburn  became  much 
worse.  This  case  incidentally  illustrates  the 
futility  of  sending  the  stomach  contents  to  a 
laboratory  for  examination,  and  basing  the 
treatment  upon  the  findings. 

Heartburn  is  due,  not  to  the  acid  contents  of 
the  gastric  juice,  but  to  a  hyperesthesia  of  the 
gastric  mucous  membrane,  whicu  perhaps  ac- 
counts for  its  frequent  occurrence  in  the  early 
stages  of  some  cases  of  gastric  carcinoma, 
where  there  is  yet  some  free  hydrochloric  acid 
and  good  motility,  and  none  of  the  organic 
acids  to  which  it  is  usually  ascribed.  Here,  as 
there,  the  heartburn,  in  my  opinion,  is  due  to  a 
hyperesthesia  of  the  gastric  mucous  membrane; 
but  in  cancer  the  hyperesthesia  is  organic,  the 
result  of  an  accompanying  irritation,  and  in 
some  cases  inflammation,  of  the  gastric  mucous 
membrane. 

Heartburn  differs  from  hyperacidity  in  being 
at  times  psychogenetic,  while  the  latter  is  al- 
ways neurogenetic.  The  difference  between  the 
terms  "psychogenetic"  and  "neurogenetic," 
while  it  may  be  merely  metaphysical  in  theory, 
is  quite  concrete  and  useful  in  practice.  Extra- 
systoles,  discovered  in  a  patient  who  has  no 
heart  symptoms,  are  certainly  neurogenetic ;  but 
dyspnea,  occurring  in  a  woman  patient  as  soon 
as  she  learned  that  she  had  a  murmur  (which 
turned  out  to  be  only  functional),  is  certainly 
psychogenetic.  Pyloric  stricture  in  an  infant, 
if  due  to  nervous  influences,  is  undoubtedly 
neuro-  and  not  psychogenetic,  while  the  con- 
stant and  noisy  belching  of  gas  which  occurs  in 
some  cases  of  heartburn  where  there  is  no  sign 


of  either  gastric  or  abdominal  distention,  is 
probably  psychogenetic.  Another  difference 
between  hyperacidity  and  heartburn  is  that  the 
former  yields  readily  to  treatment  by  diet  and 
alkalies,  while  these  measures  have  but  little 
influence  over  the  latter,  which  is.  indeed,  fre- 
quently made  worse  by  alkalies.* 

Diagnosis.  The  diagnosis  of  hyperacidity 
cannot  be  made  without  the  use  of  the  stomach 
tube,  as  the  same  symptoms  may  occur  in 
chronic  gastritis  and  in  cases  of  anacidity  in 
which  heartburn  is  no  feature,  and  which  re- 
quire different  treatment. 

Hyperacidity,  as  here  referred  to,  is  assumed 
when  the  free  hydrochloric  acid  is  above  35  and 
the  total  acidity  above  55.  The  gastric  contents 
are  extracted  50  minutes  after  a  Boas-Ewald 
breakfast  test,  and  examined,  unfiltered,  amido- 
azo-benzol  being  used  for  the  qualitative  and 
the  quantitative  determination  of  the  free  hy- 
drochloric acid,  and  the  titration  with  the  deci- 
normal  sodium  hydrate  solution  is  continued 
until  the  pink  color  has  almost  entirely  dis- 
appeared. And  when,  upon  the  introduction 
of  the  stomach  tube,  there  is  a  sudden  gush  of 
a  large  quantity  of  a  somewhat  pale,  clear  liquid, 
with  but  little  sediment,  the  existence  of  a  di- 
gestive hypersecretion  is  assumed. 

Hyperacidity  is  to  be  differentiated  from 
gastric  ulcer  and  from  various  other  affections 
in  which,  according  to  many  authors,  it  occurs 
symptomatically,  as  in  gallstones,  acid  gastritis, 
chronic  appendicitis,  nephrolithiasis,  chlorosis, 
chronic  constipation,  and  eye  strain.  The  dif- 
ferentiation from  ulcer  is  easily  made  by  test- 
ing the  stools  for  occult  blood,  which  is  absent 
in  hyperacidity,  and,  according  to  my  experi- 
ence, invariably  present  in  ulcer.  From  the 
other  affections  it  is  distinguished  by  the  sub- 
jective symptoms  and  objective  findings  pecu- 
liar to  these  affections.  On  the  other  hand,  it 
is  somewhat  questionable  whether  the  digestive 
disorders  in  the  above  affections,  with  the  ex- 
ception of  gastric  ulcer,  are  actually  accom- 
panied by  hyperacidity.  The  observations  con- 
cerning the  nature  of  these  disorders  have  been 
only  occasional  and  of  isolated  cases,  and,  so 
far  as  I  know,  no  systematic  examination  has 
ever  been  made  actually  to  determine  this  point. 
This  is  particularly  true  of  constipation,  which, 
under  the  name  of  colonic  stasis,  has  been  made 
responsible,  not  only  for  hyperacidity,  but  also 
for  a  variety  of  other  affections.  Typical  cases 
of  psychoneurosis  have  been  cited  by  some  au- 
thors as  examples  of  auto-intoxication  due  to 
intestinal  stasis,  and  Penzold  even  asserts  that 
the  bad  behavior  and  ill  manners  of  many  chil- 
dren, upon  whom  punishment  has  no  .effect,  can 
be  entirely  removed  by  a  colonic  irrigation. 
And  he  even  goes  so  far  as  to  say  that  adults 
committing  impulsive  criminal  acts  should  have 

*  Boas,  to  my  knowledge,  is  the  only  author  who  regards  heart- 
burn as  a  separate  gastric  neurosis ;  but  he  does  not  differentiate  it 
entirely  from  hyperacidity. 
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rlieir  punishment  mitigated  if  they  are  found 
to  be  sufferers  from  constipation. 

There  can  be  no  doubt,  however,  that  the  im- 
portance of  constipation  as  a  cause  of  disease 
is  here  ridiculously  exaggerated ;  and  its  baneful 
effects,  as  described  by  Penzold  and  others,  are, 
to  my  mind,  due  to  metaphysical  speculations 
and  not  to  an  accurate  observation  and  logical 
interpretation  of  clinical  facts.  Constipation, 
according  to  my  observation,  is  either  a  sec- 
ondary or  a  coordinate  symptom  of  a  general  or 
local  disorder,  and  not  the  cause.  In  numerous 
cases  of  the  psychoneuroses,  the  bowel  action  is 
suspended  with  an  aggravation,  and  resumed 
witn  an  improvement,  of  the  general  condition ; 
in  others  the  constipation  disappears  while  the 
general  condition  remains  the  same.  One  neu- 
rotic young  woman,  whose  symptoms  were  at- 
tributed to  colonic  stasis,  took  in  one  day  eight 
alophen  pills,  four  tablespoonfuls  of  castor  oil, 
ana  three  enemas,  all  without  any  result.  But 
measures  directed  toward  the  improvement  of 
her  general  condition,  with  oil  injections  into 
the  rectum,  restored  the  bowel  function,  with- 
out, however,  improving  the  general  symptoms. 
The  exaggerated  idea  among  the  laity  of  the 
importance  of  open  bowels  will  at  times  bring 
about  a  train  of  nervous  symptoms  in  patients 
suffering  from  habitual  constipation,  but  the 
symptoms,  I  am  convinced,  are  not  due  to  con- 
stipation as  such;  they  are  merely  psycho- 
genetic,  and  can  be  induced  by  various  other 
auto-suggestions. 

It  does  not  follow,  however,  that  constipation 
need  not  be  combated,  or  that  it  is  not  likely  to 
aggravate  any  acute  or  chronic  pathologic  con- 
dition; exception  is  merely  taken  to  its  being 
considered  a  cause  of  disease. 

Etiology  and  Pathogenesis.  Hyperacidity 
and  heartburn  are  practically  forms  of  nervous 
dyspepsia,  and  their  causes  are  the  same.  Ner- 
vous dyspepsia  is  not  a  local  gastric  neurosis,  in 
the  original  sense  of  vonLeube,  but  a  general 
neurosis  with  dyspeptic  symptoms,  the  latter 
being  either  a  symptom  or  part  and  parcel  of 
the  general  nervous  disorder.  Dreyfus,  whose 
description  and  classification  of  nervous  dyspep- 
sias has  brought  order  into  chaos,  divides  them 
into  the  following  two  groups,  and  cites  cases  to 
illustrate  the  different  types: — 

Group  1.  Degenerative  psychopathologic 
conditions  with  dyspeptic  symptoms : 

(a)  Psychopathy  (psychasthenia,  constitu- 
tional neurasthenia)  with  psychopathic  reac- 
tions as  a  cause  of  dyspepsia; 

(b)  Psychogenetic  dyspepsia; 

(c)  Hysteria  as  a  cause  of  dyspepsia; 

(d)  Cyclothymia  as  a  cause  of  dyspepsia. 
Group  2.    Acquired  neurasthenia  with  dys- 
peptic symptoms. 

If  we  accept  this  classification,  it  follows  that 
nervous  dyspepsia  is  not  a  clinical  entity,  but 
that  it  varies  according  to  its  etiology,  and  that 
it  should,  therefo/c,  for  practical  purposes,  be 


spoken  of  according  to  its  dominant  symptoms, 
as  hyperacidity,  heartburn,  nervous  vomiting, 
nervous  anorexia,  etc.  Besides,  the  types  as  de- 
scribed by  Dreyfus,  while  they  clear  and  define 
our  conception  of  nervous  dyspepsia,  are  not 
so  easily  differentiated  in  practice,  and  do  not 
offer  any  special  indication  for  treatment,  which 
must  be  symptomatic  as  well  as  general. 

The  conception  of  nervous  dyspepsia  as  a  part 
of  a  general  neurosis  answers  the  question  as  to 
why  hyperacidity  is  occasionally  found  to  exist 
without  causing  any  symptoms.  The  explana- 
tion, according  to  my  mind,  is  as  follows: — 

With  a  normal  nervous  system  (the  term 
"normal"  being  relative  only)  there  is  also  a 
normal  sensibility  of  the  gastric  mucous  mem- 
brane, which  is  not  affected  by  a  little  more 
acid  in  the  gastric  juice.  With  a  disordered 
nervous  system,  and  therefore  with  a  hyper- 
esthetic  mucous  membrane,  an  increased  acidity 
will  cause  an  abnormal  local  reaction.  In  the 
severer  forms  of  the  neuroses  the  hyperesthesia 
of  the  mucous  membrane  is  increased  to  such 
an  extent  that  the  mere  chyme,  with  little  or  no 
free  hydrochloric  acid,  is  sufficient  to  cause  se- 
vere gastric  symptoms.  This  view  is  also  in 
accord  with  clinical  observations,  as  hyperacid- 
ity is  usually  found  in  the  milder  forms,  while 
heartburn,  with  normal  or  subacidity,  is  en- 
countered in  the  severer  forms  of  the  neuroses. 
This  rule,  however,  has  only  general  arid  not 
universal  validity,  as  heartburn  may  at  times  be 
associated  with  hyperacidity  and  be  present  in 
the  severe  forms,  while  normal  or  subacidity, 
without  heartburn,  may  be  found  in  the  milder 
forms  of  the  neuroses.  But  these  deviations 
from  the  general  rule  are  due,  to  my  mind,  to 
the  fact  that  the  neuroses,  as  found  in  practice, 
are  not  always  well  circumscribed,  but  that 
there  is  an  overlapping  in  a  great  many  eases. 

It  may  be  asked  whether  a  chronic  functional 
disorder  of  the  stomach  may  not  exist  indepen- 
dent of  a  general  neurosis,  and  be  due  entirely 
to  local  causes,  such  as  highly-spiced  or  over- 
rich  food,  or  the  abuse  of  tobacco,  etc.  This 
question,  I  believe,  must  be  answered  in  the 
negative,  unless  one  agrees  with  Albu  that  there 
is  a  form  of  hyperacidity  which  is  a  forerunner 
of  gastric  ulcer.  But  this  pre-ulcer  stage  of 
Albu  can  no  more  be  substantiated  clinically 
than  can  the  pre-caneer  stage  of  tumors,  which 
is  assumed  by  some  authors. 

As  to  the  nature  of  hyperacidity,  nothing 
definite  is  known.  We  know  from  the  researches 
of  Pawlow  that  there  is  an  intimate  relation 
between  gastric  functions  and  certain  mental 
and  emotional  states.  But  why  such  states 
should  in  some  cases  give  rise  to  a  hyper-  and 
in  others  to  a  hypo-  or  an  anacidity,  is  no  more 
known  than  why  such  states,  which,  in  the  ma- 
jority of  cases,  give  rise  to  an  acceleration  of 
the  pulse,  should,  in  some  instances,  cause  a 
retardation  of  the  same.  The  suggestion  of 
Bickel  and  Rubow  that  hyperacidity  is  due,  not 
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to  an  increased  acid  secretion,  hut  to  either  a 
hypermotility  or  a  hypersecretion,  is  invalidated 
by  the  fact  that  a  hypoacidity^  is  found  at  times 
in  spite  of  hypersecretion  and  normal  motility. 

The  treatment  of  hyperacidity  is,  aside  from 
measures  directed  towards  the  underlying  neu- 
rosis, mainly  dietetic.  All  sorts  and  varieties  of 
diets  have  been  recommended ;  thus  Riegel  ad- 
vocated a  pure  proteid  diet,  because  the  pro- 
teids,  combining  with  the  free  hydrochloric  acid, 
diminish  the  gastric  acidity.  Albu  advocates  a 
lacto-vegetable  diet  and  Juergenson  a  carbo- 
hydrate diet,  based  upon  the  experiments  of 
Pawlow,  which  show  that  the  gastric  secretion 
is  less  stimulated  by  these  substances  than  by 
the  proteids.  Von  Leyden  and  Klemperer  have 
suggested  a  diet  of  stale  white  bread,  which,  ac- 
cording to  them,  absorbs  the  free  hydrochloric 
acid,  but  which  will  hardly  satisfy  American  pa- 
tients ;  while  von  Noorden  and  Zweig  are  in 
favor  of  a  mixed  diet,  as  the  latter  claims  that 
neither  the  proteids  nor  the  carbohydrates  have 
any  appreciable  effect  upon  the  gastric  acidity. 
The  same  diversity  of  opinion  exists  among 
American  authors.  After  trying  several  of 
these  diets  with  more  or  less  success,  I  have 
finally  adopted  a  kind  of  mixed  diet,  but  with- 
out meat,  as  the  latter,  at  the  beginning,  dis- 
agrees with  most  patients,  the  proteids  being 
supplied  in  the  form  of  eggs,  cheese,  peas,  and 
string  beans.  It  is  practically  a  modified  ulcer 
diet,  and  is  somewhat  as  follows :  The  first 
week,  the  patient  is  allowed  only  stale  white 
bread,  butter,  eggs,  milk,  cream,  buttermilk, 
cream  cheese,  and  gelatine.  The  second  week 
are  added  breakfast  foods  and  cereals,  thor- 
oughly cooked,  mashed  potatoes,  and  oysters. 
The  third  week,  vegetables  in  puree  form,  such 
as  string  beans,  green  peas,  cooked  celery,  spin- 
ach, asparagus  tips,  carrots  and  turnips:  lean 
fish,  such  as  haddock,  perch,  flounder,  pike,  pick- 
erel, all  boiled  or  broiled,  and  cooked  fruits. 
Lean  boiled  or  broiled  meats,  as  chicken,  lamb 
chops,  and  roast  lamb,  are  not  given  until  the 
end  of  the  fourth  week  in  the  milder  cases, 
and  in  the  severe  cases  not  until  the 
end  of  the  sixth  or  seventh  week.  In  the  milder 
cases  cereals  and  light  vegetables  can  be  allowed 
from  the  start.  All  smoked  and  salted  meats 
and  fish,  spices,  raw  fruit,  raw  vegetables, 
salads,  pastry,  as  well  as  macaroni  and  spa- 
ghetti, are  excluded.  It  is,  however,  useless  to 
emphasize  the  negative  side  of  the  diet,  i.e., 
telling  the  patient  what  not  to  eat;  it  is  better 
and  simpler  to  give  him  a  diet  list  with  instruc- 
tions to  eat  nothing  but  what  is  on  the  list. 

The  diet,  as  here  outlined,  has  been  success- 
ful in  all  cases  of  pure  hyperacidity.  Whether 
it  has  actually  reduced  the  hyperacidity  I  am 
unable  to  tell,  as  my  patients  refused  a  second 
examination  with  the  stomach  tube;  but  the 
dyspeptic  symptoms  have  disappeared  or  have 
been  greatly  improved  in  all  cases,  even  when 
the  general  nervous  symptoms  remained  the 


same.  Most  patients  also  gained  in  weight,  as 
the  diet,  even  in  the  first  week,  can  easilv  be  so 
arranged  as  to  contain  about  4500  calories,  which 
is  practically  an  overfeeding  in  many  cases.  These 
dietetic  measures  are  aided  by  medicinal  treat- 
ment in  the  form  of  alkalies,  which  are  useful 
in  all  cases,  and  indispensable  in  the  case  of 
those  patients  who  have  neither  the  leisure  nor 
the  facilities  to  carry  out  the  prescribed  dietetic 
treatment,  and  who  must  have,  from  the  start, 
a  diet  which,  under  other  circumstances,  is  not 
allowed  until  the  third  week.  The  light  mag- 
nesia and  sodium  citrate  are  preferable  to  so- 
dium bicarbonate,  which  causes  distention  by 
the  carbonic  acid  it  generates ;  and  the  effects  of 
the  alkalies  are  enhanced  by  the  addition  of 
bismuth  and  a  small  quantity  of  menthol  in  the 
following  proportions: 

Menthol    l.  o 

Magnesii  ustae,  Sodii  citrici  aa  35.  O 

Bismuth  subcarb  20.  0 

Sig:  One  half  teaspoonful  in  a  little  water  half  an 
hour  to  one  hour  after  meals. 

No  laxatives  are  used,  as  the  medicinal  and 
dietetic  measures  mentioned  are  sufficient  to 
maintain  bowel  action,  and  it  is  only  in  excep- 
tional cases  that  pulv.  rad.  rhei.  15.  o  is  added 
to  the  above  mixture.  Frequent  meals,  in  order 
to  absorb  the  free  hydrochloric  acid,  as  recom- 
mended by  many  authors,  have  not  been  found 
necessary,  especially  not  after  the  first  week, 
and  the  appetite  improves  in  most  patients  when 
the  meals  are  restricted  to  three  a  day. 

The  treatment  of  heartburn  is  very  unsatis- 
factory, as  it  is  difficult  to  arrange  a  diet  which 
will  be  suitable  to  all  cases.  One  woman  patient 
with  heartburn,  who  consulted  numerous  physi- 
cians without  obtaining  any  relief,  claimed  to 
have  no  symptoms  on  a  diet  of  bread  and  raw 
vegetables  (radishes,  tomatoes,  lettuce,  onions, 
etc.)  recommended  to  her  by  an  old  Italian 
woman !  When  the  acidity  is  normal  or  slightly 
subnormal,  the  dietetic  treatment  is  that  of 
hyperacidity  in  the  third  week,  although  the 
results  are  far  less  satisfactory;  but  when  it  is 
associated  with  a  marked  subacidity,  the  diet  is 
purely  empirical.  Milk  and  cream  are  not  well 
borne  by  most  patients.  Some  do  moderately 
well  on  carefully  prepared  cereals  and  vege- 
table purees;  others  thrive  better  on  boiled  or 
broiled  lean  meats  and  fish.  The  difficulty  of 
the  dietetic  treatment  of  heartburn  is  undoubt- 
edly the  reason  for  the  variety  of  diets  recom- 
mended for  hyperacidity,  which  most  authors 
confuse  with  heartburn.  As  to  the  medicinal 
treatment,  the  alkalies  are  not  only  useless,  but 
they  even  increase  the  heartburn,  and  they  are 
regurgitated  sour  when  there  is  an  associated 
hypersecretion.  The  bromides,  combined  with 
small  doses  of  chloral,  act  well  in  a  number  of 
cases,  but  they  cannot  be  continued  for  any 
length  of  time,  on  account  of  the  disfiguring 
acne  which  they  produce  in  these  patients  after 
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a  few  days'  use,  and  the  chloral  alone  does  not 
act  so  well.  In  a  few  cases  I  have  used  small 
doses  of  opium  combined  with  the  tincture  of 
cannabis  indica  and  belladonna,  with  seemingly- 
satisfactory  results. 

Hypersecretion  occurs  either  with  hyperacid- 
ity or  with  heartburn,  and  its  treatment  is  that 
of  the  condition  with  which  it  is  associated. 
Atropine  has  been  highly  recommended  by 
Riegel,  but  it  does  not  seem  to  have  any  effect 
upon  the  hypersecretion. 

No  reference  has  been  made  to  the  anomalies 
of  motility,  because  they  do  not,  according  to 
my  observation,  dominate  the  clinical  picture, 
nor  do  they  offer  any  special  indications  for 
treatment.  Impaired  gastric  motility,  or  motor 
insufficiency,  unless  due  to  stricture  of  the  py- 
lorus, or  to  some  other  organic  affection  (or 
perhaps  to  Stiller 's  disease)  is,  to  my  mind,  of 
little  moment,  and  its  treatment  is  completely 
covered  by  the  treatment  of  the  affection  with 
which  it  is  associated. 

SUMMARY. 

Hyperacidity  and  heartburn  are  separate  gas- 
tric disorders,  and  both  are  forms  of  nervous 
dyspepsia. 

Nervous  dyspepsia  is  either  a  symptom  or  part 
and  parcel  of  a  general  neurosis. 

Hypersecretion  is  not  invariably  associated 
with  hyperacidity,  as  it  occurs  at  times  in  hypo- 
acidity. 

Constipation  is  either  a  secondary  or  a  co- 
ordinate symptom  of  a  general  or  local  disorder, 
and  not  its  cause. 

The  nervous  symptoms  in  habitual  constipa- 
tion are  psychogenetic,  and  not  the  result  of  an 
auto-intoxication. 

No  chronic  functional  disorder  of  the  stomach 
exists  independently.  Any  such  disorder,  when 
not  a  part  of  a  general  neurosis,  is  due  to  some 
organic  affection  anywhere  within  the  body. 

The  anomalies  of  motility,  when  functional, 
are  clinically  of  little  importance,  and  do  not 
require  any  treatment  apart  from  the  treatment 
of  the  condition  with  which  they  are  associated. 

Hyperacidity  is  treated  by  a  carefully  select- 
ed mixed  diet  (with  the  exclusion  of  meat)  and 
by  alkalies. 

The  treatment  of  heartburn  is  empirical. 


ARTIFICIAL  PNEUMOTHORAX. 

By  Hebbebt  F.  Gammons,  M.D.,  Cablsbad,  Texas. 

The  use  of  artificial  pneumothorax  in  the 
treatment  of  pulmonary  tuberculosis  has  passed 
the  experimental  stage.  While  there  is  no 
question  but  that  many  patients  have  been  in- 
jured by  the  injudicious  use  of  this  remedy, 
and  while  undoubtedly  many  of  the  published 
statistics  in  regard  to  this  subject  are  so  vague 


and  uncei-tain  as  to  be  useless  as  a  guide  for 
future  operations,  there  is  no  doubt  but  that 
the  procedure  of  artificial  pneumothorax,  prop- 
erly carried  out,  with  patients  under  close  su- 
pervision, is  capable  of  doing  much  good. 
There  has  been  a  somewhat  too  prevalent  idea 
that  the  absolute  rest  of  the  lung  caused  by  the 
pneumothorax  necessarily  brought  about  a  cessa- 
tion of  the  disease  and  that  :zo  new  tubercles 
developed  in  the  compressed  lung.  That  this 
is  not  necessarily  the  case  has  been  shown  by 
Dr.  Allen  Krause  of  Saranac  Lake,  who  has 
clearly  demonstrated  that  fresh  tubercles  may 
develop  in  collapsed  lungs. 

The  results  here  presented  were  obtained  at 
the  Texas  State  Tuberculosis  Sanatorium.  I 
am  indebted  to  Dr.  J.  B.  McKnight,  the  super- 
intendent, and  to  Dr.  J.  V.  Wright  for  advice, 
cooperation  and  assistance. 

By  means  of  the  stethoscope  and  percussion, 
the  best  field  for  operating  was  selected.  The 
customary  apparatus  was  used,  including  the 
"refill  needle, "  as  devised  by  Dr.  Shortle.  Sub- 
cutaneous emphysema  was  rare,  except  with  the 
initial  puncture.  Atmospheric  air  instead  of 
nitrogen  gas  was  used,  Dr.  Gerald  Webb  having 
shown  that  nitrogen  gas  soon  became  changed 
into  atmospheric  air  after  remaining  in  the 
pleural  cavity  a  short  while.  Except  in  hemor- 
rhage cases,  inflations  were  given  every  week. 
In  hemorrhage  cases,  they  were  given  as  indi- 
cated. In  every  instance  I  endeavored  to  pro- 
duce a  neutral  pressure,  except  in  hemorrhage 
cases,  where  the  pressure  was  continued  until 
the  bleeding  stopped.  Patients  with  an  ulcer- 
ated process  in  the  lung  showed  the  most  im- 
provement in  the  way  of  decrease  in  cough,  less- 
ened expectoration  and  fall  in  temperature ; 
inflammatory  cases  showed  a  decrease  in  phys- 
ical signs,  but  practically  no  decrease  in  tem- 
perature. All,  except  two,  patients  showed  an 
improvement  in  color.  In  two  instances  a  col- 
lapse could  not  be  produced  on  account  of  ad- 
hesions; two  patients  died  following  treatment, 
one  as  a  result  of  miliary  tuberculosis,  and  one 
following  an  intravenous  infusion. 

The  following  is  a  brief  summary  of  the 
cases  under  treatment : 

Artificial  pneumothorax  was  attempted  in  53 
of  these  cases — 26  were  advanced,  14  moderately 
advanced,  and  13  were  hemorrhage  cases.  In 
two  patients,  both  advanced  cases,  the  process 
was  apparently  arrested,  while  in  four  moder- 
ately advanced  cases  the  disease  became  quies- 
cent. Ten  were  improved  and  are  still  under 
treatment,  and  in  seven  hemorrhage  cases  the 
injections  were  stopped  because  the  hemorrhage 
ceased.  Four  patients  left  the  institution  im- 
proved, to  continue  treatment  elsewhere.  Five 
left  unimproved.  In  four  cases  the  use  of  arti- 
ficial pneumothorax  was  stopped  because  of 
active  trouble  developing  in  the  opposite  lung, 
or  for  other  reasons. 
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CONCLUSIONS. 

1.  Hemorrhage  can  be  treated  by  lung  com- 
pression with  best  results  if  not  continued  after 
bleeding  is  controlled,  in  bilateral  cases. 

2.  The  opposite  lung  must  be  carefully 
watched,  while  in  addition,  as  stated  by  Hawes 
of  Boston,  the  patient  should  be  under  the 
closest  supervision,  preferably  in  a  sanatorium. 

3.  Ulcerative  cases  promise  the  best  results, 
and  if  a  patient  is  doing  well,  inflation  should 
not  be  undertaken. 

4.  The  best  results  follow  the  frequent  in- 
flations with  small  amounts  of  air  in  cases 
where  the  opposite  lung  is  well  or  has  an  ap- 
parently healed  lesion. 


LIPOIDS  IN  131  DIABETIC  BLOODS. 

By  Horace  Gray,  Boston. 

[From    the    Department    of    Biological  Chemistry, 
Harvard  Medical  School.] 

(Continued  from  page  55.) 


AVERAGE  AND  MAXIMUM  OP  THE  VARIOUS  LIPOIDS 
IN  DIABETES. 

Total-fat  averages  twice  normal,  and  may 
rise  to  about  20  times  normal.  Still  greater 
rises  are  in  the  literature. 

Total-fatty-acid  averages  to  increase  by  140% 
in  the  plasma,  half  as  much  as  in  the  corpuscles, 
and  may  rise  to  about  34  times  normal  in 
plasma. 

Averages  for  lecithin  increase  less  in  diabetes 
than  those  for  any  other  lipoid,  the  level  in  the 
plasma  being  only  50%  above  normal,  and  in 
corpuscles  actually  a  trifle  below  normal.  The 
greatest  rise  in  lecithin  is  to  only  5  times  nor- 
mal, in  plasma. 

Cholesterol  averages  show  a  greater  augmen- 
tation above  normal  than  lecithin,  but  still 
much  less  than  total-fat  and  total-fatty-acid. 
The  maximum  was  less  than  10  times  normal. 
This  rise  in  cholesterol,  however,  seems  to  be  pa- 
thognomonic of  chronic  hyperlipemia,  e.g.,  dia- 
betes vs.  a  rise  in  T.F.A.  alone,  as  occurs  in 
acute  hyperlipemia,  e.g.,  overfeeding. 

Glyceride  averages  increase  in  diabetes  far 
more  than  those  for  any  other  lipoid,  not  only 
in  the  plasma,  but  especially  in  the  corpuscles, 
by  460%.  The  maximal  values  were  colossal, 
that  for  plasma  reaching  94  times  the  average 
value  in  normal  people.  The  increase  in  the 
corpuscles  is  untrustworthy,  partly  because  of 
its  extent  relatively,  partly  because  of  its  extent 
absolutely;  the  figures  vary  from  minimal 
amounts  around  1/20  of  1%,  up  to  3%  in  severe 
eases,  when  the  glycerides  in  the  corpuscles  are 
higher  alone  than  the  total  lipoids  probably 
ever  reach  in  alimentary  lipemia  of  normal 
people. 

T.F.A. 

Ratio — j-^  shows  again  the  familiar  fact 

that  in  diabetes,  whether  we  consider  the  aver- 


age or  the  extreme  case,  the  T.  F.  A.  increases 
faster  than  the  L.  Considering  the  averages, 
the  diabetic  ratio  is  55-73%  higher  than  nor- 
mal; while  the  extreme  diabetic  ratio  may  be 
13  times  normal.  In  other  words,  such  a  pa- 
tient has  24  times  as  much  T.F.A.  as  L. ;  instead 
of  having  about  twice  as  much,  as  would  be  the 
case  with  a  normal  person. 

Ratio        by  its  decrease  in  diabetes  shows 

again  that  as  those  two  cytolipoids  increase  the 
L.  lags  behind  the  cholesterol,  in  the  average 
diabetic,  especially  in  the  corpuscles,  while  in 
the  extreme  case  more  markedly  in  the  plasma. 

The  total-lipoids'  average  increase  was  115% 
in  excess  of  normal,  while  in  the  severest  hyper- 
lipemia the  figure  reached  24  times  the  normal 
average.  This  16.34%,  the  maximal  value  of 
my  series,  is  still  below  19.7%,  the  highest 
Neisser,  E.,  and  Derlin,  L. :    Ueber  Lipamie,  Zts.  f. 

klin.  Med.,  1904,  li,  428-438. 

"fully-accepted"  in  the  land  of  its  production, 
according  to  Allen,  and  still  more  below  the 
figure  of  27%*  accepted  by  Magnus-Levy. 
Allen,  F.  M. :    I.  c,  p.  313. 

*  Frugoni,  C,  and  Marchetti,  G. :    Beitrag  zum  Stu- 

dium  der  diabetischen  Lipoidamie,  Berl.  klin.  Wch., 

1908,  xlv,  1844-1846. 
Magnus-Levy,  A.,  and  Meyer,  L.  F. :    Die  Fette  im 

Stoffwechsel,  in  Oppenheimer,  C,  Handbuch  der 

Biochemie  iv,  1,  Jena,  1911,  p.  464. 

Comparison  of  the  highest  diabetic  value  in 
each  column  with  the  average  normal  is  shown 
in  Table  XIII.  In  calculating  the  per  cent, 
above  normal,  the  normal  has  first  been  sub- 
tracted from  the  diabetic,  then  the  difference 
divided  by  the  normal.  That  is,  if  a  diabetic 
value  happened  to  be  0.40  compared  with  a  nor- 
mal of  0.20,  it  would  be  expressed  here  as 
"100%  above  normal,"  not  as  "200%  of  nor- 
mal," an  idea  which  would  here  be  expressed  as 
"twice  normal."  For  the  average  normal  I 
have  added  together  all  Bloor's  figures  from  the 
12-14  men  (some  of  the  determinations  were  not 
done  on  two  of  these)  and  the  first  7  women, 
and  divided  through  by  19,  20  or  21  in  the 
proper  places.  In  the  table,  for  convenience' 
sake,  I  have,  however,  regularly  used  the  num- 
ber 21.  This  series,  though  small,  is  as  yet  the 
only  standard  available  for  the  values  as  a 
whole;  though  for  some  of  them,  notably  choles- 
terol, normals  by  other  observers  might  be  cited. 
Denis  gives  normal  cholesterol  figures  for  the 
whole  blood  from  6  women  and  14  men,  which 
when  averaged  together  are  found  to  equal 
0.22%,  still  the  same  as  Bloor's. 

Denis,  W. :    Cholesterol  in  Human  Blood,  Jour.  Biol. 
Chem.,  February,  1917,  xxix,  93-110. 

The  greatest  value  absolutely  is  (of  course) 
total-lipoids  16.34  g.  per  100  cc,  while  the 
greatest  increase  (above  the  average  normal  per- 
son's level)  is  in  a  different  column:  Glycerides 
in  whole  blood,  9292%  excess,  i.e.,  94  times  the 
normal. 
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Comparisons  of  the  average  diabetic  values 
with  the  average  normal  are  shown  in  Table 
XIV.  The  former  have  been  computed  both 
for  the  series  as  a  whole,  and  also  after  exclu- 
sion of  the  specimens  which  have  been  peculiar 
from  a  laboratory  viewpoint. 
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The  first  diabetic  average  of  all  the  131  bloods 
analyzed  is  not  considered  so  fair  as  the  second 
based  on  105,  which  will,  therefore,  be  the  one 
referred  to. 
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VARYING  BEHAVIOR  OF  LIPOIDS    IN    PLASMA  AND 
CORPUSCLES. 

Total-fatty-acid.  The  average  in  plasma  is 
twice  as  far  above  normal  as  in  corpuscles, 
while  the  extreme  is  four  times  as  far  in  excess. 

Lecithin.  The  average  in  plasma  is  here 
hardly  comparable  with  that  in  corpuscles,  one 
being  50%  above  normal  and  the  other  prac- 
tically normal.  The  maximal  increase  is  twice 
as  great  in  plasma  as  in  corpuscles. 

Cholesterol.  The  average  in  plasma  is  six 
times  as  far  above  normal  as  in  corpuscles, 
while  the  extreme  is  something  under  four  times 
as  far  above. 

Glycerides.  The  averages  in  plasma  and  cor- 
puscles show  about  the  same  increase,  while  the 
extreme  rises  somewhat  more  in  the  plasma  than 
in  the  corpuscles. 

On  the  whole,  the  corpuscles  show  increased 
values,  which,  while  distinctly  less  than  plasma 
increases,  still  seem  more  marked  than  the  pres- 
ent literature  suggests.  That  the  greater  lipoid 
rise  should  occur  in  the  plasma  is  to  be  expected 
from  extant  analyses  for  other  substances  in 
plasma  and  corpuscles. 

INFLUENCE  OF  ANESTHESIA. 

Four  bloods  were  analyzed  from  patient  1228. 
Total-fat  and  total-fatty-acid  were  increased  im- 
mediately after  ether,  with  subsequent  fall  to 
subnormal.  Lecithin  and  cholesterol  were  un- 
affected. 

The  specimens  will  now  be  taken  up  in  rela- 
tion to  various  headings.  Each  heading  in  turn 
will  be  subdivided  into  groups,  which  are  nec- 
essarily arbitrary.  Opposite  each  group-title 
will  be  given  the  lipoid  averages  of  all  blood 
specimens  which  have  fallen  in  that  group. 

SEX. 

In  diabetic  men  and  women  there  is  no  signifi- 
cant difference  of  lipoid  level  as  is  shown  in 
Table  XV.  My  averages  were  made  after  ex- 
clusion of  the  17  male  and  5  female  specimens 
which  had  been  marked  1-8  because  of  some 
peculiarity,  as  detailed  elsewhere. 

Table  XV. 
Sex. 


Corps. 

T.-F. 

L. 

O. 

% 

in  W.  B. 

IN  W.  B. 

IN  W.  B. 

Av. 

of  values  among 

50 

female  diabetics  39 

1.11 

0.36 

0.32 

Av. 

of  values  among 

57 

diabetic  males..  40 

1.12 

0.35 

0.31 

On  examining  the  results  reported  by  other 
observers  who  have  used  the  same  method,  one 
finds  there  also  no  marked  difference  between 
the  sexes.  One  finds  incidentally  somewhat 
lower  values  for  cholesterol  and  much  lower 
values  for  fat  by  Bloor's  method;  apparently 
Bloor's  and  Denis'  cases  were  milder  than  mine. 
The  number  of  specimens  to  each  average  are  in- 
cluded in  brackets. 


Table  XVI. 
Sex. 


Bloor 

Denis 

Gray 

Bloor  s  r  at- 

111  V  l  fvUlb 

Women  . . . 

0.78 

(15) 

1.11 

(50) 

Men   

0.83 

(19) 

1.12 

(57) 

Lecithin 

Women  . . . 

0.37 

(15) 

0.36 

(50) 

0.36 

(19) 

0.35 

(57) 

Cholesterol 

Women  . .  '. 

0.28 

(15) 

0.23  (13) 

0.32 

(50) 

Men  

0.29 

(19) 

0.25  (12) 

0.31 

(57) 

It  is  interesting  to  consider  the  normal,  which 
has  been  found  higher  in  women  than  in  men. 
Bloor  found  this  true  for  T.F.A.  in  plasma,  for 
L.  in  corpuscles,  for  C.  both  in  plasma  and  cor- 
puscles (or  whole  blood),  for  glycerides  in 
plasma.  In  Gettler  and  Baker's  normals,  also, 
Lawrence  and  Riddle  call  attention  to  the  much 
higher  female  average  for  total-ether-soluble 
("fat"  +  cholesterol). 

Lawrence,  J.  V.,  and  Riddle,  O. :  Sexual  Differences 
in  the  Fat  and  Phosphorus  Content  of  the  Blood  of 
Fowls,  Am.  Journ.  Physiol.,  1916,  xli,  430-437. 

These  authors  also  give  evidence  that  female 
(fowl)  plasma  is  richer  in  "alcohol-soluble"  fat 
and  phosphorus  than  the  male. 

It  is  still  richer  in  the  hens  when  laying,  and 
here  again  they  point  out  the  similarity  to  Gett- 
ler and  Baker's  figures,  showing  a  far  higher 
fat  average  for  two  women  of  30-35  years  vs. 
three  women  of  48-59,  i.e.,  presumably  past  their 
ovarian  activity.  The  latter  point  may  be  sup- 
ported also  by  an  average  0.23  which  I  have 
struck  from  the  figures  given  by  Denis  for  whole 
blood  cholesterol  in  12  pregnant  women,  al- 
though she  seems  unwilling  to  consider  her  in- 
dividual figures  significant.  "No  increase  was 
noted."  The  average  for  her  six  non-pregnant 
women  would  be  lower,  however — 0.19%. 

Ecalle  found  that  cholesterol  gradually  in- 
creased as  pregnancy  advanced. 

Ecalle,  G. :  Fat  and  Lipoid  Content  of  the  Serum  of 
Pregnant  Women,  Archives  mensuelles  d'obstetrique 
et  de  gynecologie,  July  15,  1917,  vi,  128. 

On  the  other  hand,  lower  female  cholesterol 
values  as  against  male  have  been  pointed  out  by 
Lawrence  and  Riddle  in  Gettler-Baker's  figures; 
these,  however,  seem  much  too  low  to  be  consid- 
ered except  possibly  in  a  relative  way. 

DURATION. 

The  longer  the  duration  of  the  disease,  the 
lower  the  lipoids,  as  seen  in  Table  XVII.  This 
may  be  explained  in  at  least  two  ways:  long- 
standing cases  are  too  emaciated  to  pile  up  ex- 
cess fat  in  the  blood,  or  cases  that  do  pile  up 
high  lipoids  are  too  severe  to  live  long. 

PROGNOSIS. 

Do  the  lipoids  help  to  foretell  how  long  the 
patient  will  live  ?  To  determine  this,  the  bloods 
of  the  fatal  cases  and  the  living  cases  have  been 
grouped  separately ;  the  former  happened  to  fall 
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into  three  groups  of  odd  periods,  as  seen  in 
Table  XVIII,  while  the  living  could  be  bunched 
symmetrically  according  to  the  number  of 
months  elapsed  since  the  bloods  were  taken. 
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The  dead  show  higher  values  than  the  living, 
most  markedly  in  total-lipoids ;  2.  total-fat;  3, 
total-fatty-acid;  4,  glycerides;  5,  cholesterol; 
even  6,  in  lecithin  rather  strikingly. 

(To  be  continued.) 
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THE  PROGRAM  OF  THE  STATE  DEPART- 
MENT OF  HEALTH  AGAINST  VENE- 
REAL DISEASE. 

For  the  past  three  years  the  State  Depart- 
ment of  Health  has  been  maturing  a  comprehen- 
sive program  of  attack  on  venereal  disease. 

Two  and  a  half  years  ago  the  State  Commis- 
sioner of  Health,  Dr.  A.  J.  McLaughlin,  insti- 
tuted the  policy  of  extending  free  Wassermann 
laboratory  service  to  all  physicians  and  institu- 
tions throughout  the  State. 

At  the  1916  session  of  the  Legislature  he 
asked  and  received  authorization  by  a  legisla- 
tive resolve  to  expend  $10,000  in  research,  and 
if  successful  to  manufacture,  for  free  distribu- 
tion to  the  institutions  and  medical  profession 
of  the  Commonwealth,  salvarsan  or  any  anal- 
ogous product. 

The  laboratory  experimentation  has  been  suc- 
cessful, and  a  product  which  has  been  named 
"  Arsphenamine "  has  been  obtained  and  is  now 
being  produced  on  a  wholesale  basis. 


Throughout  this  period  the  Department  has 
studied  and  sought  all  possible  information  in 
reference  to  the  advantages  and  disadvantages 
of  requiring  reports  of  venereal  diseases  in  any 
form.  It  has  also  studied  carefully  the  question 
of  providing  facilities  for  early  diagnosis  and 
prompt,  efficient  treatment  that  would  be  both 
easy  of  access,  within  the  financial  resources  of 
all  classes,  and  at  the  same  time  be  as  far  as 
possible  removed  from  the  stigma  of  the  tradi- 
tional "Clap  Clinic."  It  has  also  been  a  con- 
stant object  to  have  such  institutions  so  de- 
signed that  they  would  form  an  integral  part 
of  the  method  of  distribution  of  arsphenaminer 
that  they  would  be  as  little  as  possible  competi- 
tive so  far  as  the  private  practitioner  of  medi- 
cine is  concerned,  and,  above  all,  that  they 
should  be  placed  on  a  high  ethical  plane  and 
serve  as  centers  of  education  and  prevention,  as 
well  as  of  cure. 

The  Department  has  always  believed  that  log- 
ically the  question  of  reporting  should,  chrono- 
logically at  least,  be  taken  up  after  the  comple- 
tion of  the  program  for  the  extension  of  means 
of  diagnosis  and  treatment.  This  is  practically 
the  same  conclusion  reached  by  the  British 
Royal  Commission  on  Venereal  Disease. 

Along  with  many  other  things,  the  effect  of  the 
war  has  been  to  "speed  up"  the  order  of  de- 
velopment of  the  Massachusetts  Venereal  Dis- 
ease Program,  published  on  another  page  of  this 
issue. 

The  War  Department,  in  addition  to  its  own 
comprehensive  measures  for  keeping  inefficiency 
from  venereal  disease  among  troops  at  a  mini- 
mum, has  strongly  urged  the  extension  of  pro- 
grams of  reporting  diagnosis  and  treatment, 
and  of  general  education  in  reference  to  vene- 
real disease,  upon  all  civilian  health  authorities, 
as  seriously  needed  war  measures.  Practically 
all  the  measures  advocated  by  the  War  Depart- 
ment were  already  provided  for  in  the  plans  of 
the  Massachusetts  State  Health  Department,  but 
the  medical  profession  is  reminded  that  in  a 
very  vital  sense  this  whole  program  has  taken 
on  an  added  national  significance  and  has  be- 
come a  war  measure;  partly  because  of  the 
strong  stand  taken  in  favor  of  such  an  imme- 
diate step  by  the  Federal  authorities,  it  has 
been  decided  to  modify  somewhat  the  original 
policy  of  procedure  in  one  particular. 

Instead  of  leaving  the  question  of  venereal 
disease-reporting  until  the  machinery  for 
arsphenamine  distribution  and  the  extension  of' 
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diagnostic  and  curative  centers,  and  of  general 
popular  education  in  venereal  disease  problems, 
was  in  smooth  running  order,  it  has  been  de- 
cided to  launch  the  entire  program  simulta- 
neously. The  abnormal  conditions  resulting 
from  the  war  demand  the  crowding  into  a  few 
months  of  a  program  of  development  that  in 
normal  times  might  be  better  assigned  to  sev- 
eral years  of  gradual  evolution. 


NURSES  IN  THE  UNITED  STATES  ARMY. 

The  United  States  Army  is  in  need  of  nurses 
for  immediate  assignment  to  duty  and  for  re- 
serve. It  is  confronted  by  the  task  of  increas- 
ing the  enrolment  nearly  1000%  to  procure 
37,500  nurses,  who  will  be  needed  for  an  army 
of  1,500,000.  The  present  strength  of  the  Army 
Nurse  Corps  is  but  4000. 

The  need  for  nurses  in  Army  hospitals  in 
this  country  and  for  duty  overseas  is  urgent, 
but  the  enrolment  has  not  met  the  demands  by 
a  large  number.  Hospitals  at  National  Guard 
and  National  Army  camps  still  need  290  nurses 
to  bring  the  quotas  up  to  the  necessary  min- 
imum of  65  nurses  to  each  hospital. 

Since  the  urgent  need  for  more  nurses  was 
announced  in  December  over  2000  requests  for 
application  blanks  have  been  received;  400 
nurses  have  applied  for  enrolment  and  many 
have  been  accepted.  About  650  nurses  have 
been  obtained  through  the  Red  Cross  during 
the  same  period. 

The  call  to  duty  is  made  to  every  one  of  the 
80,000  registered  and  200,000  other  graduate 
and  practical  nurses  in  the  United  States.  That 
the  enrolment  has  not  been  larger  is  due,  it  is 
believed,  to  the  lack  of  realization  by  American 
nurses  of  the  immediate  need  of  their  services. 
The  Army  Nurse  Corps  impresses  the  profes- 
sion with  the  urgency  of  that  need. 

Besides  the  number  needed  for  immediate 
assignment  to  duty,  there  must  be  a  reserve  for 
call  when  American  casualties  increase.  As  soon 
as  the  immediate  needs  of  cantonment  hospitals 
have  been  cared  for,  a  reserve  of  100  nurses 
will  be  organized  for  emergency  service  in  the 
United  States.  The  Lakewood  Hotel  at  Lake- 
wood,  N.  J.,  has  been  leased  by  the  Government 
for  use  as  a  general  hospital,  and  provisions 
will  be  made  for  housing  nurses  there. 

Because  of  the  immediate  need  of  nurses  and 
to  encourage  enrolments,  a  number  of  the  re- 


quirements heretofore  imposed  have  been 
waived. 

Requests  for  information,  applications  and 
enrolment  should  be  made  to  the  Surgeon-Gen- 
eral, U.  S.  Army — attention  of  Superintendent, 
Army  Nurse  Corps,  Mills  Building,  Washing- 
ton, D.C.,  or  to  the  Director,  American  Red 
Cross  Nurse  Service,  Washington,  D.  C. 


THE  MILITARY  SIGNIFICANCE  OF 
CEREBROSPINAL  MENINGITIS. 

Wherever  there  is  a  great  assemblage  or 
concentration  of  troops  the  sanitary  provisions 
must  not  only  be  pressed  in  every  direction 
generally,  but  any  special  tendencies  associated 
with  such  concentration  must  receive  special  at- 
tention. Measles,  scarlet  fever  and  pneumonia, 
although  common,  need  no  special  attention. 
On  the  other  hand,  it  has  long  been  the  experi- 
ence in  war  times  that  cerebrospinal  meningitis 
would  break  out  in  severe  epidemic  form  in 
localities  where  it  had,  previous  to  concentra- 
tion, rarely  been  known  to  occur.  Such  epi- 
demics would  then  not  be  confined  to  the  mili- 
tary population  alone,  but  extend  to  the  civil- 
ian population.  Many  epidemics  are  known  to 
have  swept  European  troops  during  previous 
wars,  hence  the  name  "troop  disease"  long  asso- 
ciated with  cerebrospinal  meningitis.  The  dis- 
ease seems  to  be  very  common  in  the  infant 
population  in  civil  life,  and  in  troops  no  matter 
what  the  ages.  The  control  of  epidemics  is  not 
difficult  when  there  is  preparation  for  it.  How- 
ever, the  severe  outbreak  of  the  disease  among 
British  troops  in  England  in  the  winter  of 
1914  and  1915  was  due  to  a  lack  of  preparation. 
Horder  notes  that  there  was  not  even  a  manual 
published  at  the  time  by  which  the  physician 
could  be  guided  in  preventive  measures  and  in 
treatment.  It  must  be  remembered  that  not  all 
cases  of  cerebrospinal  meningitis  have  the 
classic  symptoms  or  course  commonly  associated 
with  the  disease.  The  early  symptoms  or  the 
whole  course  of  a  mild  attack  closely  simulates 
an  influenzal  attack.  Of  course,  where  the  dis- 
ease is  known  to  be  epidemic,  such  symptoms 
will  put  everyone  on  guard,  otherwise  the  true 
significance  of  such  symptoms  will  be  almost 
certain  to  be  overlooked.  Yet  the  same  relation 
as  exists  between  diphtheria  and  tonsillitis  must 
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be  established  between  influenzal  symptoms  and 
cerebrospinal  meningitis  if  the  disease  would  be 
detected  before  epidemic  proportions  have  set 
in.    Both  influenza  and  epidemic  cerebrospinal 
meningitis  are  most  common  in  the  winter  and 
spring  seasons.    Both  of  them  are  closely  asso- 
ciated with  disturbances  located  in  the  naso- 
pharynx.   Indeed,  the  exclusive  habitat  of  the 
diplococcus  of  Weichselbaum  seems  to  be  in  the 
nasopharynx.    Cultures  can  easily  be  obtained 
from  this  locality  in  active  cases  and  from  car- 
riers.   Cultures  can  be  obtained  positive  very 
early  in  the  disease,  and  in  the  mild  as  well  as 
the  severe  cases.   In  the  later  stages  of  the  dis- 
ease the  coccus  begins  to  disappear  from  this 
locality.    But  the  carrier  may  have  it  a  long 
time,  and  he  is  believed  to  be  the  factor  in  keep- 
ing the  disease  alive  in  a  community.    The  de 
tection  of  the  carrier  is  the  most  important 
problem  in  the  suppression,  but  without  this 
detection  progress  must  be  unsatisfactory.  The 
mildness  of  the  disease  in  one  individual  is  no 
indication  of  the  severity  of  the  disease  he  will 
transmit. 

For  the  detection  of  carriers  or  the  mild  and 
transitory  cases,  it  is  necessary  to  make  fre- 
quent cultures  from  the  nasopharynx  of  those 
suspected  of  harboring  the  diplococcus.  Isola- 
tion must  follow  the  detection  of  such  an  indi- 
vidual.    For  active  treatment  nothing  holds 
forth  so  much  hope  as  the  serum  treatment  of 
Flexner;  but  it  must  be  given  early  if  the  mor- 
tality would  be  reduced  within  reasonable  limits. 
Where  the  serum  was  given  between  the  first 
and  the  third  days,  Flexner  found  that  the 
mortality  was  reduced  to  18%.    After  the  sev- 
enth day  the  mortality  rose  to  36%.   The  serum 
treatment  of  cerebrospinal  meningitis  has  re- 
duced the  general  mortality  from  80  to  30%. 
Greater  reduction  can  be  expected  only  when 
every  influenzal  condition  in  a  suspected  area 
will  mean  a  culture,  and  if  positive,  immediate 
isolation  and  serum  treatment.    This  disease 
being  primarily  a  catarrhal  affection,  is  spread 
by  the  so-called  "droplet"  method.    The  secre- 
tions of  the  nasopharynx  are  carried  to  sensi- 
tive individuals  by  contact,  by  coughing,  sneez- 
ing, etc.    The  education  of  the  public  against 
such  bad  habits,  in  respect  to  the  careless  dis- 
semination of  secretions  from  this  locality  dur- 
ing catarrhal  attacks,  or  even  during  apparent 


lealth,  will  do  much  to  reduce  the  morbidity 
from  this  disease.  In  respect  to  the  prevention 
of  this  disease,  the  substitution  of  the  tent  and 
shack  for  the  barracks  will  do  much  to  eradi- 
cate this  disease  from  among  them. 


TREATMENT  OF  LEUKEMIA. 

Although   the  exact  provocative  agent  or 
condition  in  leukemia  is  as  yet  unknown,  it  is 
understood  that  the  disease  is  due  to  some 
pathological  disturbance  in  the  blood-forming 
system  which  causes  numerous  mature  and  im- 
mature leucocytes  to  enter  the  blood  stream. 
The  blood-picture  caused  thereby  is  both  inter- 
esting and  familiar  to  nearly  every  observer. 
The  change  in  the  blood-picture  is,  of  course, 
both  as  to  quality  and  quantity,  both  having 
almost  the  same  importance,  but  differing  some- 
what according  as  one  blood-forming  tissue  or 
another  is  more  affected.   The  treatment  of  this 
disease  has  thus  far  been  very  unsatisfactory. 
The  particular  type  of  leukemia  found  in  any 
ease  is  governed  by  hyperplastic  changes  in  the 
splenomyelogenous  or  lymphatic  tissues,  as  the 
case  may  be.   The  aim  of  treatment  would  seem 
to  be  a  destruction  of  these  hyperplastic  ele- 
ments and  a  regeneration  of  the  blood-forming 
elements  so  that  they  would  produce  only  stable 
and  resistant  cells.   While  hypoplasia  can  read- 
ily be  produced  by  some  form  of  therapeusis, 
unless  the  blood-forming  elements  are  them- 
selves regenerated  there  is  recurrence,  and  often 
with  markedly  increased  severity;  and  it  is 
toward  this  latter  aim  that  more  certain  thera- 
peutic measures  must  be  found.    It  had  long 
ago  been  observed  that  after  acute  infectious 
diseases  arising  in  leukemic  individuals  there 
occurred  marked  remissions  in   this  disease, 
probably  because  of  the  destructive  effect  on  the 
cells  by  the  infective  organism  or  the  inhibitory 
effect  of  the  toxin  on  the  blood-forming  system. 
Arsenic,  likewise,  has   caused  much  improve- 
ment in  the  disease,  but  only  of  a  temporary 
character.    Tolerance  to  the  drug  or  the  fact 
that  arsenic  is  not  definitely  and  selectively  de- 
structive to  these  tissues  may  account  for  the 
absence  of  any  lasting  value. 

The  first  great  step  in  the  treatment  of  this 
disease  was  made,  however,  by  the  Roentgen 
rays.  It  seems  that  the  effect  of  these  rays  Is 
to  cause  a  most  rapid  degeneration  of  the  cells, 
so  that  they  die  in  a  very  short  time,  or  they 
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may  even  be  killed  outright  on  the  application 
of  the  rays.  But  after  the  prolonged  applica- 
tion of  the  Roentgen  rays  to  the  blood-forming 
tissues,  the  spleen,  bone  marrow  or  lymphatic 
glands,  there  occurs  a  readjustment  to  this  de- 
structive effect  of  the  rays,  and  although  the 
young  and  the  parent  cells  are  diminished,  their 
production  is  not  checked  altogether,  but  the 
cells  produced  are  more  resistant  types.  The 
progress  of  the  leukemia  is  slowed,  but  not  de- 
stroyed. On  the  other  hand,  this  slowing  may 
even  be  followed  later  by  a  greatly  increased 
activity  in  cell  production  and  a  severe  relapse. 

But  the  observation  of  von  Koranyi  on  the 
effect  of  benzol  poisoning  on  girls  employed  in 
the  factories  utilizing  this  chemical,  gives  hope 
that  at  last  a  more  certain  form  of  treatment 
has  been  found.  Von  Koranyi  found  that  the 
drug  first  stimulated  the  marrow  to  leucocytic 
action,  but  that  later  there  occurred  a  distinct 
hypoplasia.  If  employed  to  excess,  the  aplastic 
anemia  can  be  fatal.  In  the  treatment  of  this 
disease  with  benzol,  symptoms  of  poisoning 
must  be  carefully  watched,  and  when  there  are 
headache,  anemia,  bladder  and  kidney  irrita- 
tion the  drug  must  be  discontinued  for  a 
long  time,  because  its  action  lasts  a  long 
time  after  discontinuance.  The  reduction  of 
the  white  blood  cells  to  below  20,000  must  be 
the  lowest  limit  of  therapeutic  application.  It 
seems  that,  while  the  action  of  benzol  is  much 
slower  than  the  Roentgen  rays,  its  effect  is 
more  lasting  and  more  certain,  especially  in  the 
chronic  stages  of  the  disease.  The  best  results 
will  probably  be  obtained  by  the  use  of  both 
therapeutic  measures, — benzol  and  the  Roentgen 
rays, — but  the  effect  must  be  carefully  watched. 
It  is  essential  that  blood  examinations  be  fre- 
quently made,  so  that  treatment  is  not  contin- 
ued beyond  a  safe  reduction  of  the  cell  count. 
Yet,  in  spite  of  the  good  results  with  benzol 
reported  by  some  observers,  it  is  too  early  to 
say  whether  results  will  be  lasting  or  whether 
a  specific  has  been  unearthed  for  the  treatment 
of  this  serious  malady. 


MILITARY  PSYCHIATRY. 

Early  in  the  present  military  scheme  it  was 
realized  that  the  mental  development  and  the 
mental  prophylaxis  and  treatment  of  the  soldier 
are  an  essential  part  of  military  medicine  in 
order  to  get  the  greatest  military  efficiency.  It 


is  not  sufficient  that  the  soldier  is  fit  pnysically 
but  he  must  at  least  be  normal  as  to  his  mental 
capacity  and  be  free  from  active  mental  dis- 
order. It  is  even  necessary  to  go  further  in 
order  to  discover  such  latent  mental  possibilities 
as  might  become  patent  under  the  rigors  of 
military  life.  In  keeping  with  the  highly  spe- 
cialized devices  of  modern  warfare,  the  mental 
requirements  of  the  soldier  must  rise  accord- 
ingly, lest  his  availability  be  much  restricted. 
American  recruiting  officers  are  now  paying 
much  attention  to  weeding  out  the  mentally  un- 
fit from  entrance  into  military  life.  Schier 
(U.  S.  Naval  Bulletin,  July,  1917)  found  that  of 
those  accepted  as  physically  eligible  by  recruit- 
ing officers,  about  12%  fell  below  requirements 
mentally.  Of  course  the  detection  of  the  feeble- 
minded is  necessary  because  of  the  effect  upon 
efficiency  and  discipline  a  few  feeble-minded 
soldiers  would  have  upon  a  military  unit,  but  it 
is  more  important  to  detect  them  because  it  is 
shown  by  tests  that  so  many  of  the  apparently 
feeble-minded  are  either  frank  cases  of  de- 
mentia precox  or  are  feeble-minded  but  with  a 
dementia  precox  engrafted  during  service ;  and 
the  care  of  an  insane  soldier  is  more  trying,  at 
least,  than  any  other  casualty.  Most  of  the  en- 
grafted cases  of  dementia  precox  conform  to 
the  milder  type  known  as  hebephrenia,  and  it 
is  for  this  reason  that  they  are  so  likely  to 
escape  detection  as  insane. 

Perhaps  more  important  from  a  recruiting 
standpoint  than  the  detection  of  frank  cases  of 
feeble-mindedness  or  insanity,  is  the  detection 
of  the  psychopathic  personality,  in  whatever 
form  manifested.  This  is  always  a  difficult 
task,  even  for  the  trained  psychiatrist,  but  it  is 
important,  nevertheless,  because  the  discipline, 
the  stress,  or  any  necessary  repression,  would 
be  a  sufficient  provoking  force  to  create  an 
active  psychosis.  But  while  the  recruiting  of- 
ficer must  be  on  the  alert  to  exclude  the  defect- 
ive, he  must  be  just  as  alert  in  detecting  the 
malingerer  among  those  who  try  to  feign  defect 
or  mental  disorder  in  order  to  escape  military 
service.  Yet  when  both  these  eventualities  have 
been  settled  by  careful  regard  for  mental  con- 
ditions, the  presence  of  mental  conditions 
among  a  military  force  must  be  regarded  as  the 
normal  incidence  among  any  people,  even  in 
civil  life.  The  new  and  unusual  circumstances 
under  which  a  soldier  must  live  may  produce 
some  mental  disturbances  that  would  otherwise 
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not  occur.  Moreover,  because  of  the  high  pres- 
sure in  which  the  medical  and  surgical  work 
must  be  done  during  active  military  operations, 
this  type  of  morbidity  is  undetected  or,  if  de- 
tected, must  go  unprovided  for.  It  is  for  this 
reason  that  the  Surgeon-General  of  the  Army 
has  established  a  psychiatric  arm  to  the  medical 
organization.  It  is  intended  that  each  medical  j 
unit  have  among  its  personnel  neuro-psy- 
chiatrists,  who  would  be  useful  not  only  in  the 
detection  and  in  the  treatment  of  the  mentally 
ill,  but  would  be  a  valuable  asset  in  developing 
mental  hygiene  among  the  soldiers  and  in  indi- 
cating the  methods  for  the  reduction  of  the 
psychogenic  factor  in  military  life.  It  is  known 
that  certain  psychological  factors,  in  respect  to 
tools,  working  time,  environment,  etc.,  influence 
the  efficiency  and  well-being  of  the  worker  in 
industrial  pursuits,  and  the  same  principle  in 
respect  to  military  life  can  be  developed  by  the 
psychiatric  units.  Such  determinations,  together 
with  the  general  care  and  the  treatment  of  the 
mind  of  the  soldier,  would  go  a  long  way  to 
eliminate  much  of  the  post-bellum  mental  dis- 
turbances, for  which  the  soldier  must  be  mus- 
tered out  and  cared  for,  and  which  unneces- 
sarily help  to  swell  the  already  too  crowded 
class  of  the  insane. 


MEDICAL  NOTES. 
war  notes. 

Need  op  Nurses  in  Government  Service. — 
Announcement  comes  from  Washington  that  the 
Army  has  only  3600  nurses  enrolled  for  Gov- 
ernment service,  while  on  the  basis  of  an  Array 
of  1,500,000  men  there  will  be  a  need  of  37,500 
nurses.  There  are  between  80,000  and  90,000 
registered  nurses  in  the  country  and  about 
200,000  other  graduate  and  practical  nurses. 
Hospitals  at  National  Guard  and  National 
Army  camps  still  need  371  nurses  to  bring  the 
quotas  of  all  up  to  the  minimum  of  65,  consid- 
ered necessary  for  each. 

Anxiety  about  American  Physician. — Dr. 
William  S.  Thayer  of  Johns  Hopkins  Univer- 
sity, who  went  to  Russia  with  a  medical  commis- 
sion, has  not  been  heard  from  for  some  time, 
and  it  is  feared  that  he  may  be  in  danger. 

Deaths  among  American  Troops  in  France. 
— Report  from  General  Pershing,  made  public 
on  January  2,  stated  that  there  had  been  24 
deaths  among  American  troops  and  one  death 
of  a  nurse.  Pneumonia  and  its  complications 
were  responsible  for  11  deaths,  meningitis  for 
4,  and  tuberculosis  for  1. 


Deaths  among  American  Troops  in  Army 
Cantonments. — Report  for  the  week  ended  De- 
cember 22  states  that  in  the  National  Army 
there  were  118  deaths,  as  against  97  for  the 
week  before,  and  in  the  National  Guard  120,  as 
against  165  for  the  week  previous.  Between  the 
dates  of  September  21  and  December  14  there 
were  1391  deaths  in  the  Regular  Army,  the 
National  Army  and  the  National  Guard.  Of 
that  number,  there  were  144  deaths  in  the  Reg- 
ular Army,  which  had  an  average  strength  of 
202,009  men  in  the  United  States;  494  deaths 
in  the  National  Army,  which  had  an  average 
strength  of  387,233  men  in  the  United  States; 
and  753  deaths  in  the  National  Guard,  which 
had  an  average  strength  of  327,480  men  in  the 
United  States. 

Innovation  on  Hospital  Ships. — Two  hospital 
ships  which  are  being  equipped  for  the  use  of 
the  Navy  will  carry  women  nurses,  for  the  first 
time  in  the  history  of  the  American  Navy.  The 
ships  will  be  called  the  Comfort,  formerly  the 
Ward  liner  Havana,  and  the  Mercy,  formerly 
the  Saratoga  of  the  same  line.  The  ships  will 
accommodate  300  patients  each.  Surgeon  R.  C. 
Holcomb,  now  assistant  to  Surgeon-General 
Braisted,  will  command  the  Comfort  and  Med- 
ical Inspector  Norman  J.  Blackwood,  now  in 
charge  of  the  hospital  ship  Solace,  will  have 
charge  of  the  Mercy. 

War  Relief  Funds. — On  January  12  the 
totals  of  the  principal  New  England  war  relief 
funds  reached  the  following  amounts: 
Armenian  and  Syrian  Relief  .  .  .$278,875.37 

Italian  War  Relief    122,292.43 

Friends  of  Poland   96,387.73 

BOSTON   AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During  the 
week  ending  January  5,  1918,  the  number  of 
deaths  reported  was  298,  against  317  last  year, 
with  a  rate  of  19.81,  against  21.40  last  year. 
There  were  49  deaths  under  one  year  of  age, 
against  33  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were:  diphtheria,  104;  scarlet  fever, 
23;  measles,  117;  whQoping  cough,  1;  typhoid 
fever,  1 ;  tuberculosis,  38. 

Included  in  the  above  were  the  following 
cases  of  non-residents :  diphtheria,  9 ;  scarlet 
fever,  5 ;  tuberculosis,  2. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 15 ;  scarlet  fever  1 ;  measles,  4 ;  whooping 
cough,  1 ;  typhoid  fever,  1 ;  tuberculosis,  21. 

Included  in  the  above  were  the  following  non- 
residents :  diphtheria,  2 ;  measles,  1 ;  tuberculo- 
sis, 1. 
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Hospital  Bequests. — By  the  will  of  the  late 
Zenas  Crane  of  Pittsfield,  Mass,  the  House  of 
Mercy  Hospital  of  that  town  receives  a  bequest 
of  $25,000.  By  the  will  of  the  late  Charles  C. 
Barney  of  Brookline,  the  following  institutions 
will  receive  $1000 :  Boston  Home  for  Incurables, 
Massachusetts  Society  for  the  Prevention  of 
Cruelty  to  Children,  New  England  Peabody 
Home  for  Crippled  Children,  Massachusetts  So- 
ciety for  the  Prevention  of  Cruelty  to  Animals, 
and  the  Boston  Nursery  for  Blind  Babies. 
Upon  the  death  of  the  last  beneficiary  the  estate 
will  be  divided  between  the  Massachusetts  Gen- 
eral Hospital  and  Harvard  College. 


NOTES  PROM  THE  DISTRICT  SOCIETIES. 

District  Correspondents. 

Bristol  North,  Arthur  R.  Crandell,  M.D.,  Taunton. 
Berkshire,  A.  P.  Merrill,  MJ).,  Pittsfield. 
Bristol  South,  Edwin  D.  Gardner,  M.D.,  New  Bedford. 
Essew  North,  T.  N.  Stone,  M.D.,  Haverhill. 
Essex  South,  H.  P.  Bennett,  M.D.,  Lynn. 
Hampden,  Laurence  D.  Chapin,  M.D.,  Springfield. 
Hampshire,  E.  E.  Thomas,  M.D.,  Northampton. 
Middlesex  South,  William  C.  Hanson,  M.D.,  Belmont. 


Hampden  District. — The  regular  meeting  of 
the  Hampshire  District  Medical  Society  was 
held  January  10.  Dr.  S.  A.  Clark  addressed  the 
meeting  on  Pulmonary  Embolism.  Voted  that 
the  members  absent  on  war  service  be  exempted, 
if  they  so  desire,  from  special  assessments. 

C.  T.  Cobb, 
Secretary  and  Correspondent,  pro  tern. 


GDbttttarg. 


SAMUEL  WILLIAM  TORREY,  M.D. 

Dr.  Samuel  William  Torrey,  a  retired  Fel- 
low of  the  Massachusetts  Medical  Society,  died  at 
the  Beverly  Hospital  after  a  short  illness  Jan- 
uary 1,  1918,  at  the  age  of  74.  ^ 

He  was  the  son  of  Dr.  Augustus  Torrey  of 
Beverly,  who  died  in  1880  at  the  age  of  75,  and 
was  educated  at  the  University  of  Vermont,  re- 
ceiving an  A.B.  in  1865  and  an  M.D.  three 
years  later  from  the  College  of  Physicians  and 
Surgeons,  New  York.  He  had  practised  in 
Beverly  all  his  life,  retiring  in  1909.  He  was 
one  of  the  founders  of  the  Beverly  Hospital 
and  had  served  on  the  school  board.  He  is  sur- 
vived by  five  married  daughters. 


ROYAL  HATCH,  M.D. 
Dr.  Royal  Hatch,  chairman  of  the  board  of 
health  in  Wellesley,  died  at  his  home  in  that  town, 
Dec.  30,  1917,  after  an  illness  of  two  weeks. 


Pneumonia  was  the  cause  of  death.  Dr.  Hatch 
was  born  thirty-nine  years  ago  in  Strafford,  Vt., 
and  attended  St.  Johnsbury  Academy.  He  was 
graduated  from  Dartmouth  in  1900,  and  from 
the  Harvard  Medical  School  in  1904.  While  at 
Dartmouth  he  was  prominent  in  athletics.  Af- 
ter graduating  from  Harvard,  he  was  house 
officer  and  later  assistant  superintendent  at  the 
Massachusetts  General  Hospital.  He  special- 
ized in  tuberculosis,  and  maintained  an  office  in 
Newbury  Street,  Boston.  About  nine  years  ago 
he  removed  to  Wellesley  and  engaged  in  general 
practice.  Dr.  Hatch  leaves  a  wife,  who  was 
Miss  Edith  Noera  of  Waterbury,  Conn,  and  two 
small  children. 

He  was  a  Fellow  of  the  Massachusetts  Medical 
Society  and  a  member  of  the  American  Medical 
Association. 


fHtarellatuj. 


THE  MASSACHUSETTS  VENEREAL  DIS- 
EASE PROGRAM. 
By  Eugene  R.  Kelley,  M.D. 

The  Massachusetts  Venereal  Disease  Program 
may  be  separated  into  four  general  divisions : 

1.  Venereal  Disease  Reporting. 

2.  The  Problem  of  Extension  of  Facilities 
for  Diagnosis  and  Early  Treatment. 

3.  Repressive  Measures. 

4.  Educational  Measures. 

I.     VENEREAL  DISEASE  REPORTING. 

On  December  18,  1917,  the  Public  Health 
Council  of  the  State  Department  of  Health 
voted  to  add  gonorrhea  and  syphilis  to  the  list 
of  diseases  declared  dangerous  to  the  public 
health. 

This  question  of  requiring  the  venereal  dis- 
eases to  be  reported  has  created  a  very  vigorous 
controversy  during  the  past  few  years  through- 
out the  world.  California,  several  years  ago, 
required  by  regulation  of  the  state  board  of 
health  that  cases  of  gonorrhea  and  syphilis 
should  be  reported  by  serial  number  or  initials. 
Several  states  and  municipalities  have  followed 
this  example.  Vermont  has  the  distinction  of 
being  the  first  state  or  province  in  North  Amer- 
ica to  require  by  statute  that  all  cases  of  vene- 
real disease  be  reported  by  name  direct  to  the 
state  board  of  health,  a  law  requiring  this  going 
into  effect  in  1915.  A  similar  law  was  enacted 
in  New  Jersey  during  1917. 

Many  serious  objections  have  been  raised  to 
all  proposed  schemes  for  reporting  venereal  dis- 
eases by  name  of  patient.  Many  of  these  are 
obvious  to  the  medical  mind  at  a  glance.  The 
social  and  moral  stigma  associated  in  the  public 
mind  with  venereal  infection  is  at  the  bottom 
of  all  such  objections  and  constitutes  the  reason 
why  all  attempts  to  solve  the  problem  of  vene- 
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real  disease  reporting  make  a  sharp  distinction 
between  these  and  the  other  communicable  dis- 
eases. 

The  arguments  against  venereal  disease  report- 
ing may  be  summarized  in  the  language  of  a 
member  of  the  English  Royal  Commission  on 
Venereal  Diseases.    He  says  in  substance: 

The  fundamental  objects  of  notification  of 
cases  of  communicable  diseases  are:  (a)  discov- 
ery of  foci;  (6)  isolation  of  patient  to  prevent 
him  from  becoming  a  focus;  (c)  disinfection 
measures,  principally  directed  against  sur- 
roundings. 

Notification,  he  argues,  will  not  serve  for  the 
first  object ;  that  if  it  did,  isolation  is  not  needed 
for  venereal  diseases;  and  that  as  far  as  dis- 
infection goes,  it  is  the  patient  and  not  his  sur- 
roundings which  need  disinfection,  or  in  other 
words,    treatment  to  render  him  non-infective. 

The  Commission  also  rejected  modified  or 
anonymous  reporting  schemes  as  furnishing 
only  misleading  statistical  information. 

Nevertheless,  the  British  Royal  Commission 
conclude  that  with  this  extension  of  popular 
knowledge  regarding  venereal  diseases  "it  is 
possible  that  notification  in  some  form  will  be 
demanded."  Incidentally  it  may  be  said  that 
such  a  popular  demand  is  rapidly  coming  to  the 
fore  in  England,  largely  as  a  result  of  war  con- 
ditions. 

The  objections  summarized  by  the  Royal 
Commission  are  weighty,  their  argument  which 
underlies  all  objections  being  that  if  the  public 
knew  that  cases  would  be  reported  by  registered 
ethical  physicians,  patients  would  tend  to  seek 
irregular  or  quack  treatment,  or  ignorantly  at- 
tempt self-medication,  with  far  worse  results 
than  at  present  come  even  from  these  two  evils. 
It  has  also  been  argued  that  reporting  would 
provide  many  opportunities  for  blackmail,  etc. 

Certain  it  is  that,  from  their  nature,  any  pub- 
lic health  measure  relating  to  venereal  diseases 
which  preserves  the  confidential  character  of 
the  physician's  relation  to  his  patient  is  to  be 
desired.  On  the  other  hand,  society  as  a  whole 
is  entitled  to  statistical  knowledge  of  the  preva- 
lence of  these  diseases,  and  also  an  assurance 
that  all  cases  are  being  adequately  treated,  and 
hence  rendered  non-infective.  If  adequate 
treatment  cannot  be  guaranteed,  the  authorities 
should  have  knowledge  of  that  class  of  the  vene- 
really  infected  and  interfere,  forcibly  if  need 
be,  to  see  that  they  cease  to  be  foci  of  infection. 

In  1915  the  state  of  West  Australia  passed  a 
statute  which  makes  the  contracting  of  a  vene- 
real disease  a  felony  if  the  infected  person  fails 
forthwith  to  place  himself  under  adequate  med- 
ical care;  which  requires  physicians  to  report 
by  number  all  new  cases ;  which  requires  phy- 
sicians to  notify  each  other  when  a  patient 
changes  medical  advisers;  and  finally,  which  re- 
quires physicians  to  report  name  and  address  of 
patient  only  in  case  the  patient  ceases  to  report 
for  treatment  and  no  notice  of  change  of  med- 


ical advisers  is  received  from  another  physician 
within  a  definite  period  of  time. 

This  scheme  of  conditional  notification  has 
been  adopted  by  many  communities  all  over  the 
world,  in  modified  forms.  It  is  the  universal 
rule,  also,  that  reports  are  made  directly  to  the 
state  health  authorities. 

After  long  study,  the  above-outlined  scheme 
appeared  to  the  State  Department  of  Health  of 
Massachusetts  to  be  the  one  method  promising 
best  results,  and  the  following  Regulations  gov- 
erning the  method  of  reporting  gonorrhea  and 
syphilis,  based  upon  the  "West  Australian" 
idea,  were  adopted  at  the  same  meeting  of  the 
Public  Health  Council  of  the  State  Department 
of  Health  at  which  these  diseases  were  declared 
dangerous  to  the  public  health. 

REGULATIONS  GOVERNING  THE  REPORTING  OF  GON- 
ORRHEA AND  SYPHILIS. 

1.  Gonorrhea  and  syphilis  are  declared  dis- 
eases dangerous  to  the  public  health,  and  shall 
be  reported  in  the  manner  provided  by  these 
regulations  promulgated  under  the  authority  of 
Chapter  670,  Laws  of  1913. 

2.  Gonorrhea  and  syphilis  are  to  be  reported 
(in  the  manner  provided  by  these  regulations) 
on  and  after  February  1,  1918. 

3.  At  the  time  of  the  first  visit  or  consulta- 
tion the  physician  shall  furnish  to  each  person 
examined  or  treated  by  him  a  numbered  cir- 
cular of  information  and  advice  concerning 
the  disease  in  question,  furnished  by  the  State 
Department  of  Health  for  that  purpose. 

4.  The  physician  shall  at  the  same  time  fill 
out  the  numbered  report  blank  attached  to  the 
circular  of  advice,  and  forthwith  mail  the  same 
to  the  State  Department  of  Health.  On  this 
blank  he  shall  report  the  following  facts: 

Name  of  the  disease. 

Age. 

Sex. 

Color. 

Marital  condition  and  occupation  of  the  pa- 
tient. 

Previous  duration  of  disease  and  degree  of  in- 
fectiousness. 

The  report  shall  not  contain  name  or  address 
of  patient. 

5.  Whenever  a  person  suffering  from  gonor- 
rhea or  syphilis  in  an  infective  stage  applies  to 
a  physician  for  advice  or  treatment,  the  physi- 
cian shall  ascertain  from  the  person  in  question 
whether  or  not  such  person  has  previously  con- 
sulted with  or  been  treated  by  another  physi- 
cian within  the  Commonwealth  and  has  received 
a  numbered  circular  of  advice.  If  not,  the 
physician  shall  give  and  explain  to  the  patient 
a  numbered  circular  of  advice  and  shall  report 
the  case  to  the  State  Department  of  Health,  as 
provided  in  the  previous  regulation. 

If  the  patient  has  consulted  with  or  been 
treated  by  another  physician  within  the  Com- 
monwealth and  has  received  the  numbered  cir- 
cular of  advice,  the  physician  last  consulted 
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shall  not  report  the  case  to  the  State  Depart- 
ment of  Health,  but  shall  ask  the  patient  to  give 
him  the  name  and  address  of  the  physician  last 
previously  treating  said  patient. 

6.  In  case  the  person  seeking  treatment  for 
gonorrhea  or  syphilis  gives  the  name  and  ad- 
dress of  the  physician  last  previously  consulted, 
the  physician  then  being  consulted  shall  notify 
immediately  by  mail  the  physician  last  pre- 
viously consulted,  of  the  patient's  change  of 
medical  adviser.* 

7.  Whenever  any  person  suffering  from  gon- 
orrhea or  syphilis  in  an  infective  stage  shall  fail 
to  return  to  the  physician  treating  such  person 
for  a  period  of  six  weeks  later  than  the  time 
last  appointed  by  the  physician  for  such  consul- 
tation or  treatment,  and  the  physician  also  fails 
to  receive  a  notification  of  change  of  medical  ad- 
visers as  provided  in  the  previous  section,  the 
physician  shall  then  notify  the  State  Depart- 
ment of  Health,  giving  name,  address  of  patient, 
name  of  the  disease  and  serial  number,  date  of 
report  and  name  of  physician  originally  report- 
ing the  case  by  said  serial  number,  if  known. 

8.  Upon  receipt  of  a  report  giving  name  and 
address  of  a  person  suffering  from  gonorrhea  or 
syphilis  in  an  infective  stage,  as  provided  in  the 
previous  section,  the  State  Department  of 
Health  will  report  name  and  address  of  the 
person  as  a  person  suffering  from  a  disease  dan- 
gerous to  the  public  health,  and  presumably  not 
under  proper  medical  advice  and  care  sufficient 
to  protect  others  from  infection,  to  the  board  of 
health  of  the  city  or  town  of  patient's  residence 
or  last  known  address.  The  State  Department 
of  Health  shall  not  divulge  the  name  of  the 
physician  making  said  report. 


MORTALITY  STATISTICS  FOR  1917,  FROM 
THE  HEALTH  DEPARTMENT,  BOSTON. 

The  records  of  the  Boston  Health  Depart- 
ment for  the  year  1917,  just  closed,  show  that 
12,721  deaths  occurred,  against  12,769  for  the 
year  1916.  The  number  of  non-resident  deaths, 
which  are  increasing  annually,  were  1859, 
against  1797  for  1916,  and  comprise  15%  of  the 
total  number  of  deaths  recorded.  The  death 
rate  for  the  year  1917  is  16.47,  as  against  16.79 
in  1916,  and  is  one  of  the  lowest  rates  ever  re- 
corded in  this  city.  Deducting  the  non-resident 
deaths,  the  corrected  rate  is  14.06,  against  14.43 
in  1916. 

The  deaths  of  children  under  one  year  num- 
bered 1965,  against  2055  in  1916,  giving  the 
low  rate  of  99.1  per  1000  births.  The  rate  in 
1916  was  104.6,  and  back  in  1872,  when  these 
statistics  were  first  compiled,  the  rate  was  230. 
This  is  the  first  year  in  the  history  of  the  city 
of  Boston  when  the  number  of  deaths  of  infants 

*  Note:  In  asking  physicians  to  carry  out  the  provisions  of 
this  section,  the  State  Department  of  Health  appreciates  that  it 
is  asking  more  than  is  authorized  by  the  authority  of  Chapter  670, 
Laws  of  1913.  This  courtesy  is  requested,  however,  in  the  interest 
of  the  public  health  and  to  protect  the  individual  who  has  con- 
formed with  the  regulations  laid  down  for  him. 


under  one  year  of  age  is  under  100  per  1000 
births.  Moreover,  of  this  number  there  were 
385  non-resident  babies,  comprising  20%  of  the 
total,  brought  to  Boston  for  treatment.  De- 
ducting this  number  of  non-resident  deaths  of 
infants,  the  corrected  rate  is  79.7  per  1000 
births. 

Although  Boston  in  1916  led  the  large  Amer- 
ican cities  as  regards  the  low  rate  for  typhoid 
fever,  this  year,  1917,  a  further  decrease  is 
noted,  there  being  22  deaths  from  this  disease, 
as  against  26  in  1916,  giving  a  death  rate  of  28 
per  10,000  of  population,  against  .34  in  1916. 
Of  this  number  5  were  non-residents,  and  de- 
ducting these  would  lower  the  rate  to  .22  per 
10,000  population. 

The  following  figures  are  the  death  rates  of 
the  other  communicable  diseases  as  compared 
with  1916  (per  10,000  pop.). 

1917  1916 


Whooping  cough   57  .97 

Typhoid  fever  28  .34 

Diphtheria                                           3.57  2.43 

Scarlet  fever   60  .51 

Pulmonary  tuberculosis  14.95  14.62 

All  forms  tuberculosis   17.08  17.33 

Measles                                               1.31  1.41 


The  following  table  will  give  the  number  of 
deaths  from  the  principal  causes  for  the  year 
1917,  as  compared  with  1916,  and  also  the 
number  of  non-residents  in  these  causes  for  the 
year  1917: 

Some  of  the  Peincipal  Causes  of  Death  in  1916  and 
1917,  with  NonJIesidents. 


Non-Resi- 

1916 

1917 

DENTS 

,  .  168 

4 

3 

.  .  45 

54 

13 

185 

276 

72 

.  .  107 

101 

13 

.  .  39 

46 

14 

Tuerculosis  (pul.  and  laryng.) . 

. .1112 

1155 

105 

,  206 

164 

50 

26 

22 

5 

..  75 

44 

3 

162 

163 

26 

.  192 

148 

21 

,  107 

128 

28 

,  .  119 

108 

5 

868 

916 

176 

619 

505 

34 

1012 

1096 

91 

SO 

51 

72 

87 

14 

Diarrhea  and  enteritis 

..  356 

406 

91 

Diarrhea  and  enteritis 

63 

98 

17 

18 

35 

,  ,  399 

371 

63 

130 

173 

39 

283 

401 

33 

Cerebral  hemorrhage  and  softening  567 

710 

56 

888 

787 

76 

. .1688 

1603 

122 

124 

134 

29 

..  30 

27 

6 

.  .  54 

59 

3 
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...  73 

82 

15 

...  64 

40 

16 

30 

19 
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The  figures  for  the  year  1917  show  not  only 
a  lower  death  rate,  but  an  actual  decrease  in  the 
total  number  of  deaths  over  the  previous  year. 
This  is  a  most  interesting  and  encouraging  sign. 

The  typhoid  fever  figures  are  gratifying  in 
so  far  that  in  1916,  Boston  led  in  this  respect  all 
the  large  cities  in  America,  and  it  is  hoped  that 
with  this  further  decrease  it  will  hold  its  place 
in  the  forefront  of  progress  in  matters  of 
health, — inasmuch  as  typhoid  fever  rate  is  the 
best  index  of  the  sanitary  condition  of  a  city 
and  the  endeavors  of  its  health  officials. 

Pulmonary  tuberculosis  shows  a  slight  in- 
crease but,  on  the  other  hand,  all  forms  of  tu- 
berculosis show  a  decrease.  Much  time  and  en- 
deavor has  been  spent  in  tuberculosis  work. 
Constant  supervision  is  kept  over  each  case  in 
Boston,  and  to  our  knowledge,  there  is  not  a 
neglected  case  of  tuberculosis  in  Boston  that  is 
in  need  of  hospital  treatment.  Regular  and 
constant  visits  are  made  to  each  case  by  nurses 
and  physicians  of  the  city  departments,  and 
conditions  noted,  both  as  regards  their  physical 
condition  and  the  conditions  at  home  under 
which  they  live. 

Diphtheria  shows  an  increase,  and  it  might  be 
said  that  during  the  past  year  this  disease  has 
been  unusually  prevalent,  not  only  throughout 
the  State,  but  all  over  the  country.  The  de- 
partment has  during  the  year  urged  physicians 
to  use  antitoxin  immediately  upon  diagnosis, 
and  to  be  on  the  watch  for  "carriers,"  so  dan- 
gerous in  a  community  in  the  spread  of  a  dis- 
ease. Antitoxin  is  provided  free  of  charge,  and 
hospital  facilities  are  provided  for  all  patients 
who  cannot  be  properly  treated  at  home. 

Whooping  cough  shows  a  decrease  over  1916, 
and  with  the  opening  of  the  new  ward  of  the 
city  of  Boston,  the  first  of  its  kind  in  the  coun- 
try, additional  improvement  is  looked  for  in 
1918. 

Scarlet  fever  shows  a  slightly  higher  rate,  and 
measles  lower  than  in  1916. 

During  the  year  1917,  there  were  but  four 
deaths  from  infantile  paralysis,  and  three  of 
these  were  non-residents,  against  168  in  1916. 

Pneumonia  continues  to  exact  its  toll  in  in- 
creasing numbers.  Broncho-pneumonia  and 
lobar  pneumonia,  combined,  show  an  increase  of 
thirty  deaths  over  1916,  the  figures  being  1601 
and  1631.  Pneumonia  is  unusually  prevalent 
all  over  the  country,  and  even  in  the  military 
camps  of  the  government.  Modern  methods  of 
serum  treatment  for  this  disease,  which  are 
about  to  be  introduced,  will  be  of  great  assist- 


ance to  health  officers  all  over  the  country  in 
combating  pneumonia. 

The  decrease  in  the  number  of  infants  under 
one  year  of  age  and  the  corresponding  low 
death  rate  is  especially  gratifying,  and  is  due 
to  the  cooperation  and  excellent  work  of  the 
many  charitable  and  philanthropic  associations, 
organizations,  clubs,  etc.,  that  are  cooperating 
with  the  Health  Department  in  this  great  cam- 
paign for  baby-saving  that  has  been  carried  on 
for  several  years  past.  Results  are  now  begin- 
ning to  show,  and  the  interest  that  has  been 
awakened  among  the  mothers  and  the  physi- 
cians by  all  agencies  that  have  so  earnestly  and 
generously  worked  towards  this  great  and  com- 
mon end  has  been  productive  of  results.  Educa- 
tion, advice,  literature,  instruction,  teaching 
and  the  public  press  have  all  played  a  great 
part  in  this  work,  and  all  who  have  worked  for 
baby-saving  are  to  be  congratulated  for  the 
wonderful  showing  of  1917, — a  goal  that  has 
long  been  our  aim. 

This  work  has  not  been  without  its  handicaps, 
such  as  the  extreme  periods  of  heat  last  summer, 
the  high  and  increasing  cost  of  foodstuffs,  par- 
ticularly milk,  the  babies'  food,  clothing  and 
fuel,  and  the  cold  of  early  winter.  These  ob- 
stacles that  have  been  placed  in  the  path  of 
baby  progress  have  happily  been  overcome.  It 
is  not  sufficient  that  this  work  should  stop  here, 
but  the  good  results  should  act  as  a  stimulus 
to  strive  for  even  better  figures  for  the  coming 
year.  This  work  will  be  difficult  in  view  of  the 
industrial  and  economic  conditions  all  over  the 
country,  but  every  effort  is  worth  making  when 
we  know  the  reward  is  the  saving  of  an  infant's 
life. 


NOTES  ON  BIOLOGIC  PRODUCTS  FROM 
THE  STATE  DEPARTMENT  OF  HEALTH. 

DIPHTHERIA  ANTITOXIN. 

All  the  good  parchment  paper  used  in  dialyz- 
ing  serum  was  formerly  obtained  from  Belgium. 
When  this  supply  was  cut  short  on  account  of 
the  war,  it  became  necessary  to  issue  unconcen- 
trated  normal  serum.  In  consequence  of  the 
larger  amount  of  foreign  protein  injected  into 
the  body  with  the  normal  antitoxic  serum,  the 
number  and  severity  of  urticarial  rashes  which 
accompany  serum  sickness  became  manifest. 
Recently  it  has  been  possible  to  obtain  parch- 
ment paper,  and  all  the  serum  is  now  dialyzed 
and  concentrated,  and  there  should,  therefore, 
be  an  improvement  in  the  matter  of  serum 
sickness  following  the  injection  of  antitoxins. 

Formerly,  prophylactic  doses  of  diphtheria 
antitoxin  were  issued  in  750  unit  packages  and 
1500  unit  packages.  Hereafter,  these  two  pack- 
ages will  be  discontinued,  and  a  prophylactic 
dose  containing  1000  units  will  take  their  place. 
This  is  usually  a  sufficient  immunizing  dose  for 
a  child.    There  are  now  available,  therefore, 
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packages  of  1000,  3000,  6000  and  12,000  units, 
the  latter  for  hospital  use  only. 

Request  is  again  made  that  all  empty  bottles, 
vials,  boxes,  cartons,  unused  vaccine  tubes  and 
containers  be  returned  to  the  laboratory.  The 
increased  cost  of  these  supplies  makes  it  im- 
perative to  practise  the  strictest  economies. 

TYPHOID    AND    PARATYPHOID  PROPHYLACTIC. 

Attention  is  invited  to  the  fact  that  the  lab- 
oratory now  makes  and  distributes  the  triple 
vaccine,  containing  Bacillus  typhosus,  Bacillus 
paratyphosus  A.  and  Bacillus  paratyphosus  B. 
The  reaction  following  this  triple  vaccine  is  not 
appreciably  different  from  that  of  the  vaccine 
containing  typhoid  bacilli  alone.  It  protects 
against  both  typhoid  fever  and  paratyphoid 
fever,  and  is  therefore  recommended.  Those 
who  have  been  vaccinated  against  typhoid  fever 
may  subsequently  be  vaccinated  with  para- 
typhoid vaccines,  and  vice  versa.  These  vac- 
cines may  be  had  singly  or  in  combination,  but 
it  saves  time  and  trouble  to  give  the  three  in 
one. 

DIPHTHERIA  PROPHYLACTIC. 

The  Division  of  Biologic  Laboratories  is  now 
also  prepared  to  issue  under  certain  restrictions 
the  antitoxin-toxin  mixture  for  active  immuni- 
zation against  diphtheria.  This  is  a  useful 
method  for  protecting  adults  as  well  as  chil- 
dren. It  should  be  used  only  in  conjunction 
with  the  Schick  test.  Application  for  Schick 
material  and  antitoxin-toxin  mixture  should  be 
made  to  the  State  District  Health  Officers. 


TUBERCULOSIS  AND  THE  WAR. 
In  an  interesting  memorandum  entitled  "The 
Influence  of  "War  Conditions  upon  the  Death 
Rate  from  Consumption,"  Kerr,  the  able  health 
officer  of  Newcastle-upon-Tyne,  England,  gives 
a  summary  of  the  tuberculosis  statistics  of  his 
city  for  the  past  five  years,  and  shows  that  the 
number  of  deaths  from  pulmonary  tuberculosis 
has  increased,  both  numerically  and  relatively, 
since  the  outbreak  of  the  war.  The  following 
table  is  reproduced: 

Total  Deaths  from  Pulmonary  Tuberculosis. 


Year  Estimated  Population  Deaths 

1913  271.295  326 

1914  271,523  375 

1915  278,107  3S0 

1916  272,259  407 
1917*                        ?  24G 


•  January  to  June. 

According  to  Kerr,  "all  the  European  na- 
tions participating,  however  slightly,  in  the  war 
have  suffered  a  definite  and,  in  the  case  of  the 
chief  belligerents  and  those  whose  territory  has 
suffered  most,  an  alarming  increase  in  the 
deaths  from  pulmonary  tuberculosis  among 
their  civil  populations.    Great  Britain  has  suf- 


fered the  least  so  far  in  every  way,  including 
this,  but  even  so,  her  tuberculosis  toll  has  risen 
perceptibly,  and  this  is  readily  seen  in  the  in- 
dustrial areas  such  as  our  own  city." 

Among  the  chief  conditions  which  are  spe- 
cially likely  to  render  persons  most  susceptible 
to  contract  and  succumb  to  tuberculosis  of  the 
lung,  Kerr  gives  first  place  to  poverty,  either 
actual  or  relative,  to  a  rising  cost  or  scarcity  of 
food  and  other  necessities  of  life.  Next  in  im- 
portance he  places  bad  or  insufficient  housing, 
with  resultant  overcrowding  and  lack  of  fresh 
air.  Concerning  overstrain,  either  physical  or 
mental,  placed  third  in  order  of  importance,  he 
says:  "Practically  the  whole  civil  population 
is  suffering  from  overwork  or  anxiety  of  mind. 
The  former  has  undergone  recent  amelioration 
in  the  munitions  factories  since  the  Government 
has  begun  to  realize  the  fact  that  overwork  and 
overstrain  of  employees  is  unprofitable,  and 
that  a  six-day  week  yields  better  work  returns 
than  a  seven-day  one." 

The  influence  of  employment,  Kerr  shows,  is 
well  reflected  in  the  "considerable  increase  in 
the  number  of  deaths  among  that  section  of  the 
civil'  population  which  has  been  specially  af- 
fected by  the  new  conditions  of  life  brought 
about  by  the  war,  viz. :  girls  at  ages  between  15 
and  20  years,  who  have  so  nobly  filled  the  gaps 
in  factory,  shop,  office,  and  even  in  the  heavier 
out-door  employments,  caused  by  the  absorption 
of  the  able-bodied  man  into  the  army.  So  great 
a  change,  at  the  most  susceptible  period  of  life, 
cannot  but  have  left  its  mark,  and  this  is  seen 
in  the  great  rise  in  deaths  from  consumption 
among  the  young  women. ' ' 

This  study  emphasizes  anew  the  intimate  re- 
lation existing  between  economic  conditions  and 
pulmonary  tuberculosis.  They  lend  weight  to 
the  contention  that  the  initial  infection  in  tu- 
berculosis is  in  infancy,  and  that  the  develop- 
ment of  manifest  disease  in  later  life  is  due  to 
other  factors,  largely  economic,  which  operate 
by  breaking  down  the  resistance  of  the  infected 
individual.  A  consideration  of  the  facts  here 
presented  is  commended  to  the  attention  of 
those  superficial  students  of  medicine  who  con- 
sider that  the  etiology  of  tuberculosis  begins  and 
ends  with  the  tubercle  bacillus. 


SOCIETY  NOTICE. 

Middlesex  South  District  Medical  Soctbtt. — The 
regular  Midwinter    Meeting  of  the  Society  will  be 
held  at  the  Boston  Medical  Library  on  Wednesday, 
■January  16,  1918,  at  12  o'clock  noon. 

Business :  Report  of  committee  on  question  of 
financial  assistance  of  those  who  enlist. 

Paper:  Dr.  Frederick  T.  Lord  will  speak  of  his 
experiences  as  a  member  of  the  American  Red  Cross 
Committee  to  Serbia. 

Lunch  will  be  served  at  1.15  p.m. 

Lyman  S.  Hapgood,  Secretary. 
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RESEARCH  PROBLEMS  IN  TUBERCULO- 
SIS* 

By  Edward  R.  Baldwin,  M.D.,  Saranac  Lake,  N.  Y., 
Director  of  Trudeau  Foundation. 

It  may  be  wondered  why  there  are  many 
questions  about  tuberculosis,  related  to  its 
causes,  that  remain  to  be  answered.  Everyone 
readily  understands  that  a  specific  preventive  or 
curative  treatment  awaits  discovery,  yet  fails  to 
realize  that  many  pathways  need  exploration, 
which  may  lead  us  more  surely  to  the  goal  of 
prevention,  if  not  a  cure. 

This  is  one  reason  why  the  close  study  of  a 
community,  under  the  admirable  system  inaugu- 
rated here,  has  a  special  value  for  the  student 
of  tuberculosis  problems.  What  are  these  prob- 
lems? 

I  shall  try  to  indicate  a  few  of  the 
most  important  ones  without  indulging  in  over- 
technical  terms, — often  feared  not  only  by  a 
lay  audience  but  also  by  doctors  whose  work  is 
in  the  arduous  daily  and  nightly  visitation  of 
the  sick. 

I  think  that  there  are  three  main  classes  of 
problems  that  may  be  taken  as  applying  to  all 
diseases  to  a  greater  or  less  degree. 

*  Read  at  a  meeting  of  the  Framing-ham  Medical  Club  he'd 
under  the  ausnices  of  the  Framing-ham  Community  and  Tuberculosis 
Experiment  Committee  of  the  National  Association  for  the  Study 
and  Prevention  of  Tuberculosis,  Framingham,  Massachusetts,  No- 
vember 1,  1917. 


First,  there-  are  the  fundamental  causes  of 
disease,  their  origin  and  the  reasons  for  their 
existence. 

Second,  the  natural  and  acquired  resistance 
to  disease. 

Third,  the  best  methods  of  prevention  and 
treatment. 

In  reference  to  tuberculosis,  we  already  know 
the  nature  and  actual  infective  agent  in  its 
causation,  but  we  need  more  light  on  the  origin 
of  the  germ.  "We  should  like  to  know  why  some 
tubercle  bacilli  are  more  virulent  than  others, 
and  how  to  distinguish  them.  We  now  recog- 
nize three  main  varieties, — those  of  the  human, 
bovine,  and  the  fowl.  There  are  evidences  of 
intermediate  varieties,  and  yet  the  main  divi- 
sions do  not  change  into  one  another. 

Painstaking  study  has  been  made  and  is  still 
in  progress  to  recognize  the  nature  of  virulence, 
i.e.,  the  disease-producing  powers  of  tubercle 
bacilli.  With  this  knowledge  in  our  possession 
one  can  comprehend  the  advantage  of  estimat- 
ing the  seriousness  or  mildness  of  any  individ- 
ual case  of  disease. 

While  tuberculosis  does  not  develop  without 
the  bacillus,  the  body  has  also  to  be  adapted  in 
some  way  to  form  a  culture-ground  for  the 
germs.  It  is  thus  evident  that  the  old  inheri- 
tance idea  may  not  be  wholly  cast  out.  A  more 
fundamental  study  of  heredity  is,  therefore,  im- 
portant. This  will  involve  especially  a  com- 
parison between  families  who  have  had  the 
disease  with  those  who  escape. 

In  addition  to  inheritance,  there  are  broad 
problems  of  race,  soil,  climate,  geographic  posi- 
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tion,  diet  and  habits,  as  well  as  chemical  and, 
possibly,  physiological  functions,  that  are 
closely  connected  with  the  development  of  the 
disease.  Much  importance  was  attributed  to 
predisposition  to  tuberculosis  in  past  years.  It 
is  now  known  that  infection  is  possible  to  all, 
and  a  predisposition  is  not  necessary  for  it  to 
take  place.  The  result  of  the  infection,  how- 
ever, is  probably  greatly  dependent  on  still  un- 
known factors  of  chemical  or  vital  nature. 

Infection,  therefore,  may  result  in  disease  or 
in  an  insignificant  healed  nodule  never  to  be- 
come the  source  of  further  trouble.  Why  this 
happens  to  be  serious  in  the  first  instance  and 
harmless  in  the  second  is  more  or  "less  a  matter 
of  speculation  at  present.  By  careful  studies 
of  the  lives  and  habits  of  groups  of  individuals 
known  to  have  the  infection,  but  not  diseased  in 
the  sense  of  recognizable  illness,  we  hope  to 
elicit  some  laws  which  can  govern  our  policies 
in  the  prevention  of  tuberculosis.  Here  again 
the  conclusions  of  the  community  studies  may 
lead  to  fuller  knowledge.  On  a  still  larger 
scale,  the  records  being  made  by  the  new 
armies,  by  means  of  more  careful  examinations 
than  hitherto  had  been  possible,  promise  to  be 
helpful. 

To  return  to  the  subject  of  the  varieties  of 
the  tubercle  bacilli  which  afflict  mankind:  It 
is  now  a  pretty  well-established  fact  that  a 
small  percentage  (from  67(  to  12%)  of  tuber- 
culous children  become  infected  with  bovine 
bacilli.  It  varies  with  different  countries  and 
localities.  The  chief  question  is:  What  becomes 
of  the  children  who  recover  from  the  bovine 
infection?  Do  they  form  many  of  the  victims 
of  pulmonary  tuberculosis  who  later  acquire 
the  human  type  of  bacilli  ?  It  has  been  exceed- 
ingly difficult  to  find  the  bovine  bacilli  in  per- 
sons who  have  pulmonary  tuberculosis,  yet 
there  is  no  proof  that  the  bovine  change  into 
human  bacilli  while  in  the  human  body.  The 
fowl  tubercle  bacillus  is  seldom,  if  ever,  the 
source  of  danger  to  mankind,  but  this  also  is 
not  satisfactorily  settled. 

More  information  is  also  needed  about  the 
age  when  infection  takes  place  which  leads  to 
disease.  This  is  also  bound  up  with  questions 
of  race  and  exposure  to  infection,  the  way  in 
which  the  bacilli  find  access  to  the  body,  and 
their  amount.  Some  knowledge  of  these  points 
is  obtainable  by  experimentation  and  some  by 
observations  of  years  on  individuals  who  have 
never  encountered  the  bacillus  in  childhood. 

The  frequency  of  adult  infection  is  an  im- 
portant question,  as  it  appears  to  be  relatively 
infrequent.  In  most  instances  of  pulmonary 
tuberculosis  it  is  possible  to  say  that  the  infec- 
tion might  have  occurred  in  early  childhood 
and  youth.  On  the  other  hand,  such  early  in- 
fections very  frequently  never  spread,  leaving 
one  to  suspect  a  second  •  infection  as  the  cause 
of  the  ultimate  disease. 

Whether  the  bacilli  are  transmitted  directly 


or  not  from  the  mother  to  the  unborn  child  is  a 
problem  that  has  been  fought  over  for  many 
years.  It  is  known  to  be  possible,  but  in  only 
a  few  cases  has  it  been  demonstrated.  Some 
color  is  still  left  in  the  idea  of  such  direct  in- 
heritance, but  it  lacks  experimental  proof  and 
is  not  seriously  held  responsible  for  many  cases 
of  tuberculosis. 

There  are  certain  periods  of  life  when  the 
disease  develops  with  greater  frequency,  espe- 
cially at  puberty  and  in  females  at  childbirth 
and  the  menopause.  The  explanation  of  these 
facts  is  largely  guess-work  at  present,  and  more 
intimate  knowledge  of  the  physiological  and 
chemical  changes  taking  place  may  enlighten 
us.  Medical  science  has  expanded  its  field  very 
much,  and  in  recent  years  new  principles  have 
been  discovered  that  throw  into  relief  new 
points  of  view,  where  obscure  ideas  prevailed 
in  the  past.  It  is  especially  in  reference  to 
these  life-periods  when  profound  changes  do 
take  place  that  modern  physiology  points  to  the 
influence  of  the  so-called  internal  secretions. 
Whether  from  an  excess  or  a  lack  of  some  sub- 
stance tuberculosis  is  favored,  is  a  distinct  prob- 
lem now  being  studied. 

In  addition  to  these  questions  as  to  the  age 
at  which  infection  takes  place  and  the  number 
of  times  it  may  happen,  there  is  the  determina- 
tion of  the  pathways  by  which  it  gets  in.  In 
this  problem  we  have  one  of  the  greatest  im- 
portance in  devising  means  of  prevention. 
Very  much  experimental  study  has  been  given 
it,  and  yet  there  remain  further  points  to  be 
cleared.  In  general,  one  may  say  the  fact  is 
sufficiently  well  established  that  inhalation  of 
either  dry  bacilli  in  dust  or  moist  bacilli  in  the 
form  of  spray  causes  most  of  the  infections. 
The  track  which  they  follow  after  getting  into 
the  body  through  the  lungs  or  intestine  is  still 
being  studied,  and  there  are  probably  unusual 
pathways  into  the  body,  such  as  the  skin,  the 
gums,  and  the  inside  of  the  mouth. 

These  points  are  more  or  less  important,  espe- 
cially in  relation  to  young  children. 

The  relation  of  infection  to  occupations  and 
racial  customs  and  habits  is  another  phase  of 
the  same  subject.  Some  trades,  such  as  that  of 
the  coal  miner,  have  very  little  tuberculosis: 
others  no  more  dusty  have  a  very  much  larger 
percentage,  possibly  because  of  some  peculiarity 
of  the  dust.  Comparatively  little  is  as  yet 
known  of  the  cause  of  the  high  death  rate  in 
some  dusty  trades,  and  experiments  are  needed 
to  aid  the  solution  of  such  questions.  Mortality 
figures  give  evidence  of  the  fact,  but  the  under- 
lying reasons  and  the  best  methods  of  preven- 
tion are  yet  to  be  worked  out. 

Industrial  centers  are  notoriously  the  places 
where  tuberculosis  thrives.  Preventive  measures 
are  needed,  based  on  the  accurate  knowledge  of 
the  influences  favoring  the  disease,  whether  due 
to  the  occupation  itself  or  to  the  habits  of  the 
people.    Much  has  been  accomplished  in  late 
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years  in  the  improvement  of  working  conditions, 
based  on  general  considerations  of  health,  but 
special  causes  are  suspected  that  operate  di- 
rectly or  indirectly  to  produce  tuberculosis. 
Hence  the  value  of  a  systematic  campaign  like 
the  one  being  made  here.  I  hope  the  time  will 
soon  come  when  everywhere  the  same  attention 
may  be  given  to  other  communities,  and  uni- 
versal principles,  found  to  be  related  to  the"  de- 
velopment of  tuberculosis,  shall  be  followed 
universally  by  the  application  of  the  same  pre- 
ventive measures.  There  is,  possibly,  no  other 
problem  of  equal  importance  among  infectious 
diseases,  and  which  is  really  of  national  scope. 

We  may  next  turn  to  the  subject  of  even 
greater  importance  than  infection,  namely,  that, 
of  resistance  or  immunity  to  disease.  It  was 
once  thought  that  some  individuals  were  im- 
mune against  infection  by  the  tubercle  bacilli, 
and  others  susceptible.  We  now  know  that 
anyone  can  be  infected,  but  that  many  have  a 
natural  or  acquired  resistance  to  this  disease. 
It  appears  also  true  that  from  childhood  to 
maturity  an  increasing  degree  of  resistance  ac- 
companies growth,  except  at  the  critical  ages 
previously  mentioned.  The  consequences  of  in- 
fection are,  therefore,  less  serious  in  full-grown 
persons.  They  are  endowed  with  stronger  de- 
fenses than  children,  and  these  are  quite  suffi- 
cient in  checking  the  spread  of  the  bacilli. 

Many  theories  have  been  held  about  the  blood, 
especially  the  white  corpuscles  and  their  power 
to  destroy  the  bacilli.  It  is  true  that  in  some 
diseases  the  bacteria  are  readily  destroyed  in 
the  blood  fluids  when  good  resistance  is  estab- 
lished. 

In  tuberculosis  the  matter  is  more  compli- 
cated because,  while  bacilli  no  doubt  do  die  in 
the  blood  under  the  influence  of  antagonistic 
ferments,  there  are  always  some  that  survive 
and  must  be  disposed  of  more  slowly,  if  at  all. 
The  exact  method  by  which  we  resist  tuberculo- 
sis in  the  cells  and  tissues  is  still  being  studied. 
Theories  held  at  one  time  are  not  tenable  now, 
but  each  year  brings  us  nearer  to  the  under- 
standing of  these  delicate  processes  in  the  cells 
of  the  body.  A  complete  knowledge  of  these 
things  is  necessary  before  we  can  work  out  the 
best  means  of  prevention  by  fortifying  the  body 
against  disease. 

It  follows  that  if  we  knew  how  the  healthy 
body  disposes  of  the  tubercle  bacilli,  we  could 
expect  to  know  what  was  lacking  in  those  who 
do  not  resist.  This  means  a  knowledge  of  sus- 
ceptibility,— what  it  means  in  terms  of  blood 
substances,  cells,  ferments  or  chemical  sub- 
stances. 

When  we  observe  flat  or  narrow-chested  per- 
sons, we  speak  of  them  as  predisposed  to  tuber- 
culosis. This  is  a  fact  without  much  explana- 
tion except  in  vague  terms,  such  as  deficient  ex- 
pansion, poor  circulation  or  displaced  organs. 

If  we  can  counteract  the  functional  defects, 
we  are  working  on  the  best  basis  that  we  know 


at  present.  It  is  entirely  conceivable  that  the 
real  predisposition  in  such  individuals  rests  on 
other  causes,  possibly  remediable  and  not  di- 
rectly the  result  of  flat  chests  or  other  deform- 
ities. Some  of  the  alleged  predispositions  to 
tuberculosis  are  indeed  the  results  of  early  in- 
fections by  the  disease  itself,  which  interfere 
with  normal  growth,  especially  of  the  jaw,  spine 
and  thorax.  We  also  know  that  some  degree  of 
immunity  to  pulmonary  tuberculosis  may  fol- 
low tuberculosis  in  other  parts  of  the  body,  par- 
ticularly the  lymph  glands  and  bones. 

This  observation  has  been  the  cause  of  much 
discussion  in  late  years.  The  first  years  of  life 
witness  a  gradual  development  of  resistance  to 
tuberculosis,  which  seems  in  many  cases  to  be 
due  to  a  species  of  vaccination.  Like  one  attack 
of  scarlatina  or  measles,  an  immunity  follows, 
of  greater  or  less  degree,  which  is  sufficient  to 
last  through  a  long  life.  In  the  beginning, 
tuberculosis  of  slight  amount  probably  acts  in 
the  same  way.  Subsequent  infections  are  less 
and  less  likely  to  occur  if  the  specific  influence 
set  in  action  by  the  first  one  is  still  working  to 
prevent  them.  One  'naturally  thinks  that  it 
would  be  desirable  to  have  a  universal  infec- 
tion for  this  reason.  The  difficulty  is  that  there 
is  no  certainty  that  either  the  dose  or  the  viru- 
lence of  the  bacilli  can  be  known,  and  that  the 
recipients  might  be  in  poor  condition  to  receive 
the  infection  safely. 

It  is,  therefore,  safer  to  do  away,  if  possible, 
with  all  danger  of  infection  at  any  time. 

Observations  have  been  made  to  show  that 
peoples  that  are  but  recently  civilized,  or  that 
are  still  little  in  contact  with  civilization  as  we 
know  it,  are  extraordinarily  susceptible  to  acute 
forms  of  tuberculosis.  This  is  true  of  the  In- 
dians of  the  Southwest,  the  Polynesians,  and  of 
many  nomadic  tribes  of  Asia. 

One  may  actually  fear  that  the  "back  to  na- 
ture" cult  may  have  other  than  social  objec- 
tions unless  the  world  were  made  safe  against 
the  bacillus.  We  may  be  well  assured  that  such 
an  involution  would  take  ages  to  produce.  As 
our  city  life  is  now  constituted,  much  undis- 
covered tuberculosis  must  prevail.  Students  of 
epidemiology  give  little  attention  to  it  because 
of  the  futility  of  attempts  to  control  it  by  law. 
Only  the  really  well-marked  cases  are  discov- 
ered unless  a  very  thorough  examination  is  in- 
stituted, such  as  has  been  done  in  Framingham. 
The  consequence  is  that  tubercle  bacilli  are  so 
commonly  present  that  few  people  escape  infec- 
tion, and  our  efforts  must  be  constant  to  build 
up  a  good  resistance,  while  diminishing  the 
dangers  of  infection  by  public  and  private  hy- 
gienic measures. 

One  reason  that  no  harm  follows  infection  in 
so  many  people  is  that  they  escape  other  dan- 
gers that  tend,  to  awaken  or  spread  an  innocent 
tuberculosis.  This  fact  must  be  carefully  noted. 
Severe  influenza,  measles,  whooping  cough, 
acute  bronchitis,  and  many  other  acute  respira- 
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tory  diseases  have  much  to  do  with  breaking 
down  the  normal  resistance.  Some  act  mechan- 
ically and  scatter  the  bacilli  by  means  of  the 
rapid  flow  of  blood  through  the  lymph  glands  at 
a  time  when  the  body  is  weak  from  combat  with 
another  infection.  Others  doubtless  exhaust 
some  important  functions  of  the  body  cells. 

This  will  also  occur  in  the  exposure  and  fa- 
tigue incident  to  the  war. 

It  has  been  believed  by  some  that  the  vaccina- 
tion against  smallpox  and  typhoid,  now  gener- 
ally applied  to  all  the  armies,  reduces  resistance 
to  tuberculosis.  While  theoretically  this  may 
be  true,  and  in  isolated  cases  the  coincidence  of 
an  outbreak  of  tuberculosis  following  vaccina- 
tion has  occurred,  there  are  too  many  benefited 
by  the  protection  against  these  diseases  to  op- 
pose these  measures.  The  chief  objection  to  it, 
as  now  applied,  is  that  it  must  be  done  on  a 
large  scale,  and  there  is  no  time  to  pick  those 
who  may  be  showing  symptoms  of  tuberculosis 
hitherto  unsuspected. 

To  summarize  in  review,  it  may  be  said  that 
resistance  to  tuberculosis  is  not  immunity  in 
the  _  absolute  sense.  The  resistance  is  natural 
or  inherited  in  part,  acquired  gradually  with 
growth  and  aided,  to  some  extent,  in  many  peo- 
ple, by  slight  infection.  It  may  be  broken  down 
by  other  diseases,  by  all  the  hardships  of  life,  by 
dissipation,  by  exposure  and  strain  of  war,  as 
well  as  by  underfeeding. 

"We  know  the  main  causes  of  breakdown  in  re- 
sistance, but  not  the  minute  changes  in  the 
body  that  make  for  protection  and  the  reverse. 

Finally,  I  should  like  to  remark  on  the  im- 
portant subject  of  prevention  of  infection  and 
the  treatment  of  those  afflicted  with  tuberculo- 
sis. 

Sputum  prophylaxis  is  the  chief  end  of  all 
measures  taken  to  destroy  the  bacilli.  This  is 
ascertained  beyond  question.  Were  it  possible 
to  destroy  all  sputum  as  fast  as  it  is  expelled,  a 
long  step  would  be  taken  in  prevention  of  tuber- 
culosis. There  is  a  widespread  campaign  of 
education,  which  has  already  lowered  the  death 
rate  perceptibly.  If  all  coughing  without  cov- 
ering the  mouth  could  be  stopped,  another  drop 
in  tuberculosis  mortality  might  be  expected.  If 
handkerchiefs  were  abolished  and  the  hands  of 
patients  kept  clean,  another  considerable  per- 
centage might  be  cut  off  the  death  rate. 

In  short,  if  the  personal  habits  of  the  open 
tuberculosis  patients  could  be  controlled,  a  very 
great  lessening  of  tuberculosis  should  be  ex- 
pected. What  would  this  involve?  It  would 
require  each  individual  to  expectorate  properly 
and  to  do  it  in  private,  when  possible;  to  use 
some  form  of  cuspidor,  preferably  of  paper;  to 
cough  as  gently  as  possible,  with  paper  or  cloth 
held  over  the  mouth  during  the  act,  especially 
when  indoors,  where  children  are  present,  and 
to  use  soap  and  water  frequently  on  hands  and 
month.  We  know  enough  about  tuberculosis 
now,  in  this  connection,  to  prevent  it  in  great 


measure.  The  problem  is  how  to  get  the  pa- 
tients to  do  these  simple  things. 

In  sputum  prophylaxis  perfection  cannot  be 
expected,  but  relative  perfection  has  been  and 
can  be  accomplished. 

It  may  be  impossible  in  a  home  where  the 
mother  is  ill,  but  quite  practicable  where  the 
father  or  one  of  the  children  is  the  invalid.  The 
social  customs  of  each  race  and  family  will  often 
determine  what  is  actually  done,  in  spite  of  de- 
tailed instructions.  Hence  the  slow  evolution 
of  the  careful  consumptive. 

Each  family  is  a  problem  by  itself,  and  each 
individual  presents  some  phase  different  from 
another.  Isolation  of  the  bad  cougher  is  im- 
perative where  small  children  are  present,  for 
the  spray  from  the  sputum  is  often  abundant, 
soiling  hands,  clothing,  and  contaminating  food 
at  the  table.  The  mouth  and  lips  are  probably 
less  often  coated  with  bacilli  than  is  generally 
believed,  and  healthy  adults  should  not  fear  in- 
fection from  those  sources. 

The  practice  of  using  a  mouth  wash  after 
raising  sputum  is  a  useful  adjunct,  though  of 
less  consequence  than  hand-washing,  in  my 
opinion. 

The  protection  of  food  from  flies,  and  from 
human  and  bovine  bacilli,  is  of  sufficient  im- 
portance to  the  infant  of  healthy  parentage,  to 
justify  stringent  laws.  Hence,  no  care  of  milk 
can  be  too  great,  nor  should  it  be  handled  by 
many  persons. 

When  infection  has  once  entered  the  home, 
it  is  a  question  what  can  be  done  for  the  chil- 
dren, to  avert  the  disease.  Here  may  be  prob- 
lems of  great  interest  for  the  teacher  and  social 
worker,  to  fit  these  children  for  occupations 
which  require  little  mental  and  physical  strain. 
Tuberculosis  can  be  bred  out  of  a  family  by 
feeding  abundantly,  and  vigorous  physical 
training  to  overcome  developmental  defects 
while  children  are  still  young.  Our  forefathers 
in  New  England  believed  firmly  in  the  heredi- 
tary transmission  of  the  disease,  and  many  are 
the  instances  of  youth  who  overcame  the  inher- 
ited weak  chest  or  poor  muscular  power  under 
the  guidance  of  the  family  physician.  They  were 
wise  in  their  generation. 

It  has  been  declared  impossible  to  prevent 
tuberculosis  unless  we  can  isolate  all  the  people 
who  have  it, — like  the  unfortunate  lepers  of 
Hawaii. 

If  that  be  so,  we  shall  doubtless  continue  to 
have  the  disease  for  many  centuries  to  come. 
What  is  forgotten  in  such  a  statement  is  the 
gradual  control  of  other  diseases  that  power- 
fully aid  if  they  do  not  actually  give  the  start 
to  tuberculosis;  also  the  lessening  of  poverty 
and  alcoholism,  as  well  as  much  improvement  in 
living  conditions.  All  of  these  factors  are 
actually  diminishing  the  incidence  and  severity 
of  tuberculosis,  so  that  hygiene  and  sanitation 
may  supplement  these  and  reduce  the  disease 
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in  the  face  of  a  certain  number  of  opportunities 
for  infection. 

It  has  been  the  dream  of  medical  scientists 
that  we  should  some  day  possess  a  specific  pre- 
ventive inoculation  which  would  confer  a  last- 
ing protection.  Many  experiments  have  shown 
that  certain  weak,  virulent  tubercle  bacilli, 
when  inoculated,  soon  die  out  or  become  healed 
and  for  the  time  being — possibly  for  a  year  or 
more — confer  a  heightened  resistance  against 
more  dangerous  infection. 

This  method  of  protective  inoculation  is  en- 
tirely analogous  to  modern  anti-typhoid  vacci- 
nation. It  is  not  so  applicable,  however;  the 
bacilli  are  apt  to  cause  unexpected  harm,  and 
reinoculation  is  necessary  to  maintain  the  im- 
munity, since  it  gradually  fades  away.  It  has 
been  tried  with  cattle,  but  the  success  was  short- 
lived and  it  is  now  considered  impracticable  and 
has  been  abandoned. 

Whether  or  not,  instead  of  a  protective  in- 
oculation we  may  discover  a  method  of  destroy- 
ing the  bacillus  in  the  body,  is  a  question  now 
uppermost  in  the  minds  of  the  laboratory  work- 
ers. This  hope  is  now  held  reasonable  because 
of  the  success  in  malaria  with  quinine  and  in 
syphilis  with  salvarsan.  Some  chemical  com- 
pound may  be  found  to  compass  our  dream  of 
the  conquest  of  tuberculosis.  Much  work  has 
already  been  done  and  will  be  continued  hope- 
fully. 

Until  that  goal  is  reached,  the  treatment  of 
tuberculosis  in  the  individual  patient  should  re- 
semble the  methods  of  Nature,  nor  should  we 
interfere  too  much  with  Nature  by  administer 
ing  depressing  drugs. 

Rest  is  the  first  requisite  in  active  or  pro 
gressive  disease.  It  is  well  supported  by  experi 
ence  and  experiment. 

Food  in  abundance  and  variety — we  have  no 
better  medicine. 

Fresh  air  and  light,  also  in  abundance. 

Regulated  exercise  during  convalescence  or 
quiescence  of  the  disease. 

Medication  for  symptoms  as  they  arise,  and 
chiefly  when  complications  cause  severe  pain  or 
distress. 

Lastly,  a  wise  physician,  gifted  with  common 
sense  and  understanding. 

These  are  the  great  principles  of  treatment, 
and,  doubtless,  they  will  be  required  as  ad- 
juncts of  the  greatest  specific  that  the  world 
may  yet  find. 


©rtgtnal  ArtirUs. 


THE  CARREL-DAKIN  METHOD  OP  TREAT- 
ING SEPTIC  WOUNDS;  ITS  APPLI- 
CATION TO  CIVIL  SURGERY  * 
By  G.  A.  Moore,  M.D.,  Brockton,  Mass.. 

Formerly  Assistant  Surgeon,  Service  B,  American 
Ambulance  Hospital,  now  Base  Hospital  No.  1, 
Neuilly-sur-Seine,  France. 

At  the  beginning  of  the  present  war,  wounds 
were  treated  according  to  classical  rules  plus 
a  certain  amount  of  "faith  in  God."  As  a  re- 
sult, the  number  of  deaths  from  sepsis  far  ex- 
ceeded the  fatalities  on  the  battlefield.  The 
fact  that  the  recent  wars  had  been  fought  on 
virgin  soil,  containing  few,  if  any,  pathogenic 
bacteria,  while  the  present  war,  especially  on 
the  western  front,  is  being  waged  over  ground 
that  has  been  under  intensive  cultivation  for 
years  and  contains  almost  every  conceivable 
variety  of  organisms,  was  at  first  given  scant 
attention. 

Later,  as  the  bacteriology  of  the  soil  was 
studied  and  the  mortality  statistics  from  sepsis 
told  their  terrible  story,  a  "stampede  of  dis- 
couragement" pervaded  the  ranks  of  military 
surgeons,  and  innumerable  ideas  for  combating 
sepsis  were  advanced.  Chief  and  worst  among 
these  were  the  mutilating  operations,  such  as 
amputations,  excisions  of  ends  of  bones  and  re- 
section of  joints, — a  revival  of  Civil  War  sur- 
gery in  the  United  States. 

By  the  introduction  of  these  methods  sepsis 
was  controlled  to  a  certain  extent,  but  there 
were  many  deaths  from  shock  and  a  large  num- 
ber of  those  who  survived  were  incapacitated 
for  life.  As  a  result,  military  surgeons  began 
to  look  about  for  some  effective  germicide  to 
control  sepsis  and  avoid  maiming  operations.  A 
host  of  new  and  old  preparations  of  varying 
germicidal  value  were  and  are  still  being  advo- 
cated. Some  of  these  are  claimed  to  be  so 
highly  germicidal  that  the  dressing  need  not  be 
changed  for  7  to  14  days,  thus  giving  the  pa- 
tient a  rather  offensive,  though  possibly  not 
dangerous,  pus  poultice.  A  certain  number  of 
these  antiseptics  have  been  tested  in  the  labora- 
tory and  found  to  be  of  value. 

It  may  be  of  interest  to  mention  briefly  a  few 
of  these  mixtures:  H.  Vincent1  recommends 
dusting  war  wounds,  after  mechanical  cleansing 
of  the  wound,,  with  a  powder  of  calcium  hypo- 
chlorite and  boric  acid,  1  and  10  parts.  He 
asserts  that  this  powder  has  a  powerful  steriliz- 
ing action  and  seems  to  ward  off  gas  gangrene. 
It  does  not  harm  living  tissues,  favors  cicatriza- 
tion, is  a  hemostatic  and  may  be  applied  di- 
rectly to  the  brain  without  harm. 

*  Extracts  from  papers  read  before  the  Middleboro  Medical 
Society,  March  14,  1917 ;  Fall  River  Medical  Society,  April  11, 
1917 ;  Brockton  Medical  Society,  May  10,  1917  ;  Hatherly  Medical 
Society,  May  29,  1917. 
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DeLbet  and  Antoine2  advocate  irrigating 
wounds  with  a  12%  solution  of  magnesium  chlor- 
ide, one  of  whom,  Delbet,  states  that  many 
wounds  have  been  sterilized  and  closed  by  this 
method.  These  authors  advise  irrigating  with  a 
weak  solution  of  acetic  acid  M  vii  to  1  liter  of 
saline  solution  if  the  reaction  of  the  discharge 
is  alkaline,  and  soda  bicarbonate  in  saline  solu- 
tion if  the  reaction  of  the  discharge  is  acid. 

Cheyrou3  favors  the  Menciere  method  of  forc- 
ibly spraying  all  crevices  of  a  wound,  after  the 
surgical  toilet  has  been  performed,  with  a  solu- 
tion composed  of  iodoform,  guiacol,  eucalyptol, 
Peruvian  balsam,  alcohol  and  ether.  This  has 
an  embalming  effect  on  the  tissues. 

•The  Lemaitre  method  of  painting  the  entire 
wound  surface  with  tincture  of  iodine,  after  me- 
chanical cleaning  out,  is  well  known  and  exten- 
sively used  in  civil  practice. 

Anderson  and  Chambers4  advise  the  use  of  a 
paste  composed  of  iodoform  gii ,  bismuth  sub- 
carbonate  §i,  and  liquid  paraffine.  This  is  to  be 
applied  after  cleaning  out  the  wound;  the  wound 
is  then  closed  with  interrupted  sutures.  These 
authors  report  most  gratifying  results  with  the 
use  of  the  paste. 

The  hypertonic  salt  solution  dressings  of  Sir 
Almroth  Wright  have  been  used  extensively  by 
British  surgeons.  This  method  has  been  de- 
scribed in  numerous  articles  by  the  author.  A 
very  illuminating  communication  on  saline  dress- 
ings has  been  written  by  Kenneth  Taylor5  which 
leaves  one  somewhat  in  doubt  as  to  the  efficacy 
of  this  method. 

During  the  early  months  of  the  war,  when  sep- 
sis was  taking  its  heaviest  toll  from  the  wound- 
ed, Carrel,  in  conjunction  with  Dakin,  began  his 
researches  on  the  treatment  of  war  wounds  witli 
hypochlorites  in  Tuffier's  Clinic  at  Hospital 
Reaujon  in  Paris.  And  to  him,  more  than  to 
any  man  in  the  present  war,  is  due  the  honor  of 
having  arrested  the  so-called  "stampede  of  dis- 
couragement," its  resulting  mutilating  opera- 
tions and  experimentation  during  this  period  of 
the  war. 

The  Carrel-Dakin  method  has  not  been  uni- 
versally adopted  in  French  hospitals,  but  where 
it  has  been  used  it  has  resulted  in  an  enormous 
decrease  in  the  number  of  septicemias,  amputa- 
tions, resections  of  bones  and  excision  of  joints. 
And  since  this  method  has  given  such  gratifying 
results  in  the  treatment  of  war  wounds  and  of- 
fers a  solution  to  some  of  the  problems  in  treat- 
ing sepsis  in  civil  practice  a  repetition  of  the 
method  of  making  Dakin 's  solution  and  the 
principles  of  the  application  of  the  Carrel 
method  of  treating  septic  wounds  seems  to  the 
writer  justifiable. 

The  Carrel  method  of  treating  wounds  is  based 
upon  the  fact  that  an  infected  wound,  by  me- 
chanical and  chemical  means,  can  be  sterilized 
or  rendered  free  from  bacteria  and  can  then  be 
closed  by  suture  or  adhesive  tape  as  is  done  with 
a  primary  aseptic  wound. 


By  mechanical  means  is  understood  the  thor- 
ough and  gentle  removal  of  all  infecting  mate- 
rial, such  as  pieces  of  clothing,  dirt,  fragments 
of  shell,  etc. ;  of  all  dead  tissue  and  free  frag- 
ments of  bone,  and  the  opening  up  of  all  crev- 
ices of  the  wound  where  bacteria  may  have 
lodged. 

By  chemical  means  is  understood  the  intro- 
duction into  all  crevices  of  the  wound,  by  means 
of  rubber  tubes,  of  a  solution  which  is  non-toxic, 
does  not  injure  healthy  tissues  but  dissolves  ne- 
crotic tissue  and  is  strongly  bactericidal. 

As  Desfossess  very  aptly  puts  it:  "Pasteur 
taught  surgeons  to  wash  their  hands;  Carrel  has 
taught  them  to  wash  wounds." 

For  some  time  before  the  outbreak  of  the  war 
Carrel  had  been  studying  the  sterilization  of  ex- 
perimental septic  wounds  in  dogs  at  the  Rocke- 
feller Institute.  As 'already  stated,  in  the  fall 
of  1914  Carrel  and  Dakin  began  the  study  of 
infected  war  wounds  at  Hospital  Beaujon  in 
Paris.  After  many  experiments  the  solution 
which  was  finally  accepted  was  prepared  in  the 
following  manner : 

140  gin.  of  dry  carbonate  of  soda  and  200  gm. 
of  chloride  of  lime  were  placed  in  a  bottle  with 
10  liters  of  water.  This  mixture  was  thoroughly 
shaken  for  one-half  an  hour  and  allowed  to  settle. 
Then  the  clear  liquid  was  siphoned  off  and  fil- 
tered through  cotton,  leaving  in  the  bottle  a  pre- 
cipitate of  calcium  carbonate.  Then  to  the  fil- 
trate was  added  40  gm.  of  boric  acid  and  the 
solution  was  ready  for  use.  This  solution  was 
unsatisfactory,  owing  to  the  variations  in  the 
amount  of  chlorine,  due  to  the  changes  in  the 
commercial  chloride  of  lime.  It  was  also  irri- 
tating, which  was  thought  to  be  due  to  the  boric 
acid. 

A  change  was  then  made  and  the  "200-100- 
80"  formula  was  used,  which  has  been  described 
in  many  articles  in  the  literature  and  which, 
unfortunately,  is  still  used  by  many  druggists 
and  hospital  pharmacists.  Like  the  first  mix- 
ture, this  solution  contained  a  varying  amount  of 
chlorine,  since  a  fixed  amount  of  chloride  of  lime 
was  used  in  each  mixture.  This  was  remedied 
by  Daufresne7  who  titrated  each  sample  of  chlor- 
ide of  lime  before  making  a  solution,  varying 
the  amount  of  chloride  of  lime  according  to  the 
amount  of  its  chlorine  content  with  a  correspond- 
ing variation  in  the  sodium  carbonate  and  so- 
dium bicarbonate.  This  was  the  method  which 
Daufresne  was  using  when  I  was  at  Carrel's  hos- 
pital in  Compiegne  in  January,  1917.  He  was 
experimenting  at  that  time  with  the  electroly- 
sis method,  which  has  since  been  used  by  one  or 
two  manufacturing  houses  in  the  United  States. 

The  armamentarium  necessary  for  making  the 
Dakin-Daufresne  solution  is  simple  and  can  be 
procured  at  comparatively  small  expense.  Fig- 
ure 1  shows  all  of  the  necessary  apparatus  ex- 
cept a  small  bottle  of  phenolphthalein.  A  thor- 
ough knowledge  of  inorganic  chemistry  is  not 
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Fig.  1. — Armamentarium  for  making  Dakin's  solution:  (1,  2)  bottles  for  making  small  amount; 
(3)  five-gallon  bottles  with  siphon  and  filter  set  up;  (4)  sodium  bicarbonate  and  chloride 
of  lime;  (.">)  sodium  carbonate;  (6)  20  g.  chloride  of  lime  in  one  liter  water;  (V)  liter 
measure;  (8)  three  small  graduates  for  measuring  e.c.  and  for  titration;  (9)  burette;  (10) 
1095    KI.  ;   (11)  n/10  hyposulphite  of  soda  ;  (12)  glacial  acetic  acid;   (13)  balance. 


necessary  in  making  the  solution,  as  many  have 
inferred  from  the  literature. 

'Ihe  steps  in  the  process  of  manufacture  are: 
After  mixing  the  chloride  of  lime  thoroughly, 
weigh  out  20  gm.  and  put  in  a  bottle  con- 
taining one  liter  of  ordinary  tap  water.  Al- 
low to  stand  6  to  12  hours,  shaking  2  or  3 
times;  then  filter  a  small  part  of  the  liter.  Take 
10  c.  c.  of  the  filtrate,  acid  to  this  in  a  beaker  20 
c.  c.  of  a  10%  solution  of  iodide  of  potassium 
and  2  c.  c.  of  glacial  acetic  or  concentrated  hy- 
drochloric acid.  This  will  give  a  mahogany- 
colored  mixture.  Then  fill  a  burette  with  N-10 
hyposulphite  of  soda,  such  as  radiologists  use  in 
fixing  x-ray  plates.  This  solution  is  made  by 
mixing  25  gm.  of  hypo,  with  1  liter  of  water 
Allow  the  N-10  hypo,  in  the  burette  to  fall,  drop 
by  drop,  into  the  mixture  of  chloride  of  lime, 
K I  and  acetic  in  the  beaker  until  it  is  completely 
decolorized.  Ordinarily,  this  should  take  from 
12  to  14  c.  c.  of  the  hypo.  The  number  of  c.  c. 
of  hypo,  used,  mutiplied  by  1.775,  will  give  the 
per  cent,  of  chlorine  in  100  gm.  of  chloride  of 
lime.  Thus,  if  13.5  c.  c.  of  N-10  hypo,  were  used 
in  decolorizing,  the  per  cent,  of  chlorine  in  the 
sample  of  chloride  of  lime  would  be  23.96.  By 
using  the  table  (see  Figure  2)  given  by  Dau- 
fresne  for  making  10  liters  of  solution,  it  is  found 
that  for  24%  we  need  to  use  chloride  of  lime  192 
gm.,  dry  carbonate  of  soda  96  gm.  and  bicarbo- 
nate of  soda  80  gm.  Had  we  used  the  "200-100- 
80"  formula,  we  would  have  had  a  mixture  con- 
taining more  than  the  required  amount  (0.45% 
to  0.5%)  of  chlorine,  which  would  have  been  ir- 
ritating on  application.    Next,  put  the  192  gm. 


Quantities  to  Employ  in   Preparing  10  Liters  of 
Dakin's  Solution  at  0.45  to  0.5%  CIONA. 


Titration 

Chloride 

Dry  Carbon- 

Bicarbonate 

of  Chlor- 

of Lime 

ate  of  Soda 

of  Soda 

ide  OF  LlJIE 

20 

230  G 

115  G 

96  G 

21 

220 

110 

92 

22 

210 

105 

88 

23 

200 

100 

84 

24 

192 

96 

80 

25 

184 

92 

76 

26 

177 

89 

72 

27 

170 

85 

70 

28 

164 

82 

68 

29 

159 

80 

66 

30 

154 

77 

64 

31 

148 

74 

62 

32 

144 

72 

60 

33 

140 

70 

59- 

34 

135 

68 

57 

35 

132 

66 

55 

36 

12S 

64 

53 

37 

124 

62 

52 

Fig.  2. — Daufresne's  Table. 

chloride  of  lime  in  a  bottle  with  5  liters  tap  water 
and  the  sodium  carbonate  and  sodium  bicarbo- 
nate in  another  bottle  containing  5  liters  of  water. 
Shake  these  bottles  from  time  to  time,  and  allow 
(o  stand  6  to  12  hours.  At  the  end  of  this  time, 
pour  the  contents  of  one  bottle  into  the  other, 
shake  and  allow  to  stand  about  one-half  an  hour 
until  the  precipitate  has  settled  to  the  bottom. 
Then  siphon  off  the  clear  fluid,  filtering  it 
through  a  double  filter  paper  into  another  bottle, 
?nd  the  Dakin's  solution  is  ready  for  use.  This 
solution  should  contain  from  0.45%  to  0.59* 
chlorine.  To  test  this  for  chlorine,  titrate  as  be- 
fore, using  10  c.  c.  of  the  Dakin's  solution.  The 
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number  of  c.  c.  of  hypo,  used  should  be  multi- 
plied by  0.03725  to  give  the  per  cent,  of  chlor- 
ine. Thus,  if  13  c.  c.  of  hypo,  is  used :  13.5  X 
0.03725  =  0.50%  of  chlorine.  To  test  the  reac- 
tion of  the  solution,  take  a  few  c.  c.  in  a  beaker, 
drop  into  it  a  few  grains  of  powdered  phenol- 
phthalein  and  shake.  If  the  solution  has  been 
properly  prepared  there  should  be  no  coloration, 
while  Javelle  water  and  Labarraque's  solution 
will  give  an  intense  red,  indicating  the  pres- 
ence of  free  caustic  soda.  The  preparation  of 
Dakin's  solution,  according  to  Daufresne's 
method,  in  the  writer's  opinion,  is  simple,  does 
not  require  a  special  knowledge  of  chemistry 
and  has  been  given  here  because  of  the  per- 
sistent idea  in  the  minds  of  many  surgeons,  who 
have  not  seen  it  prepared  at  Carrel's  hospital, 
that  its  preparation  is  beyond  the  grasp  of  any 
but  well-trained  chemists  or  pharmacists. 

In  many  of  the  smaller  French  hospitals  where 
it  is  used,  Dakin's  solution  is  made  by  the  sur- 
geons or  nurses,  and  in  Turner's  hospital  at  St. 
Germain  where,  next  to  Carrel's  hospital,  I  saw 
the  best  results  obtained  with  the  Carrel-Dakin 
method  of  any  hospital  that  I  visited,  the  Dakin's 
solution  was  prepared  by  a  French  orderly. 

As  compared  with  Dichloramine-T,  Dakin's 
more  recent  antiseptic,  the  manufacture  of  the 
Dakin-Daufresne  solution  is  simplicity  itself.  Di- 
chloramine-T may  prove  to  be  less  expensive 
as  a  dressing  for  infected  wounds  than  the 
Dakin-Daufresne  solution,  but  under  the  pres- 
ent conditions  in  England  and  France  it  can 
never  have  the  popularity  that  Dakin's  solution 
has  had,  since  during  the  time  that  I  was  in 
France,  Chloramine-T,  a  substance  very  similar 
to  Dichloramine-T,  was  almost  unavailable  and, 
second,  it  can  be  prepared  only  in  a  well- 
equipped  laboratory  under  a  very  painstaking 
technic.  Two  of  the  requisites,  especially  at  the 
present  time,  for  an  antiseptic  to  be  extensively 
used  are  simplicity  of  manufacture  and  avail- 
ability.9 The  cost  of  Dakin's  solution  is  quite 
a  factor  when  it  is  used  as  extensively  as  in 
French  hospitals.  Carrel,10  in  his  recent  book, 
gives  the  cost  as  .006  or  3-5  of  a  cent  per  liter. 
Buying  the  materials  at  retail  prices,  I  have 
found  the  cost  to  be  about  9-10  of  a  cent  per 
liter. 

The  question  of  the  proper  method  of  prepar- 
ing a  wound  for  the  instillation  of  Dakin's  solu- 
tion is  one  over  which  there  is  still  some  con- 
troversy between  the  radicals  and  conservatives. 
At  first,  there  was  such  implicit  faith  in  the 
power  of  the  solution  that  very  little  was  done 
to  a  wound  aside  from  removing  infectins;  ma- 
terial. The  unsatisfactory  results  which  fol- 
lowed caused  a  revival,  to  some  extent,  of  the 
mutilating  operations  done  following  the  wave 
of  sepsis  of  the  first  few  months  of  the  war;  such 
as  excisions  of  the  ends  of  bones  for  fractures 
near  and  communicating  with  joints,  wide 
debridement  of  the  path  of  the  projectile  and 
removing  bone  fragments,  tendons  and  muscles. 


As  examples  of  this  method,  I  have  seen  a  bullet 
wound  through  the  shaft  of  the  tibia,  about  3  or 
4  inches  from  the  lower  end  of  the  bone,  treated 
by  a  removal  of  half  of  the  shaft  of  the  bone 
from  the  wound  down,  including  the  articular 
surface  of  the  lower  end  of  the  tibia.  Also,  ex- 
cision of  the  head  of  the  humerus  for  comminut- 
ed fracture  of  the  upper  portion  of  the  shaft. 
Such  operations  are  pretty  likely  to  remove  most 
of  the  infected  tissues  so  that  there  is  little- 
trouble  from  sepsis,  but  they  leave  a  badly 
crippled  limb  requiring  extensive  reconstruction 
work  later  on.  Gradually,  the  pendulum  has 
swung  back  to  a  more  conservative,  rational  pro- 
cedure. Fewer  amputations  for  severe  fractures 
of  the  long  bones,  without  injury  to  the  main 
blood  vessels,  are  done,  and  the  number  of  ex- 
cisions of  the  ends  of  bones  has  grown  less. 

The  preparation  of  a  wound  consists  of,  first, 
full  anesthesia  and  rigid  aseptic  precautions; 
then  the  removal  of  the  torn  skin  edges  of  the 
wound,  either  with  scissors  or  scalpel,  opening 
the  skin  and  soft  parts  by  a  generous  incision; 
removal  of  all  foreign  matter,  such  as  clothing, 
dirt,  grass  and  fragments  of  shell;  opening  up 
and  exploring  all  crevices  of  the  wound ;  re- 
moval of  dead  and  soiled  tissue  and  small  un- 
attached fragments  of  bone.  Fragments  of  bone 
attached  to  periosteum  are  left  in  situ.  This  is 
followed  by  careful  hemostasis  of  the  entire 
wound,  as  Dakin's  solution  dissolves  blood  clots 
and  may  cause  secondary  hemorrhage.  Carrel 
advises  the  use  of  chromic  catgut  for  ligatures 
as  it  resists  the  action  of  Dakin's  solution  best. 
This,  in  brief,  is  the  method  employed  by  con- 
servative surgeons.  It  does  not  give  the  bril- 
liant results  in  avoiding  sepsis  and  the  early 
healing  of  the  wounds  that  the  wide  debride- 
ments and  excisions  give,  but  it  gives  a  better 
functioning  limb  and  less  reconstructive  work 
after  any  sepsis  is  controlled. 

Through-and-through  drainage  should  always 
be  avoided,  where  possible,  as  better  results  are 
obtained  where  the  solution  stagnates  in  contact 
with  all  parts  of  the  wound  and  is  renewed  by 
fresh  solution  every  two  hours.  The  irrigation 
tubes  in  such  a  wound  should  be  carried  to  the 
bottom  of  the  wound  so  that  the  fresh  solution 
is  injected  into  the  depth  of  the  wound,  thus 
forcing  out  all  necrotic  material,  discharge  and 
old  solution. 

In  regard  to  the  apparatus  necessary  for  the 
instillation  of  the  solution,  I  am  not  of  the 
opinion  that  the  exact  apparatus,  as  prescribed 
by  Carrel,  is  essential  to  success;  that  any  in- 
fringement on  his  rules  "spells  failure."  Glass 
tubes,  2  to  6  branches  distributors,  and  storage 
tanks  made  by  Fontaine  or  Gentile  of  Paris,  or 
by  some  of  the  commercial  houses  in  the  United 
States,  add  much  to  the  appearance  of 
the  dressing,  but  have  no  bearing  on  the  result. 

The  absolute  essential  in  doing  a  dressing,  as 
in  all  apparatus  used  about  the  wound,  is  asep- 
sis.   Whether  rubber  tubes  4  mm.  in  diameter 
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or  3  mm.  are  used;  whether  the  syringe  de 
Gentile  or  a  syringe  of  the  Triumph  variety  is 
used;  so  long  as  air-tight  asepsis  is  preserved, 
the  results  will  be  the  same.  The  old  axiom 
that  however  septic  a  wound  may  be,  new 
strains  of  bacteria  may  be  added,  is  accepted 
literally  by  the  men  who  really  follow  Carrel's 
technic.  All  dressings  should  be  done  with 
sterile  instruments,  hemostats  or  forceps;  ster- 
ile gloves  are  worn,  but  never  should  come  in 
contact  with  the  wound  or  any  of  the  dressing 
materials  used. 

After  removal  of  the  soiled  dressing,  the  skin 
about  the  wound  is  cleaned  with  naphtha,  then 
the  skin  near  the  wound  and  the  wound  itself 
are  washed  with  sterile  pledgelets  of  cotton  wet 
with  salt  solution  or  neutral  oleate  of  soda,  fol- 
lowed by  salt  solution.  If  the  wound  is  a  cav- 
ity or  sinus,  it  should  be  irrigated  with  Dakin's 
solution.  After  drying  the  skin  about  the 
wound,  it  is  covered  with  sterile  yellow  vaseline 
spread  on  with  a  sterile  throat  stick  or,  as  is 
more  frequently  done,  the  skin  is  covered  about 
the  wound  with  a  two-inch  bandage  which  has 
been  cut  into  six-inch  strips,  saturated  with 
yellow  vaseline  and  sterilized.  If  the  wound 
is  on  the  upper  side  of  a  limb  the  skin  on  the 
under  side  of  the  limb  should  be  protected  with 
vaseline,  as  Dakin's  solution  is  irritating  to 
some  patients'  skins.  If  the  skin  is  not  thor- 
oughly protected  with  vaseline,  small  pustules 
form,  which  are  uncomfortable  and  delay  heal- 
ing. 

The  wound  is  now  ready  for  placing  the  irri- 
gating tubes.  Formerly,  in  surface  wounds  a 
thin  layer  of  gauze  was  placed  over  the  wound 
to  keep  the  wound  saturated,  and  the  tubes 
placed  on  this.  It  was  found  that  a  thin  film  of 
muco-pus  formed  on  the  side  of  the  gauze  uext 
to  the  wound,  which  prevented  the  solution 
from  coming  in  contact  with  the  wound  when 
injected.  In  surface  and  penetrating  wounds 
or  cavities  drained  from  the  upper  surfaces  of 
a  limb,  rubber  tubes  should  be  placed  in  contact 
with  the  wound.  The  tubes  on  surface  wounds 
should  be  tied  off  at  the  distal  end  and  be  per- 
forated with  1  mm.  holes  one-half  inch  apart,  the 
length  of  the  tube  corresponding  with  the  size 
of  the  wound,  so  that  when  solution  is  injected, 
it  is  sprayed  over  the  wound.  Enough  tubes 
should  be  used  to  insure  spraying  the  entire 
wound.  In  wounds  with  a  cavity  or  sinus 
draining  from  the  superior  aspect  of  the  limb, 
an  open-end  tube  with  no  perforations  in  the 
walls  should  be  used.  If,  as  occasionally  occurs 
,in  a  sinus  wound,  the  sinus  attempts  to  close 
near  the  surface,  leaving  an  infected  cavity  be- 
low, the  sinus  should  be  enlarged,  two  large 
tubes  inserted  to  prevent  closure  and  the  Carrel 
tube  placed  between  these.  In  surface  wounds 
which  are  not  horizontal  as  the  patient  lies  in 
bed,  care  should  be  exercised  in  placing  the 
tubes  that  they  remain  at  the  upper  part  of  the 
wound,  so  that  the  solution  runs  down  over  the 


wound  when  injected.  If  this  precaution  is  not 
taken,  the  upper  part  of  the  wound  will  not  be 
flushed  when  the  solution  is  injected,  and  the 
result  vitiated. 

In  dressing  perforating  wounds,  if  extending 
from  the  superior  to  the  inferior  aspect  of  a 
limb,  the  orifice  on  the  inferior  aspect  should  be 
packed  with  gauze  to  prevent  the  solution  run- 
ning out  at  once,  or  the  wound  should  be  filled 
with  gauze  and  a  perforated  tube  inserted  in  the 
center  of  the  gauze  so  that  the  gauze  is  kept 
soaked  with  solution. 

Perforating  wounds  after  the  wound  on  the 
superior  aspect  has  healed,  or  wounds  penetrat- 
ing the  inferior  aspect  of  a  limb,  are  best  treat- 
ed by  placing  the  patient  in  the  ventral  posi- 
tion. This  point  was  well  illustrated  in  one  of 
my  patients,  a  case  of  compound  fracture  of 
the  shaft  of  the  femur  with  a  perforating 
wound,  the  wound  on  the  inferior  aspect  of  the 
leg  healing  rapidly  when  the  patient  was  placed 
in  the  ventral  position.   See  Figure  3. 


Fig.  3. — Compound    fracture    of    left    femoral    shaft,  perforating 

wound  by  eclat  d'obus ;  wound  on  superior  surface  healed,  wound 
on  inferior  surface  treated  by  ventral  position  with  extension  in 
usual  way.     Rapid  healing. 


Perforating  wounds  are  difficult  to  treat  by 
the  Carrel  method  as  the  gauze  placed  within 
the  wound  is  saturated  with  Dakin's  solution 
diluted  with  muco-pus  from  the  wound,  which 
is  found,  on  taking  smears  from  it,  to  contain 
many  bacteria.  This  fact  is  made  much  of  by 
Delbet11  in  his  criticisms  of  the  Carrel  method. 
In  such  cases  smears  taken  from  the  wound  sur- 
faces show  a  successively  decreasing  bacterial 
count,  which  Delbet  does  not  take  into  con- 
sideration. 

The  Dakin's  solution  may  be  conveyed  to  the 
wound  by  means  of  a  syringe,  injecting  each 
tube  separately.  This  method  is  less  effective 
than  other  methods,  as  there  is  danger  of  con- 
taminating the  outer  end  of  the  tube  in  the 
dressing.  It  is  much  more  work  than  the  sec- 
ond method.    Also,  in  some  hospitals  I  have 
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seen  the  same  syringe  and  bottle  containing  the 
solution  carried  from  one  patient  to  another. 
This  is  mentioned  only  to  be  condemned,  as 
there  is  always  danger  of  infecting  the  syringe 
when  the  solution  is  injected.  AVhere  the  syr- 
inge method  is  nsed,  there  should  be  a  separate 
syringe  and  bottle  of  Dakin's  solution  for  each 
patient. 

The  second  method  consists  in  connecting  the 
tubes  entering  the  wound  with  distributors  (see 
Figure  4),  these  to  be  connected  by  rubber  tub- 
ing with  a  storage  flask  placed  some  18  inches 
to  2  feet  above  the  level  of  the  wound.  By 
opening  a  pinchcock  on  the  tubing  the  solution 
is  allowed  to  flow  into  the  wound.  This  method 
of  flushing  the  wound  can  be  carried  out  by 
orderlies  in  the  hospital. 


FlG-  *• — Tuffier   automatic   irrigator   attached    to   tube  from  tank 
above  and  to  tube  leading  to  distributor  to  wound. 

Tuffier12  has  devised  a  very  ingenious  auto- 
matic irrigator  (see  Figure  4)  which  flushes 
the  wound  every  two  hours.  This  device  elimi- 
nates considerable  work  for  nurses  and  orderlies 
of  irrigating  wounds  by  syringe  or  gravity.  It 
is  simply  a  small  glass  tube  bent  in  the  form  of 
a  U  to  act  as  a  siphon,  within  a  large  tube 
which  serves  as  a  storage  tank.  This  irrigator 
is  connected  witli  the  large  storage  tank  above 
and  the  tube  going  to  the  wound  below.  By 
means  of  a  pinchcock  the  solution  is  allowed  to 
drop  into  the  irrigator  from  the  tank  above  so 
that  the  irrigator  is  filled  every  two  hours. 
When  it  is  full  the  siphon  in  the  irrigator 
empties  it.  These  are  made  in  different  sizes, 
from  one-half  to  two  ounces. 

The  effectiveness  of  the  treatment  is  con- 


firmed by  means  of  smears  of  the  pus  taken 
from  the  worst  part  of  the  wound.  These 
smears  are  stained  with  methylene  blue  and  the 
bacteria  counted  under  a  microscope.  The 
progressive  decrease  in  the  number  of  bacteria 
per  microscopic  field  is  proof  of  the  progress 
of  sterilization  of  the  wound.  If  the  infection 
is  a  staphylococcus,  the  wound  can  be  closed  if 
the  count  shows  1  microbe  to  10  microscopic 
fields  on  three  successive  counts.  If  the  organ- 
ism is  a  streptococcus  or  bacillus,  the  wound 


should  not  be  closed  until  no  microbes  are  found 
in  the  smear.  These  wounds  are  not  bacterio- 
logically  sterile,  as  in  many  cases  they  will  show 
bacteria  culturally,  but  for  practical  purposes 
of  closure  they  are  sterile.  It  is  unnecessary  to 
wait  until  a  wound  is  culturally  sterile  before 
attempting  closure. 

The  methods  of  closure  of  wounds  are  simple : 
First,  non-operative,  by  drawing  the  wound 
edges  together  with  adhesive  bands.  This 
method  is  slow  and  frequently  results  in  consid- 
erable scar  on  healing.  The  second  method,  op- 
erative, •  consists  in  cutting  around  the  border 
of  the  wound  with  a  scalpel.  The  line  of  in- 
cision should  be  just  in  the  border  of  the 
healthy  skin.  Then  with  scissors  excising  the- 
thin  margin  of  skin  and  new  epithelium  between 
the  line  of  incision  and  granulations  of  the 
wound ;  after  that,  mobilizing  the  skin  about 
the  wound  in  the  layer  of  subcutaneous  fascia 
and  approximating  the  skin  edges  with  suture. 
The  skin  edges  should  be  approximated  over  the 
granulations.  Care  should  be  taken  in  the  op- 
eration to  injure  the  granulations  as  little  as 
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possible.  It  has  been  found  that  removing 
granulations  is  frequently  attended  with  poor 
results.  This  method  gives  a  flexible  linear  sear 
without  contraction. 

The  results  of  the  Carrel-Dakin  method  of 
treatment  may  be  conveniently  grouped  under 
two  headings: 

1.  A  saving  of  men. 

2.  A  saving  of  money. 

It  has  been  found  that  with  this  method  of 
treatment  many  limbs  can  be  saved  which  for- 
merly were  amputated,  thus  eliminating  many 
severe  operations  when  a  patient  was  in  shock 
following  a  wound.  Septicemias  and  abscesses 
following  wounds  have  been  greatly  reduced. 
At  Carrel's  hospital,  from  December  1,  1915,  to 
October  1,  1916,  there  were  only  three  abscesses 
following  wound's  and  three  amputations  neces- 
sitated by  septicemia.  Better  results  than  these 
can  be  obtained,  as  shown  by  Uffolz,13  where 
the  Carrel-Dakin  method  is  used  at  the  front 
and  can  be  instituted  within  six  hours  after  thp 
patient  is  wounded. 


Fio.  6. — Coup-de-hachc  amputation  following  compound  fracture 
of  shaft  of  femur,  secondary  hemorrhage,  ligation  of  femoral 
arterv  resulting  in  gangrene. 


From  an  economic  viewpoint  the  closure  of 
wounds  of  soft  parts  and  compound  fractures, 
after  infection  has  been  subdued,  and  the  re- 
sulting healing  by  primary  iniion,  is  an  enor- 
mous saving  over  older  methods  of  treatment. 
Carrel,  Depage14  and  others  have  reported  clos- 
ing wounds  of  soft  parts  in  5  to  20  days  after 


instituting  the  treatment,  which  would  have  re- 
quired many  weeks  to  cicatrize.  Compound 
fractures  were,  in  many  cases,  closed  in  from 
1")  to  25  days,  which  would  have  required  6  to 
8  months  to  heal  by  older  methods  of  treatment 
— a  saving  of  from  50  to  70%  (Carrel)  in  the 
cost  of  treatment.  A  greater  benefit  still  from 
this  treatment  is  in  the  improved  function  of 
limbs  as  compared  with  other  methods.  This 
results  in  a  greater  probability  of  the  patient's 
being  able  to  earn  a  living  after  convalescence 
and,  at  the  same  time,  a  decrease  in  pensions. 

A  wound  that  requires  six  months  to  heal,  in 
most  cases,  forms  more  scar  tissue  and  is  more 
liable  to  contracture  than  a  similar  wound 
which  heals  in  four  weeks.  Also,  a  compound 
Fracture  which  requires  6  to  8  months  to  unite 
and  heal  gives  promise  of  less  favorable  ulti- 
mate results  than  one  healing  in  six  weeks. 

Reviewing  briefly  the  Carrel-Dakin  method  of 
treating  wounds,  we  have,  first,  a  solution  that 
is  simple  and  easy  to  make:  which  does  not  re- 
quire a  well-equipped  laboratory  or  a  special 
knowledge  of  chemistry;  second,  the  ingredients 
of  which  it  is  made  are  always  available.  In 
regard  to  the  method :  in  the  hospitals  and  dress- 
ing stations  where  it  has  been  used,  it  has 
proven  that  the  inevitable  sepsis  following  war 
wounds  can  be  controlled ;  that  many  of  the 
maiming  operations  which  were  done  in  the 
early  months  of  the  war  to  avoid  sepsis  were 
unnecessary;  and  that  the  mortality  from  sepsis 
can  be  greatly  decreased  as  compared  with  older 
methods. 

While  the  men  who  have  studied  this  method 
of  treating  wounds  at  Compiegne  have  written 
little  of  the  results  of  its  use  in  civil  practice, 
one  would  expect  that  the  method  would  give 
as  good  results  in  killing  domestic  bugs  as  mili- 
tary bugs. 

Tuffier  was  using  Dakin's  solution  on  all  of 
his  empyemas  on  his  service  last  winter  at  Hos- 
pital Beaujon.  His  method  was  to  fill  the  in- 
fected chest  with  Dakin's  solution  each  morn- 
ing and  allow  it  to  remain  about  one-half  hour, 
then,  turning  the  patient,  allow  the  solution 
to  run  out.  I  have  treated  three  empyemas  re- 
cently by  this  method,  with  very  gratifying  re- 
sults. There  was  a  rapid  decrease  in  the 
amount  of  discharge,  an  improvement  in  septic 
symptoms  and  an  expansion  of  the  lung  at  an 
earlier  date  than  is  usually  seen.  The  latter 
symptom  was  very  noticeable  in  Tuffier 's  cases, 
as  he  had  x-rays  taken  at  different  periods 
showing  the  expansion  of  the  lung. 

In  appendix  abscess,  my  experience  has 
proven  that  the  Carrel-Dakirr  treatment  should 
be  used  only  on  selected  cases.  In  cases  where 
the  appendix  has  been  removed  and  the  abscess 
drained  without  much  injury  to  the  intestinal 
wall,  the  cigarette  wicks  can  safely  be  removed 
about  the  fifth  day  and  Carrel  tubes  inserted. 
The  injection  of  Dakin's  solution  causes  a  sud- 
den disappearance  of  fecal  odor  and  rapid  heal- 
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Fig.  7. — Drained   appendectomy  wound,  unhealed  after  12  weeks' 
treatment,  healed  in  2%  weeks  under  Carrel-Dakin  treatment. 


ing  of  the  wound.  But  in  eases  where  the  ap- 
pendix has  been  removed  with  difficulty,  with 
separation  of  many  adhesions  and  injury  to 
visceral  peritoneum,  the  injection  of  Dakin's 
solution  by  dissolving  sloughing  tissue  may  re- 
sult in  a  fecal  fistula  or  hemorrhage,  as  oc- 
curred in  two  of  my  cases. 

The  use  of  Dakin's  solution  in  the  treatment 
of  puerperal  sepsis  has  been  described  by  Sher- 
man.15 

In  sepsis  of  the  extremities  and  localized  sep- 
sis, such  as  boils  and  carbuncles,  it  has  been 
most  effective,  provided  the  infected  area  is 
laid  open,  allowing  the  solution  to  have  free 
access  to  all  parts. 

In  conclusion,  it  can  be  truly  said  that  no  other 
method  of  treating  wounds  in  the  present  war 
has  withstood  the  test  of  time  and  application 
under  every  existing  condition  and  by  many 
different  surgeons  that  the  Carrel-Dakin  method 
has.  Owing  to  the  rather  painstaking  technic, 
it  is  not  the  ideal  treatment;  but  where  it  is 
carried  out  according  to  the  rules  laid  down  by 
Carrel,  the  results  have  been  uniformly  better 
than  by  other  methods  thus  far  used.  Its  adop- 
tion in  civil  practice,  in  preference  to  the  older 
methods  of  treating  sepsis,  will,  in  the  writer's 
opinion,  be  attended  with  equally  gratifying  re- 
sults. 
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SURGERY  OF  THE  BILIARY  TRACT. 

By  J.  Emmons  Beiggs,  M.D.,  F.A.C.S.,  Boston. 

The  primary  object  of  a  hospital  is  the  care 
of  the  sick.  Our  large  university  hospitals 
have  another  equally  important  mission, — the 
instruction  of  the  medical  profession.  The 
vast  amount  of  clinical  material  should  be  util- 
ized for  the  advancement  of  medical  knowledge, 
both  in  clinical  teaching  and  in  contributions  to 
literature. 

My  admiration  for  the  Mayos  is  greatly  aug- 
mented by  the  Mayo  Clinics  and  their  prolific 
contributions  to  medical  literature.  They  have 
greatly  enriched  the  archives  of  surgery 
through  the  vastness  of  their  clinical  experience. 
We  cannot  all  present  our  conclusions  with  the 
authority  of  a  Mayo;  we  who  must  draw  our 
deductions  in  the  surgery  of  the  thyroid, 
stomach,  gall-bladder,  etc.,  from  a  total  with  a 
decimal  point  at  least  once  removed. 

This  should  not  deter  any  surgeon  from  the 
responsibility  of  contributing  his  quota  to  the 
general  fund  of  medical  knowledge,  for  if  it 
does  "take  nine  tailors  to  make  a  man"  even 
so,  "the  ninth  of  a  man  then  you  are." 

For  years,  the  medical  journals  have  con- 
tained many  articles  on  the  surgery  of  the 
biliary  tract.  Nearly  all  such  papers  resolve 
themselves  into  a  discussion  of  cholecystotomy 
versus  cholecystectomy.  The  tendency  to  grav- 
itate in  this  direction  reminds  one  of  the  pro- 
pensity of  the  clerical  mind  in  early  New  Eng- 
land to  discuss  the  efficacy  of  infant  baptism. 
The  last  word  has  not  been  said,  but  the  ex- 
perienced surgeon  finds  abundant  opportunity 
for  the  employment  of  both  operations. 

Several  years  ago,  the  tendency  was  strongly 
in  favor  of  cholecystctomy  as  the  safer  and 
more  rational  procedure.  Even  the  influence 
of  the  Mayo  Clinic  was  thrown  in  this  direc- 
tion. More  recently,  the  pendulum  has  swung 
toward  cholecystectomy,  in  view  of  the  larger 
percentage  of  radical  cures. 

It  would  seem  that  before  discussing  the  rel- 
ative merits  of  two  operations,  one  conserving 
and  the  other  extirpating  the  gall-bladder,  we 
might  with  profit  dwell  for  a  moment  upon  the 
physiological  importance  of  the  gall-bladder. 


Vol.  CLXXVIII,  No.  4]       BOSTUN  MEDICAL  AND  SURGICAL  JOURNAL 


117 


Physiology  teaches  us  that  the  gall-bladder 
serves  as  a  reservoir  for  the  storage  of  bile 
while  it  is  not  needed,  and  that  during  diges- 
tion the  contractions  of  the  gall-bladder  express 
the  bile  into  the  duodenum.  This  theory  is 
refuted  on  the  ground  that,  were  this  the  func- 
tion of  the  gall-bladder,  its  capacity  would  be 
far  'greater.  With  40  ounces  as  an  average 
''daily  output  of  bile,  a  gall-bladder  with  a 
l-4Jfpacity  of  only  one  or  two  ounces  must  be  a 
negligible  factor  as  a  storage  container. 
Moreover,  the  muscular  coats  of  the  gall-blad- 
der are  not  constructed  so  that  contractions  of 
these  muscles  are  capable  of  emptying  this  vis- 
cus.  That  the  gall-bladder  may  act  as  a  ten- 
sion bulb,  thus  protecting  the  parenchyma  of 
the  liver  from  the  evil  influences  of  back  pres- 
sure, has  more  to  commend  it.  Perhaps  the 
distention  of  the  common  duct  after  a  chole- 
cystectomy, as  described  by  Judd,  and  in  one 
case  observed  by  the  writer,  may  be  Nature's 
method  of  compensating  for  the  loss  of  the  gall- 
bladder. 

But  whatever  arguments  pertain  in  regard 
to  the  physiological  importance  of  a  healthy 
trail-bladder,  come  to  naught  in  reference  to 
the  treatment  of  the  diseased  gall-bladder. 
When  diseased,  the  normal  muscle  tone  of  the 
organ  is  altered ;  its  walls  are  thickened  and  in- 
elastic. Cicatricial  tissue,  the  result  of  long- 
'continued  irritation  and  inflammation,  im- 
mobilizes the  organ  and  diminishes  its  capacity. 
Gallstones  encroach  upon  its  lumen,  and  in- 
flammatory processes;  occasion  extensive  ex- 
ternal adhesions. 

We,  therefore,  have  no  argument  with  the 
physiologist,  as  to  the  desirability  of  conserv- 
ing a  functionating  gall-bladder.  We  are  con- 
cerned rather  with  a  pathological  problem, 
whether  a  diseased  organ  can  safely  be  left  in 
the  abdominal  cavity.  Upon  this  premise,  we 
shall  have  something  to  say.  Logically,  the  de- 
gree of  pathology  which  is  encountered  must 
regulate  our  conduct  in  determining  whether  to 
extirpate  the  gall-bladder,  or  to  drain. 

It  is  now  generally  understood  that  the  fol- 
lowing conditions  demand  the  removal  of  the 
gall-bladder: 

Obliteration  of  the  cystic  duct  resulting  in 
hydrops ; 

Suppuration     within     the  gall-bladder, 
known  as  empyema; 
Gangrene ; 

Carcinoma  when  limited  to  the  gall-blad- 
der wall; 

Strawberry  gall-bladder,  where  yellow 
spots  are  seen  upon  the  mucous  surface,  the  re- 
sult of  chronic  ulceration. 

Concerning  these  conditions,  there  is  unanim- 
ity of  opinion  that  cholecystectomy  should  be 
done. 

To  these,  I  would  add  that  my  experience 
urges  a  greater  field  of  application  for  removal 
of  the  gall-bladder.    When  the  walls  are  thick? 


ened,  so  that  their  contractile  power  is  lost  and 
regurgitant  bile  must  stagnate  in  a  function- 
ally impaired  organ,  we  have  a  condition  favor- 
able for  the  perpetuation  of  a  chronic  chole- 
cystitis, with  or  without  the  formation  of 
stones.  In  these  cases,  unfortunately,  the  gall- 
bladder may  fail  to  contract  and  a  long-con- 
tinued and  troublesome  sinus  persist. 

A  gall-bladder,  the  seat  of  a  chronic  inflam- 
mation, should  not  be  left  to  jeopardize  a  pa- 
tient's life  and  maintain  a  state  of  chronic  in- 
validism from  adhesion  formation  and  subse- 
quent contractions  about  the  common  duct, 
pylorus  and  duodenum. 

How  thoroughly  I  believe  in  the  superiority 
of  radical  surgery  of  the  gall-bladder,  will  be 
seen  from  the  large  proportion  of  cholecys- 
tectomies in  my  early  experience.  In  the  years 
1914  and  1915,  I  fell  from  grace  and  per- 
formed more  cholecystotomies,  because  of  the 
admonitions  of  the  surgical  press. 

I  became  distrustful  of  the  superiority  of 
cholecystotomy  and  soon  found  myself  again 
within  the  fold,  and  fully  convinced  that  rad- 
ical cure  was  most  frequently  attained  by  ex- 
tirpation of  the  gall-bladder.  My  personal  ex- 
perience has  tended  to  a  wide  application  of 
cholecystectomy,  in  view  of  the  relatively  small 
death  rate. 

But  whv  talk  about  the  relative  mortality  of 
these  surgical  procedures?  A  surgeon  who 
drains  the  gall-bladder  even  under  local  an- 
aesthesia in  a  patient  in  extremis,  for  gangrene 
and  empyema,  will  have  a  higher  mortality  in 
cholecystotomy,  for  the  large  majority  of  these 
cases  will  commend  themselves  to  him  as  suit- 
able cases  for  drainage. 

Should  he  elect  to  perform  cholecystectomy 
in  these  desperate  cases,  then  his  mortality  in 
cholecystectomy  would  exceed  cholecystotomy. 
The  patient's  life  is  best  conserved  by  two  op- 
erations :  first,  drainage ;  and  later,  radical  re- 
moval, if  indicated. 

If  there  be  definite  indications  for  chole- 
cystectomy, ,there  should  be  equally  definite 
contraindications. 

Cholecystotomy  is  indicated : 

In  patients,  desperately  ill,  where  a  pro- 
longed operation  cannot  be  tolerated;  . 

In  obese  patients,  where  the  gall-bladder  is 
contracted,  densely  surrounded  by  adhesions 
and  deeply  imbedded  beneath,  and  remote  from 
the  free  edge  of  the  liver.  In  other  words, 
where  it  cannot  be  removed  with  relative  safety, 
it  should  be  incised,  stones  removed,  and 
drained ;  for  it  is  better  to  have  a  living  patient 
than  to  perform  an  ideal  operation. 

In  all  cases  of  pancreatitis  with  jaundice,  the 
gall-bladder  should  be  conserved.  It  affords  an 
excellent  drainage  tract  for  the  bile  passages,  or 
may  be  utilized  in  shunting  bile  into  the  in- 
testinal tract,  or  in  the  performance  of  chole-> 
cystenterostomy. 


118 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[Januaby  24,  1918 


There  remains  a  large  number  of  cases  of 
cholecystitis,  where  simple  drainage  of  the  gall- 
bladder may  be  curative ;  or  cholelithiasis,  where 
removal  of  gallstones  and  drainage  may  result 
in  radical  cure,  provided  the  gall-bladder  is  not 
markedly  pathological. 

It  is  in  these  cases  that  the  surgeon  must  de- 
cide whether  to  drain  or  excise.  This  decision 
may  at  times  "make  cowards  of  us  all,"  for  it 
is  easier  to  drain  than  to  excise. 

The  operation  of  cholecystectomy  in  certain 
cases  may  be  technically  difficult,  but  a  com- 
plete restoration  to  health  is  the  object  sought. 
This,  however,  should  be  obtained  without  too 
great  hazard.  I  am  convinced  that  the  relative 
mortality  in  these  two  operations  is  not  essen- 
tially different  in  the  hands  of  a  skilful  sur- 
geon. 

I  am  equally  certain  that  in  the  hands  of  the 
novice  the  operation  of  cholecystectomy  is  at- 
tended by  a  far  greater  mortality;  for  the  sur- 
geon is  working  in  a  danger  zone,  unfamiliar 
with  the  anatomy.  The  pricking  of  the  com- 
mon duct,  the  throwing  of  a  ligature  about  it, 
an  injury  to  the  portal  vein,  an  insecure  liga- 
tion of  the  cystic  duct  or  the  cystic  artery,  may 
result  in  disaster  and  death.  These  accidents 
are  quite  preventable  and  unlikely  to  occur  in 
the  hands  of  the  expert. 

The  crux  of  the  problem  lies  in  the  selection 
of  the  case  where  cholecystectomy  can  be  safely 
performed,  and  the  surgeon  of  limited  ex- 
perience may  attempt  to  remove  the  gall-blad- 
der when  a  man  of  wider  experience  could  tell 
at  a  glance  that  a  cholecystotomy  was  all  that 
should  be  undertaken. 

Probably  every  surgeon  of  wide  experience 
has  met  with  calamity  in  the  performance  of 
cholecystectomy,  the  most  common  mishap  be- 
ing the  slipping  or  blowing  off  of  a  ligature 
about  the  cystic  duct. 

Among  my  early  cases,  I  performed  chole- 
cystectomy upon  an  aged  woman.  As  far  as  I 
know,  the  cystic  duct  was  securely  ligated. 
She  was  convalescing  in  a  satisfactory  manner 
and  had  begun  to  sit  up,  when  very  suddenly 
at  night,  she  was  taken  with  severe  abdominal 
pain,  acute  distention  of  the  abdomen  and 
vomiting. 

I  was  hurriedly  summoned ;  a  condition  of 
acute  peritonitis  was  suspected  and  her  abdo- 
men was  immediately  opened  through  the  old 
incision.  A  large  quantity  of  flocculent  bile 
poured  out  through  this  wound.  "Without 
further  manipulation,  some  drains  were  ar- 
ranged through  the  abdominal  wound  and  my 
patient  made  an  uninterrupted  recovery.  Had 
there  been  any  delay  in  instituting  drainage, 
she  would  have  succumbed  to  general  peritoni- 
tis. 

The  relative  merits  of  cholecystotomy  tvs. 
cholecystectomy  must  be  decided  upon  the  im- 
mediate mortality  and  the  morbidity  statistics 
following  these  procedures, 


In  a  total  containing  twice  as  many  chole- 
cystectomies as  cholecystotomies,  the  writer's 
mortality  in  cholecystectomy  has  been  3.6%, 
and  in  cholecystotomy,  20.4%.  This  points 
conclusively  to  the  fact  that  the  patients  most 
critically  ill  have  been  treated  by  simple  drain- 
age. Many  cases  were  in  extremis  and  died 
shortly  after  operation. 

In  the  morbidity  following  the  two  opera- 
tions, my  experience  points  strongly  to  the 
advantages  of  cholecystectomy.  I  reckon 
among  my  unpleasant  experiences  one  case  of 
re-formation  of  gallstones;  two  cases  of  stones 
overlooked;  one  case  of  persistent  fistula, 
where  the  patient  would  not  consent  to  a  sec- 
ond operation ;  several  cases  of  fistula  requir- 
ing cholecystectomy,  and  numerous  cases  of 
persistent  soreness  in  gall-bladder  region,  sug- 
gesting chronic  cholecystitis  and  requiring  the 
removal  of  the  gall-bladder. 

My  experience  with  cholecystotomy  seems  to 
confirm  the  observations  recorded  by  Deaver1. 
where  he  says  that  about  4.07%  of  his  cases  of 
biliary  affections  were  secondary  cases,  where 
one  or  more  previous  operations  had  been  made 
upon  the  bile  passages.  The  most  frequent  re- 
currences after  cholecystotomy  were  stones  in 
the  gall-bladder  and  common  duct,  with  ad- 
hesions and  stricture. 

In  a  study  of  a  series  of  cases  by  C.  H.  Mayo2, 
he  found  that  53%  of  cholecystotomy  eases 
were  cured  and  71%  of  cholecystectomy.  Mayo 
claims  that  cholecystectomy  is  indicated  in  80% 
of  gallstone  diseases. 

Lane  says  that  cholecystectomy  is  the  opera- 
tion of  choice  in  cholelithiasis.  (Jour,  of  A. 
M.  A.,  Nov.  20,  1915,  9,  1794.) 

Swope  reports  that  96.8%  of  cures  follow 
cholecystectomy  and  74.8%  follow  chole- 
cystotomy.  (Am.  Jour.  Obstetrics,  Nov.,  1915.) 

My  cholecystectomy  cases  are  conspicuous 
for  lack  of  complications ;  almost  universal  and 
complete  relief  has  followed  this  operation. 
One  ease  of  flooding  of  the  peritoneal  cavity 
with  bile,  previously  mentioned,  and  one  case 
of  cancer  of  the  pancreas,  eight  years  after 
cholecystectomy,  are  the  only  instances  where 
I  have  been  compelled  to  re-enter  the  abdo- 
men. 

The  argument  against  cholecystectomy,  on 
the  ground  that  the  gall-bladder,  if  left,  may 
be  a  convenient  guide  to  the  common  duct  in 
case  of  secondary  operation,  fails  to  interest 
me,  because  the  removal  of  the  gall-bladder  re- 
moves the  atrium  of  infection,  rendering  sub- 
sequent operation  exceedingly  improbable. 

Should  it  be  necessary  to  explore  the  com- 
mon duct,  it  would  not  seem  that  a  previous 
cholecystectomy  should  present  insurmountable 
obstacles. 

Pancreatitis  is  frequently  observed  as  a  se- 
quel of  gall-bladder  disease.  Deaver  and  Pfeif- 
fer3  have  pointed  to  the  manner  in  which  this 
infection  is  carried  from   the   inflamed  gall- 
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bladder  to  the  peri-pancreatic  tissue  by  way  of 
lymphatic  circulation,  resulting  in  pancreatitis. 

In  describing  the  method  of  infection,  Deaver 
calls  attention  to  the  communication  between 
the  pancreas  and  the  lymphatics  of  the  stomach, 
duodenum,  spleen,  liver,  gall-bladder,  ducts, 
colon  and  left  suprarenal. 

The  lymphatics  arising  from  these  sources 
are  closely  related  to  those  of  the  surface  of  the 
head  of  the  pancreas,  and  inosculate  directly 
with  the  efferent  lymph  channels  from  that 
organ.  He  claims  that  the  inflammation  of  the 
head  of  the  pancreas,  so  frequently  observed  in 
cholecystitis,  corresponds  to  the  lymphatic  dis- 
tribution and  not  at  all  to  the  duct  distribu- 
tion, as  would  be  the  case  if  resulting  from 
ascending  duct  infection. 

This  explanation  of  the  method  of  transmis- 
sion of  infection  makes  plain  the  reason  for  the 
enlargement  and  induration  so  frequently  ob- 
served in  the  head  of  the  pancreas.  On  the 
theory  of  an  ascending  duct  infection,  it  would 
be  difficult  to  explain  why  the  head  of  the  pan- 
creas should  show  a  greater  degree  of  involve- 
ment than  the  body  of  this  organ. 

When  the  head  of  the  pancreas  is  involved, 
Deaver  logically  recommends  cholecystectomy, 
for  in  that  way  he  removes  the  source  of  the  in- 
fection. In  case  the  pancreas  is  chiefly  af- 
fected, he  advises  against  the  removal  of  the 
gall-bladder;  but  drains  and  preserves  it  for  a 
cholecystoduodenostomy,  in  case  the  common 
duct  should  become  permanently  obstructed. 

I  have  no  new  technic  in  the  operation  of 
cholecystectomy.  I  believe  in  an  incision  suffi- 
ciently long  to  expose  readily  the  under  sur- 
face of  the  liver  in  the  region  of  the  gall-blad- 
der. I  recognize  that  the  typical  American 
operation  of  cholecystectomy  is  performed  by 
dissecting  the  gall-bladder  from  below  upward, 
first  severing  the  cystic  duct  and  ligating  the 
cystic  artery.  The  gall-bladder  can  then  be 
readily  stripped  from  its  sulcus  in  the  liver 
without  bleeding. 

Personally,  I  prefer  to  perform  this  opera- 
tion in  reverse  order,  first  cutting  around  the 
gall-bladder  at  a  point  about  one-half  inch 
away  from  the  liver.  By  dry  dissection,  the 
fundus  of  the  gall-bladder  is  separated  from  the 
liver,  from  above  downward,  until  the  cystic 
duct  is  reached. 

"When  bleeding  from  the  cystic  artery  is  en- 
countered, a  hemostatic  forceps  is  applied.  A 
cuff  of  peritoneum  is  fashioned  about  the  cys- 
tic duct,  which  is  clamped  with  artery  forceps 
both  above  and  below  the  point  where  it  is  sev- 
ered. I  then  grasp  the  distal  end  of  the  cystic 
duct  and  pass  a  probe  downward  into  the 
duodenum.  I  do  not  probe  upward  into  the 
hepatic  duct  unless  indicated. 

If  the  ducts  are  free,  two  chromic  ligatures 
are  thrown  about  the  cystic  duct,  the  lower  tied 


rather  loosely  and  the  upper  with  considerable 
force.  A  drop  of  carbolic  acid  is  then  applied 
to  the  stump ;  the  stump  is  buried  beneath  the 
peritoneal  flap  which  was  previously  fashioned. 

The  denuded  area  occasioned  by  removal  of 
the  gall-bladder  is  then  closed  by  bringing  to- 
gether, with  catgut  sutures,  the  peritoneal  flaps 
which  were  fashioned  as  the  first  step  in  chole- 
cystectomy. 

I  am  aware  that  this  technic  is  not  the  ac- 
cepted procedure  of  the  day ;  nevertheless,  1  am 
convinced  that  it  is  a  safer  method  of  removing 
the  gall-bladder  than  the  initial  severing  of  the 
duct. 

I  have  never  experienced  any  of  the  calami- 
ties which  are  described  as  a  complication  of 
cholecystectomy;  have  never  injured  the  com- 
mon duet ;  nor  is  there  any  likelihood  of  doing 
this  when  the  operation  is  made  from  above 
downward.  A  recent  article  by  Major  G. 
Seelig  of  St.  Louis,  on  cholecystectomy  calls  at- 
tention to  the  desirability  of  this  method. 

I  am  appending  statistics  of  the  surgery  of 
the  biliary  tract  at  the  Massachusetts  Homeo- 
pathic Hospital  during  a  period  of  11  years. 
It  should  be  remembered  that  this  is  a  large 
general  hospital  in  the  center  of  Boston,  and 
the  great  proportion  of  its  patients  come  from 
this  city  and  its  suburbs.  Many  patients  in 
desperate  condition,  suffering  from  acute  gall- 
bladder diseases,  naturally  come  into  our  clinics. 

A  large  percentage  of  our  cases  should  be 
classified  as  acute,  and  includes  acute  chole- 
cystitis, hydrops,  gangrene  associated  with  pan- 
creatic disturbance  and  with  stones  in  the  com- 
mon duct.  These  statistics  include  several 
cases  of  patients  in  extremis,  where  the  pro- 
priety of  any  operation  was  questionable. 

In  the  years  1912,  1913  and  1914,  139  chole- 
cystotomies  and  57  cholecystectomies  were  per- 
formed. In  the  three  years  following,  the 
figures  are  reversed  and  we  had  76  chole- 
cystotomies  and  95  cholecystectomies.  •  This  re- 
versal is  probably  due  to  the  trend  of  literature 
in  favor  of  cholecystectomy,  corroborated  by 
the  personal  experience  of  our  surgeons. 

In  1914,  the  hospital  established  a  follow-up 
system.  The  replies  from  patients  received 
since  that  date  show  nine  unsatisfactory  results 
from  choleeystotomy  and  two  from  chole- 
cystectomy. 

From  our  statistics,  it  will  appear  that  the 
mortality  in  cholecystectomy  is  lower  than  in 
choleeystotomy  by  2.3%.  We  are  not  justified, 
however,  in  concluding  that  one  operation  is 
safer  than  the  other,  as  choleeystotomy  was  em- 
ployed in  the  more  severe  cases. 

The  end-results,  both  in  our  hospital  statis- 
tics and  in  my  own  private  work,  corroborate 
the  statement  previously  made  in  this  paper, 
that  the  operation  of  cholecystectomy  has  given 
more  satisfactory  permanent  cures. 
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Cholecystotomy 

Total    333 

Deaths    38 

Total  death  rate  

Cancer  deaths    5 

Death  rate  (cxcl.  cancer)   

Cholecystectomy 

Total    263 

Deaths   24 

Total  death  rate  

Cancer  deaths    4 

Death  rate  (excl.  cancer)   

Choledochotomy 

Total    32 

Deaths   6 

Total  death  rate  

Cancer  death    1 

Death  rate  (excl.  cancer)   

Cholecyst-enterosto/my 

Total    9 

Deaths  (all  from  cancer)    3 

Death  rate   

Total  cases  gall-bladder  surgery  637 

Total  deaths   71 

Total  death  rate   

REFERENCES, 

1  Surg.,  Gyn.  and  Obstet,  October,  1917. 

3  Collected  papers  of  the  Mayo  Clinic,  1915,  7-262. 

3  Am.  Jour.  Med.  Sei.,  April,  1912. 
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LIPOIDS  IN  131  DIABETIC  BLOODS. 

By  Horace  Gray,  Boston. 

[From   the   Department   of   Biological  Chemistry, 
Harvard  Medical  School.] 

(Continued  from  page  9b.) 
•  WEIGHT. 

Low  or  High  Weight. 
In  order  to  study  the  relation  of  weight  to  the 
lipoids  it  should  be  noted  that : 

1.  The  patient's  weight  taken  for  considera- 
tion has  been  not  the  Maximum  Weight  (so- 
called  "best  weight"),  nor  the  Onset  Weight 
(which  incidentally  often  coincides  with  the 
maximal  weight,  and  very  likely  should  always 
coincide  if  patients  only  noted  carefully  enough 
their  earliest  symptoms),  but  the  Weight  Today 
(i.e.,  when  the  blood  specimen  was  drawn). 

2.  This  weight  has  not  been  considered  in  its 
absolute  level,  but  only  in  its  level  relative  to 
the  normal*  i.e.,  whether  under  or  over  weight. 

*  Means,  J.  H. :  The  Basal  Metabolism  in  Obesity, 
Arch.  Int.  Med.,  May,  1916,  xvii,  706,  704-710. 

This  relation  has  been  calculated  by  the 
formula : 

Patient's  weight  minus  normal  weight 
Normal  weight 
%  over  (-)-)  or  under  ( — )  weight 

3.  Now  the  standard  normal  table  should 
show  the  average  weight  not  merely  for  each 
sex  or  age  or  height,  but  rather  for  each  sex 
and  year  of  age  subdivided  according  to  height. 
The  most  recent  of  such  tables  that  I  have  been 
able  to  find  have  been  reprinted  recently  in  this 
Journal  (December  27,  1917)  because  they 
are  so  useful  and  because  published  in  reports 


which,  though  in  print,  are  apt  to  be  found  only 
in  special  and  often  inaccessible  libraries.  Both 
were  published  in  feet  and  inches  and  pounds, 
hence  the  use  of  these  in  this  paper  rather  than 
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the  preferable  metric  units.  It  will  be  noticed 
that  the  insurance  table,  "age  15  and  over,"  is 
unfortunately  with  clothes  and  shoes.  The  for- 
mula recommended  in  the  recent  article  on  nor- 
mal weight  could  not  be  used  for  the  present 
article,  owing  to  ignorance  of  the  chest  circum- 
ference of  each  patient. 

After  the  per  cent.1*1  over  or  under  weight 
had  been  calculated,  the  bloods  were  grouped  by 
these  per  cents,  and  each  group  was  averaged, 
with  the  results  given  in  Table  XIX. 

In  Table  XIX  the  total-lipoids  for  those 
either  under  or  over  weight  appear  greater  than 
for  those  whose  weight  is  what  it  should  be.  But 
this  peculiar  result  may  well  be  due  to  the  small 
size  of  the  latter  group,  i.e.,  only  two  specimens. 
If  we  make  a  further  average  in  total-lipoids  of 
those  within  10% —,  which  is  if  anything  an  un- 
necessarily restricted  normal,  we  get  0.99  g.  per 
100  cc,  while  all  those  more  than  10%  over- 
weight average  0.96,  and  those  more  than  10% 
underweight  average  1.72.  Furthermore,  under- 
weight is  accompanied  by  marked  rise,  not  only 
of  total-lipoids,  but  of  all  lipoids  individually: 
total-fatty-acid,  lecithin  and  cholesterol.  Over- 
weights have  lipoid  averages  of  little  interest, 
i.e.,  slightly  above  those  for  normal  weights  in 
total-fatty-acids  and  in  glycerides  in  plasma,  but 
slightly  below  normal  in  glycerides  in  cor- 
puscles, in  lecithin,  and  in  cholesterol.  This  in- 
crease is  apparently  proportional  in  total-fat 
and  cholesterol,  less  noticeably  so  in  lecithin. 

LOSS  OF  WEIGHT. 

Is  great  loss  of  weight  accompanied  by  low 
lipoids?  To  determine  this  loss,  the  Maximal 
Weight  and  the  Weight  Today  (i.e.,  the  time  of 
the  last  specimen  obtained)  have  each  been  ex- 
pressed as  the  %—  normal,  already  explained; 
and  the  number  of  points  difference  between 
these  two  percentages  has  been  taken  as  the  cri- 
terion. That  the  greatest  loss  of  weight  was 
here  accompanied  by  the  lower  total-fat  is  ap- 
parent only  if  the  list  is  averaged  in  upper  and 
lower  halves  separately,  when  we  see  that  the 
lower  half,  i.e.,  the  24  greatest  losers,  had  the 
lower  total-fat — 0.84.  Cholesterol  was  precisely 
the  same  in  both  halves. 

Table  XX. 

Loss  of  Weight. 

Loss  of  Weight,  Expressed  as    No.  of     Blood  Lipoids  in  Per 
Difference  Between  Max.  Wt.    Bloods  Cent, 
and  Weight  When  Blood  Was 
Taken  ;  Weight  in  Each  Case 

Having  Been  Expressed  as  Per  Total-Fat  Cholesterol 

Cent.  Above  or  Below  Normal 

Standard.  W.  B.  W.  B. 

0—20    20  0.90  0.28 

21—30    13  0.93  0.26 

31-^0    13  0.95  0.32 

41—50    10  0.80  0.25 

51—60    7  0.99  0.24 

61  and  over   7  0.73  0.36 

0—40    46  0.92  0.28 

41  and  over   24         0.84  0.28 


DIET  Aft  Y  PAT. 

When  ingested  fat  was  more  than  40  grams, 
total-fat  was  extraordinarily  steady  at  about 
1.25%,  as  compared  with  about  0.8%  when  diet 
fat  was  1-40  g.  The  curious  point  is  that  when 
no  fat  at  all  was  eaten  the  total  fat  averaged 
high  again — also  1.25%. 

L.  and  G.  both  show  the  same  points  as  T.F. 
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Total-lipoids  also,  except  that  its  low  level 
corresponds  not  to  1-40  grams  dietary  fat,  but 
to  the  smaller  group,  1-20  grams. 

PASTING. 

Unfortunately  no  two  of  these  seven  speci- 
mens came  from  the  same  patient  on  successive 
days.  From  Table  XXII,  the  lipoids  appear  in- 
creased after  the  second  day  of  fasting,  while 
after  the  third  they  become  lower  than  after 
the  first  day.  More  data  are  imperative  to  fur- 
nish conclusions. 

ACIDOSIS. 

Acidosis  goes  with  increased  lipoids,  but  the 
striking  feature  of  Table  XXIII  is  that  com- 
pared with  diabetics  without  acidosis,  the  lipoid 
increase  is  twice  as  great  with  moderate  acidosis 
as  with  severe.  The  greatest  percentile  increase 
is  in  glycerides  in  the  corpuscles,  145% ;  then 
glycerides  in  plasma;  after  that  total-fatty-acid 
in  corpuscles,  then  in  plasma.  Cholesterol  is 
pushed  up  much  less,  and  lecithin  still  less. 

CARBOHYDRATE  BALANCE. 

When  the  carbohydrate  balance  is  0  or  nega- 
tive, one  would  expect  to  find  the  lipoids  in- 
creased. This  is  in  fact  true,  as  seen  in  Table 
XXIV. 

It  is  most  clearly  shown  by  the  column  for 
total-fat  in  W.B.,  where: 

1.  The  values  corresponding  to  a  balance  of 
0  or  less  are  higher  than  the  values  correspond- 
ing to  any  positive  balance. 

2.  When  the  balance  is  negative,  a  striking 
feature  is  that  the  lipoid  value  is  lower,  not 
higher,  than  when  the  balance  is  0.  Further- 
more, it  is  enough  lower  to  be  closer  to  the 
value  for  a  plus-balance  than  to  the  value  for 
0-balance. 

3.  As  the  plus-balance  increases,  the  corre- 
sponding lipoid  values  decrease,  and  progressive- 
ly so,  except  for  the  1.04  corresponding  to  1  to 
20  g.  balance. 

T.F.  in  plasma  is  irregular  in  many  respects. 

T.F.A.  in  W.B.  parallels  total-fat  in  W.B., 
here  as  usual;  in  plasma  and  in  corpuscles  it  is 
inconclusive. 

Lecithin.  1  and  2.  The  lipoid  value  corre- 
sponding to  0-balance  is  higher  than  for  -(—bal- 
ance. The  value  for  a  minus-balance  is  not 
merely  less  than  0-balance,  but  is  the  same  as 
-(—balance. 

3.  Until  the  balance  has  increased  to  -(-81  or 
more,  there  is  no  lipoid  decrease. 

Cholesterol  behaves  like  lecithin. 

Glycerides  in  W.B.  act  like  T.F.  in  W.B.,  but 
instead  of  only  one  exception,  under  point  3, 
show  two  irregularities. 

Total-lipoids  may  have  the  same  said  of 
them. 

The  other  columns  are  not  significant. 


a  a 


X 


< 


CO  lO  OS 

~    ec  o  10 

^  tAtAtA 


» 


co  io 

Os  ao  35 

©CO 


lO  t-  00 
OS  CO  iH 

i-i  cm  cm' 


cm  ^ 
a  in  ci 
odd 


CM  CX  OO 
„•     US  CS  CO 

odd 


o  odd 


iH  00  rH 
■*  CO  Tf 

odd 


s 


55  oo  cc  oo 
S  G  odd 


CM  t—  CO 

t-occ 
d  i-i  d 


CM  t-  tJ< 


&    n'  H  rl 


i-  52 


o  ^. 


|  OS  1C 


S  I  « 


i-i 


CM  ™ 


Vol.  CLXXVIII,  No.  4]       BOSTON  MEDICAL  AND 


SURGICAL  JOURNAL 


123 


I 


O 

M 

w 

H 
•<! 
as 

w 

o 


.jo 


fa  J 


o  o  ;  <s  o  h  1 1 

-'     ;T  ©  CO  Tt<  t-  ©  © 
H  fi  H  ri  rl  ri  C 


»      n!  o  oo  th  ©  „ 

£  co  oq  oo  ce  oq  cm  §g 

O     W  r-5  i-i  r-i  r-5  Ol  rH 


.  ©  W  CO  t-  CO  t-  CO 

—  ©  00  00  ©  00  00  CO 

"  o  ©  ©  d  d  ©  © 

en  o  co  ©  ©    cm  tp 

w  N  H  H  f)  O  H  H 


.  W  CO  ©  CM  lO  CO  01 

O,  ^  Tf<  00  CO  CO  CM  © 

o  rH  e4  d  t-5  rH*  i-i  © 

.  CO  CO  ©  TP  ©  00  CO 

—  ®  rt  i»  a  m  a  n 

Cm 


CM  CO  CM  (M  CO  CO  CM 

O  ©  ©  CO  ©  rH  © 
»  IO  ©  *  C-l  H  K 

CM  CM  1—5  CM  CM  CM*  rH 


.  ©  ©  00  CO  CM  lit)  00 
m  CO  t-  ©  tP  Ol  C<1  © 
§    °  d  ©"  ©  ©  ©  © 

<S  Ol  ©  i-H  1C  CO  TP 
CO  05  lO  ©  t-  t-  CM 

°<  odd©©'©'© 


~  CO  W  li3  Ol  CO  ©  CM 
O.    r-j  CM  CM  CM  CM  rH  CM 

°  ©dddddd 

„j  to  CO  I-  CO  lO  ©  rH 
gL,    M  Tji  M  M  f  *  M 

©dddddd 


©  CM  rH  0-1  01  CO  © 
01  TP  CO  CO  CO  CO  CM 

©  ©'  ©  ©  ©  ©  © 


CO  rH  ©  ©  CO  © 
CO  TP  TP  CO  TP  TP  TP 

©©©'©©'©©' 


CO  ©  rH  CO  CM  Ol  1C 
CO  TP  CO  CO  CO  CO  Ol 

©  ©©©©'©  © 

lO  rH  1C  lO  lO  ©  CM 

CO  TP  CO  CO  CO  CO  CO 

©  ©  d  ©  ©  ©  © 


I  CO  ©  lO  tP  CO 

©  ©  d  ©'  ©  d  © 


HHOOHHO 

CO  lO  CO  00  CM  00  t- 

©  ih  t-  oq  oq  tp 

©  r-i  ©  ©  ©  ©  © 


-J  Ol  t-  I-  tH  t-  t-  lO 
Oh     IO  t-;  l£S  ©  lO  rjH  00 

r-i  i-i  t-5  i-i  i-5 1-5  d 

PQ     Ol  t-       ©  t-  rH  © 
.     CM.  lrt  ©  CM  r-J  rH  t- 
&     i-i  1-5  r-i  1-5  i-5  r-i  © 


S5B 


©  CO  CO  i-l  IO  iH  IO 
iH  rH  rH  rH 

H      ©  ©  ©  ©  CO 

Ol  TP  ©  00  00 

I  CM 

o  ©  o  o  o  o  © 

■UJ  -t->  -W  -t-i 

CO  HHHHH 
Op       _|_CM  TP  ©  CO 


(To  fee  concluded.) 


PARALYSIS  AGITANS  AND  MYOPATHIC 
DYSTROPHY  OCCURRING  IN  UNCLE 
AND  NEPHEW,  WITH  EVIDENCES  OF 
INTERNAL  GLANDULAR  DYSCRASIA 
IN  THE  LATTER, 

By  Michael  Osnato,  M.D.,  New  York, 

Instructor  in  Neurology,  Columbia  University;  Neu- 
rologist, Italian  Hospital;  Assistant  Visiting 
Physician,  Kings  County  Hospital. 

Without  attempting  to  draw  any  conclusions 
from  the  two  cases  about  to  be  reported,  it  is, 
nevertheless,  necessary  to  point  out  the  fact  that 
there  has  been  considerable  discussion  recently 
as  to  whether  paralysis  agitans,  on  the  one  hand, 
and  certain  types  of  muscular  atrophy  on  the 
other,  are  not  caused  by  disturbances  in  the 
function  or  development  of  the  glands  of  in- 
ternal secretion.  Nothing  has  been  proven  defi- 
nitely to  support  this  contention,  nevertheless 
the  work  of  Timme  with  certain  cases  of  mus- 
cular atrophy  and  the  parathyroid  hypothesis, 
supported  by  Roussy  and  Clunet,  are  suffi- 
ciently suggestive  to  make  a  report  of  two  cases 
of  this  kind  justifiable.  The  recent  work  of 
Farhon  and  Farhon,  quoted  by  Falta  (p.  463), 
is  confirmative  apparently  of  their  findings  as 
regards  the  parathyroid  in  paralysis  aeitans. 

Timme  (Proceedings  of  the  N.  Y.  Neurolog- 
ical Society,  published  in  the  Journal  of  Ner- 
vous and  Mental  Diseases,  March,  1917)  has 
seemed  to  place  the  pineal  gland  in  suspicion 
as  the  causative  factor  in  muscular  atrophy, 
particularly  of  the  infantile,  familial  type.  The 
case  here  reported  seems  to  show  the  pineal 
shadow  such  as  described  by  this  author,  and  it 
also  shows  an  unusually  large  and  deep  sella 
turcica,  and  there  is  some  evidence  of  pineal 
dysfunction  in  the  history  of  the  case. 

Both  these  patients  have  been  under  observa- 
tion, for  a  number  of  years  on  the  Chronic  Male 
Service  of  Doctors  Brush  and  Browning  at  the 
Kings  County  Hospital. 

The  relationship  between  these  patients  is 
that  of  uncle  and  nephew,  the  older  man  being 
the  brother  of  the  younger  man's  mother.  The 
older  patient  suffers  from  a  typical  paralysis 
agitans,  the  younger  patient  suffers  from  mus- 
cular atrophy  of  the  Leyden-Moebius  or  infan- 
tile type. 

The  two  cases  are  as  follows: 

Case  1.  A.  D.,  age  80,  widower;  was  perfectly 
well  until  the  age  of  72.  At  this  time  he  noticed  a 
tremor,  which  began  in  the  right  thumb  and  wrist, 
and  gradually  spread  to  the  fingers  and  arm  and 
forearm,  and  finally  to  the  same  place  on  the  other 
side.  At  about  this  time,  also,  he  became  weak 
and  stiff  and  did  not  walk  as  well  as  previously, 
and  noticed  that  his  memory  was  failing.  He 
finally  had  to  quit  work  because  of  these  com- 
plaints. He  was  admitted  to  the  Kings  County 
Hospital  in  -Tune,  1913,  remained  for  six  weeks,  and 
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then  was  readmitted  in  April,  1916.  On  his  last 
admission,  it  was  found  that  he  could  not  walk 
at  all  without  assistance  and  that  his  tremor  had 
become  practically  generalized,  involving  his  head, 
both  lower  and  upper  extremities  and  face,  and 
also  his  tongue.  He  was  very  much  demented,  dis- 
oriented as  to  time  and  place  and  for  dates,  and  his 
speech  was  rambling  and  incoherent. 

The  previous  history  is  that  he  always  was  a 
heavy  and  steady  drinker,  although  at  times  he 
drank  more  than  others.  Venereal  disease  is  denied, 
and  the  patient  is  said  never  to  have  suffered  from 
convulsions  and  has  never  sustained  any  unusual  or 
severe  trauma,  nor  any  serious  illness. 

The  family  history  shows  that  the  patient's 
father  and  mother  died  from  causes  unknown, 
when  they  were  quite  old;  exact  age  not  ascertain- 
able. The  patient  was  married  at  34,  had  four  sons 
and  one  daughter;  three  sons  are  now  living;  one 
son  died  from  causes  unknown.  All  five  children 
had  defective  eyesight  from  early  youth.  The  pa- 
tient's wife  died  suddenly  from  heart  disease  at  the 
age  of  58.  There  is  said  to  have  been  no  mental 
trouble  or  insanity  or  epilepsy  in  the  family. 

Physical  and  Neurological  Examination. — The 
patient  is  a  very  old  man,  fairly  well  nourished, 
with  a  blank  expression  on  his  face  and  sits,  for 
the  most  part,  quietly  and  without  being  able  or 
willing  to  move  very  much.  He  has  to  be  assisted 
to  and  from  his  bed,  into  his  chair,  and  has  to  be 
spoon  fed.  He  has  a  generalized  tremor  involving 
all  four  extremities,  the  head,  face  and  tongue. 
This  tremor  is  rhythmical,  very  regular,  is  static 
in  character,  but  is  made  much  more  marked  by 
stress  and  motion,  has  but  little  force  and  small 
amplitude,  and  disappears  during  sleep.  In  the 
head  it  causes  to  and  fro  nodding  movements  of  a 
very  rhythmical  character.  In  other  words,  it  is  a 
typical  paralysis  agitans  tremor.  The  patient  also 
shows  the  typical  deformity  suggestive  of  this  con- 
dition, particularly  marked  in  the  attitude  of  the 
fingers  and  hand,  which  appear  in  the  posture 
usually  described  as  pill  rolling. 

Coordination. — Both  equilibratory  and  non-equi- 
libratory  are  good.  The  patient  cannot  walk,  and 
skilled  acts  are  impossible  of  performance,  both  on 
account  of  the  tremor  and  also  on  account  of  the 
deformity  due  to  the  paralysis  agitans  condition. 
Speech,  however,  is  mechanically  properly  per- 
formed, but  the  patient  talks  in  a  rambling  and 
incoherent  manner,  which  will  be  described  later. 

Reflexes. — Both  deep  and  superficial  are  equal 
and  active  and  there  is  no  Babinski  and  no  clonus. 
The  pupillary  reflexes  are  all  normal. 

Muscle  Strength. — Is  normal  for  a  man  of  his  ad- 
vanced age,  and  there  are  no  abnormal  associated 
movements. 

Muscle  Tone. — Particularly  in  the  muscles  of  the 
arm,  is  increased.  This  increase  in  muscle  tone  is 
also  quite  evident  in  the  muscles  of  the  neck,  par- 
ticularly the  trapezius  and  sternocleidomastoid. 

Electrical  Reactions  are  normal. 

Sensory  Examination  discloses  nothing  abnormal 
and  all  the  cranial  nerves,  including  the  fundus 
findings,  are  negative,  excepting  in  the  distribution 
of  the  7th,  wherein  the  muscles  of  expression  are 
found  to  lack  that  mobility  which  they  should  have. 
The  face  is  mask-like  and  expressionless  and 
smooth. 

Mental  Status  shows  the  changes  usually  found 
in  advanced  cases  of  senile  dementia,  namely,  there 


are  grave  memory  defects,  both  for  recent  and  re- 
mote past  and  for  dates.  There  is  incoherence  and 
confusion,  with  considerable  clouding.  The  case 
presents  absolutely  nothing  unusual,  and  has  been 
recognized  for  a  number  of  years  as  an  ordinary 
case  of  paralysis  agitans. 

Case  2.  The  nephew  of  this  patient  is  also  an 
inmate  of  the  same  ward  at  the  Kings  County  Hos- 
pital and  has  been  for  a  number  of  years.  W.  I\, 
39  years  of  age,  single. 

He  began  to  walk  at  the  age  of  3%  years.  The 
explanation  given  for  the  retardation  of  this  func- 
tion by  his  parents  and- his  physician  was  that  he 
had  a  weak  back  and  flabby  muscles,  but  his  par- 
ents were  told  that  he  would  grow  stronger  as  he 
became  older.  He,  however,  was  never  able  to 
walk  properly,  and  until  the  16th  year  he  always 
had  to  walk  on  his  toes  in  order  to  support  himself 
in  walking.  He  was  never  able  to  walk  with  his 
feet  firmly  on  the  ground,  for  fear  of  falling,  and 
if  he  attempted  locomotion  in  this  manner  he  would 
fall  backward;  also,  not  quite  so  frequently,  he  fell 
forward.  Aside  from  the  profound  retardation  in 
walking,  as  a  child  he  developed  properly,  talking 
at  the  age  of  one  year,  and  the  teeth  appearing 
when  he  was  six  months  old.  Mentally,  his  devel- 
opment is  said  to  have  been  normal  in  every  respect. 
The  first  external  evidences  (hair  on  the  pubes)  of 
puberty  appeared  at  the  age  of  ten,  and  he  is  said 
to  have  had  quite  prominent  genitals  long  before 
this,  first  noticed  when  he  was  five  years  of  age,  by 
his  mother.  The  boy  was  never  very  tall  for  his 
age  and  was  always  considered  dwarfish;  even  as  a 
child  it  was  remarked  that  he  was  much  smaller 
than  his  companions. 

The  first  signs  of  muscular  atrophy  appeared 
symmetrically  about  the  hips  and  the  back,  and  al- 
most at  the  same  time  the  lower  limbs  were  noticed 
to  be  flabby  and  weak  and  atrophic.  The  muscular 
atrophy  has  spread  very  slowly  indeed,  and  it  is 
only  during  the  past  five  years  that  any  was  evi- 
dent in  the  shoulder  girdle  muscles,  which  are  now, 
however,  quite  atrophic.  His  arms  and  forearms 
are  also  affected;  also  the  muscles  of  the  face  and 
ne,ck,  of  the  trunk  and  abdomen  are  involved. 

As  a  child,  he  is  said  to  have  escaped  all  the 
children's  diseases,  and  in  fact,  has  been  particu- 
larly fortunate  in  being  free  from  any  sort  of  ill- 
ness excepting  the  muscular  atrophy.  He,  however, 
suffered  always  from  childhood  from  periodical 
headaches  which  lasted  three  or  four  days  each 
month  and  attacked  the  whole  of  the  head.  His 
family  was  peculiar  in  this  respect,  for  his  mother 
and  his  brothers  and  sisters  and  one  of  his  uncles 
and  he  himself  have  always  been  subject  to  these 
same  paroxysmal  headaches  in  identically  the  same 
way,  namely,  they  would  last  for  from  three  to  four 
days  each  month  without  being  susceptible  of  relief. 

The  patient's  mother  was  married  twice  and  had 
two  sons  by  her  first  marriage,  and  six  children — 
four  sons  and  two  daughters — by  her  second  mar- 
riage. The  patient  was  the  fifth  child  bom  from 
his  mother's  second  marriage.  All  the  children  are 
living,  and  all  of  them  from  both  marriages  are 
perfectly  well  physically  and  mentally.  In  fact,  all 
of  these  descendants  have  been  practically  free 
from  any  sort  of  illness,  even  the  usual  children's 
diseases  having  escaped  them.  They  have  suffered 
from  no  deformities,  no  convulsions  and  no  attacks 
of  mental  trouble  or  of  nervous  trouble.  The 
patient's  parents  and  relatives  have  been  interro- 
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gated,  and  it  has  been  possible  to  trace  tbree  gen- 
erations of  the  patient's  relatives  without  finding 
any  trace  of  a  similar  illness  to  the  patients,  in 
any  of  the  ascendants. 

A  peculiar  feature  of  this  case  which  should  be 
mentioned  is  the  fact  that  this  patient  has  never 
experienced  sexual  desire,  although  half  a  dozen 
times  during  his  life  he  has  had  erections  with 
emissions  without  masturbation. 

The  physical  examination  and  neurological  ex- 
amination are  absolutely  negative  in  every  possible 
respect  excepting  in  so  far  as  they  relate  to  the 
x-ray  findings  and  the  condition  of  the  muscles. 
The  muscle  strength  through  the  body  gener- 
ally is  greatly  lessened,  particularly  in  the  ex- 
tremities. There  is  still  a  very  little  strength  in 
the  muscles  of  the  neck  and  abdomen  and  in  those 
of  the  chest.  The  muscles  of  the  spine  and  ex- 
tremities are  very  much  atrophied  and  the  tone  is 
greatly  lessened,  there  being  hardly  the  semblance 
of  any  muscular  tissue  or  power  in  them. 

The  electrical  reactions  show  no  polar  changes, 
but  there  is  a  considerable  degree  of  lessened  elec- 
trical irritability  to  both  faradism  and  galvanism, 
the  relative  changes  at  the  two  poles,  however,  be- 
ing normally  maintained  in  the  atrophic  muscles. 
There  are  no  sensory  changes,  and  the  mental 
status  is  normal. 

The  x-ray  of  this  patient  shows  a  definitely  en- 
larged sella  turcica.  Dr.  Archibald  P.  Evans,  who 
has  made  a  number  of  examinations  for  Dr. 
Timme,  finds  that  the  x-ray  plate  shows  a  definite 
pineal  shadow  such  as  has  been  described  by  Dr. 
Timme  and  others. 

The  fundi  show  distinct  bitemporal  pallor  quite 
definite  and  undoubted,  but  there  is  no  hemiopia. 

Repeated  examinations  and  testing  show  a  high 
degree  of  sugar  tolerance. 

There  are  two  very  interesting  points  in  the 
family  history  in  both  of  these  cases.  In  the 
case  of  the  children  of  the  uncle,  it  is  note- 
worthy that  all  of  them  were  very  early  affected 
by  defective  eyesight.  The  significance  of  this 
is  not  clear.  The  patient's  mother  and  his 
brothers  and  sisters  were  subject  to  paroxysmal 
headaches  lasting  from  three  to  four  days,  be- 
ing periodical  in  character,  occurring  once  each 
month.  The  significance  of  this  fact  can  only 
be  guessed  at.  There  is  a  bitemporal  pallor  in 
the  fundus  of  this  patient  to  explain  the  head- 
aches on  the  grounds  of  pressure  from  an  en- 
larged pituitary  or  pineal  gland,  most  likely 
pituitary.  "Whether  a  suspicion  is  justifiable 
in  the  mother  and  in  the  other  members  of  the 
family  suffering  from  these  headaches  that 
either  the  epiphysis  or  the  hypophysis  was  re- 
sponsible for  the  incidence  of  the  headaches  is  a 
question.  The  patient  continues  to  have  these 
paroxysmal  periodical  headaches,  but  the  other 
relatives  no  longer  suffer  from  them. 

The  x-ray  examination  made  in  the  case  of 
the  uncle  shows  nothing.  The  eye  examination 
in  this  patient  also  discloses  nothing.  Tests  for 
sugar  tolerance  in  the  younger  patient  have 
been  repeatedly  made  and  show  a  very  high  de- 
gree of  sugar  tolerance. 


It  may  be  perhaps  important  to  draw  atten- 
tion to  the  fact  that  pubic  hair  appeared  in  the 
case  of  the  nephew  at  a  rather  early  age,  and 
that  also  he  is  said  to  have  had  particularly 
well-developed  genital  organs  when  quite 
young.  This  possibly  may  be  an  indication  of 
early  atrophy  of  the  pineal  gland,  or  at  least 
there  is  suggested  the  possibility  that  there  was 
in  this  patient  a  disturbance  in  function  of  this 
gland. 


Book  l&txxievaB. 


Physical  Exercise  for  Invalids  and  Convalescents. 
By  Edward  H.  Ochsner,  B.S.,  M.D.,  F.A.C.S. 
Illustrated.   St.  Louis :  C.  V.  Mosby  Co.  1917. 

This  small  volume  of  fifty-four  pages  is  de- 
signed by  its  author  to  provide  a  convenient, 
compact  manual  of  physical  exercises  for  pa- 
tients who  are  convalescing  from  surgical  oper- 
ations, or  from  severe  illnesses  and,  also,  for  per- 
sons who  are  engaged  in  sedentary  work  and 
who,  for  the  need. of  proper  physical  exercise, 
lack  vigor.  He  has  accordingly  arranged,  in  an 
easily  comprehended  form,  a  series  of  forty  ex- 
ercises which  may  be  performed  without  appa- 
ratus and  in  the  patient's  own  room.  A  simple 
statement  of  the  importance  of  exercise,  with  a 
few  rules  regarding  their  proper  performance, 
form  an  opening  chapter.  Each  exercise  is 
described  clearly  and  is  accompanied  by  an  illus- 
tration. It  will  prove  its  convenience  and  use- 
fulness. 


A  Study  in  Hospital  Efficiency  as  Demonstrated 
by  the  Case  Report  of  the  First  Five  Years  of 
a  Private  Hospital.    By  E.  A.  Codman,  M.D. 

The  previously  issued  reports  on  the  end  re- 
sult system  as  demonstrated  by  this  author  have 
become  well  known.  The  present  report  is  di- 
vided into  three  parts.  The  first  part  is  called 
The  Case  Report  and  is  "a  practical  illustration 
of  the  fact  that  it  is  possible  to  use  the  end  re- 
sult system  in  a  hospital."  Part  two  is  on  the 
financial  report  and  is  "an  illustration  of  the 
money  value  of  a  surgeon's  services,  and  the  in- 
fluence of  the  charitable  hospitals  on  it."  Part 
three  is  called  the  new  organization  and  is  "an 
illustration  of  how  a  group  of  earnest  men  may 
compete  with  the  cliques  who  dominate  the  char- 
itable hospitals  in  any  city."  The  volume  is 
well  worth  reading. 
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THE   GOVERNMENT    WAR-RISK  INSUR- 
ANCE. 

In  place  of  the  pension  system  which  has  pre- 
vailed in  our  Army  and  Navy  from  time  imme- 
morial, the  Government  has  inaugurated  an  ex- 
cellent plan  of  War-Risk  Insurance  for  the 
benefit  of  all  who  see  active  service  in  the  pres- 
ent war. 

The  following  persons  are  entitled  to  apply 
for  this  form  of  insurance: 

(1)  A  commissioned  officer  (including  a  war- 
rant officer)  in  active  service  in  the  military  or 
naval  forces  of  the  United  States. 

(2)  Any  person,  male  or  female,  enlisted,  en- 
rolled, or  drafted  into  active  service  in  the  mili- 
tary or  naval  forces  of  the  United  States,  in- 
cluding non-commissioned  and  petty  officers  and 
members  of  training  camps  authorized  by  law. 

(3)  Any  member  of  the  Army  Nurse  Corps 
(female)  or  of  the  Navy  Nurse  Corps  (female) 
while  employed  in  active  service  under  the  War 
Department  or  Navy  Department,  respectively. 


Any  of  the  foregoing  persons  may  take  out  a 
Government  War-Risk  Insurance  policy  ranging 
in  amount  from  $1000  to  .$10,000.  The  pre- 
miums are  to  be  paid  monthly,  and  arrange- 
ments may  be  made  whereby  they  may  be  de- 
ducted automatically  from  the  monthly  dues  to 
the  insured.  For  example,  a  person  21  years  of 
age  may  take  out  a  policy  for  $1000,  for  which 
sixty-five  cents  would  be  deducted  from  each 
month's  wage.-  The  monthly  dues  on  a  policy 
for  $10,000  would  be  $6.50,  and  intermediate 
sums  in  proportion  to  their  amounts.  The  pre- 
miums increase  slightly  with  the  age  of  the 
insured. 

The  policy  covers  partial  as  well  as  total  disa- 
bility, and  death.  The  benefits  will  be  paid  by 
the  Government  in  monthly  installments  to  the 
insured,  or  to  his  heirs  or  beneficiaries.  They 
are  not  subject  to  the  claims  of  creditors  of  the 
insured  or  beneficiaries,  nor  are  they  assignable. 
Under  certain  restrictions,  the  insured  may 
change  the  beneficiaries  without  their  consent. 
In  the  instances  above  cited,  the  monthly  pay- 
ments would  amount  to  $5.75  and  $57.50,  re- 
spectively. The  policy  covers  twenty  years,  and 
at  any  time  within  five  years  after  the  close  of 
the  war,  it  may  be  changed  to  a  life  policy 
without  any  medical  examination. 

The  army  surgeons  of  the  lowest  rank.  First 
Lieutenants,  receive  an  annual  salary  of  $2000 : 
the  next  in  rank,  Captain,  receives  $2400 ;  and 
a  Major,  $3000.  These  amounts  are  increased 
ten  per  cent,  every  five  years,  up  to  forty  per 
cent.  The  age-limit  of  the  physician's  enlist- 
ment is  fifty-five  years.  These  salaries,  in  eon- 
junction  with  the  possible  war-risk  insurance, 
are  probably  more  favorable  than  the  former  ar- 
rangement. The  private  soldier  is  far  better 
provided  for  than  he  was  under  the  old  regime. 
The  army  surgeon  receives  no  allowance  by 
reason  of  dependents,  nor  is  he  compelled  to 
turn  over  a  portion  of  his  salary  to  them,  as  is 
the  man  in  the  ranks.  It  is  to  be  hoped  that 
the  army  physicians,  generally,  who  enlist,  will 
avail  themselves  of  the  benefits  of  the  war-risk 
insurance. 


PRENATAL  CARE  AND  TNFANT 
MORTALITY. 

The  Division  of  Hygiene  of  the  State  Depart- 
ment of  Health,  under  its  director.  Dr.  Ly- 
man A.  Jones,  has  instituted  a  system  for  the 
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fostering  of  pregnancy  care,  which  is  part  of 
the  general  campaign  to  offset  the  ravages  of 
war  by  a  stricter  and  more  efficient  manner  of 
saving  infant  life. 

This  system  of  pregnancy  care  consists  of  a 
series  of  letters  which  may  be  sent  to  any  pro- 
spective mother  in  the  State.  The  first  letter 
is  to  be  sent  during  the  first  month  of  preg- 
nancy, and  is  full  of  sound  advice  adapted  to 
the  needs  of  the  mother  at  this  time.  Each  fol- 
lowing month  of  pregnancy  has  its  appropriate 
letter,  until  the  series  of  nine  are  sent.  For  ex- 
ample, the  first  letter  urges  the  necessity  of  a 
care-free  and  happy  atmosphere  during  preg- 
nancy, and  refutes  the  old  belief  in  the  possi- 
bility of  "marking"  babies.  The  second  letter 
recommends  choosing  at  once  a  doctor  and  a 
nurse,  and  explains  the  desirability  of  being 
under  medical  charge  from  the  beginning.  The 
third  letter  deals  principally  with  diet,  tho 
fourth  with  simple  rules  of  hygiene  and  advice 
regarding  proper  clothing.  The  fifth  letter  is 
devoted  to  the  baby,  his  clothes  and  articles 
necessary  for  his  care.  The  remaining  letters 
are  full  of  miscellaneous  and  necessary  infor- 
mation. These  letters  are  excellently  arranged, 
and  are  calculated  to  appeal  by  the  sympathetic 
and  reassuring  manner  in  which  they  are  writ- 
ten. They  will  be  furnished  free  to  any  physi- 
cian who  may  wish  them,  or  to  any  patient 
whose  name  is  sent  by  her  physician  to  Dr.  Jones. 
The  Department  is  anxious,  in  this  manner  and 
through  the  cooperation  of  doctors  throughout  the 
State,  to  extend  its  field  of  service,  and  in  this 
practical  way  to  prevent  the  unnecessary  loss 
of  infant  life  to  this  community  through  the  ig- 
norance and  carelessness  of  mothers. 


HEALTH  LEGISLATION  RECOMMENDED 
BY  STATE  DEPARTMENT  OP  HEALTH. 

The  State  Department  of  Health  has  submit- 
ted to  the  Legislature  five  important  bills.  The 
first  bill  relates  to  the  urgent  need  of  proper 
supervision  of  the  health  of  school  children.  It 
reads : 

"To  provide  for  the  appointment  of  a  school 
physician  and  school  nurse  in  each  city  and 
town,  but  authorizing  cities  and  towns  under 
conditions  to  unite  in  such  appointments ;  such 
officials  to  aid  in  establishing  minimum  stand- 
ards in  the  inspection  of  school  children  and 


school  buildings,  under  the  supervision  of  the 
State  Departments  of  Health  and  Education." 

There  has  never  been  adequate  regulation  af- 
fecting the  isolation  of  prisoners  who  are  put  in 
jail  suffering  from  communicable  diseases. 

' '  Since  it  is  a  matter  of  experience  that  persons 
committed  to  penal  institutions  are  frequently 
suffering  from  disease,  especially  tuberculosis 
and  venereal  diseases,  often  in  a  communicable 
stage,  a  bill,  prepared  after  conference  with  the 
Board  of  Prison  Commissioners,  requires  a  med- 
ical examination  such  as  the  department  may 
prescribe  of  all  individuals  committed  for  a 
period  of  thirty  days  or  more.  The  object  of 
this  measure  is  to  ensure  that  a  prisoner  suffer- 
ing from  disease  shall  not  endanger  fellow  in- 
mates by  transmitting  infection  to  them  during 
detention  and  to  safeguard  against  the  possi- 
bility of  the  disease  being  communicated  to 
others  after  discharge." 

The  third  measure  provides  for  the  destruc- 
tion, after  periods  of  time,  of  confidential  re- 
ports on  venereal  diseases,  and  the  fourth  meas- 
ure prescribes  the  conditions  under  which  rem- 
edies for  the  treatment  of  these  diseases  may  be 
distributed  and  sold,  following  to  a  degree  the 
provisions  of  present  laws  relating  to  the  sale  of 
narcotic  drugs. 

The  final  measure  concerns  administrative 
detail,  and  aims  to  provide  analysts  and  chem- 
ists of  the  food  and  drug  division  with  the  same 
authority  as  that  now  held  by  inspectors  in  re- 
gard to  the  seizure  and  destruction  of  unfit  food 
products. 


MASSACHUSETTS    MEDICAL  SOCIETY 
DUES. 

It  will  be  much  appreciated  by  the  officers  of 
the  Massachusetts  Medical  Society  if  the  Fellows 
will  send  in  their  payment  of  dues  promptly. 
The  bills  for  this  year's  dues  should  be  in  hand, 
and  it  is  urged  that  they  be  met  with  as  much 
dispatch  as  possible,  as  a  ready  return  of  re- 
mittances will  facilitate  matters  greatly. 


MEDTCAL  NOTES. 

Lectured  on  Treatment  op  Infected 
Wounds. — Under  the  direction  of  the  Univer- 
sity and  Bellevue  Hospital  Medical  College,  New 
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York,  Dr.  Edward  K.  Dunham,  Emeritus  Pro- 
fessor of  Pathology  and  Major,  Medical  Reserve 
Corps,  gave  a  series  of  five  lectures  on  "Prin- 
ciples Underlying  the  Treatment  of  Infected 
Wounds." 

Comparison  op  City-Bred  and  Country-Bred 
Boys. — General  Crowder,  in  reviewing  statistics 
regarding  the  physical  qualifications  of  city  boys 
as  compared  with  country  boys,  states  that,  al- 
though the  country  boy  may  be  more  accustomed 
to  hard  physical  labor,  he  is  not  superior  in  the 
possession  of  the  degree  of  physical  soundness 
essential  to  his  acceptance  as  a  soldier. 

"A  special  comparison  made  by  the  Provost 
Marshal  General's  office  between  ten  large  cities 
and  ten  rural  counties  in  various  parts  of  the 
country,  shows  that  of  35,017  registrants  in  the 
selected  cities,  9969  were  rejected,  while  out  of 
44,462  registrants  in  rural  areas,  12,432  were 
disqualified.  The  result  is  virtually  a  tie,  as 
28.47%  of  the  city  boys  were  rejected  as  against 
27.96%  of  the  country  boys." 

Reorganization  op  Cincinnati  Hospital. — 
By  a  new  charter  just  put  into  effect,  all  of  the 
medical,  scientific  and  nursing  work  in  the  new 
Cincinnati  City  Hospital  is  placed  under  the 
direction  of  the  University  of  Cincinnati.  The 
charter  provides  that  the  medical  director  of 
each  department  shall  be  the  professor  in  the 
corresponding  department  of  the  medical  col- 
lege. The  charter  removes  the  hospital  entirely 
from  the  sphere  of  politics.  The  city  will  con- 
tinue to  pay  the  general  operating  expenses  of 
the  hospital,  such  as  the  heating  and  lighting, 
food,  engineers,  janitors,  etc.,  while  the  Univer- 
sity will  pay  all  the  expenses  of  the  medical, 
surgical,  scientific  and  nursing  service. 

Burning  op  Hospital  in  Ottawa. — The 
Water  Street  General  Hospital  of  Ottawa,  Can- 
ada, was  partly  destroyed  by  fire  on  January  10. 
All  but  one  of  the  158  patients  were  saved  and 
another  patient  died  from  the  effects  of  the 
shock. 

Connecticut  Hospital  Burned. — A  section 
of  the  main  building  of  the  Connecticut  Hos- 
pital for  the  Insane,  at  Middletown,  Conn.,  was 
burned  on  January  10.  About  250  patients  were 
in  the  building,  and  all  were  carried  to  places  of 
safety. 

war  notes. 

Tuberculosis  in  the  United  States  Army. — 
According  to  Colonel  George  M.  Bushnell  of  the 
Surgeon-General's  Department,  less  than  1%  of 
the  800,000  men  examined  for  the  United  States 
Army  were  found  to  be  tubercular.  He  stated 
that  measures  are  being  taken  to  keep  infected 
men  from  entering  the  Army  by  draft  and  from 
remaining  in  the  Army  after  the  disease  has 
been  discovered. 

State  op  Soldiers'  Health  at  Camp  Devens. 
— To  refute  erroneous  rumors  which  have  been 
sent  about  regarding  the  prevalence  of  pneu- 


monia at  Camp  Devens,  the  following  official 
figures  have  been  published.  Among  the  27,000 
men  in  the  Camp  at  the  present  time,  there  are 
but  six  cases  of  pneumonia.  Since  October  1, 
there  have  been  44,000  men  in  the  Camp,  and 
of  this  number  twenty  deaths  have  occurred. 
In  the  last  eight  weeks  there  were  but  six 
deaths. 

"  Since  the  hospital  opened  in  September,  there 
have  been  5010  patients  admitted,  including  all 
sent  for  measles,  for  minor  treatments  of  various 
sorts  and  for  observation.  Orders  are  that  no 
soldiers  shall  be  kept  overnight  at  the  infirm- 
aries in  each  regiment.  All  are  sent  to  the  base 
hospital, — a  remarkably  equipped  institution, 
presided  over  by  physicians  and  surgeons  of 
high  reputation,  who  left  their  practice  through- 
out New  England,  and  are  commanded  by  Major 
Channing  Frothingham,  formerly  of  the  Peter 
Bent  Brigham  Hospital,  Boston." 

Surgeon-General's  Report. — The  report  of 
the  Surgeon-General  of  the  Army  has  been  is- 
sued. It  states  that  the  general  health  condi- 
tions of  the  United  States  Army,  for  the  calen- 
dar year  1916,  were  in  all  respects  satisfactory, 
and,  in  view  of  the  unusual  circumstances  con- 
nected with  the  mobilization  on  the  border  and 
the  expedition  into  Mexico,  may  be  fairly  re- 
garded as  specially  creditable  to  those  directly 
associated  with  the  management  of  all  matters 
pertaining  to  the  health  and  sanitation, 
particularly  of  the  troops  serving  in 
the  Southern  Department.  The  mean  strength 
(corrected  for  time)  of  the  entire  Army, 
American  and  native  troops,  including  the 
National  Guard,  was  176,803  for  the  year 
1916.  Its  non-effective  rate  from  all  causes  in 
the  year  was  24.26  per  1000,  and  for  disease 
alone,  20.55,  both  of  which  ratios  were  slightly 
lower  than  for  the  previous  year,  25.22  and 
20.85,  respectively.  The  mean  strength  of  the 
entire  Regular  Army  for  1916,  upon  which  the 
statistics  contained  in  the  annual  report  are 
based,  was  110,454.  The  non-effective  rate  for  the 
entire  Regular  Army  for  1916,  from  all  causes, 
was  26.99  per  1000,  and  for  disease  alone  22.63, 
being  slightly  higher  than  for  the  previous  year, 
25.22  and  20.85,  respectively,  but  much  lower 
than  the  average  of  these  rates  for  the  decade. 
34.99  and  29.65,  while  that  for  the  year  1906 
was  47.86  per  1000,  from  all  causes.  The  death 
rate  of  the  entire  army  for  1916,  from  all  causes, 
was  5.19  per  1000,  compared  with  4.45  for  1915, 
which  was  slightly  higher  than  the  lowest  mor- 
tality rate  in  the  Army  for  many  years,  4.40 
for  1914.  '  The  death  rate  from  disease  wa? 
2.71  per  1000  for  1916,  as  compared  with  2.53 
for  1915;  the  average  for  the  decade  was  2.94 
and  for  the  year  1906,  3.77. 

Commissioning  of  Nurses. — About  one  hun- 
dred nurses  to  be  attached  to  the  War  Emer- 
gency Hospital  at  Commonwealth  Armory,  will 
be  commissioned  by  Governor  McCall  as  second 
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lieutenants.  The  Women's  Council  of  National 
Defense  will  be  asked  to  cooperate  in  the  selec- 
tion of  the  nurses.  These  nurses  will  be  called 
for  duty  only  in  some  grave  emergency,  and 
then  for  a  limited  time  only.  Governor  McCall 
in  sending  official  notice  of  his  intentions  to  Gen- 
eral Ames  stated: 

"England  and  Canada,  since  the  war  began, 
have  seen  the  necessity  and  desirability  of 
recognizing  their  nurses  and  have  commissioned 
those  of  proper  training  and  experience  in  ser- 
vice, with  the  rank  and  pay  of  second  lieuten- 
ants. 

"In  recognition  of  the  value  of  such  service, 
and  the  honor  of  the  profession,  I  shall  be  glad 
to  commission,  upon  the  approval  of  the  Mili- 
tary Council,  with  the  rank  of  nurse  and  second 
lieutenant,  in  the  State  Guard,  such  nurses. ' ' 

Specialized  Examination  of  Recruits. — For 
the  examination  of  recruits,  which  will  come  un- 
der the  next  draft,  two  committees  have  been 
formed  in  Boston,  made  up  of  specialists  in  a 
variety  of  fields,  which  will  give  detailed  and 
expert  examinations  to  all  men  who  appear  to 
require  a  more  thorough  examination  than  that 
given  by  the  local  draft  board.  These  two  com- 
mittees are  under  the  direction  of  Dr.  Henry 
Jackson,  who  will  have  headquarters  at  the  City 
Hospital,  and  Dr.  Charles  L.  Scudder,  who  will 
have  headquarters  at  the  Massachusetts  General 
Hospital.  There  are  more  than  fifty  of  such 
committees  throughout  the  State,  and  to  these 
committees  will  be  sent  all  doubtful  cases  and 
cases  which  may  appeal  to  the  board  for  a  dis- 
puted examination. 

"The medical  representatives  of  a  local  board, 
for  example,  may  be  uncertain  whether  the  sight 
of  a  registrant  is  actually  as  faulty  as  he  would 
make  it  appear,  and  may  have  neither  time, 
equipment  nor  expert  knowledge  for  the  more 
elaborate  examination  required  to  make  certain. 

"In  such  case,  of  doubt  the  registrant  may  be 
referred  to  the  advisory  committee.  So,  too,  it 
is  understood,  a  registrant  dissatisfied  with  the 
local  examination  may  seek  a  supplementary  ex- 
amination from  the  expert  committee. 

War  Relief  Funds. — On  Jan.  19  the  totals  of 
the  principal  New  England  war  relief  funds 
reached  the  following  amounts : 


Halifax  Fund  $682,496.86 

French  Wounded  Fund    314,670.72 

Armenian-Syrian  Fund    279,627.37 

Permanent  Blind  Fund    135,925.24 

Italian  Fund    131,725.18 


boston  and  massachusetts. 

Award  of  Honors  to  Harvard  Medical  Stu- 
dents.— On  January  23,  at  the  Harvard  Medical 
School,  there  was  held  a  meeting  to  award 
honors  and  present  diplomas  to  students  of  the 
first  rank  in  the  second,  third  and  fourth  classes. 
President  Lowell  was  present  and  an  addresss 


was  delivered  by  Bishop  Lawrence.  Dean  Brad- 
ford presented  the  diplomas.  Following  the 
meeting  an  informal  reception  was  given  by  the 
Students'  Association. 

Resolution  Regarding  Sugar  Conservation 
by  Malden  Medical  Society. — At  a  meeting  of 
the  Maiden  Medical  Society,  held  recently,  the 
following  resolutions  regarding  the  conservation 
of  sugar  were  drawn  up  and  were  forwarded  to 
Food  Administrator  Hoover,  at  Washington,  and 
Mr.  Endicott,  the  food  administrator  of  Mass- 
achusetts.   The  resolutions  were  as  follows: 

"The  members  of  this  society  are  witnesses  of 
the  distress  resulting  from  the  lack  of  sugar  in 
many  homes.  Children,  invalids  and  the  aged 
are  especially  suffering  from  the  lack  of  this  im- 
portant food.  We  note  the  abundance  of  candy, 
which  is  an  expensive  and  often  injurious  lux- 
ury. Immediate  action  is  needed  for  the  relief 
of  present  conditions. 

"We  suggest  that  a  system  be  instituted 
which  will  permit  an  adequate  per  capita  allow- 
ance of  sugar  weekly,  and  that  no  sale  of  sugar 
for  the  manufacture  of  luxuries  be  allowed  until 
a  liberal  and  continuous  supply  for  domestic  use 
is  assured. 

"We  are  not  unmindful  of  the  commercial 
arguments  against  this  proposal,  but  we  submit 
that  the  present  hygienic  exigency  rises  im- 
mensely above  all  other  considerations." 

Boston  Homeopathic  Medical  Society. — At 
the  annual  meeting  of  the  Boston  Homeopathic 
Medical  Society,  held  at  the  Evans  Memorial 
Hospital,  the  following  officers  were  elected: 
Dr.  Edward  P.  Ruggles,  president ;  Dr.  Mary  A. 
Leavitt,  first  vice-president ;  Dr.  Clarence  Crane, 
second  vice-president;  Dr.  Clifford  D.  Harvey, 
secretary;  Dr.  Nathan  S.  Eastman,  associate 
secretary;  Dr.  T.  M.  Strong,  treasurer;  Dr. 
Ernest  C.  Jordan,  auditor,  and  Drs.  Howard  E. 
Allen,  Howard  P.  Bellows  and  Charles  T.  How-i 
ard,  censors. 

Shell  Shock. — At  the  meeting  of  the  Boston 
Society  of  Psychiatry  and  Neurology,  held  at 
Harvard  Medical  School  on  January  8,  Dr. 
Frankwood  E.  Williams,  secretary  of  the  Nation- 
al Committee  for  Mental  Hygiene,  presented 
several  reels  of  films  on  the  subject  of  "Shell 
Shock." 

Springfield  Academy  of  Medicine. — At  the 
January  meeting  of  the  Springfield  Academy  of 
Medicine,  held  on  January  8,  Dr.  Robert  M. 
Green,  of  Boston,  spoke  on  "Abdominal  Viscer- 
optosis." The  February  meeting  will  be  ad- 
dressed by  Dr.  W.  P.  Graves  of  Boston,  the 
March  meeting  by  Dr.  Willard  Bartlett  of  St. 
Louis,  the  April  meeting  by  Dr.  E.  S.  Judd  of 
Rochester,  Minn. 

Hospital  Bequest. — By  the  will  of  the  late 
Miss  Frances  J.  Chamberlain  of  Exeter,  N.  H., 
the  Exeter  Cottage  Hospital  is  the  recipient  of 
a  gift  of  $500. 
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THEODORE  CALDWELL  JANEWAY,  M.D. 

The  sudden  and  untimely  death  of  Dr.  Theo- 
dore Caldwell  Janeway,  of  Baltimore,  adds  an- 
other illustrious  name  to  the  list  of  recent  losses 
at  Johns  Hopkins  University.  Dr.  Janeway 
was  horn  in  1872,  the  son  of  the  late  Dr.  Ed- 
ward S.  Janeway,  of  New  York  City.  He  was 
graduated  from  Yale  in  1895,  and  was  at  once 
appointed  instructor  in  bacteriology  in  Colum- 
bia University.  He  later  became  professor  of 
medicine  in  the  College  of  Physicians  and  Sur- 
geons at  Columbia.  In  1914  he  was  elected 
professor  of  medicine  at  Johns  Hopkins,  suc- 
ceeding Dr.  L.  F.  Barker.  Upon  the  entry  of 
the  United  States  into  the  war,  Dr.  Janeway 
was  appointed  a  major  in  the  Medical  Officer;* 
Reserve  Corps.  He  had  done  a  considerable 
amount  of  research  work  for  the  government. 
His  work  on  blood  pressure  is  more  widely 
known  than  any  other  of  his  other  writings. 
He  is  survived  by  a  widow  and  five  children. 


JHfortUani}. 


GOITRE  IN  ALBERTA. 

The  following  letter  which  appears  in  The 
Calgary  Daily  Herald  gives  an  illuminating  ac- 
count of  the  prevalence  of  goitre  in  this  section, 
of  Canada : 

"An  efficient  medical  health  department  is 
supposed  to  be  a  constituent  part  of  the  govern- 
ment of  every  subdivision  of  the  British  Empire, 
but  in  this  branch  of  the  organization,  Alberta 
is  woefully  lacking. 

"It  is  the  duty  of  competent  officials  in  a  new 
country  like  this,  to  keep  close  supervision  of  all 
diseases  and  note  any  variations  arising  conse- 
quent on  surroundings,  climate,  altitude,  etc., 
etc.,  and  more  especially  on  all  diseases  liable  to 
have  far-reaching  effects  on  the  present  or 
future  well-being  and  health  of  the  community. 

"By  far  the  most  serious  disease  that  is  fac- 
ing the  people  of  the  province  as  yet  is  goitre, 
commonly  known  as  thick  neck  or  Derbyshire 
neck,  which  has  already  claimed  its  victims  by 
thousands,  and  yet  the  department  refuses  to 
recognize  the  fact  of  its  presence  even  when  I 
called  its  attention  to  it  in  the  watershed  of  the 
Bow  river,  and  offered  ocular  proof,  more  than 
twelve  months  ago,  through  our  member  of  par- 
liament, the  Hon.  0.  W.  Fisher.  Nothing  has 
been,  or  is  being  done  by  the  government  to- 
wards the  control  or  cure  of  the  disease,  al- 
though I  find  and  have  reported  that  in  the  vil- 
lage of  Cochrane  alone  100  per  cent,  of  the 
British  born  girls  located  here  before  puberty, 
and  in  residence  since  1910,  have  contracted  the 


disease.  The  surrounding  country  shows  a  sim- 
ilar state  of  affairs,  and  in  Calgary,  from  the 
amount  of  goitrous  deformity  I  can  see  amongst 
the  young  women  passing  along  the  streets,  I 
would  expect  about  the  same  approximate  per- 
centage. Medical  scientists  have  not  decided 
whether  goitre  is  caused  by  lime,  germs,  mi- 
crobes of  organisms  in  the  water  supply,  hence 
they  do  not  know  what  antidote  to  apply  to  the 
raw  water.  They  have  found,  however,  that 
whatever  it  is  in  the  water  that  causes  the  dis- 
ease can  be  destroyed  by  heating  the  water  to  ? 
temperature  of  over  160  degrees  Fahrenheit. 
Hence  it  follows  that  boiling  all  water  intended 
for  drinking  purposes  will  reduce  to  a  minimum 
the  risk  of  contracting  the  disease,  whilst  also, 
by  cutting  off  the  supply  of  poison  to  the  sys- 
tem, it  will  have  a  tendency  to  retard,  if  not  tc 
reduce,  the  gTowth  of  the  tumor. 

"A  health  ordinance1  should  be  promulgated, 
making  it  compulsory  that  all  fluid  for  chil- 
dren's drink  should  be  previously  boiled  (milk 
should  be  heated  to  over  160  degrees  Fahren- 
heit) and  that  men  and  women  should  use  tea, 
coffee  or  beer,  if  they  find  plain  boiled  or  dis- 
tilled water  unpalatable.  Goitre  is  a  disease 
which,  when  once  acquired  and  not  cured,  can 
he  transmitted  even  to  the  third  and  fourth  gen- 
eration of  posterity,  therefore  people  with  this 
disease  should  not  be  permitted  to  indulge  in 
parenthood  but  should  have  'birth  control' 
compulsorily  forced  upon  them,  otherwise'  we 
are  apt  to  find  goitre,  with  its  consequent  de- 
formity and  mental  degeneracy,  the  rule  in  the 
next  generation  of  the  native  born  here,'  and 
freedom  from  the  disease  the  exception. 

"  Females  are  more  quickly  susceptible  to  the 
disease  than  males,  although  it  attacks  both 
sexes.  People  who  are  not  exposed  to  the  in- 
fection before  maturity  take  a  considerable 
longer  time  to  contract  the  disease.  Every  case 
of  common  goitre  is  a  prospective  case  of  ex- 
ophthalmic goitre  with  its  necessity  for  opera- 
tive interference  and  consequent  dangers.  I 
consider  that  a  common  goitre  has  passed  the 
half-way  post  towards  exophthalmic. 

"It  has  frequently  happened  in  the  past  that 
chemists  in  their  laboratories  have  compounded 
medicinal  preparations  for  the  cure  of  various 
ailments  long  before  the  medical  scientists  have 
succeeded  in  isolating  the  germ  which  has  caused 
the  disease.  In  the  case  of  goitre,  chemists  in 
the  United  States  claim  that  they  have  discov- 
ered combinations  of  remedies  which  are  giving 
satisfactory  results  in  the  treatment  of  the  dis- 
ease. I  find,  however,  on  correspondence,  that 
none  of  them  are  prepared  to  quote  a  percentage 
of  cures  effected,  but  there  is  an  expression  of 
general  willingness  on  their  part  to  submit  their 
remedies  to  an  official  test  in  order  to  establish 
a  percentage  of  cures,  and  to  demonstrate  any 
shortcomings  of  the  remedies  which  would  en-, 
able  the  chemists  to  make  improvements.  I  at- 
tempted, with  the  aid  of  the  Hon.  C.  W.  Fisher, 
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to  have  this  investigation  undertaken,  under  gov- 
ernment auspices,  in  the  city  of  Calgary,  where 
there  are  some  thousands  of  cases  with  fairly 
identical  surroundings,  but  was  unsuccessful  in 
my  application. 

"Delay  in  the  discovery  of  the  cause  or  of  a 
cure  for  this  disease  is  daily  adding  to  the  num- 
ber of  the  victims,  as  well  as  to  the  immensity  of 
the  task  of  handling  it. 

"So  now,  again  impressing  upon  your  readers 
the  vital  necessity  of  'boiling  all  fluids  for 
drinking  purposes,'  I  think  we  may  safely 
leave  the  matter  in  the  hands  of  the  ladies  to 
have  the  necessary  legislation  adopted,  that  will 
not  only  protect  their  children,  but  will  protect 
their  own  figures  from  a  deformity  which  is 
plainly  recognizable  to  anyone  who  sees  them. 

T.  G.  Ritchie,  M.D.,  L.R.C.S., 
Edinburgh,  1872. 
Cochrane,  Alta.,  April,  1917." 


THE  MANDRAKE  IN  FOLK-MEDICINE. 

The  London  Lancet  for  November  17,  1917, 
gives  the  following  account  of  the  mandrake  in 
folk-medicine : 

"The  root  of  the  mandrake  (Airopa  mandra- 
gora, M.  Officinarum)  is  a  ready-made  amulet, 
resembling,  as  it  does,  the  lower  limbs  of  a  hu- 
man being  and  often  a  grotesque  human  body. 
A  naked  mannikin  may  suggest  to  primitive 
minds  all  kinds  of  thoughts.  Hence  in  Scrip- 
ture the  fruit  or  root  of  the  mandrake  figures  aa 
a  love-charm  (Genesis  xxx.),  by  means  of  which 
Rachel  is  enabled  to  escape  the  reproach  of  bar- 
renness and  to  become  the  mother  of  Joseph.  At 
a  later  period,  as  is  shown  by  Professor  Sir 
James  G.  Frazer  in  his  recently  published  mono- 
graph on  'Jacob  and  the  Mandrakes,'  the  root, 
rather  than  the  fruit  of  the  plant,  became  a  sov- 
ran amulet.  Solomon,  according  to  'the  Arab 
Dioscorides,'  Ibn  Beithar,  carried  a  mandrake 
in  his  signet  ring,  which  gave  him  command  over 
the  jinn,  or  spirits.  The  plant,  Ibn  Beithar 
avers,  is  a  remedy  for  all  maladies  caused  by 
jinn,  demons,  and  Satan.  It  cures  lameness, 
cramp,  epilepsy,  elephantiasis,  madness,  loss  of 
memory,  besides  affording  protection  against 
every  kind  of  mishap.  The  mandrake  root  was 
well  known  as  a  charm  to  the  ancient  Greeks  and 
to  Pliny  and  the  Romans,  and  it  reappears  in 
the  Middle  Ages  as  the  center  of  a  perfect  tangle 
of  sinister  superstition.  As  a  rule,  the  plant 
was  held  to  spring  up  under  the  gallows 
where  it  was  fertilized  by  the  drippings 
of  corpses.  In  order  to  obtain  it  a 
laborious  ritual  had  to  be  observed.  It 
was  death  to  dig  it  up,  so  its  roots  were  care- 


fully loosened,  and  a  dog,  preferably  black,  was 
tied  to  it,  which,  springing  after  its  master  or 
tempted  by  food,  drew  the  plant  out  of  the 
ground  and  died  in  the  act,  while  the  plant 
shrieked  dolefully.  The  evil  genius  having  left 
the  plant  and  passing  into  the  dog,  the  root 
might  be  safely  handled  and  used  as  a  valuable 
ingredient  in  the  pharmacopoeia,  where  it  fig- 
ured as  a  promoter  of  conception  and  as  a  cure- 
all.  The  Transylvanian  gipsies  still  practise 
this  ritual.  In  Syria  and  the  East  generally 
the  mandrake  is  still  used  as  a  charm,  and  the 
making  of  counterfeit  mandrakes,  closely  re- 
sembling hairy  ape-like  men,  is  carried  on  as  an 
industry.  Sham  mandrakes  are  often  sold  for 
large  sums. 

"  'To  make  the  counterfeit  mandrake.'  says 
'A  Thousand  Notable  Things'  (London  and 
Salisbury,  1791),  'which  hath  been  sold  by 
deceivers  for  much  money,  do  thus  as  followeth : 
Take  the  great  double  root  of  Briony,  newly 
taken  out  of  the  ground,  and  with  a  fine  sharp 
knife  frame  the  shape  of  a  man  or  a  woman 
['the  womandrake'  of  our  rustics]  .  .  .  with 
his  stones  and  cods,  and  other  members  thereto, 
and  when  it  is  clean  done,  prick  all  these  places 
with  a  sharp  steel,  as  the  head,  the  eyebrows, 
the  chin,  and  privaties,  and  put  into  the  said 
holes  the  seeds  of  millet,  or  any  other  that 
brings  forth  other  small  roots,  that  do  resemble 
hairs  (which  Leek  seed  will  do  very  well,  or  else 
Barley).  After  this,  put  it  into  the  ground,  and 
let  it  be  covered  with  earth,  until  it  have  gotten 
upon  it  a  certain  little  skin,  and  then  thou 
shalt  see  a  monstrous  idol,  and  hairy,  which  will 
become  the  party,  if  it  be  workman  like,  or 
cunningly  made  or  figured.'  The  quotation  is 
from  Mizaldus.  'Another  trim  way  for  the 
like,  is  in  the  Natural  and  Artificial  conclusions, 
englished  by  Thomas  Hill.' 

' '  It  is  curious  to  reflect  that  this  quotation  from 
Mizalde  was  served  up  to  our  great  grand- 
mothers as  lately  as  1791.  Present-day  rustics 
attach  great  virtue  to  the  mandrake  root,  which 
is  eaten  as  a  cure  for  indigestion.  The  root  is 
said  to  taste  bitter,  but  the  fruit  can  be  eaten, 
a  little  at  a  time,  and  the  fruit,  perhaps,  rather 
than  the  root,  was  the  ancient  mandragora,  used 
as  an  anaesthetic  or  narcotic,  and  known  as 
such  to  Shakespeare,  who,  always  keenly  reflect- 
ing the  popular  beliefs  of  his  age,  makes  Iago 
say  to  his  dupe — 

'Not  poppy,  nor  mandragora, 
Nor  all  the  drowsy  syrups  of  the  world, 
Shall  ever  medicine  thee  to  that  sweet  sleep 
Which  thou  owedst  yesterday.' 

The  literature  of  the  mandrake  is  enormous. 
Perhaps  one  of  the  best  accounts  of  it  was  given 
by  Mary  Howitt  in  her  poem  'The  Mandrake,' 
which  figured  in  her  charming  work,  'Birds  and 
Flowers  and  Other  Countrv  Things,'  published 
in  1838." 
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WAR   COMMITTEE   FOR   THE  UTILIZA- 
TION OF  HOSPITAL  FACILITIES. 

A  meeting  of  the  "War  Service  Committee  of 
the  American  Hospital  Association  was  held  in 
New  York  City  on  Wednesday,  Nov.  21,  1917. 
The  War  Service  Committee  is  a  national  com- 
mittee which  has  been  instructed  by  the  Amer- 
ican Hospital  Association  "to  inform  itself  of 
all  military  facts  and  requirements  in  which  hos- 
pitals may  be  concerned,  to  be  in  readiness  to 
consult  with  military  authorities  in  relation 
thereto,  and  to  assist  wherever  hospital  service 
may  be  of  value  to  the  country."  The  commit- 
tee has  established  headquarters  in  Washington, 
which  will  be  in  charge  of  the  secretary,  Mr. 
Richard  P.  Borden,  of  Fall  River,  Mass. 

The  following  statement  has  been  issued  by 
Dr.  S.  S.  Goldwater,  acting  as  chairman : 

"From  such  information  as  the  members  of 
the  War  Service  Committee  have  thus  far  been 
able  to  gather,  the  committee  infers  that  it  is 
the  policy  of  the  Army  to  ignore  existing  hos- 
pital facilities  in  its  preparation  for  the  care  of 
invalided  men.  It  would  be  wiser,  in  the  opin- 
ion of  the  committee,  to  formulate  a  program 
based  upon  the  principle  that  existing  medical 
institutions,  including  hospitals  and  sanatoria, 
should  be  utilized  wherever  and  whenever  they 
are  capable  of  rendering  the  required  service. 
The  unnecessary  duplication  of  hospital  plant 
and  organization  appears  to  the  committee  to  be 
deplorable  at  a  time  when  the  nation  should 
husband  its  resources  in  order  to  increase  its 
military  and  national  efficiency. 

"The  ideas  of  the  War  Service  Committee  on 
this  subject  are  practically  the  same  as  those  of 
the  British  Ministry  of  Pensions,  which  is  re- 
sponsible for  the  medical  treatment  of  disabled 
men,  who  have  been  discharged  from  the  British 
Army.  In  a  statement  made  to  the  British  Hos- 
pitals Association  on  October  19th,  1917,  Mr. 
Home,  representing  the  Pensions  Ministry,  said 
that  the  Ministry  'had  no  intention  of  setting  up 
in  various  parts  of  the  country  institutions, 
which  would  compete  with  established  voluntary 
hospitals.  They  had  in  certain  instances  pro- 
vided institutions  of  which  there  was  a  dearth, 
such  as  those  for  neurasthenia,  tuberculosis,  and 
eiplepsy;  generally,  the  accommodation  required 
was  provided  by  enlarging  existing  institutions. ' 

"The  committee  has  been  unable  to  learn  of 
any  government  plan  for  the  care  of  discharged 
soldiers  who  may  still  require  ambulant  medical 
treatment.  In  this  connection,  it  might  be  ad- 
vantageous to  consult  recent  orders  of  the  Brit- 
ish Army  Council  in  relation  to  the  handling  of 
two  categories  of  patients :  first,  soldiers,  who  at 
the  time  of  their  discharge  require  further  treat- 
ment; second,  soldiers  who  at  some  time  after 
their  discharge  are  found  to  require  further 
treatment.  The  instructions  in  question  apply 
'to  those  suitable  for  treatment  as  out-patients 
in  hospitals.' 


"In  order  to  facilitate  cooperation  be- 
tween the  Army  and  civilian  hospitals,  the  com- 
mittee suggests  the  organization  of  an  Auxiliary 
Medical  Corps  for  Home  Service.  This  Corps 
should  be  composed  of  physicians  and  surgeons 
who  are  ineligible  for  active  military  duty,  and 
should  be  made  up,  in  the  first  instance,  of  men 
holding  hospital  appointments. 

"The  committee  maintains  that  the  efficiency 
of  hospitals  and  the  adequate  preparation  of  re- 
cent graduates  in  medicine  for  clinical  practice, 
not  only  among  the  civilian  population,  but  in 
the  Army,  depends  in  large  part  upon  the  main- 
tenance by  civilian  hospitals  of  an  adequate  sys- 
tem of  clinical  training.  In  the  opinion  of  the 
committee,  it  is  inadvisable  for  hospitals  having 
a  graduated  intern  service  of  eighteen,  twenty- 
one,  or  twenty-four  months '  duration  to  abandon 
such  service,  in  order  to  substitute  an  ungraded 
or  improperly  graded  service  of  only  twelve 
months'  duration." 

The  chairman  has  been  authorized  to  present 
the  views  of  the  American  Hospital  Association 
to  the  military  authorities  through  the  General 
Medical  Board  of  the  Council  of  National  De- 
fense, or  otherwise. 


ANTHRAX  IN  MASSACHUSETTS. 

The  bulletin  of  the  State  Department  of 
Health  for  Oct.,  1917,  gives  an  account  of  the  pre- 
valence of  anthrax  in  Massachusetts  during  the 
current  year.  Whereas  since  1908,  the  incidence 
of  this  disease  has  not  risen  above  eleven  cases 
per  year,  in  1916  there  were  31  cases  and  for  the 
first  nine  months  of  1917,  there  have  been  39 
cases. 

"The  demand  for  leather  has  compelled  the 
manufacturer  to  secure  hides  from  new  areas  in 
foreign  territory,  with  regard  to  which  our 
knowledge  as  to  the  prevalence  of  diseases  is 
meager.  This  increase  of  anthrax  has  been  co- 
incident with  the  shipping  of  hides  from  these 
newer  sources. 

During  the  first  nine  months  of  the  present 
year,  6  of  the  39  cases  reported  have  been  fatal. 
There  was  1  case  of  pulmonary  anthrax ;  the  re- 
mainder were  external.  The  pulmonary  case 
and  34  of  the  others  were  infected  through  the 
handling  of  hides,  3  from  the  handling  of  hair, 
and  1  from  the  handling  of  wool. 

English  investigators  have  reported  recently 
finding  cases  of  anthrax  simulating  cases  of  cere- 
brospinal meningitis,  the  diagnosis  of  anthrax 
not  being  established  until  anthrax  bacilli  had 
been  demonstrated  in  the  spinal  fluid. 

Since  anthrax  cannot  be  accurately  diagnosed 
except  through  bacteriological  findings,  smears 
have  been  urged  in  all  cases,  with  the  following 
results : 
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Cases. 

Smears  positive,  24 

Diagnosis  made  at  autopsy,   1 

Smears  negative,    8 

No  laboratory  examination,    6 

39 

Of  the  8  negative  smears,  4  were  isolated  cases, 
each  being  the  only  case  in  the  locality,  and  each 
handled  hides  which  were  not  associated  with 
other  cases  of  the  disease.  The  4  remaining 
negative  smears,  in  cases  4,  17,  29  and  35,  oc- 
curred in  association  with  other  cases  in  fellow 
workmen  who  had  positive  smears,  and  thus 
diagnosis  was  undoubtedly  correct. 

Of  the  6  cases  from  which  no  smear  was  taken, 
several  were  associated  with  positive  cases,  sug- 
gesting that  no  error  was  made  in  the  diagnosis. 
To  illustrate:  cases  20,  22  and  24  all  handled 
the  same  lot  of  hides.  A  smear  from  case  24 
was  positive,  also  case  6  was  a  fellow  workman 
with  case  16,  the  latter  case  being  confirmed  by 
a  smear. 

Thus  the  diagnosis  was  confirmed  bacteriolog- 
ically  in  25  cases  (including  1  where  the  diag- 
nosis was  made  at  autopsy)  and  was  undoubted- 
ly correct  in  7  other  cases, — a  total  of  32  certain 
cases. 

When  a  stevedore  or  longshoreman  was  the 
first  case  reported,  the  manufacturer  to  whom 
the  hides  handled  were  consigned  and  the  board 
of  health  of  the  town  to  which  the  shipment  was 
being  forwarded  were  notified  of  the  probable 
infection  of  the  hides  in  question. 

For  prevention  of  infection  the  United  States 
Bureau  of  Animal  Industry  recommends  that 
hides  be  immersed  for  not  less  than  forty-eight 
hours  in  a  1  to  1000  solution  of  bichloride  of 
mercury,  or  immersion  in  a  10  per  cent,  salt 
solution  containing  not  less  than  2  per  cent,  hy- 
drochloric acid  for  forty-eight  hours. 

For  hair  disinfection,  in  a  recent  report  of 
the  Local  Government  Board  (new  series,  No. 
112)  it  states  'that  for  steam  disinfection  to  be 
successful,  the  cases  or  bales  should  be  opened, 
the  bundles  removed  and  most  of  the  strings 
cut,  unless  the  temperature  inside  the  steam  dis- 
infecting apparatus  is  maintained  at  230°  F.  for 
half  an  hour.'  " 


SHELL  SHOCK  AMONG  TROOPS. 

The  situation  regarding  the  prevalence  and 
care  of  shell  shock  among  troops  is  admirably 
summed  up  by  Major  Thomas  W.  Salmon,  med- 
ical director  of  the  National  Committee  for  Men- 
tal Hygiene,  in  the  report  of  his  recent  studies  in 
England.    He  states: 

"No  medico-military  problems  of  the  war  are 
more  striking  than  those  growing  out  of  the  ex- 
traordinary incidence  of  mental  and  functional 
nervous  diseases — 'shell  shock.'    Together  these 


disorders  are  responsible  for  not  less  than  one- 
seventh  of  all  discharges  for  disability  from  the 
British  Army,  or  one-third,  if  discharges  for 
wounds  are  excluded.  A  medical  service  newly 
confronted  like  ours  with  the  task  of  caring  for 
the  sick  and  wounded  of  a  large  army  cannot 
ignore  such  important  causes  of  invalidism.  By 
their  very  nature,  moreover,  these  diseases  en- 
danger the  morale  and  discipline  of  troops  in  a 
special  way  and  require  attention  for  purely 
military  reasons. 

"Although  an  excessive  incidence  of  mental 
diseases  has  been  noted  in  all  recent  wars,  it  is 
only  in  the  present  one  that  functional  nervous 
diseases  have  constituted  a  major  medico-mili- 
tary problem.  As  every  nation  and  race  en- 
gaged is  suffering  severely  from  these  disorders, 
it  is  apparent  that  new  conditions  of  warfare 
are  chiefly  responsible  for  their  prevalence. 
None  of  these  new  conditions  is  more  terrible 
than  the  sustained  shell  fire  with  high  explos- 
ives which  has  characterized  most  of  the  fight- 
ing. It  is  not  surprising,  therefore,  that  the 
term  'shell  shock'  should  have  come  into  general 
use  to  designate  this  group  of  disorders.  This 
terse  name  is  applied  to  practically  any  nervous 
symptoms  in  soldiers  exposed  to  shell  fire  that 
cannot  be  explained  by  some  obvious  physical 
injury.  If  all  neuroses  among  soldiers  were  in- 
cluded in  these  groups,  the  use  of  the  term  'shell 
shock'  might  be  defended.  But  many  hundreds 
of  soldiers  who  have  not  been  exposed  to  battle 
conditions  at  all,  develop  symptoms  almost  iden- 
tical with  those  in  men  whose  nervous  disorders 
are  attributed  to  shell  fire. 

"The  non-expeditionary  forces  supply  a  con- 
siderable proportion  of  these  cases.  One  of  the 
chief  objections  to  the  use  of  the  term  'shell 
shock'  is  the  implication  it  conveys  of  a  cause 
acting  instantly.  The  train  of  causes  which 
leads  to  the  neurosis  that  an  explosion  ushers  in 
is  often  long  and  complicated.  Apparently  in 
many  military  cases  mental  conflicts  in  the  per- 
sonal life  of  the  soldier,  that  are  not  directly 
connected  with  military  situations,  influence  the 
onset  of  the  neuroses.  Thus  men  who  have  been 
doing  very  well  in  adapting  themselves  to  war 
develop  'shell  shock'  immediately  after  receiving 
word  that  their  wives  have  gone  away  with  other 
men  during  their  absence.  With  a  view  to  dis- 
covering the  prevalence  of  the  neuroses  and  in- 
sanity, Sir  John  Collie,  president  of  the  Special 
Pension  Board  on  Neurasthenics,  made  an  an- 
alysis of  10,000  discharge  certificates  for  dis- 
ability, interpreting  the  diagnosis  given  in  the 
light  of  his  very  large  experience.  He  found 
that  of  these  10,000  consecutive  cases,  the  neu- 
roses constituted  20  per  cent. 

"If  the  policy  is  adopted  of  caring  in  France 
for  mental  cases  likely  to  recover  and  evacuating 
all  others  to  the  United  States  at  once  or  at  the 
expiration  of  six  months'  treatment,  we' may  ex- 
pect to  receive  at  the  port  of  arrival  in  the 
United  States,  not  less  than  250  insane  soldiers 
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per  month,  from  an  expeditionary  force  of 
1.000.000.  It  should  be  remembered  that  if  the 
policy  recommended  of  evacuating  to  the  United 
States  only  the  patients  who  fail  to  recover  in 
six  months  in  France  is  adopted,  some  very  in- 
tractable cases  will  be  received.  For  the  most 
part  these  will  be  patients  with  a  constitutional 
neuropathic  make-up — the  type  most  frequently 
seen  in  civil  practice. 

"Many  of  these  cases  will  prove  amenable  to 
long-continued  treatment  and  much  can  be  ex- 
pected from  the  mental  effect  of  return  to  the 
United  States.  It  is  very  important  not  to  fall 
into  the  mistake  made  in  England  of  discharg- 
ing these  severe  cases  with  a  pension  because  of 
the  discouraging  result  of  treatment.  To  do  so 
will  swell  the  pension  list  enormously,  as  can  be 
seen  by  the  fact  that  fifteen  per  cent,  of  all  dis- 
charges from  the  British  army  are  unrecovered 
cases  of  mental  diseases  and  war  neuroses.  Quite 
aside  from  financial  considerations,  however,  is 
the  injustice  of  turning  adrift  thousands  of 
young  men  who  developed  their  nervous  dis- 
ability through  military  service  and  who  can 
find  in  their  home  towns  none  of  the  facilities  re- 
quired for  their  cure.  It  is  recommended,  there- 
fore, that  no  soldiers  suffering  from  functional 
nervous  diseases  be  discharged  from  the  army 
until  at  least  a  year's  special  treatment  has  been 
given." 


INCREASE  TN  TUBERCULOSIS. 

The  statement  cabled  from  London  that  Ger- 
many is  suffering  an  enormous  increase  in  tuber- 
culosis, mainly  as  the  result  of  the  restricted 
food  supply,  calls  forth  a  warning  from  the  De- 
partment of  Health  that,  despite  a  much  greater 
amount  of  food  in  this  country,  a  similar  disas- 
trous increase  in  tuberculosis  and  other  diseases 
may  occur  here  if  the  public  does  not.  take  a 
greater  interest  in  the  science  of  nutrition. 

Even  in  England,  where,  according  to  cabled 
reports,  meat  and  bread  are  selling  for  prices 
lower  than  those  prevailing  here,  the  war  has 
caused  a  marked  increase  in  tuberculosis. 
Newsholme,  the  chief  medical  officer  of  the 
Local  Government  Board,  has  just  compiled  fig- 
ures showing  that  in  England  and  Wales  the 
increase  in  the  tuberculosis  mortality  has 
amounted  to  12%  over  the  figures  for  1913.  Tn 
1014  the  increase  amounted  to  1582  deaths,  to 
4621  in  1915,  and  to  4490  in  1916.  Altogether, 
therefore,  in  England  and  Wales  alone,  the  war 
caused  more  than  10,000  extra  deaths  from  tu- 
berculosis in  three  years.  Conditions  in  France 
are  even  worse. 

In  New  York  City,  the  Department  of  Health 
has  on  record  the  names  and  address  of  over 
35,000  persons  suffering  from  tuberculosis,  and 
of  these  over  8000  die  annually. 


A  table  compiled  by  Dr.  W.  H.  Guilfoy,  the. 
Health  Department  's  registrar  of  records,  shows 
that  the  steady  downward  course  of  the  deaths 
from  tuberculosis  has  not  only  been  arrested, 
but  that  the  number  this  year  shows  an  actual 
increase  over  last  year's  figures.  In  view  of  the 
experiences  of  the  other  warring  nations,  this  is 
certainly  disquieting. 

Inasmuch  as  tuberculosis  is  so  intimately  asso- 
ciated with  under-nourishment,  special  interest 
attaches  to  the  report  just  issued  by  the  Health 
Department's  Bureau  of  Child  Hygiene,  con- 
cerning the  physical  examination  of  school  chil- 
dren. According  to  this  report,  the  number  of 
under-nourished  school  children  in  this  city  is 
much  greater  than  was  heretofore  suspected. 

According  to  investigations  made  by  the 
Health  Department's  inspectors,  one-eighth  of  all 
the  school  children  were  found  to  be  under- 
nourished. On  the  basis  of  a  million  school 
children,  this  represents  the  enormous  number 
of  125.000  under-nourished  children  in  the  city 
of  New  York.  One-quarter  of  this  number  were 
so  badly  under-nourished  as  to  require  medical 
care. 

"We  have  been  much  concerned,"  said  Com- 
missioner Emerson,  "about  the  great  lack  of 
even  elementary  knowledge  among  a  large  pro- 
portion of  the  people  concerning  the  main  facts 
of  food  and  nutrition.  Our  studies  show  that 
this  constitutes  a  distinct  health  menace.  We 
have  been  trying  to  teach  the  people  by  means 
of  posters,  leaflets,  food  exhibits  and  demonstra- 
tions, but  progress  is  slow.  This  winter  we  be 
gan  classes  of  practical  instruction  in  dietetics 
at  some  of  our  Baby  Health  Stations.  This  work 
is  carried  on  by  the  nurses  of  the  health  sta- 
tions, for  they  know  the  needs  of  the  mothers 
in  their  district.  In  passing,  I  may  add  that  the 
new  activity  emphasizes  anew  the  fact  that  the 
Baby  Health  Stations  are  essentially  educa- 
tional centers.  The  increase  in  the  death  rate 
from  tuberculosis,  while  only  small,  should 
serve  as  a  warning.   I  hope  it  will  be  heeded." 


PRINCIPAL  CAUSES  OF  DEATH. 

The  Census  Bureau  issues  a  statement  sum- 
marizing mortality  statistics  for  1916 : 

"According  to  a  preliminary  announcement 
with  reference  to  mortality  in  1916.  issued  by 
Director  Sam.  L.  Rogers,  of  the  Bureau  of  the 
Census,  Department  of  Commerce,  and  com- 
piled under  the  direction  of  Dr.  William  H. 
Davis,  chief  statistician  for  vital  statistics,  the 
'registration  area,'  which  contained  approxi- 
mately 70%  of  the  population  of  the  entire 
United  States,  reported  for  that  year  1.001.921 
deaths.  Of  these  deaths,  nearly  one-third  were 
due  to  three  causes — heart  disease,  tuberculosis, 
and  pneumonia — and  nearly  another  third  were 
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charged  to  the  folowing  nine  causes:  Bright's 
disease  and  nephritis,  cancer,  apoplexy,  diarrhea 
and  enteritis,  influenza,  arterial  diseases,  dia- 
betes, diphtheria,  and  typhoid  fever. 

The  deaths  from  heart  diseases  (organic  dis- 
eases of  the  heart  and  endocarditis)  in  the  regis- 
tration area  in  1916  numbered  114,171,  or  159.4 
per  100,000  population.  The  death  rate  from 
this  cause  shows  a  marked  increase  as  compared 
with  1900  (the  earliest  year  for  which  the  an- 
nual mortality  statistics  were  published),  when 
it  was  only  123.1  per  100,000.  The  increase  has 
not  been  continuous,  however,  the  rate  having 
fluctuated  from  year  to  year. 

Tuberculosis  in  its  various  forms  caused 
101,396  deaths  in  1916,  of  which  88,666  were 
due  to  tuberculosis  of  the  lungs,,  Because  of 
progress  in  the  prevention  and  treatment  of  tu- 
berculosis of  all  kinds,  the  decline  in  the  tuber- 
culosis death  rate  in  recent  years  has  been  most 
pronounced,  having  fallen  from  200.7  per  100, 
000  in  1904  to  141.6  in  1916,  a  decrease  of 
nearly  30%.  Before  1904  the  rate  had  fluc- 
tuated, starting  at  201.9  in  1900.  Even  yet, 
however,  tuberculosis  causes  more  deaths  an- 
nually than  any  other  malady,  except  heart  dis- 
eases, and  about  37%  more  than  all  external 
causes — accidents,  homicides,  and  suicides — com- 
bined. 

Pneumonia  (including  bronchopneumonia)  was 
responsible  for  98,334  deaths  in  the  registration 
area  in  1916,  or  137.3  per  100,000.  This  rate, 
although  lower  than  that  for  any  year  from 
1900  to  1910,  inclusive,  with  the  single  excep- 
tion of  1908,  is  higher  than  that  for  any  of  the 
years  from  1911  to  1915,  inclusive.  The  lowest 
recorded  rate  for  all  forms  of  pneiunonia  was 
127  per  100.000  in  1914.  The  mortality  from 
this  disease,  like  that  from  tuberculosis,  has 
shown  a  marked  decline  since  1900,  when  it  was 
180.5  per  100.000.  Tts  fluctuations  from  year  to 
year,  however,  have,  been  pronounced,  whereas 
the  decline  in  the  rate  for  tuberculosis  has  been 
nearly  continuous. 

The  onlv  remaining  death  rate  higher  than 
100  per  100.000  in  1916  was  that  for  Bright's 
disease  and  acute  nephritis,  105.2.  The  total 
number  of  deaths  due  to  these  maladies  in  1916 
was  75,316 ;  of  this  number,  69.395  were  caused 
by  Bright's  disease  and  5921  by  aeute  nephritis. 
The  mortality  rate  from  these  two  causes  has 
increased  from  89  per  100.000  in  1900.  with 
some  fluctuations  from  year  to  year. 

Cancer  and  other  malignant  tumors  caused 
58,600  deaths  in  1916.  Of  these,  22,480,  or 
nearly  39%,  resulted  from  cancers  of  the  stom- 
ach and  liver.  The  death  rate  from  cancer  nasi 
risen  from  63  per  100.000  in  1900  to  81.8  in 
1916.  The  increase  has  been  almost  continuous, 
there  having  been  but  two  years — 1906  and 
1911 — which  showed  a  decline  as  compared  with, 
the  year  immediately  preceding.  It  is  possible 
that  at  least  a  part  of  this  increase  is  due  to 
more  correct  diagnoses  and  to  greater  care  on 


the  part  of  physicians  in  making  reports  to  reg- 
istration officials.  ' 

Apoplexy  was  the  cause  of  58,233  deaths,  or 
81.3  per  100,000.  The  rate  from  this  disease 
increased  gradually,  with  occasional  slight  de- 
clines, from  1900  to  1912,  and  since  1913  the 
increase  has  been  continuous. 

Diarrhea  and  enteritis  caused  56,763  deaths  in- 
1916,  or  79.3  per  100,000.  The  rate  from  these 
diseases  has  fallen  somewhat  in  recent  years, 
having  been  90.2  in  1913,  and  is  very  much 
lower  than  the  corresponding  rate  for  1900, 
which  was  133.2.  Nearly  five-sixths  of  the  total 
number  of  deaths  charged  to  these  causes  in 
1916  were  of  infants  under  2  years  of  age. 

Influenza  was  responsible  for  no  fewer  than 
18,886  deaths  in  the  registration  area  in  1916, 
or  26.4  per  100,000.  The  rate  from  this  mal- 
ady, which  fluctuates  very  considerably  from 
year  to  year,  was  higher  in  1916  than  in  any 
preceding  year  since  and  including  1900,  with 
the  single  exception  of  1901,  when  it  stood  at 
32.2. 

Arterial  diseases  of  various  kinds — atheroma, 
aneurism,  etc. — were  the  cause  of  17,115  deaths 
in  1916,  or  23.9  per  100,000.  This  rate,  al- 
though somewhat  lower  than  the  corresponding 
ones  for  1912  and  1913,  is  higher  than  those  for 
1914  and  1915.  The  rate  for  these  causes  in- 
creased continuously  from  6.1  in  1900  to  25.6  in 
1912. 

Deaths  from  diabetes  numbered  12,199,  or  17 
per  100,000.  The  rate  from  this  disease  has 
risen  almost  continuously  from  year  to  year 
since  1900,  when  it  was  9.7. 

No  epidemic  disease,  with  the  exception  of  in- 
fluenza, produced  a  death  rate  as  high  as  even 
15  per  100,000  in  1916.  The  fatal  cases  of 
diphtheria  and  croup — which  are  classed  to- 
gether in  the  statistics,  but  practically  all  of 
which  are  cases  of  diphtheria — numbered  10,- 
367,  or  14.5  per  100,000  population.  The  rate 
for  diphtheria  and  croup  in  1900  Avas  43.3,  and 
the  decline  of  nearly  67%  from  that  year  to 
1916  is  relatively  greater  than  that  shown  by 
any  other  important  cause  of  death.  The  rate 
fluctuated  somewhat  from  1900  to  1913,  but  has 
fallen  continuously  since  the  latter  year. 

The  mortality  rate  from  typhoid  fever  has 
shown  a  most  remarkable  and  highly  gratifying 
decline  since  1900,  having  dropped  from  35.9 
per  100,000  in  that  year  to  13.3  in  1916.  The 
proportional  decrease  in  the  rate,  amounting  to 
63%,  is  a  close  second  to  that  shown  for  diph- 
theria and  croup.  The  efficacy  of  the  anti- 
typhoid vaccine  and  of  the  many  improvements 
,in  methods  of  sanitation  has  been  demonstrated 
in  a  striking:  manner  by  this  great  reduction  in 
the  typhoid  death  rate. 

Measles,  Whooping  Cough,  and  Scarlet  Fever. 
— The  principal  epidemic  maladies  of  child- 
hood— measles,  whooping  coujrh,  and  scarlet 
fever — were  together  responsible  for  17.586 
deaths  of  both  adults  and  children,  or  24.6  per 
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100,000,  in  the  registration  area  in  1916,  the 
rates  for  the  three  diseases  separately  being 
11.1,  10.2,  and  3.3.  As  in  1913,  measles  caused 
a  higher  mortality  than  either  of  the  other  dis- 
eases, but  in  1914  and  1915  whooping  cough  had 
first  place.  In  every  year  since  and  including 
1910,  as  well  as  in  several  preceding  years, 
measles  has  caused  a  greater  number  of  deaths 
than  scarlet  fever.  The  rate  for  scarlet  fever 
in  1916  was  the  lowest  on  record,  while  that  for 
whooping  cough,  although  considerably  below 
the  highest  recorded  rate  for  that  disease — 15.8 
in  1903 — was  far  above  the  lowest — 6.5  in  1904. 

Acute  Poliomyelitis. — Acute  anterior  polio- 
myelitis, comomnly  called  infantile  paralysis, 
caused  7130  deaths  in  1916,  representing  a  rate 
of  10  per  100,000  population.  This  disease  de- 
veloped in  epidemic  form  in  that  year,  and  the 
resultant  mortality  showed  an  enormous  in- 
crease. The  rate  from  infantile  paralysis  de- 
clined from  2.7  per  100,000  in  1910— the  first 
year  in  which  this  malady  was  reported  sepa- 
rately as  a  cause  of  death — to  1  per  100,000  in 

1915,  the  decrease  having  been  continuous  from 
year  to  year,  except  for  an  increase  between 
1911  and  1912.  The  rate  for  1916,  however, 
was  ten  times  as  great  as  that  for  the  preceding 
year. 

Of  the  26  states  in  the  registration  area  in 

1916,  the  5  showing  the  highest  rates  reported 
75%  of  all  the  deaths  from  this  cause.  These 
states,  with  their  rates,  were  New  Jersey,  41 ; 
New  York,  32.8;  Connecticut,  19.2;  Massachu- 
setts, 12.5;  and  Maryland,  8.1.  The  next  high- 
est 5  rates  appear  for  Pennsylvania,  7.8 ;  Rhode 
Island,  7 ;  New  Hampshire,  5.6 ;  Montana,  5.2 ; 
and  Michigan,  4.9. 

Accidents  and  Injuries. — The  deaths  resulting 
from  accidents  in  1916  numbered  60,071,  corre- 
sponding to  a  rate  of  83.9  per  100,000  popula- 
tion. This  rate  is  considerably  in  excess  of  that 
for  1915  (76.3).  The  most  marked  increases 
appear  for  deaths  due  to  railroad  and  to  auto- 
mobile accidents,  and  for  those  resulting  from 
the  effects  of  heat. 

The  rate  for  deaths  from  railroad  accidents 
in  1916  (11.3)  exceeds  the  corresponding  rates 
for  1914  and  1915  (10.7  and  9.9,  respectively), 
but,  with  these  exceptions,  is  the  lowest  one  re- 
corded since  1906,  the  first  year  for  which 
deaths  from  this  cause  were  reported  separately. 

Deaths  from  automobile  accidents  and  in- 
juries in  1916  totaled  5193,  or  7.3  per  100,000 
population.  As  might  be  expected,  in  view  of 
the  enormous  increase  in  the  number  of  automo- 
biles in  use,  the  death  rate  due  to  these  causes 
has  advanced  continuously  since  1906 — the  first 
year  for  which  they  were  reported  separately— 
when  it  stood  at  0.4  per  100,000  population. 

Deaths  resulting  from  street-car  accidents  in 
1916  numbered  1775,  or  2.5  per  100,000.  This 
rate  is  the  same  as  that  for  1914,  but  shows  an 
increase  as  compared  with  1915.  During  the 
past  10  years,  however,  there  has  been  a  material 
falling  off  in  the  rate  for  this  cause. 


Machinery  accidents  caused  1624  deaths  in 
1916,  or  2.3  per  100,000  population,  this  rate 
being  somewhat  greater  than  those  for  the  pre- 
ceding two  years — 1.9  for  1915  and  2  for  1914. 

The  number  of  deaths  from  mine  accidents 
and  injuries  in  the  registration  area  in  1916  was 
2119,  corresponding  to  a  rate  of  3  per  100,000. 
The  deaths  from  these  accidents  for  the  last 
three  years  show  a  material  decline  as  compared 
with  those  for  the  preceding  10  years. 

There  were  2056  deaths  in  1916  from  the  ef- 
fects of  heat,  the  rate  being  2.9  per  100,000 
population.  This  is  the  highest  rate  shown  for 
this  cause  in  the  last  15  years,  with  the  excep- 
tion of  that  for  1911,  which  was  5.3. 

Suicide. — The  number  of  suicides  reported 
for  1916  was  10,162,  or  14.2  per  100,000.  This 
rate  is  the  lowest  for  the  past  10  years. 

Deaths  Caused  by  Firearms. — The  total  num- 
ber of  deaths  due  to  the  use  of  firearms  in  the 
registration  area  in  1916  was  8240,  correspond- 
ing to  a  rate  of  11.5  per  100,000.  Of  these 
deaths,  3386  were  suicidal,  3241  were  homicidal, 
and  1613  were  accidental.  The  suicidal  use  of 
firearms  shows  a  decline  as  compared  with  1915 
and  1914 ;  their  homicidal  use  decreased  as  com- 
pared with  1914,  but  increased  as  compared  with 
1910,  1911,  1912,  and  1915,  and  the  rate  was  the 
same  as  for  1913 ;  and  the  frequency  of  acci- 
dental deaths  due  to  their  use  shows  a  slight  de- 
cline during  recent  years." 


THE  FIRST  SEMIANNUAL  REPORT  OF 
THE  WAR  COUNCIL  OF  THE  AMER- 
ICAN RED  CROSS. 

On  behalf  of  the  War  Council  of  the  Amer- 
ican Red  Cross,  appointed  by  President  Wilson, 
May  10,  Henry  P.  Davison,  chairman,  has  made 
public  the  report  to  the  American  people  on 
the  present  state  of  the  War  Fund  and  the  work 
which  is  being  done  by  the  American  Red  Cross 
in  this  country  and  different  parts. of  the  world. 
The  report,  in  part,  is  as  follows : 

"To  the  American  People: 

The  Red  Cross  War  Council  herewith  reports 
on  the  work  of  the  Red  Cross  during  the  almost 
six  months  which  have  elapsed  since  its  ap- 
pointment by  the  President. 

Included  herein  are  details  as  to  collections 
on  account  of  the  War  Fund  and  appropriations 
made  from  the  fund,  up  to  November  1,  1917. 

The  growth  of  Red  Cross  activities  among  the 
suffering  civilian  populations  in  the  different 
allied  countries  is,  up  to  this  time,  the  outstand- 
ing feature  of  Red  Cross  work  in  this  war.  The 
magnitude  of  the  work  in  France  is  particularly 
impressive. 

Broadly  speaking,  the  Red  Cross  War  Coun- 
cil has  proceeded  upon  the  theory  that  the  pres- 
ent work  of  the  American  Red  Cross  should 
contribute  to  these  great  aims : 
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1.  To  be  ready  to  care  for  our  soldiers  and 
sailors  on  duty  wherever  and  whenever  that 
care  may  be  needed. 

2.  To  shorten  the  war — by  strengthening  the 
morale  of  the  allied  peoples  and  their  armies, 
by  alleviating  their  sufferings  in  the  period 
which  must  elapse  until  the  American  army  can 
become  fully  effective  abroad. 

3.  To  lay  foundations  for  an  enduring  peace 
— by  extending  a  message  of  practical  relief  and 
sympathy  to  the  civilian  population  among  our 
Allies,  carrying  to  them  the  expression  of  the 
finest  side  of  the  American  character. 

The  American  people  have  generously  sup- 
ported the  work  of  the  Red  Cross,  and  this  re- 
port of  activity  is  given  with  great  fullness  in 
the  hope  that  through  it  the  public  may  realize 
both  the  obligation  and  the  opportunity  which 
the  future  presents. 

The  American  Red  Cross  is  attempting  to  re- 
spond to  the  most  beseeching  and  far-reaching 
appeal  ever  made  for  mercy  and  relief. 

The  American  people  are  today  the  richest 
people  in  the  world,  the  richest  in  resources, 
richest  in  obligations  and  in  opportunities.  The 
Red  Cross  aims  to  mobilize  the  hearts  and  souls 
of  America  toward  binding  up  the  wounds  of  a 
bleeding  world. 

Up  to  date,  approximately  $88,000,000  in  cash 
has  been  collected  for  the  War  Fund.  The  de- 
mands, however,  in  Europe,  are  increasing  with 
great  rapidity,  and  on  the  present  basis  of  ex- 
penditure the  $100,000,000  War  Fund  cannot 
last  much  beyond  spring. 

Following  the  preliminary  report  recently 
made  on  the  work  in  Europe  of  the  American 
Red  Cross,  the  War  Council  presents  herewith  a 
summary  of  the  work  of  the  Red  Cross,  both  in 
the  United  States  and  in  Europe,  from  May  10, 
1917,  to  November  1,  1917. 

During  this  period  the  War  Council  appro- 
priated from  the  War  Fund  (including  $7,659,- 
000  advanced  to  chapters  for  purchase  of  mate- 
rial and  to  be  returned  to  the  War  Fund),  $10,- 
969,216.60  for  work  in  the  United  States,  as 
contrasted  with  the  appropriation  of  $27,885,- 
816.86  for  work  abroad,  of  which  $20,601,240.47 
was  for  use  in  France. 

There  have  been  appropriated  from  funds  re- 
stricted to  specific  purposes,  $1,417,625.74.  As 
$7,659,000  advanced  by  the  War  Council  is  to 
be  returned  to  the  War  Fund,  the  net  appro- 
priations amount  to  $32,613,659.20. 

The  total  expenses  of  raising  and  collecting 
the  War  Fund  are  proving  to  be  less  than  one, 
per  cent.  The  War  Fund  is  deposited  locally 
by  the  chapters  and  campaign  committees. 
About  3500  banks  now  hold  these  deposits,  in  the 
name  of  William  G-.  McAdoo,  Treasurer. 

Forty-nine  Army  base  hospital  units  and  five 
for  the  Navy  have  been  recruited,  organized  and 
equipped  by  the  Red  Cross.  More  than  twelve 
of  the  Army  units  and  two  of  the  Navy  units 
have  now  been  mustered  into  their  respective 
Medical  Corps  and  are  seeing  service.  These 


units  can  care  for  a  500-bed  hospital  each,  and 
some  of  them  have  been  reinforced  to  enable 
them  to  take  over  larger  hospitals. 

The  Red  Cross  has  also  organized  45  ambu- 
lance companies,  with  a  total  personnel  of  5580, 
all  of  which  have  been  taken  into  the  Army 
Medical  Corps,  some  for  service  abroad,  others 
for  the  camps  and  cantonments.  A  General 
Hospital,  for  the  use  of  the  Navy,  has  been  es- 
tablished at  Philadelphia.  Convalescent  homes 
have  been  built  at  Fort  Oglethorpe  and  Fort 
McPherson,  Georgia,  and  mobile  laboratory  cars 
are  to  be  provided  for  use  in  case  of  emergencies 
at  the  camps. 

Through  its  Sanitary  Service,  the  Red  Cross 
is  cooperating  with  local  health  authorities  in 
maintaining  the  best  possible  sanitary  condi- 
tions in  the  zone  just  outside  military  jurisdic- 
tion at  the  training  camps  and  cantonments. 
Twenty  sanitary  units  have  been  organized  for 
this  purpose. 

The  Red  Cross  has  placed  field  directors  of 
Camp  Service  at  thirty-eight  camps,  canton- 
ments and  naval  stations.  The  purpose  of  the 
Camp  Service  is  to  cooperate  with  all  the  agen- 
cies that  are  advancing  the  welfare  of  the  en- 
listed men. 

The  Red  Cross  has  continued  its  work  of  dis- 
aster relief  during  the  war,  and  has  rendered 
aid  in  64  calamities.  Recently  a  call  for  help 
for  flood  victims  in  Tien-tsin  was  answered  by 
the  dispatch  of  a  relief  expert  to  the  city  and 
the  sending  of  $125,000. 

Fourteen  thousand  Red  Cross  nurses  have 
been  enrolled  for  duty,  and  approximately  3000 
have  already  been  called  into  active  nursing 
service,  of  whom  2000  are  working  abroad. 

A  program  for  increasing  the  reserve  of  fully 
trained  nurses  for  war  service  has  been  adopted, 
in  concert  with  the  Committee  on  Nursing  of 
the  Council  of  National  Defense  and  other  nurs- 
ing authorities. 

Millions  of  women  have  been  mobilized  for 
work  on  surgical  dressings,  hospital  garments, 
refugee  clothing,  knitting  garments,  and  com- 
fort kits.  It  is  estimated  that  the  value  of  their 
work  during  the  next  twelve  months  will 
amount  to  nearly  $40,000,000. 

Since  April  1,  1917,  the  Red  Cross  has  sent 
abroad  13,336  cases  of  surgical  dressings,  hos- 
pital supplies  and  clothing,  containing  approxi- 
mately 13,000,000  separate  articles.  The  Red 
Cross  has  promised  to  send  3,000,000  surgical 
dressings  to  France  every  month  for  the  next 
six  months. 

Courses  of  instruction  in  elementary  hygiene 
and  home  care  of  the  sick,  home  dietetics,  and 
first  aid  have  been  given  throughout  the  United 
States.  More  than  34,000  women  have  com- 
pleted the  first  of  these  courses,  and  75,000  cer- 
tificates of  proficiency  in  first  aid  have  been 
issued  during  the  past  year  alone. 

This  work  in  the  United  States  has  been  di- 
rected from  National  Headquarters  by  a  com- 
pletely reorganized  administration.    Under  the 
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direction  of  the  War  Council,  a  general  man- 
ager, Harvey  D.  Gibson,  president  of  the  Lib- 
erty National  Bank,  has  been  given  general 
charge  of  the  work  in  this  country.  He  has 
delegated  the  direct  oversight  of  the  chapters, 
of  which  there  are  now  3287,  to  division  man- 
agers. 

At  National  Headquarters  in  "Washington  a 
staff  has  been  built  up  which  included,  on  No- 
vember 1,  1917,  sixty-three  officials,  most  of  them 
business  men  and  women  of  great  experience  in 
large  affairs,  who  are  working  without  payment 
of  either  salary  or  living  expenses. 

Numerous  others  are  either  giving-  their  time 
or  are  working  for  nominal  pay.  The  member- 
ship has  grown,  since  the  war,  from  about 
200,000  to  more  than  5,000,000.  The  salary  list 
has  been  reduced  since  last  July  from  about  700 
to  about  425.  Salaries  have  decreased  also  in 
average  amount.  Had  the  Red  Cross  been 
obliged  to  pay  salaries  to  all  the  heads  of  de- 
partments at  National  Headquarters,  the  pres- 
ent organization  would  have  been  impossible. 

A  new  class  of  members,  the  Junior  Red  Cross, 
has  been  created  for  school  children,  who  are 
admitted  by  school  units,  to  a  share  in  Red 
Cross  membership  and  relief  work  upon  payment 
of  a  membership  fee  of  twenty-five  cents  per 
pupil. 

The  direct  appropriations  from  the  "War  Fund 
for  work  in  the  United  States  are  divided  as 
follows : 

Hospitals,  etc   $503,500.00 

Sanitary  Service    184,500.00 

Camp  service,  etc  2,528,729.00 

Miscellaneous    93,487.60 

$3,310,216.60 

The  work  of  the  Red  Cross  in  Europe  centers 
necessarily  in  France,  and  Major  Grayson  M.-P. 
Murphy,  a  member  of  the  "War  Council,  is  head 
of  the  Commission  to  France  and  Commissioner 
for  Europe.  Headquarters  are  in  Paris,  in  a 
building  furnished  free  for  the  current  year  for 
the  use  of  the  Red  Cross.  The  working  staff  in 
France  numbers  864  persons,  of  whom  only  347 
are  paid  by  the  Red  Cross.  The  others  are  vol- 
unteers, or  are  paid  by  their  former  employers 
or  from  funds  privately  subscribed,  so  that  the 
average  cost  to  the  Red  Cross  is  only  about  $300 
per  year  for  each  worker. 

The  principal  purposes  of  the  work  of  the 
American  Red  Cross  abroad  may  be  summarized 
thus : 

1.  To  do  everything  possible  to  assist  our 
Army  and  Navy  in  insuring  the  health  and  com- 
fort of  American  soldiers  and  sailors  abroad, 
and 

2.  To  relieve  suffering  among  the  armies  and 
destitution  among  the  civilian  populations 
among  our  Allies. 

The  establishment  and  maintenance  in  France 
of  canteens,  rest  houses,  recreation  huts,  and 


other  means  of  supplying  comforts  in  the  armies 
of  our  Allies  have  been  the  means  of  heartening 
them  and  keeping  their  men  in  the  field  until 
our  men  could  become  fully  effective. 

The  details  which  follow  here  are  supple- 
mental to  those  given  in  the  report  issued  in 
September : 

Work  for  the  American  Army  is  the  first  and 
most,  important  part  of  the  Red  Cross  program 
in  France.  More  than  twelve  base  hospitals  or- 
ganized by  the  Red  Cross  and  now  mustered 
into  the  Army  Medical  Corps,  are  in  service  in 
France.  The  Red  Cross  is  also  administering, 
under  Army  control,  the  hospital  at  Neuilly 
formerly  known  as  the  American  Ambulance, 
together  with  Dr.  Joseph  A.  Blake's  hospital  in 
Paris. 

The  Red  Cross  is  serving  3423  military  hos- 
pitals, both  French  and  American,  through  the 
Hospital  Supply  Service,  which  operates  sixteen 
warehouses  and  a  motor  transport  system.  Ap- 
proximately 15,000  tons  of  material — hospi+al 
and  general  relief  supplies — are  distributed 
monthly  from  these  warehouses.  The  Surgical 
Dressings  Service  reaches  2000  hospitals.  Amer- 
ican workshops  in  France  will  manufacture  ni- 
trons oxide,  repair  hospital  apparatus,  make 
splints  and  hospital  appliances. 

An  appropriation  of  $100,000  has  been  made 
to  enable  the  American  doctors  now  in  France 
to  procure  suitable  buildings.  Special  labora- 
tory equipment  and  animals  for  experimental 
purposes,  for  special  military  medical  research 
work  looking  toward  the  recognition  and  study 
of  diseases  among  soldiers,  the  eradication 
of  lice,  fleas  and  scabies,  the  treatment  of  trench 
nephritis,  trench  heart,  war  neurasthenia,  ex- 
haustion, lethal  gases,  shell  concussion,  wound 
infection,  compound  fractures,  etc.  The  recom- 
mendation for  this,  like  all  others  of  a  medical 
nature,  was  submitted  to  an  advisory  medical 
board  composed  of  leading  American  doctors 
working  with  our  own  forces.  They  approved 
it. 

The  question  has  been  raised  as  to  whether  the 
appropriation  for  medical  research  was  not  out- 
side the  proper  scope  of  Red  Cross  activity.  The 
answer  is  simple.  The  supreme  aim  of  the  Red 
Cross  is  to  relieve  human  suffering  growing  out 
of  the  war.  The  Red  Cross  was  advised  from 
the  ablest  professional  sources  that  an  imme- 
diate appropriation  for  medical  research  would 
contribute  toward  that  end.  The  "War  Council 
could  not  disregard  such  advice. 

All  recommendations  to  the  Red  Cross  "War 
Council  of  medical,  surgical  or  hospital  char- 
acter are,  before  being  made  by  the  Commission 
to  France,  submitted  to  the  advisory  medical 
board  in  France,  and  they  are  also  laid  before 
the  medical  advisory  board  in  this  country  by 
the  "War  Council.  It  thus  has  at  its  disposal  in- 
these  vital  matters  the  most  expert  advice  ob 
tainable. 
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All  expenditures  under  this  appropriation 
must  first  have  the  recommendation  of  the  chief 
medical  officer  of  the  American  expeditionary 
force,  Rrig.-Gen.  A.  E.  Bradley. 

Relief  of  refugees  throughout  the  devastated 
zone  has  been  undertaken  by  the  Red  Cross.  Re- 
lief warehouses  have  been  placed  at  strategic 
points  behind  the  lines,  from  which  food,  cloth- 
ing, household  goods,  agricultural  implements 
and  tools  ai*e  being  distributed  to  the  returning 
refugees.  Foodstuffs  to  the  value  of  $2,870,300 
have  already  been  bought  in  France  or  shipped 
there  for  military  and  civilian  relief. 

In  good  agricultural  districts  the  Red  Cross 
is  cooperating  with  the  French  government  and 
with  American  and  English  friends  in  assisting 
the  population  of  ruined  villages  to  begin  repair 
of  houses,  etc. 

At  Evian,  where  French  refugees,  mostly 
women  and  children,  who  have  been  held  pris- 
oners behind  the  German  lines,  are  returned  to 
France,  the  Red  Cross  has  provided  motor  am- 
bulances for  the  transportation  of  the  sick  and 
feeble  and  has  opened  children's  hospitals. 
Hundreds  arrive  there  almost  daily — destitute 
and  sick. 

Special  work  has  been  begun  for  mothers,  in- 
fants and  children.  The  Red  Cross  has  sent 
three  detachments  of  children's  specialists  to 
care  for  babies,  and  expectant  mothers,  in  the 
hope  of  checking  the  increase  in  infant  mortality. 

At  two  centers  the  Red  Cross  is  caring  for 
orphans  and  children  from  bombarded  villages. 
A  large  refuge  has  been  opened  at  one,  at 
which  sick  and  neglected  children  are  being 
given  expert  medical  care.  From  the  other  a 
travelling  dispensary  and  shower  bath  is  being 
sent  out  daily  to  make  the  rounds  of  the  nearby 
villages. 

Included  in  appropriations  for  France  are 
the  following: 

Budget  for  military  relief,  including  work 
for  the  American  Army,  hospitals,  canteens, 
hospital  supply  service,  surgical  dressings  serv- 
ice, casualty  service,  etc.,  to  November  1, 
$2,411,225;  budget  for  civilian  relief,  including 
refugee  and  reconstruction  work,  relief  of  mu- 
tilated soldiers,  infant  welfare,  tuberculosis 
prevention,  etc.,  to  November  1,  $2,460,467 ; 
budget  for  Department  of  Administration  in 
Paris  and  Planning  Department,  to  November 
1,  $119,590;  additional  appropriations,  for  hos- 
pitals, etc.,  $1,407,578.25 ;  additional  appro- 
priations for  transportation  service.  $1,423,- 
598.90;  other  appropriations,  $12,778,780.85. 

In  addition  to  the  Commission  to  France,  com- 
missions were  sent  to  investigate  conditions  and 
extend  immediate  relief  in  Russia.  Roumania, 
Serbia  and  Italy.  The  Russian  Commission 
has  completed  its  survey,  and  some  of  its  mem- 
bers have  returned  to  the  United  States,  leav- 
ing an  operating  organization  in  Petrograd. 

The  Italian  Commission  has  also  returned  to 
the  United  States,  and  an  operating  commission 
is  to  be  sent  to  Italy  as  quickly  as  possible. 


The  Commission  to  Italy  used  an  appropria- 
tion of  $200,000  for  immediate  relief  in  that 
country.  The  Red  Cross  acted  promptly  when 
the  Italians  were  forced  to  retreat,  pledging  its 
aid  through  Ambassador  Page  and  placing  a 
special  relief  fund  of  $250,000  at  its  disposal. 
This  was  later  raised  to  $750,000. 

Commissions  are  at  work  in  Roumania  and 
Serbia.  A  commission  and  deputy  commission 
have  been  assigned  to  England,  and  a  special 
department  has  been  set  up  for  Belgium. 

In  Belgium  the  work  of  the  Red  Cross,  which 
is  confined  to  the  part  of  the  country  still  held 
by  the  Allies,  is  chiefly  in  cooperation  with  the 
relief  interests  of  the  King  and  Queen.  The 
Red  Cross  is  assisting  Belgian  hospitals  and 
children's  refugees,  aiding  Belgian  villagers  to 
re-establish  themselves  in  the  devasted  zone  left 
by  the  retreating  Germans,  and  helping  to  care 
for  Belgian  children,  both  in  Belgium  and  in 
France  and  Switzerland. 

The  work  of  the  Red  Cross  in  Russia  centers 
on  the  medical  and  surgical  needs  of  the  army. 
Several  shipments  of  drugs  and  hospital  sup- 
plies have  been  made,  and  a  unit  of  125  motor 
ambulances  has  been  sent  to  Russia.  The  Red 
Cross  has  shipped  two  million  pounds  of  con- 
densed milk  for  the  use  of  mothers  and  children 
in  the  large  cities. 

The  total  appropriations  (cents  omitted),  for 
the  work  outside  of  France  up  to  November  1, 
are  as  follows : 

For  Belgium    $720,001 

For  England   1.066.520 

*For  Italv    214.000 

For  Russia   1.359.440 

For  Roumania   1,518.398 

For  Serbia    493,203 

For  Armenians  and  Syrians   1.800.000 

Other  appropriations    113,012 

Total   .$7,284,574 

*  Later  the  War  Council  appropriated  $750,000  for  emergency 
relief  in  Italv. 


Week's  Death  Rate  ix  Bostox. — During:  the 
week  ending  Jan.  12,  1918,  the  number  of  deaths 
reported  was  314,  against  270  last  year,  with  a 
rate  of  20.87  against  18.23  last  year.  There 
were  48  deaths  under  one  year  of  age,  against  37 
last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were :  diphtheria,  85 ;  scarlet  fever,  39 ; 
measles,  124 ;  whooping  cough,  60 :  tuberculosis, 
36. 

Included  in  the  above  were  the  following 
cases  of  non-residents :  diphtheria,  15 ;  scarlet 
fever,  3 ;  tuberculosis,  4. 

Total  deaths  from  these  diseases  were :  diph- 
theria, 9  ;  scarlet  fever,  2 ;  measles,  2 ;  whooping 
cough,  3;  typhoid  fever.  1:  tuberculosis,  21. 

Included  in  the  above  were  the  following 
non-residents:  diphtheria,  3;  scarlet  fever,  1; 
measles,  1 ;  typhoid  fever,  1 :  tuberculosis,  19. 
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NAVY'S  CALL  FOR  BINOCULARS,  SPY-GLASSES 
AND  TELESCOPES— "THE  EYES  OF  THE 
NAVY." 

Navy  Department,  Assistant  Secretary's  Office, 

Washington,  January  7,  1918. 

Mr.  Editor: — 

The  Navy  is  still  in  urgent  need  of  binoculars,  spy- 
glasses and  telescopes.  The  use  of  the  submarine  has 
so  changed  naval  warfare  that  more  "eyes"  are 
needed  on  every  ship,  in  order  that  a  constant  and 
efficient  lookout  may  be  maintained.  Sextants  and 
chronometers  are  also  urgently  required. 

Heretofore,  the  United  States  has  been  obliged  to 
rely  almost  entirely  upon  foreign  countries  for  its 
supply  of  such  articles.  These  channels  of  supply 
are  now  closed,  and,  as  no  stock  is  on  hand  in  this 
country  to  meet  the  present  emergency,  it  has  become 
necessary  to  appeal  to  the  patriotism  of  private 
owners  to  furnish  "eyes  for  the  navy." 

Several  weeks  ago,  an  appeal  was  made  through 
the  daily  press,  resftlting  in  the  receipt  of  over  3000 
glasses  of  various  kinds,  the  great  majority  of  which 
has  proven  satisfactory  for  naval  use.  This  number, 
hoxoever,  is  wholly  insufficient,  and  the  Navy  needs 
many  thousands  more. 

May  I,  therefore,  ask  your  cooperation  with  the 
Navy,  to  impress  upon  your  subscribers,  enther  edi- 
torially, pictorially  or  in  display,  by  announcing,  in 
addition  to  the  above  general  statement,  the  follow- 
ing salient  features  in  connection  with  the  Navy's 
call: 

All  articles  should  be  securely  tagged,  giving  the 
name  and  address  of  the  donor,  and  forwarded  by 
mail  or  express  to  the  Honorable  Franklin  D.  Roose- 
velt, Assistant  Secretary  of  the  Navy,  care  of  Naval 
Observatory,  Washington,  D.  C,  so  that  they  may  be 
acknowledged  by  him. 

Articles  not  suitable  for  naval  use  will  be  returned 
to  the  sender.  Those  accepted  will  be  keyed,  so  that 
the  name  and  address  of  the  donor  will  be  perma- 
nently recorded  at  the  Navy  Department,  and  every 
effort  will  be  made  to  return  them,  with  added  his- 
toric interest,  at  the  termination  of  the  war.  It  is,  of 
course,  impossible  to  guarantee  them  against  damage 
or  loss. 

As  the  Government  cannot,  under  the  law,  accept 
services  or  material  without  making  some  payment 
therefor,  one  dollar  will  be  paid  for  each  article  ac- 
cepted, which  sum  will  constitute  the  rental  price,  or, 
in  the  event  of  loss,  the  purchase  price,  of  such 
article. 

Toward  the  end  of  January  it  is  proposed  to  dis- 
tribute throughout  the  country,  posters  making  an 
.appeal  to  fill  this  want  of  the  Navy. 

As  this  is  a  matter  which  depends  entirely  for  its 
success  upon  publicity,  I  very  much  hope  that  you 
will  feel  inclined  to  help  the  Navy  at  this  time  by 
assisting  in  any  way  that  lies  within  your  power. 
Very  sincerely  yours, 
Franklin  D.  Roosevelt, 

Assistant  Secretary  of  the  Navy. 


DOCTORS  AND  THE  MEDICAL  RESERVE  CORPS. 

Lowell,  Mass,  January  4,  1918. 

Mr.  Editor: — 

In  reading  your  editorial  on  "Every  Doctor  in  the 
Medical  Reserve  Corps,"  in  the  January  3  issue  of 
the  Journal,  I  agree  with  you  that  it  would  be  an 
ideal  condition,  but  difficult  to  attain  because  there 
are  two  sides  to  the  question  and  perhaps  my  own 
case  will  illustrate  the  other  side,  and  has  been  used 
against  myself  when  I  have  tried  to  persuade  eligible 
men  to  join  the  Corps. 

I  was  commissioned  a  first  lieutenant,  June  5,  1917, 
and  am  still  at  home,  since  which  date  I  have  been 
in  suspense,  not  knowing  when  I  would  be  called.  In 
July  the  lease  of  my  office  expired  and.  not  caring  to 


renew  it  at  advanced  rates  for  three  years  (which  I 
would  have  done  if  not  in  the  Corps),  I  was  forced 
to  move.  I  have  lost  considerable  business  through 
people  assuming  I  had  gone  away  and  others  not 
caring  to  engage  me  for  future  work,  not  knowing  if 
I  should  be  here  when  wanted. 

It  has  been  annoying,  to  say  the  least,  and  a  num- 
ber of  men  I  have  spoken  to  do  not  care  to  suffer  this 
suspense  and  annoyance  at  this  time,  but  would  join 
if  the  Government  would  state  definitely  when  they 
were  wanted. 

Now,  I  am  not  complaining  or  finding  fault.  I  have 
simply  done  my  duty  as  I  saw  it,  my  Bit  and  Best, 
and  I  ought  to  know  something  about  the  game  of 
war  and  the  duties  of  a  good  soldier,  having  started 
the  study  of  military  tactics  about  25  years  ago  in 
high  school,  served  in  the  Spanish-American  War  and 
later  in  the  State  Militia.  If  called  tomorrow,  I  go; 
and  if  never  called,  am  content,  but  I  have  to  admit 
that  it  is  disconcerting  not  to  know  where  I  may  be 
two  weeks  hence,  and  my  medical  friends  that  have 
not  learned  discipline  refuse  to  join  under  present 
conditions.  Yours  truly, 

Clarence  B.  Livingston. 


SOCIETY  NOTICES. 

The  Norfolk  District  Medical  Society. — A  regu- 
lar meeting  of  the  Society  will  be  held  at  the  Rox- 
bury  Masonic  Temple,  171  Warren  St.,  January  29, 
at  8.00  p.m.  sharp.    Phone  Roxbury  22753. 

Business. 

Communication :  "Cancer,"  John  T.  Bottomley,  M.D. 
Collation.  Bradford  Kent,  M.D.,  Secretary. 

798  Blue  Hill  Ave.,  Dorchester. 

New  England  Pediatric  Society. — A  meeting  of 
the  New  England  Pediatric  Society  will  be  held  at 
the  Boston  Medical  Library  on  Feb.  1, 1918,  at  8.15  p.m. 
The  following  papers  will  be  read: 

1.  President's  Address,  Charles  Hunter  Dunn,  M.D., 
Boston. 

2.  Clinical  Spasmophilia,  William  W.  Howell,  M.D., 

Boston. 

3.  Experimental  Studies  on  Growth  after  Feeding 
Certain  Ductless  Glands,  Warren  R.  Sisson,  M.D., 
Boston. 

Light  refreshments  will  be  served  after  the  meet- 
ing. Charles  Hunter  Dunn,  M.D.,  President, 
Richard  M.  Smith,  M.D.,  Secretary. 

General  Meeting  of  the  Boston  Medical  Library 
in  Conjunction  with  the  Suffolk  District  Medical 
Society. — Owing  to  the  military  duties  of  Dr.  Tay- 
lor of  Washington,  D.  C,  he  was  unable  to  come 
to  Boston  on  January  16,  1918,  and  the  meeting  ar- 
ranged for  that  date  was  therefore  postponed. 

W.  B.  Robbins,  M.D. 


NOTICE. 

Boston  Medical  Library. — In  view  of  the  serious 
coal  situation  now  existing  in  New  England,  and  to 
conform  to  the  recommendations  of  the  Fuel  Admin- 
istrator dated  Jan.  9,  1918,  the  library  hours  will  be 
as  follows  until  further  notice: 

Open  daily  except  Monday,  Sunday  and  Holidays. 
9.30  a.m.  to  5  P.M. 

Closed  all  day  Monday.    Closed  evenings. 
January  14,  1918.         Walter  L.  Burrage,  Secretary 


RECENT  DEATHS. 

Dr.  Thomas  D.  Crothers  of  Hartford.  Conn.,  died 
on  January  13.  He  was  born  in  New  York  in  1842. 
Since  1875  he  had  been  secretary  of  the  Association 
for  the  Study  and  Care  of  Inebriates,  and  he  was 
also  editor  of  The  Journal  of  Inebriety.  In  1900  he 
was  made  professor  of  nervous  diseases  by  the  New 
York  Medical  School.  He  was  also  dean  of  the 
College  of  Physicians  and  Surgeons  of  Boston. 
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MENTAL  CONDITIONS  DISQUALIFYING 

FOR  MILITARY  SERVICE. 
By  Major  L.  Vernon  Briggs,  M.R.C.,  U.  S.  Army, 

Senior    N  euro- Psychiatric    Service,    Base  Hospital, 
Camp  Devens,  Mass. 

In  addition  to  cases  of  insanity  and  mental 
deficiency,  all  armies  have  to  deal  with  consid- 
erable numbers  of  soldiers  with  hysteria  and 
neurasthenia.  The  prevalence  of  these  disorders  I 
increases  greatly  during  war  and  at  times  of  | 
large  mobilization. 

In  a  recent  letter  from  W.  Maule  Smith, 
M.D.,   Medical   Superintendent  of  the  West 
Bromwich  Infirmary  in  England,  he  informs  me 
that  in  Great  Britain  the  British  have  four 
base  hospitals  for  mental  and  nervous  cases,  viz.,  j 
two  in  England,  one  in  Scotland  and  one  in 
Ireland.   The  Canadians  have  one  and  the  Aus- 
tralians  have  three  such  hospitals  in  Great 
Britain.    All  patients  suffering  from  nervous 
and    mental    conditions    are    returned  from 
France  and  are  then  drafted  to  these  base  hos- 1 
pitals,  where  they  are  reassorted  and  sent  to  i 
smaller  hospitals  which  are  reserved  for  them,  j 
Cases  which  are  still  in  the  Army  are  sent  to 
these  base  hospitals  direct.    If  discharged  from  j 
the  Army  while  suffering  from  mental  disease, 
they  are  sent  to  the  county  hospitals,  but  are 
paid  for  by  the  Government.    "Most  of  these 
men  that  I  have  seen,"  he  says,  "are  suffering 
from  special  sense  derangement,  taking  the  form 


of  hallucinations  of  hearing  and  sight,  also 
aphasia — or  rather  aphonia — lasting  for  a  con- 
siderable time;  amnesia  and  disorientation 
from  the  date  of  the  casualty.  The  rule  is  that 
no  case  of  mental  disease  resulting  from  fighting 
is  certified  in  the  ordinary  way  as  insane." 

From  a  still  more  recent  letter  from  John 
Macpherson,  M.D.,  Lieut.-Col.  and  President  of 
the  Medical  Board,  I  quote  the  following:  "Un- 
til recently  all  mental  and  nervous  cases  inva- 
lided from  the  expeditionary  forces  had  been 
sent  from  France  and  other  centers  to  this  coun- 
try (England).  Recently,  with  regard  to 
France,  arrangements  have  been  made  for  treat- 
ing certain  of  the  milder  neurasthenics  at  base 
hospitals  in  that  country.  Cases  occurring  in 
Mesopotamia  and  Egypt  can  only  be  gradually 
transferred  home  after  passing  through  base 
hospitals  there  and  through  hospitals  in  Malta, 
finding  their  way  sooner  or  later  to  England. 
There  are  approximately  2700  beds  in  England, 
chiefly  in  asylums  which  have  been  converted 
into  military  hospitals.  During  their  stay  the 
patients  in  these  hospitals  are  not  certified.  We 
are  under  promise  to  the  country  through  the 
House  of  Commons  to  retain  all  overseas  mental 
cases  which  are  certifiable  except,  (1)  general 
paralytics,  (2)  those  with  previous  asylum  his- 
tory, and  (3)  bad  epileptics.  This  applies  only 
to  those  who  have  been  with  the  overseas  force. 

"With  regard  to  neurasthenics  proper,"  Dr. 
Macpherson  continues,  "it  is  difficult  to  esti- 
mate the  exact  numbers.  They  are.  as  a  rule, 
housed  in  special  military  hospitals,  under 
special  medical  care.  These  hospitals  have  been 
converted  specially  for  these  eases.      As  the 
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number  of  casualties  increases  and  the  number 
of  men  serving  the  colors  also  increases,  there 
is  a  gradual  increase  in  the  number  of  neuras- 
thenics ;  and,  in  proportion  to  the  severity  of 
the  fighting  and  the  increase  in  the  use  of  high 
explosives,  the  number  of  neurasthenics  and 
shell-shock  cases  varies.  They  include  the  fol- 
lowing classes:  (1)  shell-shock,  (2)  neurasthen- 
ics, (3)  functional  paralysis,  (4)  tachycardia, 
(5)  epilepsies,  traumatic  and  idiopathic,  with  a 
sprinkling  of  hysterias  and  various  other  ner- 
vous disorders. 

"If  you  estimate  that,  of  all  beds  for  military 
purposes  provided  in  this  country,  five  per  cent, 
are  allocated  to  mental  and  nervous  cases,  you 
will,  I  think,  have  a  fair  estimate  of  what  you 
will  have  to  provide." 

The  report  of  conditions  at  Halifax  for  Au- 
gust, 1917,  shows  that  for  each  unit  of  500  re- 
turned soldiers,  30  are  tubercular,  25  nerve  and 
mental,  70  amputations.  On  arriving  at  the 
Halifax  discharge  depot,  hospital  trains  are  in 
readiness  for  the  unloading,  and  the  mental 
cases,  each  with  an  attendant,  are  unloaded  first 
and  are  sent  to  the  insane  hospitals  at  Coburg, 
Ottawa,  Col.  Alfred  Thompson  in  charge. 

Up  to  January,  1917,  there  have  been  ap- 
proximately 300,000  troops  sent  overseas  from 
Canada,  of  which  175,000  have  seen  service  at 
the  front.  Of  these  there  have  been  reported 
among  the  Canadian  troops  in  England  4,316 
casualties  under  the  grouping  of  nervous  and 
mental  diseases,  that  is  about  15  per  thousand. 
It  has  cost  Canada  about  $2000  per  man  to  send 
her  troops  to  the  continent  and  return.  It  is 
easy  to  see  what  a  mistake  it  is  not  to  eliminate 
these  mental  and  nervous  soldiers,  as  far  as  pos- 
sible, before  sending  the  men  overseas ;  as  13  per 
thousand  of  these  men  never  got  to  the  firing 
line.  The  nervous  and  mental  casualties  of 
Canadian  officers  and  men  were  2.38%  of  a  to- 
tal of  180,496  casualties  of  all  kinds,  including 
deaths,  wounds  in  action  and  general  diseases 
requiring  admission  to  the  hospital.  They  were 
made  up  irrespective  of  any  question  of  dis- 
charge or  permanent  disability,  such  questions 
being  determined  at  Quebec.  Over  11,000  cases 
have  been  returned  to  Quebec  and  they  are  now 
coming  in  at  the  rate  of  2,000  per  month.  From 
4,000  general  diagnoses  of  returned  soldiers, 
made  by  the  Medical  Board  at  the  Quebec  dis- 
charge depot,  a  group  classification  is  as  fol- 
lows: 

Gunshot  wounds,  all  kinds   25% 

Nervous  and  mental  diseases  ....  12% 

General  medical  diseases    12% 

Tuberculosis    7% 

Other  cases   44% 


Total   100% 

Thus,  in  more  or  less  permanently  disabled 
soldiers,  nervous  and  mental  diseases  divide  sec- 
ond place  with  general  medical  diseases,  and 
outrank,  as  they  do  in  our  Army,  tuberculosis. 


"The  indetermination  of  the  term  'shell- 
shock'  has  contributed  to  the  confusion  so  com- 
mon in  military  statistics  on  that  subject.  There 
seems  now  to  be  a  strong  temptation  to  desig- 
nate as  'shell-shock'  every  medical  case  with 
nervous  symptoms  where  the  patient  has  been 
in  the  neighborhood  of  exploding  shells.  The 
tendency  is  to  classify  such  disorders  according 
to  the  apparent  cause,  without  due  considera- 
tion of  the  symptoms,  course  or,  in  many  cases, 
the  motive.  A  true  concussion  effect  upon  the 
nervous  system,  with  organic  changes,  doubt- 
less exists,  and  sets  up  symptoms  similar  to 
those  of  Oppenheim's  grave  traumatic  neurosis. 
Surgeon-General  Frothingham,  who  has  been 
much  in  France,  says  that  such  cases 
are  very  rare.  Most  of  the  cases  now 
denominated  as  'shell-shock'  present  no  fea- 
tures with  which  neurologists  were  not  fully 
familiar  under  the  terms  'hysteria'  and  'neu- 
rasthenia,' and  they  carry  with  them  the  tend- 
ency to  exaggeration  and  shamming  so  com- 
mon in  those  neuroses.  Near  the  firing  line,  the 
diagnosis  of  .'shell-shock'-  is  made  only  when  phy- 
sical evidences  of  injury  are  also  present  or  when 
the  soldier's  own  statement  as  to  what  happened 
to  him  is  fully  corroborated. 

"It  is  evident  from  the  case  records  of  re- 
turned Canadian  soldiers  that  this  new  term  is 
also  made  to  cover  various  mental  diseases,  no- 
tably dementia-praecox.  which  existed  before  en- 
listment, and  would  have  developed  in  due 
course  without  reference  to  military  service." 

On  Aug.  1,  1917,  the  "War  Department  issued, 
from  the  office  of  the  Surgeon-General,  Circular 
No.  22,  which  is,  in  part,  as  follows:  "For  the 
safety,  efficiency  and  economy  of  the  military 
service,  it  is  highly  essential  that  nervous  and 
mental  diseases  be  recognized  at  the  earliest  pos- 
sible moment.  Nervous  and  mental  diseases 
may,  and  frequently  do,  exist  in  persons  who 
are  strong,  active  and  apparently  healthy,  and 
who  make  no  complaints  of  disability.  Such 
persons  are,  however,  less  than  useless  as  sol- 
diers, for  they  cannot  be  relied  on  by  their  com- 
manders, break  down  under  strain,  become  an 
incumbrance  to  the  Army  and  an  expense  to  the 
Government.  Disorders  of  this  character  are 
often  demonstrable  only  as  the  result  of  a  spe- 
cial and  painstaking  examination  directed  to- 
ward the  mind  and  nervous  system.  This  cir- 
cular is  published  for  the  special  purpose  of  call- 
ing the  attention  of  medical  officers  to  the  par- 
ticular diseases  most  frequently  overlooked  on 
general  examination,  and  the  symptoms  most  im- 
portant to  their  diagnosis;  and  to  certain  char- 
acteristics in  personality  and  in  behavior,  which 
might  raise  the  question  of  mental  disease. 

Queerness,  peculiarities  and  idiosyncrasies, 
while  not  inconsistent  with  sanity,  may  be  the 
beginnings  or  surface  workings  of  mental  dis- 
ease. A  soldier  is  too  important  a  unit  for 
variations  from  a  standard  of  absolute  normali- 
ty not  to  be  looked  into  before  the  recruit  who 
presents  them  is  acceptable  for  service.    To  aid 
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the  neurologist  and  psychiatrist  in  these  ways, 
the  camp  surgeon  shall  direct  all  medical  offi- 
cers, dental  surgeons,  instructors,  hospital  ser- 
geants, barrack  sergeants,  and  others  who  come  in 
close  contact  with  recruits,  to  refer  to  him  or  the 
camp  surgeon  all  recruits  who  persistently  show 
any  of  the  following  characteristics :  Irritabili- 
ty, seclusiveness,  sulkiness,  depression,  shyness, 
timidity,  over-boisterousness,  suspicion,  sleep- 
lessness, dullness,  stupidity,  personal  uncleanli- 
ness,  resentfulness  to  discipline,  inability  to  be 
disciplined,  sleep  walking,  nocturnal  incontin- 
ence of  urine,  and  any  of  the  various  character- 
istics which  gain  for  him  the  name  of  'boob,' 
'crank,'  'goat,'  'queer  stick,'  and  the  like." 

In  detailing  psychiatrists  and  neurologists  to 
special  duty  with  the  armies,  the  Surgeon-Gen- 
eral has  had  in  mind  (1)  the  proper  care  of 
soldiers  who  become  incapacitated  through  men- 
tal and  nervous  disease,  (2)  the  special  examina- 
tion of  recruits  in  the  training  camps,  in  order 
that  those  who,  because  of  neuropathic  or  psy- 
chopathic conditions,  are  unfit  for  military  duty, 
may  be  identified  and  discharged  from  service. 

Until  the  troops  move  abroad,  the  chief  and 
most  important  responsibility  of  the  military 
psychiatrists  and  neurologists  will  be  the  special 
examination  of  recruits.  It  is  obvious  that  no 
man  should  be  eliminated  from  the  service  who 
is  fit  to  render  a  valuable  service  in  this  emer- 
gency. On  the  other  hand,  it  is  quite  apparent 
that  individuals  suffering  from  certain  forms  of 
nervous  and  mental  diseases  should  not  be  per- 
mitted to  enter  into  service,  as  experience  with 
the  American  armies  has  shown  quite  conclu- 
sively that  such  individuals  are  nojt  capable  of 
military  service  even  in  time  of  peace,  and  ex- 
perience in  the  European  armies  has  shown  be- 
yond question  that  such  individuals  are  not  able 
to  withstand  the  rigors  of  modern  warfare.  At 
critical  times  they  go  to  pieces,  with  the  result 
that  the  military  force  is  weakened,  is  hampered 
in  the  free  performance  of  its  function,  and  the 
Government  is  likely  to  be  burdened  after  the 
war  with  the  care  of  a  large  number  of  in- 
valids. 

It  is  important  that  the  potential  as  well  as 
the  actual  conditions  of  the  recruits  be  kept  in 
mind.  It  must  be  remembered  that  we  have  a 
perfectly  definite  situation  to  meet, — which  is 
the  elimination  of  men  who,  because  of  nervous 
or  mental  instability,  are  unfit  for  military  ser- 
vice. Experience  in  the  armies  abroad  shows 
quite  conclusively  that  mental  defect,  per  se,  is 
often  not  sufficient  cause  for  the  rejection  of  a 
recruit.  A  previous  history  of  insanity,  epilep- 
sy, chronic  alcoholism,  or  spinal  or  cerebrospinal 
syphilis  in  any  form,  or  a  marked  history  of  ner- 
vous instability,  or  difficulty  of  environmental 
adjustment  over  a  long  period,  should  be  suffi- 
cient cause  for  rejection. 

The  duties  of  the  pschiatrists  and  neurolo- 
gists at  the  cantonments  are  two-fold: 

1.  Service  at  the  base  hospital,  under  the 
commanding  officer  of  the  hospital,  for  the  care 


of  nervous  and  mental  cases,  and  for  the  ex- 
amination of  all  cases  referred  for  special  ex- 
amination by  commanding  officers,  regimental 
surgeons,  or  others. 

2.  Service  under  the  Division  Surgeon,  for 
the  purpose  of  making  general  surveys  of  troops 
during  group  examinations  or  during  small  for- 
mations, and  at  other  times,  and  selecting  cases 
for  special  examinations,  which  give  evidence 
of  mental  or  nervous  instability. 

Co-ordination  and  quickness  of  perception 
must  be  gone  into  the  examination  of  recruits 
when  it  is  realized  what  the  conditions  are  to 
which  we  are  sending  these  men.  For  instance, 
when  the  enemy  use  many  of 
the  poisonous  gases  which  have  been 
creating  such  havoc  among  our  troops,  they 
must  be  capable  of  quick  and  intelligent  action. 
Thirty  per  cent,  of  all  bombs  now  used  by  the 
Germans  and  Allies  are  gas  bombs.  These  in- 
clude the  paralyzing  gases,  that  is,  prussic  acid, 
which  is  poisonous  in  one  part  to  10,000;  and 
the  lachrymating  gases,  ethyl-chloride,  for  ex- 
ample, which  puts  the  soldier  out  of  business 
when  diluted  1  to  1,000,000.  Then  there  are 
the  cloud  gases,  such  as  chlorine  or  gas  known 
as  phostagen,  which  is  a  combination  of  chlorine 
and  carbon  monoxide.  Two  or  three  breaths  of 
this  gas  bring  on  a  chronic .  pneumonia  which 
usually  results  in  death  in  three  to  four  days. 
The  enemy  bring  this  gas  to  the  front  in  liquid 
:  form,  confined  in  drums  through  which  pipes 
j  are  led  toward  the  foe.  When  the  wind  is  in 
the  right  direction  the  air  is  let  into  these 
;  drums,  which  vaporizes  the  contents,  and  the 
,  gas,  being  heavier  than  air,  rolls  over  the  sur- 
|  face  of  the  earth  and  into  the  trenches  and  dug- 
outs, in  the  form  of  a  cloud,  visible  by  day,  but 
invisible  at  night.  Gas  masks,  with  the  neu- 
tralyzing  chemicals  attached  thereto,  render  all 
the  12  or  13  gases  used  by  the  enemy  harmless, 
but  these  masks  have  to  be  put  on  within  six 
seconds  from  the  moment  the  signal  is  sounded, 
else  the  damage  is  done  and  the  soldier's  death 
is  only  a  matter  of  time ;  or  if  he  has  not  breathed 
enough  gas  eventually  to  cause  his  death,  he 
is  rendered  useless  for  further  service — in  oth- 
er words,  a  man  once  gassed  is  considered  fit  on- 
ly for  civil  life  and  is  often  not  much  good  for 
that. 

Quick  action  is  again  necessary  in  the  hand- 
ling of  the  hand-grenade.  Holding  one  of  these 
bombs  in  the  right  hand,  the  soldier  has  to  re- 
move a  plug  or  cap,  which  automatically  lights 
the  fuse.  If  this  bomb  does  not  leave  his  hand 
and  get  away  towards  the  enemy  in  four  and 
one  half  seconds,  he  and  his  companions,  or 
those  near  him,  are  blown  to  pieces.  Once 
again :  when  the  Allies  are  preparing  for  a 
charge  or  going  over  the  top,  a  barrage  of  fire 
from  the  heavy  artillery  precedes  their  advance ; 
the  soldier  has  to  be  intelligent  enough  to  time 
that  barrage,  and  the  barrages  following  it,  so 
as  to  keep  between  them  and  not  get  into  them. 

Our  examination  of  recruits  at  Camp  Dev- 
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ens,  which  include  the  referred  cases  from  over 
30,000  men,  have  brought  out  the  fact  that  the 
general  practitioner  has  not  been  able  to  pick 
out  many  men  whose  mental  condition  disquali- 
fied them  for  service  or  who  were  mentally  de- 
fective. 

The  Neuro-Psyehiatrie  Unit  at  Ayer  is  com- 
posed of  the  following  staff:  Major  L.  Vernon 
Briggs,  Capt.  Morgan  B.  Hodgkins,  and  Capt. 
Douglas  A.  Thorn.  Two  wards  are  nearly  com- 
pleted for  this  unit,  and  apparatus  for  hydro- 
therapy and  electrotherapy  installed ;  and  a  full 
corps  of  nurses  and  attendants  and  specialists 
in  hydrotherapy  and  electrotherapy  will  soon  be 
actively  engaged  in  the  care  of  neurological  and 
psychiatrical  cases  referred  from  the  Base  Hos- 
pital of  1000  beds  and  from  the  infirmaries  of  the 
several  regiments.  In  the  meantime  we  are  ex- 
amining the  recruits  referred  to  us.  It  has 
been  interesting  to  observe  several  well-defined 
cases  of  general  paralysis  coming  out  in  the 
third  decade. 

When  we  started  our  neuro-psychiatric  ex- 
aminations we  thought  that  neurology  had  but 
a  small  part  to  play  in  our  service,  but  at  the 
present  time  it  occupies  not  less  than  30  per 
cent,  of  all  our  cases.  "We  find  many  cases  of 
residual  infantile  paralysis,  neuro-syphilis  and 
epilepsy  who  have  been  holding  responsible  posi- 
tions; and  a  large  group  of  epileptics  whose 
convulsions  have  not  been  of  sufficient  severity 
or  frequency  to  keep  them  away  from  work,  but 
which  would  render  them  unfit  as  soldiers. 

We  have  also  found  many  imbeciles  who 
should  be  committed.  Among  the  chronic  alco- 
holics it  has  been  interesting  to  note  the  fre- 
quency of  convulsions ;  many  cases  who  have 
had  convulsions  have  not  had  delirium  tremens, 
and  some  who  have  had  delirium  tremens  have 
not  had  convulsions.  We  have  been  rather  sur- 
prised not  to  find  more  malingerers,  there  be- 
ing but  comparatively  few  among  cases  referred 
to  our  clinic. 

The  method  of  examination  of  troops,  be  they 
referred  or  not,  is  neuro-psychiatric  and  covers 
seventeen  questions,  which  take  about  six  to 
ten  minutes  to  go  over.  If  these  questions  bring 
out  abnormal  conditions,  a  further  examination 
is  gone  into.  The  seventeen  questions  are  as 
follows : 

1.  Name. 

2.  Age. 

3.  Civil  State. 

4.  Birthplace.  (If  of  alien  birth,  length  of 
time  in  States.) 

5.  Character  and  extent  of  education. 

6.  Nature  of  former  occupations,  and  length 
of  service  in  each,  (b)  Reasons  for  abandon- 
ing any  given  occupation. 

7.  Reasons  for  entering  service. 

8.  Date  of  mustering  in. 

9.  Attitude  toward  duties. 

10.  Attitude  toward  fellows. 

11.  Penalization  for  misdemeanors. 

12.  Consumption  of  alcohol. 


13.  Venereal  infection. 

14.  Sleep  (dreams). 

15.  Appetite. 

16.  Digestion. 

17.  Emotional  tone. 

This  is  always  followed  by  a  brief  neurolo- 
gical examination  whereby  the  tendon  reflexes 
are  tested  in  the  usual  manner,  pupils  examined 
for  the  accommodation  to  light  and  distance,  the 
tongue,  facial  muscles  and  fingers  tested  for 
tremors.  Station,  gait,  co-ordination,  are  all 
tested  in  the  usual  way.  If  any  of  these  tests 
indicate  that  a  further  examination  is  necessary, 
it  is,  of  course,  followed  up  to  determine  the 
diagnosis. 

Soldiers  who  have  had  this  examination  at 
Camp  Devens  to  date  have  been  specially  re- 
ferred to  the  Neuro-Psychiatric  Clinic  by  regi- 
mental surgeons,  regimental  officers,  headquar- 
ters division,  and  include  disciplinary  cases  and 
cases  from  different  services  at  the  Base  Hos- 
pital. To  date  these  number  over  500  cases,  of 
which  372,  or  75%,  have  been  rejected  as  unfit 
for  military  service. 

The  rejected  cases  fall  within  one  of  the  fol- 
lowing groups:  feeble-minded,  epileptic,  and  the 
constitutional  and  psychopathic  states.  Two  or 
more  of  these  groups  may  be  associated  in  the 
same  case,  that  is,  the  epileptic  may  be  primarily 
feeble-minded,  and  may  eventually  develop  psy- 
chotic symptoms. 

The  four  groups  may  be  further  divided 
as  shown  by  the  charts,  which  represent 
the  work  of  this  unit  up  to  November  7.  This 
represents  over  1%  of  the  entire  76th  Division, 
and  includes  officers  as  well  as  enlisted  men.  It 
is  fair  to  say  that  over  70%  of  the  rejected 
cases  might  have  been  missed  in  a  general  phys- 
ical examination,  as  given  by  the  exemption 
board,  but  it  is  needless  to  say  that  such  dis- 
eases as  chorea,  neuro-syphilis,  hemiplegia  and 
paraplegias  and  palsies  should  have  been  easily 
recognized  and  exempted. 

About  50%  of  all  the  cases  rejected,  in  the 
opinion  of  the  members  of  the  Neuro-Psychiatric 
Clinic,  would  be  benefited  by  institutional 
treatment  and  care.  It  is  obvious  that  these 
cases  should  be  followed  up,  and  endeavor  made 
to  institute  proper  treatment  and  care. 

In  closing  I  would  like  briefly  to  mention 
six  cases  which  appear  to  us  of  unusual  in- 
terest or  of  social  significance. 

Case  1.  P.  M.  J.,  age  27  years,  born  in  Ply- 
mouth, Mass.  Student  at  Amherst  Agricultural 
College.  At  the  age  of  11  was  a  student  of  nature 
and  spent  much  time  in  the  woods,  observing  .the 
habits  of  animals.  Acknowledged  that  he  had  gon- 
orrhea, but  denies  syphilis.  Referred  to  our  clinic 
by  the  Company  Commander,  on  account  of  state- 
ments made  in  the  presence  of  officers,  especially 
in  regard  to  an  invention  which  would  revolution- 
ize the  running  of  automobiles.  At  our  examina- 
tion he  stated  that  he  could  furnish  the  P.  S.  Army 
with  meat  at  four  cents  a  pound;  that  he  had  a 
million  dollars  which  he  could  put  his  hand  on 
tomorrow,  which  he  could  use  as  capital.    He  later 
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confided  to  one  of  us  that,  the  million,  and  as  much 
more  money  as  he  wanted,  was  in  South  America, 
waiting  for  him ;  that  some  woman  was  going  to 
give  it  to  him  because  of  his  invention  regarding 
ice,  which  idea  she  had  put  into  execution  and 
made  millions  of  dollars.  He  stated  that  he  had 
interviewed  hundreds  of  soldiers  at  Camp  Devens 
and  ten  officers;  also,  the  same  number  of  soldiers 
and  officers  in  England;  that  he  added  together 
their  opinions  as  to  war,  struck  an  average,  got  the 
percentages,  and  had  thereafter  dismissed  the 
whole  question  from  his  mind.  He  made  other  ex- 
traordinary statements  and  was  somewhat  threat- 
ening in  his  attitude  when  expressing  his  impa- 
tience at  the  officers  for  not  giving  him  a  hearing, 
and  said  that  the  hospital  authorities  were  keeping 
him  in  the  wards  when  he  had  so  much  important 
business  to  attend  to.  The  Wassermann  showed 
four-plus  reaction.  His  case  was  diagnosed  as 
general  paralysis,  and  sent  to  the  Psychopathic 
Hospital  in  Boston. 

Case  2.  H.  N.  B.,  22  years  of  age,  appeared  com- 
plaining of  severe  tonic  spasms  in  both  the  upper 
and  lower  extremities.  These  spasms  were  more 
severe  when  muscles  were  at  rest,  and  passed  off 
after  passive  movements  had  been  exercised  on  the 
arms  and  extremities,  so  that  after  patient  had  used 
either  arms  or  legs  for  any  time  he  had  little  ditri- 
culty  and  no  pain  until  they  were  put  to  rest.  Neu- 
rological examination  presented  nothing  worthy  of 
note  excepting  a  marked  exaggeration  of  the  deep 
tendon  reflexes.  Family  history  negative,  with  the 
exception  that  the  patient  claimed  that  mother  and 
brother  suffered  from  the  same  trouble.  Diagno- 
sis: congenital  myotonia  (Thomsen's  disease).  Al- 
though this  case  hardly  falls  within  the  realm  of 
either  mental  or  nervous  diseases,  it  appeared  to 
be  of  sufficient  interest  to  justify  reporting,  inas- 
much as  the  literature  up  to  the  present  time  re- 
ports only  about  30  similar  cases. 

Case  3.  W.  F.  ~M.,  301st  Infantry,  born  Feb.  9, 
1899 ;  went  as  far  as  the  8th  grade  in  school,  but 
at  14  was  dropped  on  account  of  truancy.  Has  a 
brother  in  Bridgewater  State  Hospital  for  the 
Criminal  Insane;  has  been  arrested  once  for  drunk- 
enness in  Dedham,  twice  in  Boston,  three  times  in 
Roxbury.  Was  seven  years  employed  in  a  shoe 
factory,  and  was  drafted  to  Ayer  from  his  residence 
in  Boston,  Oct.  10.  On  the  following  Sunday  at 
2.30  p.m.,  he  walked  out  of  Camp  and  all  the  way 
to  Boston,  via  Lowell  and  Arlington.  He  said 
that  the  men  at  Camp  were  framing  him  up  and 
injecting  electricity  into  him,  especially  into  his 
legs.  After  one  week  at  home,  he  told  the  brother 
of  the  U.  S.  District  Attorney  about  the  electricity, 
and  how  they  tried  to  "get  him"  at  Ayer  with  elec- 
tricity. He  was  advised  to  see  the  District  Attor- 
ney, who  had  him  arrested,  and  he  was  sent  to 
Fort  Banks  as  a  prisoner  for  desertion.  I  was 
ordered  to  Fort  Banks  to  examine  him,  and  found 
him  somewhat  demented,  with  hallucinations  of 
hearing.  He  said  that  his  thoughts  came  back  to 
him  by  voices  which  he  heard.  He  now  behoves 
that  people  are  calling  him  names,  especially  "su- 
perstitious fairy."  The  voices  also  swear  at  him, 
and  tell  him  the  Federal  authorities  are  tryinsr  to 
frame  him  up.  He  acknowledged  being  at  one  time 
in  a  Psychopathic  Hospital,  and  inquiry  at  the 
Psychopathic  Department  of  the  Boston  State  Hos- 
pital reveals  the  fact  that  he  has  twice  been  an 


inmate  of  that  hospital,  and  that  his  last  discharge 
was  under  date  of  Sept.  20,  1917.  Diagnosis:  de- 
mentia precox,  paranoid  form;  rejection  recom- 
mended. 

Case  4.  F.  E.  D.,  single,  age  24;  born  and  re- 
sides in  East  Hartford,  Conn.  Went  to  8th  grade 
in  school;  says  he  went  "crazy"  over  one  George 
Cohen,  an  actor;  although  he  hunted  for  him  he 
never  found  him.  Claims  he  was  doped  and  laid 
up  in  New  Haven,  and  that  when  he  tried  to  get 
away  they  knocked  his  head  on  a  cement  floor. 
Gives  history  of  residence  at  the  Connecticut  Hos- 
pital for  the  Insane,  Middletown,  Conn.  Patient 
demented  and  somewhat  excited.  Was  discharged 
by  our  recommendation,  after  diagnosis  as  de- 
mentia precox.  After  being  paid  off  and  his  ticket 
bought  he  was  left  at  the  station,  although  we  had 
recommended  that  he  be  attended  to  his  home  in 
Connecticut.  He  did  not  take  the  train,  but  re- 
turned to  the  hospital,  and  demanded  that  he  be 
sent  to  the  trenches  to  fight.  On  account  of  cre- 
ating some  disturbance,  he  was  arrested  and  placed 
in  charge  of  the  Provost  Marshal  in  the  civilian 
jail  in  the  camp.  Here,  at  supper  time,  he  drew 
a  knife  across  his  throat,  and  on  this  account,  and 
on  account  of  a  newspaper  reporter  getting  hold  of 
certain  facts  regarding  the  case  from  the  jail  au- 
thorities, to  save  further  publicity  and  to  care  bet- 
ter for  the  man,  he  was  returned  to  the  Base  Hos- 
pital, and  later  sent  to  the  Psychopathic  Hospital 
in  Boston  in  an  ambulance. 

In  reply  to  an  inquiry  directed  to  the  Connecticut 
Hospital  for  the  Insane,  Dr.  Floyd  Haviland,  the 
Superintendent,  wrote  as  follows:  "F.  E.  D.  was  in 
our  Hospital  from  Oct.  22,  1912,  to  April  15,  1913, 
being  on  the  latter  date  discharged  into  the  cus- 
tody of  his  father  as  improved.    At  the  time  of  his 
admission  he  was  19  years  old.    The  onset  of  the 
psychosis  was  said  to  have  been  five  weeks  previous 
to  the  date  of  admission.    He  was  first  taken  to 
the  Hartford  Retreat,  where  he  remained  until  Oct. 
18,   1912.    According   to   the   committing  physi- 
cians, he  imagined  that  he  was  a  great  athlete  and 
made  application  to  Tale  College  for  the  appoint- 
ment as  Assistant  Doctor  of  Athletics.    He  took 
off  his  clothes  in  New  Haven  and  tried  to  do 
various  athletic  feats  on  the  street;  was  violent 
and  smashed  furniture  in  his  room.    The  day  after 
admission  he  was  found  lying  in  a  nude  condition 
on  the  floor,  with  all  muscles  tense,  his  extremities 
extended  in  a  peculiar  manner.    When  spoken  to, 
he  sprang  up  and  moved  about.    He  seemed  to  be 
dazed,  and  questions  had  to  be  repeated  in  a  loud 
tone  before  he  would  reply.   He  stated  that  he  had 
been  doped  by  "George  Cohen"  and  others.  Some- 
times he  would  stop  in  the  middle  of  a  speech,  and 
look  fixedly  at  some  spot  as  if  he  heard  someone. 
A  few  days  later  he  was  up  and  dressed,  and  spent 
much  of  his  time  standing  in  one  place,  drumming 
on  the  door  and  repeating  senseless  words  or  syl- 
lables.   At  night  he  usually  covered  his  head  with 
the  bed-clothing.    Physically,  there  was  a  positive 
Wassermann  of  the  blood  serum,  there  was  slight 
inequality  of  pupils,  knee  jerks  were  absent,  and 
there  was  considerable  tremor  of  eyelids  and  pro- 
truded tongrue.    According  to  the  records  he  was 
diagnosed  dementia  precox,  catatonic  form,  with  a 
possibility  of  dementia  paralytica  to  be  considered. 
According  to  the  records  he  became  more  com- 
posed and  for  some  time  before  his  discharge  he 
assisted  in  the  work  on  the  farm." 
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Case  5.  W.  H.  P. ;  arrested  while  intoxicated,  for 
insulting  an  officer;  three  empty  Jamaica  ginger 
and  one  vanilla  extract  bottles  found  on  him.  He 
stated  that  he  was  released  from  Salem  Jail,  on 
condition  that  he  report  to  the  exemption  board  and 
accept  service  in  the  National  Army.  He  says 
that  he  was  arrested  on  July  18,  1917,  and  sen- 
tenced to  three  months  in  the  Salem  Jail;  sentence 
suspended.  Arrested  again  for  similar  offense 
about  Aug.  12;  received  a  three  months'  suspended 
sentence  in  the  House  of  Correction,  Salem.  Was 
serving  this  sentence  when  his  father  received  a 
pink  card  requesting  him  to  report  to  the  exemp- 
tion board,  Salem,  Sept.  18.  He  said  he  was  par- 
doned by  the  County  Commissioners  on  the  morn- 
ing of  Sept.  18,  and  sent  to  the  office  of  the  local 
board  in  Masonic  Temple,  where  he  said  he  was 
told  by  the  chairman  to  report  again  on  the  23rd, 
or  else  he  would  be  sent  to  jail;  this  he  did.  He 
has  been  intoxicated  twice  since  coming  into  camp. 
He  began  drinking  at  16  years  of  age;  the  last  six 
months  has  drunk  about  one  quart  of  whiskey  a 
day.  Thinks  he  has  been  arrested  at  least  fifty 
times  for  drunkenness  and  once  for  larceny  of 
crackers  from  Boston  and  Maine  freight  car;  has 
served  two  jail  sentences  for  drunkenness  in  Salem, 
has  been  sentenced  three  times  to  Bridgewater 
State  Farm  and  three  times  to  Concord  Reform- 
atory. Was  released  from  Concord  in  1914  for  one 
year,  on  condition  that  he  go  to  the  Norfolk  State 
Hospital,  which  he  did  on  Sept.  21,  1915,  and  was 
released  Nov.  7,  1915. 

Case  6.  P.  S.  Referred  by  Company  Command- 
er. Patient  came  under  armed  guard,  having  at- 
tempted to  run  away  several  times.  Has  on  him 
the  following  paper,  which  he  claims  to  have  pre- 
sented to  the  exemption  board : 

"Bangor  State  Hospital,  Bangor.  Maine, 
August  19,  1917. 

"This  is  to  certify  that  P.  S.  (correct  name   

 )  has  been  a  patient  in  this  hospital  from 

Feb.  17,  1914,  to  May  18,1917.  On  admission  he 
was  23  years  of  age;  born  in  Russia;  length  of  resi- 
dence in  United  States  unknown.  During  his  resi- 
dence in  the  hospital  he  was  depressed,  agitated, 
suspicious  and  suffering  from  hallucinations  and 
delusions.  During  the  last  three  months  he  im- 
proved and  was  allowed  to  leave  the  hospital  on  a 
six  months'  parole.  Clinical  diagnosis:  dementia 
precox,  catatonic  type. 

L.  F.  Norms,  Acting  Superintendent." 

This  case  was  rejected. 

We  have  also  referred  to  our  clinic  the  so- 
called  "conscientious  objectors."  These  may 
be  divided  into  four  groups:  (1)  the  objector 
who  is  really  conscientious,  who  objects  to  tak- 
ing life  or  entering  into  combative  service,  but 
who  is  willing  to  take  up  any  other  branch  of 
service,  including  that  of  stretcher-bearer  from 
the  first-line  trenches;  (2)  the  religious  ob- 
jectors, including  those  calling  themselves 
"  Pentecostals, "  members  of  the  Society  of 
Friends  (Quakers) ,  Seventh  Day  Adventists  and 
members  of  the  International  Bible  Students' 
Association.  Some  of  these  religious  objectors 
are  willing  to  enter  into  the  service  as  non- 
combatants  ;  others  refuse  to  become  any  part 


of  the  military  service.  (3)  The  Christadel- 
phians,  who  have  now  become  exempted  in 
England,  providing  they  agree  to  engage  in 
work  of  national  importance,  such  as  farming, 
factory  work,  etc.  These  men  refuse  to  don 
military  clothes  or  to  salute  an  officer  or  do  any 
military  service,  even  service  in  military  hos- 
pitals, and  declare  they  would  none  of  them 
raise  a  hand  to  save  a  soldier  if  he  was  dying 
and  such  an  act  would  save  him,  because  the 
soldier  is  part  of  the  military  system;  (4)  The 
objector  who  is  deluded,  whose  abnormal  mind 
has  been  swayed  by  stronger  normal  minds,  and 
who  is  mentally  diseased  or  defective,  and 
must  be  promptly  rejected. 

Following  is  the  classification  of  those  re- 
jected to  November  1,  1917,  but  does  not  in- 
clude some  30  whose  papers  have  not  been 
signed,  pending  the  obtaining  of  histories  or 
further  observations  in  the  Base  Hospital: 


1.  Defective  mental  development   164 

2.  Epilepsy    92 

3.  Chronic  alcoholism    27 

4.  Dementia  precox    12 

5.  Constitutional  psychopathic  states  ....  17 

6.  Neurasthenia    9 

7.  Chorea    5 

8.  Manic-depressive  insanity    7 

9.  Hysteria    4 

10.  Cerebrospinal  syphilis    3 

11.  Tabes    2 

12.  General  paralysis    2 

13.  Drugs  (morphine  6,  heroin  1)    7 

14.  Toxic  psychosis    1 

15.  Traumatic  psychosis    1 

16.  Hemiplegia    2 

17.  Paraplegia    1 

18.  Contracture    1 

19.  Migraine    2 

20.  Congenital  myotonia   (Thomsen's  dis- 

ease)  1 

21.  Enuresis  (exaggerated)    2 

22.  Psychasthenia    10 


372 

These  rejections  were  made  from  a  total  of 
1324  officers  and  27,482  men,  the  military 
strength  of  the  cantonment  to  November  1.  The 
total  rejections  to  date  for  all  causes  have  been 
1  in  every  8  of  the  draft  sent  to  Ayer. 

The  figures  I  have  given  show  only  a  cross- 
section,  as  it  were,  of  our  work  resulting  in  the 
elimination  of  the  mentally  and  nervously  un- 
fit, for  our  work  is  far  from  finished.  At  the 
present  time  we  are  having  referred  to  us  about 
15  cases  a  day,  and  our  percentage  of  rejec- 
tions is  greater  as  time  goes  on,  because  of  the 
more  intimate  knowledge  of  the  hospital  staff 
and  regimental  surgeons  of  the  kind  of  cases 
which  should  be  referred. 
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VAGINAL  DISCHARGE  IN  CHILDREN; 
STUDY  OP  255  SELECTED  CASES,  WITH 
SPECIAL  REFERENCE  TO  THE  QUES- 
TION OF  THE  DIAGNOSTIC  AND  SPE- 
CIFIC VALUE  OF  SMEAR  EXAMINA- 
TIONS* 

By  I.  C.  Rubin,  M.D.,  F.A.C.S.,  New  York  City. 

[From  the  Special  Clinic  for  Vaginitis  in  Children, 
Mt.  Sinai  Hospital  Dispensary.] 

The  problem  of  vaginitis  in  children  presents 
nearly  as  many  difficulties  today  as  before  the 
gonococcus  was  discovered.  Before  the  etiolog- 
ical cause  of  gonorrhea  was  established,  vulvo- 
vaginitis of  children  was  supposed  to  be  due 
to  a  variety  of  causes,  all  of  a  non-specific  na- 
ture. Soon  after  Neisser's  discovery,  the  no- 
tion that  vaginal  discharge  in  small  children 
was  also  venereal  in  origin  became  predominant. 
No  longer  was  this  to  be  treated  lightly.  An 
active  local  therapy  was  to  replace  the  almost 
nolle  me  tangere,  and  both  pediatrist  and  gyne- 
cologists recommended  measures  which  had 
been  found  useful  in  the  treatment  of  gonorrhea 
in  adults. 

In  view  of  the  general  prevalence  of  gonor- 
rhea, the  incidence  of  gonorrheal  vaginitis  in 
infants  and  children  was  assumed  to  be  propor- 
tionately great.  In  consequence  numerous  at- 
tempts were  made  by  all  jpersons  interested  in 
child  welfare  to  study  the  question.  The  Amer- 
ican Pediatric  Society  through  its  special  com- 
mittee on  vaginitis  has  recently  published  its 
report  upon  a  very  extensive  investigation  on 
the  subject.1  The  resolutions  embodied  in  that 
report  contain  the  most  approved  recommenda- 
tions for  sanitary  and  hygienic  measures  to  be 
adopted  both  for  the  prophylaxis  and  the  actual 
management  of  the  disease.  Without  a  single 
exception  these  excellent  rules  may  be  profitably 
adopted  in  all  communities,  since  they  are  help- 
ful not  only  in  the  matter  of  vaginitis  but  also 
in  the  general  prevention  of  the  infectious  dis- 
eases of  childhood. 

In  this  connection  it  may  be  well  to  mention 
that  these  recommendations  had  been  practically 
anticipated  en  masse  during  the  progress  of 
our  work  at  the  Mt.  Sinai  Hospital  Dispensary. 
With  the  efficient  aid  of  the  two  nurses  of  the 
Social  Service  of  the  hospital,  Mrs.  Carrie  C. 
Gibson  and  Miss  Helen  J.  Moses,  it  was  possible 
to  carry  out  the  follow-up  system  in  the  vast 
majority  of  our  cases.  Our  work  was  further 
encouraged  and  stimulated  by  Dr.  S.  S.  Gold- 
water,  Director  of  Mount  Sinai  Hospital.  His 
interest  in  the  problem  was  all  the  keener  since 
it  became  a  matter  of  municipal  importance  to 
the  Health  Department.  In  one  of  his  publica- 
tions on  the  subject2  he  stated  that  "a  form  of 
vaginitis,  which  is  bacteriologically  indistin- 
guishable from  gonorrheal  vaginitis,  is  a  com- 

*  The  present  paper  was  originally  submitted  as  a  brief  report 
on  the  progress  of  this  work  to  Dr.  S.  S.  Goldwater,  Health  Com- 
missioner. New  York  City,  1914-1915.  and  Director  of  Mount  Sinai 
Hospital. 


mon  condition  among  children  in  this  city  and 
elsewhere,  and  that  this  is  well  known  to  clin- 
icians. ' '  Further,  ' '  that  as  far  as  he  was  aware 
the  problem  had  not  as  yet  been  solved  any- 
where," and  as  Commissioner  of  Health,  "can 
only  promise  on  behalf  of  the  Department,  un- 
remitting attention  to  it,  in  the  hope  that  a 
working  program  may  ultimately  be  formu- 
lated. ' '  Still  further,  to  quote  the  Health  Com- 
missioner,  "as  the  condition  in  question  is  one 
which,  notwithstanding  the  most  intensive 
treatment,  often  persists  for  months  and  even 
years,  it  would  be  necessary  to  inaugurate  a 
method  whereby  the  education  of  excluded  chil- 
dren could  be  continued.  The  only  logical 
method  would  be  to  send  private  teachers  into 
homes  of  infected  children." 

The  importance  to  the  municipality  from  a 
social,  economic,  and  educational  standpoint 
can,  therefore,  scarcely  be  exaggerated  if  it  can 
actually  be  established  that  vaginal  discharge  in 
children  of  school  age  and  under  is  gonorrheal. 
The  general  consensus  of  medical  opinion,  ac- 
cording to  Trist  and  Kolmer,3  favors  the  gono- 
coccus origin  of  the  vast  majority  of  cases  of 
vulvo-vaginitis  in  children.  Upon  this  assump- 
tion are  based  all  rules  for  prevention,  control 
and  cure  of  the  disease  as  applying  to  homes, 
hospitals  and  communities.  Most  observers 
have  accepted  this  opinion  as  an  established  and 
indisputable  fact,  and  upon  that  premise  have 
also  conducted  their  medical  treatment.  My  ob- 
servation of  this  class  of  eases  during  the  past 
six  years  has  led  me  to  a  conclusion  contrary  to 
that  which  is  generally  held  concerning  the  na- 
ture of  this  affection  in  children. 

The  purpose  of  the  present  paper  is  to  detail 
my  experiences  with  vaginitis  in  children  stud- 
ied and  treated  in  a  special  class  at  the  Mt. 
Sinai  Hospital  Dispensary  for  a  period  of  four 
and  a  half  years.  In  this  special  class,  which 
was  established  in  June,  1912,  we  had  an  oppor- 
tunity to  study  the  clinical  manifestations  and 
varieties  of  vaginitis  in  infants  and  children.  I 
shall  not  enter  into  the  details  of  the  institu- 
tional administration  or  the  technic  of  the 
treatment  of  the  children  in  this  dispensary 
class,  but  rather  I  shall  call  attention  to  certain 
phases  of  the  problem  which  are  of  fundamental 
importance.  Two  points  will  receive  special  at- 
tention, since  upon  their  solution  depend  all 
the  rest : 

1 —  The  incidence  and  prevalence  of  gonorrheal 

vaginitis  in  children. 

2 —  The  value  of  smear  examinations  in  the  diag- 

nosis of  gonorrheal  vaginitis  in  children. 
Since  the  class  for  vaginitis  in  children  was 
established,  altogether  255  eases  have  been  ob- 
served. Of  this  number,  50  were  treated  by 
Dr.  Barnett  during  the  first  year.  His  conclu- 
sions were  published  in  September,  1913.4  In 
his  paper,  and  in  fact  in  all  recent  publications 
on  vulvo-vaginitis  in  children,  the  gonorrheal 
nature  of  the  disease  has  been  taken  more  or 
less  for  granted.   I  was  under  the  same  impres- 
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sion  when  I  undertook  an  investigation  into  the 
cause  of  the  persistence  of  gonorrheal  vulvo- 
vaginitis in  children.5 

By  means  of  the  electric  lighted  speculum 
we  were  able  to  study  the  appearance  of  the 
vaginal  portion  of  the  cervix  uteri,  the  entire 
vagina,  and  also  to  note  the  distribution  and 
amount  of  the  discharge.  In  all  these  cases 
we  had  supposed  the  diagnosis  of  gonorrhea  to 
be  definitely  established. 

When  I  took  up  the  work  at  the  clinic  I 
found  that  the  diagnosis  of  gonorrhea  was  made 
by  smear  examination.  Upon  a  positive  report 
for  "G. "  in  any  given  case  with  some  vaginal 
discharge,  the  little  patient  was  at  once  sub- 
jected to  treatment  which  was  deemed  most 
satisfactory  in  our  experience.  When,  however, 
smear  examinations  for  gonococcus  proved  posi- 
tive in  a  number  of  apparently  normal  children 
who  exhibited  the  slightest  vaginal  secretion,  it 
became  obvious  that  some  other  method  than 
smear  examination  was  necessary  to  establish 
the  presence  of  gonorrheal  infection.  In  the  ab- 
sence of  special  cultural  methods  for  differential 
diagnosis  or  more  elaborate  bacteriological  facil- 
ities, I  was  obliged  to  guide  the  treatment  of 
these  cases  of  so-called  gonorrheal  vaginitis  in 
children  according  to  the  reports  of  frequent 
smear  examinations.  As  the  vast  majority  of 
the  little  patients  attended  the  clinic  regularly  I 
was  able  to  compare  the  progress  and  character 
of  the  vaginal  discharge  with  the  bacteriological 
report  of  the  slide  examination.  In  one  case 
more  than  50  smear  examinations  were  made. 
This  case  alone  would  suffice,  if  no  others  were 
available,  to  show  how  little  dependence  can  be 
attached  even  to  Gram-staining  of  the  smears. 
This  case  will  be  referred  to  again. 

Of  the  255  cases  to  date,  I  have  taken  the 
first  100  consecutive  cases  for  analysis.  The 
anamnesic  data  were  both  scanty  and  defective. 
It  was  soon  seen  that  they  could  not  be  grouped 
or  utilized  for  statistical  purposes.  My  chief 
object  in  collecting  the  data,  scattered  as  they 
may  seem,  was  to  determine,  if  possible:  1.  The 
prevalence  of  gonorrhea  among  little  children. 

2.  The  meaning  of  vaginal  discharge  as  such. 

3.  The  diagnostic  value  of  smear  examination. 

4.  The  relation  between  treatment,  discharge, 
and  a  positive  or  negative  report  of  gonorrhea. 

5.  What  is  essential  in  the  establishment  of  a 
positive  diagnosis.    6.  Contagiousness. 

The  majority  of  the  patients  were  referred 
to  the  vaginitis  class  by  the  chiefs  of  the  chil- 
dren's clinics  in  the  dispensary.  Only  a  few 
wore  brought  by  parents  directly  to  the  vagi- 
nitis class.  It  is  remarkable  that  in  four  years 
only  255  cases  were  treated  in  the  special  class. 
During  these  four  years  approximatelv  50,000 
children  were  seen  in  the  children's  classes  at 
the  dispensary.  The  percentage  of  children  re- 
ferred by  the  physicians  and  nurses  to  the 
vaginitis  class  for  the  treatment  of  the  "V.  D." 
("venereal  disease)  was  1  in  200  cases.  This 
percentage  seems  small  in  comparison  with  the 


incidence  of  this  condition  as  estimated  by 
other  writers.  On  inquiry  I  learned  that  the 
"  V.  D. "  is  not  especially  sought  for  during  the 
physical  examination  but  usually  the  mother 
calls  attention  to  it,  whereupon  smears  are 
taken.  The  parents,  however,  attach  no  special 
importance  to  the  discharge  unless  it  is  profuse, 
and  avoid  having  the  children  treated  because 
of  their  fear  of  injury  to  the  hymen. 

While  all  cases  referred  to  the  vaginitis  class 
were  supposed  to  have  had  a  positive  smear  ex- 
amination before  they  were  sent  to  us  for  treat- 
ment, a  few  were  referred  without  such  prelimi- 
nary examination.  In  every  instance  we  sent 
smears  of  new  cases  for  examination.  It  is 
interesting  to  note  that  out  of  the  first  100  con- 
secutive cases,  29  smears  were  returned  nega- 
tive, 60  smears  positive,  and  11  were  undeter- 
mined. 

The  cases  with  positive  first  smears  on  subse- 
quent examinations  were  reported  negative  for 
one,  two,  three  or  more  times  consecutively  or 
alternately.  The  cases  with  negative  first  smears 
in  5  instances  proved  positive  after  one  io  six 
months  of  observation. 

A  great  many  of  the  positive  first  smears  pre- 
sented only  a  slight  amount  of  discharge,  in 
some  instances  no  greater  than  would  be  antici- 
pated in  the  normal  female  child.  A  few  of 
the  cases  with  negative  first  smears  showed, 
however,  a  rather  profuse  discharge  which 
would  justify  the  suspicion  of  gonorrheal  infec- 
tion. 

Of  the  100  eases  only  21  showed  abundant 
discharge.  In  7  the  discharge  was  sero-gran- 
ular;  in  5  the  discharge  was  moderately  puru- 
lent ;  in  9  the  discharge  was  profuselv  puru- 
lent* 

All  the  rest  of  the  cases  showed  for  the  most 
part  red  streaks  at  the  vulva,  folliculitis,  eczema 
of  vulva,  merely  moisture  or  a  slight  amount  of 
sero-granular  discharge  without  inflammatory 
changes  evident  in  the  vagina.  In  a  number  of 
instances  there  was  a  similar  secretion  within 
the  vagina  without,  however,  acute  changes  or 
evidences  of  chronic  changes  in  the  vaginal  mu- 
cosa. Where  there  was  purulent  discharge  it 
was  also  found  abundantly  within  the  vagina, 
and  in  a  few  instances  the  mucosa  was  angry 
looking  and  swollen  and  bled  easily.  The  ma- 
jority of  these  cases  had  never  before  been 
treated  for  the  vaginal  discharge.  This  fact 
must  always  be  taken  into  account  because 
treatments  of  various  kinds  undoubtedly  induce 
certain  changes  in  themselves.  These  changes 
are  either  of  traumatic  origin  or  are  due  to  sec- 
ondary infections.  The  cases  which  formed  the 
basis  of  our  previous  study  had  all  been  sub- 
jected to  prolonged  treatment  before  we  exam- 
ined them. 

The  reports  of  smear  examinations  was  out 
of  all  logical  relation  to  the  clinical  status  of 
the  case,  the  amount  of  discharge,  the  duration 

*  Purulent  in  the  elSnieal  sense.  In  our  reports  it  was  not 
stated  whether  pus  cells  were  abundant  or  not. 
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of  the  discharge,  and  especially,  to  subsequent 
examination.  We  found,  too,  that  frequently 
without  any  treatment  a  second  report  was  re- 
turned negative,  a  third  positive,  and  then  ir- 
regularly positive  and  negative;  while,  after 
active  treatment,  a  negative  case  would  be  re- 
ported positive,  and  then  irregularly  positive  or 
negative. 

I  have  attempted  to  tabulate  the  cases  with 
reference  to  the  relation  between  the  laboratory 
reports  of  smear  examination,  the  amount  and 
character  of  the  discharge  and  the  different 
methods  of  treatment.  Altogether  there  were 
six  hundred  and  twenty  smear  examinations. 
The  results  are  at  such  great  variance  in  regard 
to  the  character,  amount  and  duration  of  the 
discharge,  that  it  is  hardly  worth  while  to  pre- 
sent them  all  in  detail.  I  will  content  myself 
with  giving  the  history  of  Case  1. 

S.  J.,  age  10;  for  the  past  four  years  she  noticed 
vaginal  discharge.  Prior  to  this  she  had  some  ex- 
anthematous  disease  for  which  she  was  treated  at 
Willard  Parker  Hospital.  She  dates  the  onset  of 
the  discharge  from  that  time.  Patient  was  referred 
from  one  of  the  pediatric  clinics  at  the  Mount 
Sinai  Hospital  Dispensary,  on  April  3,  1912.  There 
was  then  a  slight  amount  of  secretion  which  was 
positive  for  gonococcus.  Endoscopy  showed  the 
vaginal  mucosa  bathed  by  thin  sero-granular  se- 
cretion; there  were  no  acute  inflammatory  changes. 
Treatment  was  begun  by  Dr.  Barnett,  who  put  her 
on  urotropin  internally  and  argyrol  10%  locally. 
He  tried  in  succession  silver  nitrate  10%,  bichlo- 
ride of  mercury  1-10,000  to  1-4000,  then  tincture  of 
iodine  and  lugol  solution  for  irrigations,  and  finally 
tr.  iodine  applied  locally  to  the  vagina.  The  smear 
examinations  during  this  time,  i.e.,  a  period  of  16 
months,  were  positive  seventeen  times  and  negative 
eighteen  times.  August  19,  1913,  I  examined  the 
patient  and  found  then  a  sero-granular  discharge. 
The  child  in  the  meantime  had  developed  and 
seemed  normal  in  other  respects.  There  were  no 
symptoms  suggestive  of  metastatic  spread  of  the 
disease.  September  18,  1913,  rectal  examination  to 
determine  whether  there  was  any  peritoneal  exu- 
date, tubo-ovarian  disease,  etc.,  proved  negative. 
There  was  no  thickening  of  the  adnexa;  no  masses 
were  palpable,  and  the  uterus  was  small  and  freely 
movable  without  eliciting  tenderness  or  pain. 
Smears  were  negative  on  4  occasions  in  the  period 
between  September  28,  1913,  and  October  31,  1913. 
The  discharge  was  considerably  less;  10%  silver 
nitrate  applications  were  used.  December  1,  1913, 
she  was  without  discharge  and  was  therefore  not 
treated  but  observed  till  January  19,  1914,  when  she 
again  appeared  with  a  slight  amount  of  secretion. 
This  was  negative  for  gonococcus.  She  was  then 
treated  by  protargol  25%  topically,  and  again  by 
painting  the  cervix  and  vagina  with  tr.  iodine. 
As  the  amount  of  discharge  was  almost  negligible 
I  decided  to  let  her  stay  away  for  a  longer  period. 
She  returned  two  months  later  with  the  local  con- 
dition the  same  as  when  last  seen.  Thereafter,  for 
a  period  of  15  months,  although  the  character  of 
the  discharge  was  the  same  and  no  manner  of 
treatment  employed,  the  vaginal  smears  continued 
to  be  irregularly  positive  and  negative.  The  num- 
ber of  negative  reports  would  preponderate  in  the 


proportion  of  3  and  4  to  1.  The  child  is  now  14 
years  old,  has  had  her  menses  nearly  a  year.  She 
has  had  no  disturbance  to  speak  of  during  her 
periods  and  appears  to  be  well  developed  in  every 
way.  The  smear  examinations  are  still  positive 
and  negative.  Altogether  there  were  over  50  slide 
examinations. 

Summary:  A  child  6  years  old  is  ill  with  one  of 
the  exanthemata,  for  which  she  is  treated  at  a  spe- 
cial quarantine  hospital.  She  leaves  the  hospital 
with  vaginal  discharge.  This  is  untreated  for  four 
years,  at  the  end  of  which  time  treatment  is  begun 
by  various  methods  for  four  years.  Puberty  sets 
in  meanwhile  and  the  girl  develops  normally.  The 
discharge  becomes  negligible,  but  slide  examina- 
tions are  variously  positive  and  negative,  no  mat- 
ter whether  she  is  treated  or  not  treated. 

While  many  of  the  other  children  were  not 
observed  for  a  similar  length  of  time,  their  his- 
tory would  fit  in  precisely  with  any  given  period 
of  time  under  which  this  patient  was  observed. 
It  must  be  said  in  this  connection  that  smears 
were  taken  from  the  very  depth  of  the  vagina 
through  the  aid  of  the  endoscope  devised  for 
this  purpose,  and  that  even  the  vaginal  portion 
of  the  cervix  was  accessible  in  every  case. 

It  soon  became  evident  that  if  we  were  to  rely 
solely  upon  the  report  of  the  smear  examination 
we  could  make  no  headway  with  any  kind  of 
treatment.  When  the  discharge  disappeared 
under  whatever  procedure  we  adopted,  and  the 
patient's  condition  could  be  regarded  as  per- 
fectly satisfactory,  the  report,  nevertheless, 
would  be  returned  positive  or  negative.  When 
the  child  appeared  for  control  examination  from 
one  month  to  two  years  or  more  after  further 
treatment  was  considered  unnecessary,  the  same 
experience  with  the  smear  examination  was  en- 
countered.* 

The  relation  between  active  treatment,  the 
smear  report  and  the  character  and  amount  of 
the  discharge  was  very  interesting.  At  first  I 
used  strong  solutions  of  silver,  as  recommended 
by  Kelly.  After  each  application  there  fol- 
lowed a  very  profuse  discharge  of  mucus.  The 
smear  reports  from  this  discharge  were  often 
positive  and  occasionally  negative.  The  silver 
solutions  were  then  used  in  weaker  dilutions, 
and  by  and  by  the  discharge  became  less  and 
less  and  almost  absent. 

A  similar  reaction  took  place  in  cases  ivith 
very  scanty  discharge — cases  which  appeared 
simple  and  of  the  non-infective  type  of  vagi- 
nitis. As  time  went  on  I  began  using  weaker 
solutions  and  used  argyrol,  which  had  the  ad- 
vantage of  being  practically  painless  and  of 
being  more  oily  and  hence  easier  of  application. 
The  amount  of  reaction  was  considerably  less. 
Later  on  I  adopted  the  plan  of  infrequent  ap- 
plications, and  for  control  purposes,  in  those 
instances  where  I  felt  clinically  certain  of  their 
non-gonorrheal  character,  I  simply  observed 
them,  took  smears  from  time  to  time  but  did  not 

*  Barnett  came  to  the  conclusion  that  three  consecutive  smears 
could  determine  a  cure,  but  added  that  the  children  were  to  re- 
turn for  further  control. 
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apply  medication.  The  latter  group  of  cases  did 
better  as  far  as  discharge  is  concerned ;  the 
smear  reports  were  just  as  confusing  as  in  other 
cases. 

DISCUSSION  OP  THE  PROBLEM. 

The  contradiction  between  the  smear  report 
and  the  clinical  status  of  the  case  may  be  dis- 
cussed from  two  viewpoints :  first,  that  the  gono- 
coccus,  if  responsible  for  vaginitis  in  children, 
has  markedly  variable  activities,  often  lying  dor- 
mant, capable  of  being  stirred  to  activity  by 
certain  medication,  or  more  often,  perhaps,  by 
virtue  of  its  own  peculiar  biologic  properties, 
which  are  not  exhibited  by  the  adult  form ;  and 
second,  that  the  organism  reported  by  the  smear 
is  some  other  organism  than  gonococcus,  almost 
indistinguishable  from  it  but  present  in  the 
vaginal  discharge  without  having  the  pathogenic 
significance  of  the  gonococcus.  If  the  first  view- 
point were  correct,  then  practically  all  of  the 
255  cases  must  be  regarded  as  gonorrheal ;  and 
if  we  consider  that  a  great  many  cases  go  un- 
observed or  are  untreated,  the  prevalence  of  this 
disease  might  be  regarded  as  truly  formidable. 
If  young  girls  who  commonly  have  vaginal  dis- 
charge were  subjected  to  smear  examinations 
and  a  similar  organism  found,  the  incidence  of 
innocent  gonorrhea  would  be  almost  universal. 
No  one,  however,  thinks  of  charging  young 
girls  of  the  age  of  puberty  with  gonorrheal  in- 
fection because  they  happen  to  have  some  dis- 
charge. Vaginal  discharge  is  a  very  common 
thing,  and  is  only  natural  because  a  certain 
amount  of  secretion  is  physiological  and  normal 
for  all  mucous  membranes.  The  onset  of 
menses,  etc.,  naturally  accounts  for  a  greater 
secretory  activity  of  the  genitalia  in  young 
girls.  In  children  and  in  infants  there  are 
other  factors  that  enter  into  play. 

Inquiry  into  such  factors  in  the  100  children 
in  whose  cases  a  definite  history  was  obtainable 
elicited  the  fact  that  32  had  been  in  hospitals 
suffering  for  the  most  part  with  an  exanthema- 
tous  disease;  in  other  instances  they  had  pneu- 
monia, typhoid,  dysentery,  appendicitis,  chorea, 
etc.  In  15  instances  there  was  a  definite  state- 
ment that  the  child  had  not  been  confined  in 
any  hospital,  but  there  is  no  record  of  whether 
these  children  were  ill  at  home  just  prior  to  the 
onset  of  the  vaginal  discharge.  It  is  not  nec- 
essary to  think  of  a  direct  gonorrheal  inocula- 
tion, as  for  example,  by  means  of  thermometers 
or  careless  handling  by  nurses  infected  with  the 
venereal  trouble,  etc.  The  exanthematous  dis- 
ease may  properly  be  assumed  to  cause  a  cer- 
tain amount  of  desquamation  of  the  vaginal 
mucosa;  secondary  invading  microorganisms 
propagate  more  in  the  discharge.  The  micro- 
coccus catarrhalis,  morphologically  often  indis- 
tinguishable from  the  gonococcus  in  the  simple 
smear  examination,  is  one  of  these  organisms. 
In  the  other  diseases  with  pneumococcus,  the 
meningococcus,  the  streptococcus  and  the  other 


pathogenic  bacteria  present  in  the  body  these 
microorganisms  may  set  up  a  vaginitis  with 
purulent  discharge  similar  to  that  seen  in  cases 
of  acute  suppurative  otitis. 

Vaginal  discharge  in  infants  and  small  chil- 
dren may  have  the  same  pathogenesis,  and  in 
my  opinion  is  far  more  commonly  due  to  these 
bacteria  than  to  the  gonococcus. 

Apart  from  these  considerations,  careful  ob- 
servation of  small  infants  has  shown  repeatedly 
that  the  fecal  motion  bathes  and  soils  the  vulva 
and  the  clitoris  and  leaves  excreta  in  the  labio- 
cutaneous  and  interlabial  grooves,  and  at  the 
vestibulum.  Urine  also  leaves  its  residue.  If 
the  child  is  not  frequently  and  carefully 
cleaned  after  each  soiling  there  is  the  nidus  for 
more  bacteria,  and  in  many  instances  the  vagina 
is  invaded.*  During  the  act  of  crying,  cough- 
ing, rapid  and  labored  breathing  and  straining, 
particularly  during  acute  illness,  the  hymenal 
orifice  opens  and  closes,  and  not  infrequently 
debris  such  as  above  mentioned  is  aspirated 
into  the  vaginal  canal.  The  colon  bacillus  and 
other  rectal  flora  under  the  new  influence  of 
even  normal  vaginal  secretions  may  be  assumed 
to  take  on  an  irritative  activity  and  set  up  a 
vaginal  discharge.  "When  one  reflects  how  often 
and  for  how  long  infants  and  even  small  chil- 
dren are  obliged  to  lie  in  their  crib  before  re- 
ceiving necessary  attention  in  the  large  wards 
of  hospitals,  owing,  of  course,  to  inadequate 
nursing  facilities,  it  will  be  seen  that  this  spon- 
taneous method  of  infection  is  not  so  remote  a 
possibility. 

In  favor  of  this  idea  is  the  comparative 
scarcity  of  vaginitis  in  children  ill  with  an  ex- 
anthemata but  who  are  treated  at  home.t  The 
presence  of  pus  in  the  vagina,  even  though  it 
be  in  that  of  infants,  irresistibly  suggests  a 
venereal  origin.  In  this  connection  I  may  men- 
tion the  one  case  in  our  series  which  had  for  a 
long  time  been  treated  by  vaccine  in  another 
clinic  for  gonorrheal  vaginitis.  This  little  girl 
had  suffered  from  a  very  profuse  and  very  ob- 
stinate discharge  which  cleared  up  promptly  on 
the  removal  of  an  incrusted  hair-pin  from  the 
vagina.6 

A  small  number  of  children  date  their  dis- 
charge from  birth.  This  does  not  necessarily 
mean  gonorrheal  infection.  I  have  examined  a 
number  of  female  fetuses  4  months  old  and 
over  and  found  a  whitish  discharge  from  the 
vagina  in  a  number  of  them.  Treatment  in  in- 
nocent cases  may  serve  to  plant  bacteria  where 
they  did  not  exist  before  and  to  start  a  chronic 
discharge.  To  obviate  such  contamination,  in 
simple  cases  which  clinically  make  the  impres- 

*  Dr.  Martha  Wolstein  of  the  Rockefeller  Institute,  who  kindly 
examined  some  smears  for  control  purposes,  reported  that  she  found 
fecal  materinj  microscopically,  though  the  swab  was  carefully  ap- 
plied through  the  endoscope  to  the  depth  of  the  vagina,  in  every 
case  in  which  smear  was  made. 

t  Where  there  may  have  been  arthritic  symptoms  but  where  the 
gonorrhea]  character  was  not  definitely  established  by  x-ray,  at 
least,  or  by  actual  recovery  of  the  gonococcus  from  the  joint,  the 
diagnosis  may  be  left  in  doubt. 
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sion  of  a  non-gonorrheal  vaginitis,  I  have  mas- 
saged the  vagina  through  the  rectum,  succeed- 
ing in  this  way  in  bringing  out  any  vaginal  se- 
cretion that  may  be  present;  this  could  then  be 
examined  microscopically. 

SUMMARY  AND  CONCLUSIONS. 

Of  all  the  cases  seen.  I  should  say,  from  the 
clinical  side,  that  the  very  smallest  number  were 
truly  gonorrheal,  resembling  the  disease  as  met 
with  in  the  adult.  A  definite  history  of  con- 
tact infection,  as  by  perverts  (the  infectionist 
theory  of  Pollock)  or  through  attempts  of  rape, 
was  obtained  in  only  one  case.  In  two  others 
there  was  definitely  the  evidence  of  a  ruptured 
hymen  without  such  a  history  of  assault.  In 
the  vast  majority  of  cases  the  complications  and 
sequelae  of  gonorrhea  were  entirely  lacking. 
The  absence  of  gonorrheal  ophthalmia,  of  ure- 
thritis, of  joint  symptoms  and  of  peritoneal 
symptoms,  in  spite  of  the  apparent  chronicity 
of  the  discharge,  certainly  makes  one  reflect 
that  this  condition  in  children  is  at  least  differ- 
ent from  the  gonorrhea  of  adults.  It  certainly 
does  not  have  the  virulence  nor  the  tendency  to 
cause  metastatic  foci  as  it  does  in  the  adult.  In 
this  connection  Louise  Pearce's7  work  on  the 
comparison  of  adult  and  infant  types  of  gono- 
cocci  is  both  suggestive  and  significant.  She 
found  in  working  with  strains  of  gonococci 
from  adults  and  strains  from  children  that, 
both  in  agglutination  and  complement-fixation 
experiments,  these  strains  differed  so  uniformly 
that  they  could  be  distinguished  as  two  distinct 
types  corresponding  to  the  clinical  source  of  the 
strains.  Her  experimental  material  was  derived 
from  6  cases  of  vaginitis  in  children,  3  cases  of 
gonorrheal  ophthalmia  (a)  neonatorum;  (b) 
girl  18  years  with  vaginitis;  and  (c)  boy  15 
years  with  urethritis;  and  finally  8  cases  of 
gonorrhea  in  adults. 

It  is  of  the  greatest  significance  to  note  that 
the  strains  of  gonococci  isolated  from  the  three 
cases  of  ophthalmia  are  classed  by  Pearce  with 
the  adult  type.  In  the  cases  observed  by  me 
there  was  not  a  single  instance  of  ophthalmia. 

If  the  disease  were  really  as  prevalent  as  we 
have  been  led  to  suppose,*  we  ought  to  see  more 
dangerous  sequelae  later  on  in  life.  "We  ought 
to  see  more  pyosalpinx  and  pelvic  peritonitis  in 
young  girls.  We  know,  however,  that  practi- 
cally in  every  instance  where  such  condition 
obtains  in  a  young  girl  of  14  years  and  upward 
there  is  always  a  definite  history  of  recent  ex- 
posure, with  all  other  signs  and  symptoms  of  a 
gonorrheal  infection. 

That  a  true  gonorrheal  infection  does  occur  in 
children  cannot  be  denied;  there  have  been 
enough  reports  where  the  gonococcus  of  Neisser 
was  recovered  from  metastatic  foci  in  the  body 
joints, t    eyes,   etc.,    associating   a  gonorrheal 

*  P.  C.  Jeans,  quoted  by  Taussig,  found,  out  of  a  total  of  262 
girls  over  one  year  old  coming  to  all  branches  of  the  dispensary  of 
the  Children's  Hospital  in  a  period  of  five  months,  14,  or  6.a%, 
were  infected  with  gonorrheal  vaginitis, 


vaginitis.  The  actual  incidence  of  the  latter  in 
children  is  probably  very  small.  My  clinical 
experience  coincides  with  that  of  V.  Pirquet 
and  V.  Reuss,  for  example,  who  stated  that  they 
see  in  their  very  large  clinical  material  only  5 
or  6  cases  yearly.  If  the  majority  of  children 
having  vaginal  discharge  are  infected  with  the 
gonococcus,  it  must  in  all  probability  be  a  dif- 
ferent microorganism  from  that  described  by 
Neisser  as  occurring  in  adtdts.  Whether  it  is 
some  other  organism,  however,  can  be  estab- 
lished only  by  proper  bacteriological  and  sero- 
logical tests.  Thus  the  well-recognized  infec- 
tious vaginal  catarrh  which  spreads  through 
hospital  wards  may  have  some  other  bacterio- 
logical etiology  than  the  gonococcus.  Some 
other  method  of  diagnostic  control  than  that  of- 
fered by  smear  examination  must  be  available 
if  we  are  to  treat  it  intelligently  and  scientifi- 
cally. I  have  found  not  only  the  greatest  dis- 
crepancy between  the  clinical  picture  and  the 
smear  report,  but  in  a  series  where  two  differ- 
ent bacteriologists  made  the  examination  there 
was  the  greatest  contradiction  in  their  reports 
on  the  same  material  examined.  The  bacteriolo- 
gists were  of  unquestionable  reputation,  with 
the  best  facilities  for  bacteriological  examina- 
tion. While  this  difference  of  opinion  is  pos- 
sible in  any  other  laboratory  test,  in  this  work 
it  adds  considerably  to  the  other  difficulties  in 
coping  with  the  vaginitis  problem. 

From  my  experience  with  these  cases  I  am 
led  to  the  following  conclusion: 

To  establish  the  diagnosis  of  gonorrheal  vagi- 
nitis in  children  and  infants,  it  is  necessary  to 
have:  1,  A  purulent  discharge  from  the  vagina. 
2,  The  intracellular  Gram-negative  diplocoecus 
of  Neisser  must  be  discovered  in  the  pus  cells 
(smears  and  cultures  are  facilitated  by  the 
endoscope).  3,  This  organism  must  further  be 
grown  on  suitable  culture  media  and  properly 
identified  as  the  gonococcus.  4,  In  case  of 
doubt,  complement-fixation  tests  and  agglutina- 
tion tests  should  also  be  resorted  to.  In  the  ab- 
sence of  these  tests  we  are  not  justified  in  con- 
sidering any  vaginal  discharge  in  children  as 
gonorrheal,  nor  are  we  justified  in  treating  it  as 
such.  The  smear  examination,  even  by  the 
Gram  stain  of  secretion  or  discharge  from  the 
vagina,  is  unreliable  and  misleading,  and  hence 
valueless  as  a  method  of  diagnosis.  The  desid- 
eratum in  the  problem  of  vaginitis  among  chil- 
dren, therefore,  is  more  complete  and  scientific 
bacteriological  study,  including  animal  inocula- 
tion. 

t  Of  Holt's  26  cases  of  gonorrheal  arthritis  in  children,  19  were 
in  males  and  7  in  females.  Of  the  females  only  four  had  vaginitis, 
although  273  cases  of  vaginitis  were  observed. 
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THE  PRIMARY  LESION  OF  TUBERCULO- 
SIS; ITS   SIGNIFICANCE,  DIAGNOSIS 

AND  TREATMENT.* 

By  William  W.  Howell,  M.D.,  Boston, 

Associate  Physician,  Infants'  Hospital;  Assistant  in 
Pediatrics,  Harvard  Medical  School. 

In  a  lecture  on  tuberculosis  to  a  group  of  Am- 
erican medical  men  in  Vienna,  I  heard  Prof. 
Hamburger  state  at  the  outset  of  his  lecture  that 
in  order  to  understand  adult  tuberculosis  one 
must  study  the  tuberculosis  of  infancy.  "What 
he  meant  was  that  to  understand  the  whole  pic- 
ture of  tuberculosis  it  is  necessary  to  grasp  the 
meaning  of  primary  tuberculosis;  that  tuber- 
culosis is  a  disease  similar  to  syphilis  in  that 
they  are  diseases  with  a  primary  lesion  and  pri- 
mary stage  whose  symptoms  and  pathology  are 
different  from  the  later  manifestations  of  the 
disease. 

What  was  formerly  known  as  the  chronic 
glandular  tuberculosis  of  infancy  or  what  was 
meant  when  it  was  said  that  a  baby  might  be 
infected  with  tuberculosis  but  not  have  the  dis- 
ease is  now  recognized  as  the  primary  stage  of 
tuberculosis.  It  usually  occurs  in  infancy  or 
early  life,  but  I  believe  that  an  individual,  no 
matter  what  his  age,  must  first  have  the  primary 
lesion  to  be  followed  by  later  destructive  types 
of  the  disease;  and  I  feel  sure  that  this  is  the 
teaching  of  recent  investigators  in  tuberculosis. 
The  primary  lesion  may  lie  dormant  many  years, 
when,  under  conditions  suited  for  its  breaking 
down  it  will  spread  and  give  rise  to  the  patho- 
logical changes  which  have  been  taught  as  active 
tuberculosis  or  tuberculous  disease.  To  say 
that  a  baby  is  infected  but  does  not  have  a  disease 
just  because  we  may  never  have  recognized  the 
symptoms,  is  not  tenable  with  modern  patholo- 
gy, especially  as  there  remains  true  pathological 
tissue  after  infection.  I  agree  that  it  does  not 
give  signs  and  symptoms  recognizable  as  those 
of  tuberculosis,  but  it  does  give  symptoms  of  its 
own,  and  its  importance  is  far  more  reaching  in 
that  it  is  the  potential  of  the  most  serious  mala- 
dy of  the  human  race.  Granting  its  importance, 
I  wish  to  bring  to  your  consideration  the  pri- 
mary lesion  of  tuberculosis,  its  significance,  diag- 
nosis, and  treatment. 

In  order  to  illustrate  to  you  what  constitutes  a 
primary  lesion  and  how  it  is  formed,  I  will  de- 
scribe an  experiment  shown  me  by  Prof.  Ham- 
burger and  which  you  may  find  more  fully  de- 
scribed in  his  work,  "Die  Tuberculose  des  Kin- 
desalters."  If  a  tuberculosis-free  guinea-pig  be 
scratched  on  one  shoulder  and  inoculated  in  the 
scratch  with  a  pure  culture  of  tubercle  bacilli,  a 

*  Bead  before  the  Medical  Association  of  Central  New  York, 
in  Auburn,  New  York,  on  October  18,  1917. 


primary  lesion  will  be  started.    The  scratch  with 

this  small  dose  will  show  no  change  macroscopi- 
cally  for  a  week,  when  an  infiltration  will  ap- 
pear about  the  scratch.  At  the  same  time  the 
axillary  glands  draining  the  region  enlarge  and 
ultimately  form  a  mass  of  large  discrete  glands. 
Here  is  a  primary  lesion,  the  portal  of  entry, 
and  the  extension  through  the  lymphatics  to 
glands  draining  the  region  of  the  portal  of  en- 
try. This  represents  what  takes  place  no  mat- 
ter where  the  infection  first  enters;  there  is 
the  primary  focus  and  the  enlargement  of  the 
adjacent  glands.  If  the  first  infection  is  in  the 
adenoids  then  there  are  post-cervical  glands ;  if 
in  the  tonsil,  anterior  cervical  glands ;  if  in  the 
lung,  bronchial  glands;  if  in  the  intestine,  then 
mesenteric  glands ;  and  anywhere  in  a  cut  of  the 
skin  the  glands  draining  the  region  will  enlarge. 
The  portal  of  entry  in  the  human  is  usually  not 
found  except  in  the  lung,  where  it  is  represented 
by  a  grayish  area  the  size  of  a  mustard  seed  or 
pea;  but  I  feel  sure  that  if  it  were  possible  to 
search  minutely  enough  it  might  be  found  in 
other  localities.  The  portal  of  entrv  and  the 
mass  of  glands  constitute  the  primary  lesion-r  It 
is  impossible  to  have  the  one  without  the  other, 
consequently,  they  go  together  to  make  up  the 
primary  lesion.  The  primary  lesion  and  its 
symptoms  make  the  primary  stage  of  tuberculo- 
sis. 

The  primary  focus  may  be  anywhere  that  the 
bacilli  happen  to  locate,  but  naturally  there  are 
some  places  more  accessible  than  others.  The 
two  most  common  places  are  the  lungs  and  the 
intestines.  Figures  as  to  the  relative  proportion 
of  the  two  regions  vary  with  the  locality  in 
which  the  observer  lives.  If  in  a  locality  where 
the  milk  supply  is  not  safeguarded  against  tu- 
berculosis, there  will  be  a  larger  proportion  of 
primary  intestinal  tuberculosis  than  where  the 
milk  supply  is  from  tested  cattle ;  though  I  must 
say  I  think  the  region  of  the  primary  lesion  is 
no  criterion,  whether  the  infection  is  bovine  or 
human;  though  if  intestinal  it  is  presumptive 
evidence  that  the  bacilli  were  carried  in  the  food, 
probably  milk.  However,  the  milk  must  be  ac- 
cidentally infected  during  or  after  milking  un- 
less there  is  disease  of  the  udder ;  for  there  is  no 
evidence  to  prove  that  bacilli  can  pass  through 
the  uninfected  udder  or  breast  but  that  they  are 
introduced  from  dust  and  dirt  from  the  cow  or 
from  a  tuberculous  milk  handler,  and  hence  they 
may  be  human  or  bovine,  but  the  chances  are  in 
favor  of  bovine.  Other  entry  points  are  the 
adenoids,  tonsils  and  skin.  The  adenoids  and 
tonsils  are  not  so  common  in  infants  as  in  older 
children.  The  skin  must  be  broken,  and  though 
not  relatively  so  common  as  the  other  portals, 
is  not  a  negligible  source,  as  there  are  many 
cases  on  record  where  primary  infection  oc- 
curred during  the  rite  of  circumcision. 

By  far  the  greater  proportion  of  the  infec- 
tions are  in  the  lungs,  and  each  case  of  primary 
bronchial  glands  tuberculosis  indicates  a  close 
relationship  with  an  open  case  of  tuberculosis. 
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We  were  formerly  taught  that  it  took  a  long  ex- 
posure to  a  tuberculous  individual  to  acquire  tu- 
berculosis. One  breath  or  one  drink  of  milk  is  suf- 
ficient. We  now  know  that  it  does  not  take  a  long 
time  to  infect,  and  the  older  thought  applies  to 
the  appearance  of  secondary  tuberculosis  due  to 
continued  exposure  or  to  the  breaking  down  of 
the  primary  lesion.  The  relationship  must  be  close 
enough  to  get  the  sputum  laden  with  bacilli  di- 
rectly by  kissing,  or  by  breathing  in  droplets  of 
infected  sputum  thrown  out  by  coughing,  talk- 
ing or  sneezing;  by  inhalation  of  dust  infected 
by  such  sputum ;  or  by  taking  in  infected  food. 
This  fact  alone  will  explain  why  so  many  are  in- 
fected in  infancy  and  early  childhood,  for  it  is  at 
this  age  that  such  relationship  is  established. 
They  are  handled  and  they  creep  about  in  the 
dust.  Hence  what  was  supposed  to  be  a  type  of 
tuberculosis  characteristic  of  infancy  is  merely 
the  primary  lesion  acquired  at  the  time  when 
all  the  conditions  are  right. 

If,  as  I  say,  the  primary  lesion  is  potential  of 
trouble,  it  seems  to  presuppose  that  it  is  harmless 
and  symptomless.  Not  at  all  so,  for  I  am  sure 
that  in  infancy,  though  it  does  not  give  symp- 
toms ordinarily  recognized  as  those  of  tuberculo- 
sis, it  may  give  general  symptoms  of  anemia, 
fever,  indigestion  with  its  resulting  malnutrition 
and  failure  to  gain,  and  I  feel  reasonably  sure 
that  it  also  gives  such  symptoms  in  older  chil- 
dren. The  symptoms  are  due  to  absorption  of 
toxic  products  formed  by  the  primary  lesion  and 
are  consequently  of  a  general  character  and  not 
localizing.  Such  disturbance  of  the  general 
health  may  be  overcome  and  no  permanent  dis- 
ability result;  it  is  a  part  of  the  primary  stage 
without  any  further  demonstrable  pathology  in 
life  than  of  the  primary  lesion.  However,  if  these 
symptoms  are  not  relieved  by  proper  treatment, 
the  tissues  lose  their  resistance,  the  primary 
glands  break  down  and  the  disease  is  spread. 

Now  to  illustrate  what  may  take  place  in  an  in- 
dividual with  a  primary  tuberculosis  a  second 
experiment  on  our  already  infected  guinea-pig  is 
of  interest.  Repeat  the  experiment  on  the  other 
shoulder  with  a  similar  small  dose  of  bacilli.  The 
scratch  will  heal  and  later  small  glands  appear  in 
the  axilla.  Nothing  more  happens  if  the  indi- 
vidual is  in  good  conditon  or  if  the  dose  is  not 
large.  In  other  words,  there  is  a  certain  amount 
of  immunity  to  repeated  small  doses.  There  is 
some  experimental  evidence  in  animals  to  show 
that  tissues  differ  in  their  resistance  and  conse- 
quently the  number  of  bacilli  necessary  to  set  up 
secondary  processes  varies.  This  or  other  rea- 
sons make  it  possible  for  fewer  organisms  to  set 
up  secondary  lesions  in  the  lung  than  in  the  in- 
testine. The  point  I  wish  to  make  is  that  there  is 
a  slight  immunity  which,  if  broken  down,  gives  a 
chance  of  exacerbation  in  and  spread  from  the 
primary  lesion  or  for  reinfection  to  start  inflam- 
matory processes.  This  immunity  seems  to  be 
far  less  in  the  infant  than  later  in  life. 

If  this  lowering  of  the  resistance  and  spread 
from  the  primary  lesion  may  be  called  the  en- 


dogenous cause  of  spread  there  is  an  exogenous 
one  in  that  other  infections  draining  into  the 
same  glands  cause  secondary  breaking  down  and 
spread  of  bacilli  which  have  been  hiding  there 
and  which  hide  there  throughout  life  ready  to 
be  spread.  Hence  the  disastrous  results  after 
measles,  pertussis,  pneumonia,  and  bronchitis 
where  there  are  preexistent  primary  bronchial 
glands;  or  after  diarrheas  where  there  existed 
primary  mesenteric  glands. 

Now  to  compare  the  primary  and  secondary 
lesions:  The  primary  focus  may  remain  ap- 
parently arrested ;  the  secondary  ulcerates ;  the 
primary  glands  are  large  and  discrete;  the  sec- 
ondary small,  though  there  may  be  quite  a  mass 
of  them.  Hence  tuberculous  ulceration  of  the 
bowel,  usually  multiple,  with  small  mesenteric 
glands,  is  secondary ;  tuberculous  bronchopneu- 
monia with  small  glands  is  secondary;  a  single 
intestinal  ulcer  with  large  glands  is  primary. 
To  go  further  into  secondary  tuberculosis  would 
lead  us  away  from  our  subject,  but  let  me  say 
that  secondary  tuberculosis  in  infancy  shows 
very  little  or  no  tendency  to  heal,  whatever  it 
may  do  in  adults. 

You  may  easily  see  that  a  baby  whose  tissues 
are  sensitized  by  a  primary  lesion  is  in  a  high- 
ly precarious  state  to  keep  in  a  tuberculous  sur- 
rounding, for  breathing  in  or  swallowing  bacil- 
li may  set  up  a  secondary  process  if  his  gen- 
eral condition  is  poor.  This  is  a  considerable 
danger,  but  curiously  the  spread  of  the  disease 
almost  always  comes  from  the  primary  glands 
and  the  primary  focus,  if  it  remain,  which 
break  down  on  account  of  the  lowered  general 
resistance;  or  a  new  non-tuberculous  infection 
into  the  same  region  starts  up  inflammation 
which  softens  the  primary  glands,  and  hence, 
from  either  cause  or  both  together  the  softened 
glands  dump  bacilli  into  the  surrounding  tis- 
sues or  into  the  blood  or  lymph.  The  spread 
may  be  to  the  tissues  about  the  primary  glands 
or  primary  focus,  thus  giving  rise  to  the  de- 
structive hilus  tuberculosis  seen  in  infancy,  to 
pneumonia  about  the  primary  focus,  or  to  the 
peritonitis  seen  with  tabes  mesentericus.  This 
has  been  called  extension  by  contiguity.  The 
primary  glands  may  break  down,  ulcerate  into  a 
blood  vessel,  lymphatic,  or  into  a  bronchus.  If 
the  break  is  into  a  blood  vessel  the  spread  will 
give  miliary  tuberculosis  of  the  various  organs 
including  the  meninges ;  if  into  the  lymphatics, 
spread  to  other  glands;  if  into  a  bronchus,  then 
by  aspiration  of  the  sputum  into  the  smaller 
tubes,  bronchopneumonia:  by  coughing,  the 
sputum  laden  with  bacilli  may  find  lodging 
in  the  tonsil  causing  secondary  cervical  glands, 
and  such  sputum  swallowed  may  give  second- 
ary ulceration  of  the  intestine.  Thus  the  spread 
is  in  one  of  four  ways  to  the  surrounding  parts, 
by  the  blood,  lymph,  or  sputum. 

Now,  in  the  diagnosis,  if  you  bear  in  mind 
the  characteristics  of  the  primary  lesion,  that  it 
is  composed  of  a  primary  focus  which  is  never 
found  except  in  the  lung  and  then  only  at  autop- 
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sy,  and  of  a  mass  of  large  discrete  glands,  then 
you  may  see  that  your  diagnosis  must  rest  up- 
on finding  such  a  mass  of  glands  and  that  in  pri- 
mary tuberculosis  you  are  not  going  to  find  any 
signs  such  as  we  have  always  been  taught  to 
look  for  as  tuberculous,  which  are  all  secondary ; 
consequently,  the  signs  must  vary  with  the  lo- 
cality involved.  If  the  glands  are  situated  in 
the  neck  they  can  be  seen  and  palpated;  if  in 
the  abdomen  they  may  be  palpated  and  are  us- 
ually found  in  the  right  iliac  fossa.  In  the 
chest,  however,  the  glands  are  detected  by  signs 
and  other  methods  which  I  will  describe  at 
greater  length. 

The  history  is  significant  only  when  there  is 
evidence  of  direct  exposure,  but  lack  of  such 
history  means  nothing.  There  is  as  much  tu- 
berculosis in  children  of  non-tuberculous  fami- 
lies, or  rather  negative  family  history,  as  where 
there  is  a  definite  history.  This  fact  shows  that 
it  is  easy  to  infect  infants,  that  the  chances  for 
infect' on  are  too  many,  and  that  only  a  short 
chance  exposure  is  necessary. 

Primary  tuberculosis  may  apparently  run  a 
symptomless  course  and  be  discovered  only 
when  doing  a  series  of  tuberculin  tests  or  when 
trying  to  find  the  number  infected  in  a  family 
where  there  is  an  open  case  of  tuberculosis.  It 
seems  to  be  true  that  the  younger  the  individual 
when  infected  the  greater  the  probability  of 
symptoms  from  the  primary  lesion,  and  that  the 
older  children  are  the  ones  to  run  a  course  with- 
out symptoms.  On  the  other  hand,  as  the  symp- 
toms are  due  to  absorption  of  toxins  from  the 
primary  lesion  it  seems  to  me  impossible  to 
state  that  any  case  may  not  have  had  slight 
fever,  indigestion  or  fail  to  gain  properly  at 
some  time  due  to  his  primary  tuberculosis,  and 
such  symptomless  cases  will  be  fewer  the  more 
diligently  we  search  for  primary  tuberculosis. 
It  seems  to  me  far  better  to  consider  all  tuber- 
culosis either  inactive  or  active  rather  than  say 
that  a  baby  may  be  infected  but  not  have  the 
disease  of  tuberculosis.  Here  lies  the  signifi- 
cance of  the  primary  lesion;  it  is  a  disease  pro- 
cess that  may  at  any  time  light  up. 

The  symptoms  are  of  little  help  in  the  diag- 
nosis for  they  do  not  attract  the  attention  to  the 
region  involved.  They  are  general  in  character, 
as  slight  fever,  anemia,  malnutrition,  peevish- 
ness, indigestion,  usually  showing  marked  fat 
intolerance.  Cough  is  an  occasional  symptom 
of  primary  bronchial  glands,  but  I  have  a  feel- 
ing that  if  there  is  the  brassy  cough  and  evi- 
dence of  bronchial  glands,  that  the  process  is 
already  more  than  a  primary  one  and  that  there 
is  extension  or  that  the  glands  are  very  large 
and  caseous  and  in  danger  of  spread. 

I  have  said  that  in  certain  localities  the 
glands  may  be  palpated,  but  bear  in  mind  that 
you  are  to  feel  a  mass  of  large  glands,  not  a 
large  mass  of  small  glands;  for  you  may  have 
secondary  intestinal  ulceration  with  numerous 
small  mesenteric  glands  which  together  form 
a  large  mass,  while  the  primary  lesion  is  in  the 


bronchial  glands.  On  the  other  hand,  if  the 
mesenteric  glands  are  large,  hard,  discrete,  you 
would  have  a  right  to  conclude  that  there  is  a 
primary  intestinal  lesion  with  primary  mesen- 
teric glands  even  though  there  are  signs  of  en- 
larged bronchial  glands  which,  under  those  cir- 
cumstances, may  be  due  to  a  recent  broncho- 
pneumonia of  non-tuberculous  origin. 

In  the  chest  the  glands  cannot  be  palpated 
and  we  must  resort  to  percussion,  auscultation 
and  x-ray.  I  think  by  far  the  most  reliable 
information  is  gained  by  careful  percussion,  but 
every  little  detail  in  the  technic  must  be  ob- 
served. When  percussing  the  chest  for  glands 
I  prefer  that  the  infant  lie  on  a  smooth,  hard 
surface  rather  than  have  it  held  on  the  lap.  I 
am  speaking  of  primary  tuberculosis  so  I  leave 
out  consideration  of  the  examination  of  the 
lungs,  for  there  will  be  nothing  found  there  as 
the  primary  focus  is  too  small  to  give  signs. 
The  infant  should  lie  with  the  spine  straight 
and  when  examining  the  back  the  arms  should 
be  held  out  at  right  angles  to  get  the  scapulae 
out  of  the  way,  thus  baring  the  interscapular 
spaces.  The  percussion  on  the  two  sides  must 
be  symmetrical  with  relation  to  the  sternum  in 
front  and  to  the  vertebrae  behind.  When  per- 
cussing for  spinal  dulness,  that  is  dulness  in  the 
median  line  in  the  back,  compare  percussion 
over  the  spinous  processes  or  over  the  spaces, 
not  a  process  and  a  space,  for  the  process  will 
be  duller  than  the  space  anyway.  In  front 
there  will  be  dulness  over  the  third  space  to  the 
right  of  the  sternum ;  the  left  side  is  masked  by 
the  normal  dulness  due  to  the  great  vessels  and 
cannot  be  determined.  This  dulness  in  front  is 
not  to  be  confused  with  thymus  dulness  as  there 
is  no  dulness  high  by  the  side  of  the  sternum. 
In  the  back  a  spinal  dulness  below  the  third 
dorsal  vertebra  is  suspicious,  and  if  accompanied 
by  dulness  between  the  vertebrae  and  the  scapu- 
la, that  is  interscapular  dulness,  is  diagnostic  of 
thickening  at  the  root  of  the  lung  on  that  side. 
I  think  a  moderately  low  spinal  dulness  may 
exist  without  interscapular  dulness  and  is  then 
of  no  importance.  Interscapular  dulness  can- 
not exist  without  low  spinal  dulness  and  the 
two  together  are  of  the  greatest  importance.  I 
think  a  diagnosis  of  bronchial  glands  is  not  jus- 
tified unless  there  is  interscapular  dulness. 
There  is  slight  dulness  in  the  left  interscapular 
space  normally,  consequently  if  both  sides  are 
of  equal  intensity  there  is  a  pathological  dulness 
on  the  right.  The  left  side  must  be  distinctly 
dull  to  warrant  a  diagnosis  of  left-sided  infil- 
tration. Naturally,  from  what  I  have  said  of 
the  primary  lesion,  the  side  in  which  the  inter- 
scapular dulness  is  located  points  to  the  side  of 
the  primary  focus. 

By  auscultation  one  tries  to  get  the  D'Espine 
sign,  by  which  is  meant  the  point  on  the  spine 
going  from  above  downward  where  the  whisper- 
ed voice  or  expiration  changes  from  bronchial 
to  vesicular  in  character.  The  loudness  or 
harshness  of  the  voice  or  expiration  does  not 
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show  the  sign  but  the  bronchial  character  which 
may  even  be  quite  distant.  In  infants  it  is 
normally  at  the  second  dorsal  vertebra  and  may 
be  at  the  third  without  any  demonstrable  lesion 
at  the  hilus  r»f  the  lung.  In  older  children  and 
adults  the  change  takes  place  at  the  seventh  cer- 
vical, but  in  any  case  I  do  not  think  it  sugges- 
tive until  it  is  down  to  the  third  or  lower  and 
then  only  diagnostic  if  backed  up  by  low 
spinal  and  interscapular  dulness. 

The  x-ray  should  be  used  whenever  possible 
to  confirm  the  physical  findings.  It  is  only  con- 
firmatory, for  no  one  can  say  from  a  plate  that 
a  baby  has  tuberculosis.  I  feel  sure  that  any 
case  that  will  show  on  the  plate  a  definite  shad- 
ow at  the  lung  root  outside  of  the  heart  border 
will  give  to  percussion  low  spinal  dulness  and 
interscapular  dulness,  and  I  would  not  be  will- 
ing to  condemn  an  individual  on  the  x-ray  plate 
alone.  The  evidence  of  percussion,  auscultation 
and  x-ray  must  all  be  used  in  making  the  diag- 
nosis of  enlarged  bronchial  glands. 

These  signs  indicate  only  enlargement  of  the 
glands  situated  along  the  trachea,  at  the  bifur- 
cation of  the  trachea,  or  following  the  larger 
bronchi,  all  commonly  designated  as  bronchial 
glands,  but  do  not  make  out  the  case  to  be  tu- 
berculous. Before  a  diagnosis  of  tuberculosis 
can  be  made,  all  other  causes  of  enlargement  of 
the  bronchial  glands  must  be  ruled  out,  as  re- 
cent pneumonia  or  any  acute  or  chronic  process 
in  the  lung  which  will  cause  enlargement  of  the 
glands.  However,  if  the  history  points  to  re- 
cent acute  lung  disease,  the  glands  will  soon 
disappear.  If  there  are  still  signs  in  the  lungs 
the  case  cannot  be  one  of  simple  primary  tuber- 
culosis which  gives  no  lung  signs.  The  diagno- 
sis where  there  are  lung  signs  lies  between  sec- 
ondary tuberculosis  and  something  not  tuber- 
culosis or  some  acute  process  plus  primary  tu- 
berculosis, and  then  only  time  and  repeated  ex- 
amination will  tell. 

The  examination  of  the  sputum  is  of  no  as- 
sistance, as  the  primary  lesion  is  a  closed  tuber- 
culosis, and  if  bacilli  are  found  it  means  sec- 
ondary tuberculosis.  For  the  same  reason 
guinea-pig  tests  are  impossible.  The  various 
tuberculin  tests  are  of  great  assistance  in  de- 
termining if  an  individual  is  tuberculous,  but 
they  are  reliable  only  if  positive  and  then  only 
indicate  that  there  is  tuberculosis  present,  but 
have  no  diagnostic  value  as  to  where  the  lesion 
is  or  what  stage  it  is  in.  If  the  individual  has 
only  one  mass  of  large  glands  and  a  positive  tu- 
berculin test  then  the  chances  are  that  that  is 
the  primary  lesion.  If  there  are  several  masses 
of  glands,  the  test  does  not  point  to  the  primary 
glands,  but  you  must  find  them  by  picking  out 
the  oldest  and  largest  glands.  A  negative  test, 
especially  in  infancy,  means  nothing,  for  there 
are  many  chances  that  the  infant  is  not  in  the 
right  condition  to  react  and  may  react  at  one 
time  and  not  at  another.  A  baby  with  definite 
signs  I  should  consider  tuberculous  and  treat  as 
such  in  spite  of  the  tuberculin  tests.    I  do  not 


intend  to  discount  the  value  of  the  test  but  all 
the  exact  knowledge  that  it  affords  is  that  there 
is  tuberculosis  somewhere  in  the  case  and  that 
is  absolutely  reliable,  for  there  cannot  be  a  posi- 
tive tuberculin  test  where  there  is  no  tubercu- 
losis. It  does  not  indicate  the  location  of  the 
primary  lesion  nor  the  stage  of  the  disease  and 
I  am  still  to  be  convinced  that  it  has  any  bear- 
ing on  the  prognosis.  The  tests  require  too 
much  interpretation  to  be  of  clinical  value  ex- 
cept as  indicative  of  tuberculosis  if  positive. 

Having  established  the  diagnosis  of  primary 
tuberculosis  or  made  a  probable  one,  what 
should  be  done?  It  has  been  taught  that  such 
an  infant  has  an  infection  with  tuberculosis  but 
not  a  disease  and  consequently  there  is  nothing 
to  be  done.  If  a  man  has  a  typhoid,  the  walk- 
ing type,  would  you  let  him  run  about  eating 
anything  he  wanted  and  doing  anything  he 
wanted  and  take  the  chance  of  serious  complica- 
tions? That  question  is  ridiculous  but  it  is 
equal  folly  to  neglect  to  look  out  for  a  lesion 
that  has  the  pathology  and  possibilities  of  pri- 
mary tuberculosis.  Pathology  shows  that  there 
is  no  danger  from  the  primary  lesion  as  it  is, 
hence  the  treatment  must  be  to  keep  the  disease 
primary.  From  what  I  said  about  the  causes 
of  spread,  the  treatment  must  be  directed  to  the 
maintenance  of  the  general  resistance  above  the 
point  where  the  tissues  can  break  down,  to  the 
prevention  of  reinfection  from  tuberculous  sur- 
roundings, and  to  the  prevention  of  new  infec- 
tion in  the  same  region  drained  by  the  primary 
glands. 

There  are  three  essentials  in  treating  the  gen- 
eral symptoms  of  primary  tuberculosis, — fresh 
air,  well-regulated  diet,  and  rest.  Fresh  air 
does  not  mean  cold  air  and  indeed  it  may  mean 
very  warm,  fresh  air;  for  coldness  is  not  an  in- 
dication of  freshness.  Regulation  of  diet  to 
avoid  any  sign  of  indigestion;  especially  look 
out  for  fat  indigestion,  for  infants  and  children 
with  tuberculosis  tolerate  fat  badly.  The  nat- 
ural thing  for  a  mother  to  do  with  a  child  not 
gaining  is  to  increase  the  fat.  Do  not  be  afraid 
of  low  fats.  The  rest  should  be  sufficient  to  es- 
tablish and  maintain  good  general  condition  and 
gain  in  weight  even  to  the  point  of  demanding 
absolute  bed  treatment.  I  have  kept  young  in- 
fants flat  in  bed  an  entire  year  before  gaining 
the  desired  improvement. 

As  for  reinfection  from  open  cases,  so  long 
as  the  infant  is  in  good  condition  the  danger  is 
not  great,  as  there  is  a  certain  amount  of  im- 
munity to  small  doses.  The  danger  arises  when 
the  tissues  are  non-resistant  and  a  new  lot  of 
organisms  are  breathed  in  or  swallowed  and 
then  set  up  secondary  changes.  That  danger  to 
a  poorly  nourished  child  is,  I  think,  consider- 
able. The  difficulties  encountered  in  trying  to 
remove  such  a  child  from  the  tuberculous  at- 
mosphere are  probably  insurmountable  in  most 
cases,  hence  the  greater  need  of  good  care. 

The  third  preventive  measure  in  the  spread 
of  the  primary  lesion — protection  from  other  in- 
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fectious  diseases'  affecting  the  same  region — is 
also  difficult  to  carry  out.  The  child  with  pri- 
mary cervical  glands  should  be  protected  from 
upper  respiratory  infection  and  tonsillitis;  with 
primary  bronchial  glands,  from  pneumonia,  per- 
tussis, measles,  etc. ;  with  primary  mesenteric 
glands,  from  infectious  diarrhea.  This  all 
means  that  the  parents  should  understand  the 
dangers  in  order  to  help  intelligently. 

As  for  drug  treatment,  there  is  no  specific 
treatment.  I  can  see  no  indication  for  medi- 
cine unless  for  a  simple  tonic,  iron,  and  cathar- 
tics. If  the  child  will  not  eat  and  is  constipated 
it  is  more  than  likely  that  he  has  some  indiges- 
tion and  is  overtired.  Put  him  to  bed  and  look 
out  for  his  fats  and  I  think  his  appetite  will  re- 
turn. Tuberculin  treatment  is  dangerous  in  in- 
fancy for  it  is  too  easy  to  overcome  the  slight 
immunity  with  consequent  over-sensitization  of 
the  tissues,  which  then  break  down  and  the 
disease  is  spread. 

Anyone  who  clings  to  the  old  idea  that  a 
baby  or  individual  may  be  infected  and  not  have 
the  disease  of  tuberculosis  must  wait  till  he  gets 
the  signs  of  what  he  considers  to  be  tuberculosis 
before  beginning  treatment.  In  other  words,  he 
is  waiting  for  secondary  tuberculosis  and  has 
lost  his  opportunity  of  arresting  the  disease 
within  safe  limits. 

In  conclusion  let  me  repeat  that  the  doctrine 
of  the  primary  lesion  must  be  accepted  in  order 
to  understand  the  whole  disease  of  tuberculosis 
and  hence  to  treat  and  combat  it.  It  seems  to 
me  very  dangerous  to  consider  that  a  baby  ex- 
posed to  tuberculosis  is  safe,  for  he  will  become 
only  infected  and  not  have  a  disease.  The  on- 
ly safe  course  is  not  to  let  him  get 
infected  and  if,  unhappily,  he  does,  recog- 
nize that  he  has  a  process  that  may 
break  down  and  cause  serious  trouble.  If  we 
recognize  the  importance  of  the  primary  lesion 
and  the  necessity  of  keeping  it  as  a  primary 
lesion,  then  we  have  the  chance  to  do  most  for 
the  individual  tuberculous  subject,  and  far  more 
than  all  for  the  prevention  of  the  spread  of  tu- 
berculosis among  our  fellow  men,  for  we  have 
then  avoided  secondary  broken-down  processes 
which  throw  out  living  bacilli. 


LIPOIDS  IN  131  DIABETIC  BLOODS. 

By  Horace  Gray,  M.D.,  Boston. 

[From    the   Department   of   Biological  Chemistry, 
Harvard  Medical  School.] 

(Concluded  from  page  123) 
BLOOD  SUGAR. 

Increase  of  glucose  in  the  blood  might  be  ex- 
pected to  be  accompanied  by  increase  of  lipoids. 
Comparing  the  group  averages,  this  is  found, 
first  in  T.F.A.  in  plasma,  but  only  after  the 
blood  sugar  has  reached  about  0.3%  j  and  second 
in  L.  in  corpuscles,  beginning  when  the  B.S.  is 
slightly  over  0.2%. 


Comparing  the  lowest  lipoid  values  in  the 
lowest  and  highest  B.S.  groups,  one  finds  no 
significant  difference,  though  a  rather  higher 
level  in  the  latter. 
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Comparing  the  highest  lipoid  values  for  the 
same  extreme  B.  S.  groups,  one  finds  the  ex- 
pected higher  lipoid  level  with  the  highest  B.S., 
and  by  a  slightly  greater  difference  than  in  the 
last  paragraph. 

CORPUSCLE  PER  CENT.  OP  BLOOD. 

The  normal  has  been  stated  as  43  for  men1 ; 
for  women  also  as  43%. 2 

1  Keith,  N.  M.,  Rowntree,  L.  G.,  and  Geraghty,  J.  T. : 
A  Method  for  the  Determination  of  Plasma  and 
Blood  Volume,  Arch.  Int.  Med.,  October,  1915,  xvi, 
pp.  547-576. 

'  Haldane,  J.,  and  Smith,  J.  L. :  The  Mass  and  Oxy- 
gen Capacity  of  the  Blood  in  Man,  Journ.  Physiol., 
1900,  xxv,  p.  331. 

1  Miller,  J.  B.,  Keith,  N.  M.,  and  Eowntree,  L.  G. : 
Plasma  and  Blood  Volume  in  Pregnancy,  Jour. 
A.M.A.,  Aug.  28,  1915,  lxv,  pp.  779-782. 

Miller,  Keith  and  Rowntree  conclude  that 
"all  but  one  were  below  the  normal  of  43%,  the 
average  being  35.8%  in  12  cases  before  labor." 
That  this  "normal"  value  may  be  a  trifle  high 
is  suggested  by  an  average  made  from  their 
table  of  25  observations,  giving  38%  ;  also  by 
an  average  of  38%  made  from  the  seven  normal 
women  in  the  series  of  21  normal  persons  whose 
lipoid  averages  have  been  cited.7  In  the  latter 
series  the  average  for  the  two  sexes  together  is 
approximately  41%. 

The  diabetic  average  for  this  series  is  39%. 
The  diabetic  range  is  24% -53%  vs.  33% -49%  in 
Keith's,  table  of  normals.  See  Table  XXVI, 
which  omits  such  bloods  as  were  clotted,  had 
stood,  had  no  per  cent,  recorded,  or  had  no 
total-fat  done.  The  extreme  percentages  are 
not  consistently  paralleled  by  the  lipoids,  but 


!  these  tend  to  increase  when  the  corpuscle  per 
cent,  is  abnormal,  whether  high  or  low.  In 
other  words,  the  total-fat  average  for  each  per 
cent,  does  not  obviously  rise  in  proportion  to 
the  variation ±  of  the  per  cent,  from  normal. 
If,  however,  a  broad  normal  group  is  made  to 
include  a  10%  ±  variation  from  41%,  i.e.,  4 
points ±,  and  then  the  total-fat  values  for  that 
group  are  averaged,  the  lipoid  rise  becomes  ob- 
vious; about  60%  increase,  when  corpuscles  run 
either  high  or  low. 


Table  XXVI. 
Relation  of  Corpuscle  Percentage  to  Lipoids. 


Corpuscles 

Mo.  Of 

Av.  total -fat 

No.  of 

Av.  total-fat 

8peoia»n8 

lit  W.  B. 

specimens 

in  W.  B. 

24 

1 

2.59 

25 

0 

0 

at 

0 

0 

27 

0 

0 

28 

0 

0 

29 

1 

2.S4 

30 

2 

1.29 

|10»  corps.  >| 

31 

1 

0.81 

32 

7 

2.50 

S3 

3 

2.06 

34 

3 

1.16 

35 

6 

1.05 

7 

0.98 

31 

37 

5 

1.32 

33 

9 

0.99 

39 

10 

1.26 

40 

14 

1.02 

|Av.  eofjm.  H  \ 

41 

7 

0.83 

42 

12 

0.95 

43 

8 

-0.89 

44 

5 

0.93, 

45 

1 

0.72 

11 

1.02 

46 

2  - 

5.11 

47 

1 

0.78 

48 

B 

1.16 

49 

5 

2.26 

|HifiJi  corp».  f>\ 

50 

0 

0 

51 

0 

0 

52 

1 

1.89 

.53 

1 

1.09 

12 

1.74 

Table  XXVII. 


Relation  of  Lactescence  to  Hyperlipemia. 


Plasms.  Density  j 

Ko.  Of 
speci- 
mens ' 

Total-fat 
In  W.B.,Av. 

NO.  Of 

spec. 

Total-fat 
In  V.B.  ,Av 

Ho. of 
lecomi 
cloudy 
24  hr 

speo. 
ig 

after 

9. 

Tital- 

fat, 

AV. 

1 

Clear 

80 

0.94 

D 

114 

□ 

1.00 

6 

11 

0.38 

2 

Opalescent, 
Almost  clear 

2 

1.90 

0 

3 

Very  faintly  cloudy 

4 

1.41 

1 

4 

Faintly  cloudy, 
Slightly  cloudy 

14 

0.96 

2 

i 

Somewhat  cloudy 

2 

-  1.14 

0 

6 

Cloudy 

9 

1.15 

2 

7 

Very  cloudy, 
NhUy 

3 

1.00 

0 

6 

Somewhat  milky 

4 

2.71 

[1 

7 

0 

2.86 

0 

9 

Quite  milky, 

Milky  tut  translucent 

1 

2.59 

0 

10 

Nllky 

1 

zM 

0 

11 

ThleK.  milky, 
Creamy 

1 

3.62 

0 

12 

ThlcK,  creamy 

2 

9.23 

0 
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CLOUDY  PLASMA. 

That  increasing  opacity  of  the  plasma  indi- 
cates increase  of  the  fatty  substances  is  an  old 
belief.  This  was  here  proportional  with  the 
greater  degrees  of  density,  but  with  the  lesser 
not  at  all  so.  In  Table  XXVII  the  total-fat  av- 
erage shows  no  significant  increase  through  the 
7  groups  "clear"  to  "muddy  or  very  cloudy"; 
and  jumps  up  only  when  the  plasma  becomes 
"somewhat  milky." 

The  term  "lipemia"  (Greek  Xty,  with  a  short  i, 
by  the  way)  has  been  avoided  in  this  paper,  be- 
cause of  its  looseness,  meaning  to  some  observ- 
ers gross  creaminess,  to  others  excess  of  lipoids 
micro-chemically. 

Far  the  most  appropriate  name  for  the  latter 
would  seem  to  be  "hyperlipemia,"  analogous  to 
the  familiar  hyperglycemia;  while  for  gross 
milkiness  to  the  naked  eye  we  may  well  use 
WidaPs  "lactescence."  The  density,  or  degree 
of  lactescence,  of  each  plasma  was  in  this  series 
described  in  12  ways.  The  fat  by  Bloor's  meth- 
od in  all  specimens  falling  in  each  group  are 
averaged  in  Table  XXVII. 

It  shows  the  uselessness  of  trying  by  the 
cloudiness  to  predict  the  lipoid  level.  It  is  true 
that  one  may  group  these  12  into  3  broad  divi- 
sions of  some  significance,  as  follows: 


Table  XXVIII. 

Lactescence 

I.    Clear  to  very  cloudy  

II.    Somewhat  milky  to  thick 

milky   

III.    Thick  creamy  


Hyperlipemia 
Total-fat  about  1% 

Total-fat  about  3% 
Total-fat  about  9% 


But  the  significance  of  these  is  lessened  when 
we  reflect: 

1.  That  93%  of  the  series  of  bloods  were  in 
Group  I. 

2.  That  in  that  group,  according  to  Table 
XXVIII,  the  gross  appearance  foretold  noth- 
ing, save  possibly  that  "clear"  plasmas  average 
low. 

3.  That  this  low  average  is  misleading,  since 
there  are  clear  plasmas  with  high  lipoids,  e.g., 
Blood  No.  141  —  Hist.  No.  786=2.70%. 

4.  Of  the  cloudier  plasmas  in  Group  II, 
furthermore,  it  is  easy  to  find  values  lower  than 
many  in  Group  I,  e.g.,  in  "9,  Quite  milky,"  is 
Blood  No.  537  =  only  1.39%. 

This  agrees  with  the  old  observation  of  Widal, 
Weill  and  Laudat  that  "there  is  no  necessary 
relation  between  the  degrees  of  lipemia  and  lac- 
tescence." 

Widal,  F.,  Weill,  A.,  and  Laudat,  M. :    Semaine  M6d., 
1912,  xxxii,  529. 

Bloor  has  remarked  on  the  clouding  up  of  a 
clear  plasma  on  standing  at  room  temperature 
for  24  hours.8  This  has  occurred  11  times  in  the 
present  series. 


In  these  cases  the  average  total-fat  was  only 
0.88,  compared  with  1.00  for  the  whole  114  in 
the  broad  division  which  included  the  11.  Sam- 
ples of  this  24-hour  cloudy  plasma  were  worked 
up  in  only  2  of  these  11  bloods.  Table  XXIX 
shows  that  total-fat  and  total-fatty-acid  tend  to 
rise,  lecithin  and  cholesterol  to  fall.  More  fig- 
ures are  needed. 

Table  XXIX. 
Influence  of  Standing  24-^8  Hours. 


Spec.  No. 
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157 


Tot.-Fat  T.  F.  A.    L.  C. 

D 


Before  standing    0.93    0.68   0.25  0.25 

D 

After  standing  24  hours   0.98   0.73    0.07  0.25 


Before    3.25    2.67    0.46  0.58 

D 

After    3.53    3.11    0.42  0.55 


INFLUENCE  OP  THE  VARIOUS  FACTORS  IN  INDIVID- 
UAL PATIENTS. 

The  same  influences  that  have  been  studied  in 
grouped  patients  may  be  studied  in  the  differ- 
ent bloods  of  each  individual  patient.  There 
were  18  persons  who  each  supplied  10  to  2 
specimens,  but  want  of  certain  determinations 
on  some  of  these  specimens  reduced  to  14  the 
number  of  patients  presented  in  Table  XXX. 
For  each  person  the  total-fat  in  whole-blood 
on  the  day  after  the  maximal,  e.g.,  calories,  was 
picked  out  of  Table  I  and  also  on  the  day  after 
the  minimal  calories,  etc.  The  former  was  then 
found  by  calculation  to  exceed  the  latter  by  9% 
of  the  latter 's  value.  "When  a  lipoid  value  after 
the  maximal  calories  was  less  than  after  the 
minimal  it  was  marked  minus.  This  occurred 
disconcertingly  often,  and  therefore  only  tenta- 
tive conclusions  seem  justifiable.  These  are  pre- 
sented in  Table  XXX,  with  the  most  definite 
first. 

Comparing  that  specimen  of  a  patient's  blood 
which  showed  his  highest  blood  sugar  with  that 
showing  his  lowest,  the  total-fat  in  the  former 
averaged  40%  higher  than  the  total-fat  in  the 
latter. 

Comparing  that  specimen  of  a  patient's  blood 
taken  at  the  end  of  the  24  hours  showing  his 
highest  carbohydrate  balance  with  that  taken  at 
the  end  of  the  24  hours  showing  his  lowest,  the 
total-fat  in  the  former  averaged  11%  lower  than 
the  total-fat  in  the  latter. 

Comparing  that  specimen  of  a  patient's  blood 
taken  at  the  end  of  the  24  hours  with  the  highest 
dietary  fat  with  that  taken  at  the  end  of  the 
24  hours  with  the  lowest,  the  total-fat  in  the 
former  averaged  5%  higher  than  the  total-fat 
in  the  latter. 

Comparing  highest  calories  with  lowest,  the 
total-fat  after  the  former  averaged  6%  higher 
than  after  the  latter. 
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Table  XXX. 

Influence  of  Blood-Sugab,  Carbohydrate  Balance, 
Dietary  Fat,  and  Calories. 


History 

No. 

ISO. 

)p  Spec. 

B  S. 

CH.  Bal. 

Diet.  Fat 

Cal. 

+ 

+ 

+ 

+ 

1233 

10 

192 

9 

i 

+ 

+ 

+ 

1  OD 

Q 

— 1 > 

71 

90 

+ 

+ 

+ 

+ 

OJ.U 

PC 

0 

Q 

q 

K1 

AO 

t 

Q 
O 

— 
23 

1Q 

+ 

+ 

1085 

4 

7 

7 

7 

+ 

+ 

+ 

A 
*± 

5 

Q 
O 

+ 

+ 

1196 

3 

28 

28 

22 

22 

914 

3 

+ 
72 

— 
33 

— 
33 

— 
33 

1160 

2 

— 
11 

— 
11 

— 
11 

1227 

2 

— 
35 

+ 

1245 

2 

19 

942 

2 

31 

+  — 

+ 

+  — 

+  — 

Total 

12 

579  97 

48 

150 

86  55 

137  86 

+ 

+ 

+ 

Difference  12 

482 

102 

31 

51 

+ 

+ 

+ 

Average 

40 

11 

5 

6 

Any  attempt  to  discuss  the  relation  of  these 
various  observations  to  contemporary  views  of 
general  lipoid  metabolism  in  diabetes  would  be 
superfluous,  in  view  of  the  exhaustive  and  recent 
statements  of  Bloor,  of  Allen,  and  of  Joslin. 

CLINICAL/  SEVERITY. 

A  further  study  of  the  specimens  may  be 
made  according  to  clinical  severity.  Dr.  Jos- 
lin has  been  kind  enough  to  make  this  classifi- 
cation, presented  in  the  Basal  Table,  begin- 
ning with  the  mildest  at  the  top  of  the  list, 
With  many  specimens  it  was  impossible  to  do 
this  more  than  approximately,  but  certainly  the 
three  main  groups  are  accurate  from  a  bedside 
viewpoint,  combined  with  a  knowledge  of  the 
condition  of  the  urine,  the  acidosis  and  the 
blood  sugar.  The  mild  cases  are  those  with  a 
carbohydrate  tolerance  of  50  grams  or  more, 
although  occasionally  they  would  go  below  that. 
The  severe  cases,  on  the  other  hand,  were  those 
which  had  at  some  time  a  carbohydrate  balance 
of  10  grams  or  less,  though  they  often  were 
above  that  level.  When  these  three  groups  are 
each  averaged,  as  in  Table  XXXI,  it  is  seen  that 
there  is  a  progressive  rise  in  the  columns  for 
Bloor 's  fat-method,  total-fatty-acid,  glycerides, 
and  total-lipoids ;  but  in  lecithin  and  cholesterol 
there  is  very  little  difference  between  the  mild 
group  and  the  moderate  group,  and  the  rise  is 
marked  only  in  the  severe  group. 

If  the  clinically  mild  cases  are  now  subdivided 
into  those  with  renal  involvement  and  those 
without,  it  will  be  seen  that  the  total-fatty-acid 
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in  the  whole  blood  and  the  total-lipoids  in  the 
plasma  are  slightly  higher  in  the  nephritic 
group,  as  might  be  expected.  That  this  differ- 
ence is  so  slight,  and  that  it  appears  in  so  few 
columns,  is,  however,  natural  enough.  For,  al- 
though "renal  block"  holds  back  sugar  markedly, 
it  can  hardly  "retain"  fat  when  fat  so  seldom 
gets  through.  In  the  scanty  literature  on  urin- 
ary lipoids  are  found  reports  varying  from  only 
0.0002%  fatty-acid  to  0.44  grams  ether-extract 
per  24  hours. 

Hybbinette,  S. :  Ueber  die  Gegenwart  von  nicbt 
fluchtige  fette  Sauren  im  normalen  Menschenharn, 
Skand.  Arch,  fur  Physiol.,  1897,  vii,  pp.  380-384. 

Reale,  E. :  Aussoheidung  der  Fette  durch  den  Harn, 
Riv.  di  Clin,  e  Therap.,  1897,  No.  4 ;  also  reviewed  in 
Malys  Jahresberioht  iiber  die  Fortschritte  der  Thier- 
chemie,  1897,  xxvii,  p.  43. 
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If  the  clinically  severe  cases  are  subdivided 
into  those  with  acidosis  and  those  without,  it 
will  be  seen  that  the  lipoids  run  higher  in  the 
latter  group,  right  across  the  page.  This  is  sur- 
prising, because  a  similar  comparison  already 
made  between  the  specimens  with  acidosis  and 
those  without  in  the  entire  131  specimens,  in- 
stead of  in  these  53,  shows  the  reverse,  namely, 
the  higher  lipoids  in  the  specimens  with  acidosis, 
as,  indeed,  would  be  expected. 

CONCLUSIONS. 

1.  The  most  satisfactory  single  determina- 
tion for  following  a  diabetic  patient  is  Bloor's 
fat-method  (total-fat)  on  whole  blood. 

2.  There  is  a  lipoid  threshold,  by  Bloor's 
method  about  0.7 analogous  to  the  glucose 
threshold  of  0.1%. 

3.  A  normal  Bloor-fat-value  was  found  only  9 
times  in  124  bloods,  i.e.,  only  about  7.0%  of 
diabetics  come  inside  the  threshold  of  the  nor- 
mal range. 

4.  The  lipoid  increases  in  diabetes  are  most 
marked  in: 

I.    Glycerides,  then: 
II.  Total-fatty-aeid, 

III.  Cholesterol, 

IV.  Phosphatides. 

5.  The  increase  of  cholesterol  beside  the 
glycerides  seems  indeed  pathognomonic  of  the 
long-standing  hyperlipemia  of  diabetes,  con- 
trasted with  the  acute  hyperlipemia  of  over- 
feeding which  has  been  shown  by  Bloor  to  con- 
sist of  only  increased  fatty  acid. 

6.  The  maximal  total-lipoid  value  of  this  se- 
ries was  16.3%. 

7.  The  plasma  exhibited  much  greater  in- 
crease of  lipoids  than  the  corpuscles. 

8.  After  ether  anesthesia  in  one  case,  total- 
fatty-acid  was  increased,  followed  by  a  fall  be- 
low that  patient's  level  before  anesthesia.  Phos- 
phatide and  cholesterol  were  unchanged. 

9.  Sex,  in  diabetes,  makes  no  significant  dif- 
ference in  lipoid  level. 

10.  The  greater  the  duration,  the  lower  the 
lipoids. 

11.  The  higher  the  lipoids,  the  more  unfavor- 
able is  the  prognosis.  The  danger  of  deranged 
fat-metabolism  :  acidosis  and  coma ! 

12.  Overweight  at  the  time  blood  is  taken  is 
accompanied  by  slightly  high  lipoids. 

13.  Underweight  at  the  time  blood  is  taken 
is  accompanied  by  markedly  high  lipoids. 

14.  The  greater  the  loss  of  weight,  i.e.,  from 
maximal  weight  (presumably  onset)  to  weight 
at  time  the  last  blood  was  taken,  however,  the 
lower  the  lipoids,  compared  with  those  patients 
whose  weight-loss  has  been  less. 

15.  High  dietary  fat  is  only  roughly  fol- 
lowed by  higher  lipoids. 

16.  With  acidosis  the  lipoids  are  above  the 
level  in  diabetes  without  acidosis.  The  rise  is 
about  twice  as  great  in  moderate  as  in  severe 


acidosis.  This  paradox  may  be  related  to  the 
frequent  finding  that  acidosis  is  most  marked 
in  acute  cases,  which  presumably  have  not  yet 
had  time  to  pile  up  excess  fat. 

17.  "With  increasing  carbohydrate  balance 
the  lipoids  decrease. 

18.  Hyperglycemia  is  only  roughly  accom- 
panied by  hyperlipemia.  The  latter,  further- 
more, runs  much  more  closely  parallel  to  the  pa- 
tient 's  general  condition,  and  promises,  there- 
fore, to  displace  blood  sugar  from  its  present 
position  as  an  index  to  prognosis  and  treatment. 

19.  When  lipoids  are  high,  the  percentage  of 
corpuscles  in  whole  blood  is  apt  to  be  either  ab- 
normally low  or  abnormally  high.  The  general 
diabetic  average  is  below  normal. 

20.  The  term  "lipemia"  is  loose  and  there- 
fore undesirable.  Hyperlipemia  (supernormal 
lipoids)  is  not  paralleled  by  lactescence  (cloudy 
plasma),  except  when  extreme.  When,  how- 
ever, the  lipoids  are  only  moderately  supernor- 
mal (as  is  true  in  93%  of  the  specimens  in  this 
series),  then  the  plasma  cloudiness  is  by  no 
means  proportional.  This  series  shows  clear 
plasmas,  which,  when  tested,  were  found  hyper- 
lipemic,  and  cloudy  plasmas  which  were  found 
to  have  normal  lipoids. 


ilrMral  Progress. 


PROGRESS  IN  PEDIATRICS.  A  RESUME 
OF  THE  LITERATURE  OF  INFANTILE 
SCURVY  DURING  THE  PAST  FIVE 
YEARS. 

By  John  Lovett  Morse,  A.M.,  M.D.,  Boston. 
Symptomatology. 

Hess  (Jour.  Amer.  Med.  Assn.,  1915,  Vol. 
lxv,  p,  1003)  in  1915  called  attention  to  en- 
largement of  the  heart,  especially  to  the  right, 
in  infantile  scurvy.  This  enlargement  is  dem- 
onstrable both  by  percussion  and  by  the  roent- 
gen ray.  Necropsies  show  that  the  enlarge- 
ment is  sometimes  due  to  dilatation  and  some- 
times to  hypertrophy,  but  more  often  to  dilata-  1 
tion.  The  enlargement  is  chiefly  of  the  right 
ventricle.  The  rate  of  the  pulse  is  also  in- 
creased. 

He  also  states  that  subcutaneous  edema  is  one 
of  the  most  constant  phenomena  of  infantile 
scurvy.  It  deserves  special  mention  because  it 
appears  in  a  peculiar  clinical  form  and  is  fre- 
quently one  of  the  earliest  indications  of  threat- 
ening scurvy.  It  appears  first  in  the  eyelids, 
especially  the  upper.  It  often  manifests  itself 
as  a  firm  edema  over  the  lower  end  of  the  tibia, 
infiltrating  the  skin,  and  is  easily  overlooked, 
as  it  does  not  pit  on  pressure.  The  edema  is 
due  to  a  nutritional  disturbance  of  the  smaller 
vessels   and   may  also   infiltrate  the  muscle." 
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When  this  occurs  in  the  thigh  and  causes  swell- 
ing, it  may  be  mistaken  for  subperiosteal  hem- 
orrhage. 

He  believes  that  the  nervous  system  is  also 
involved,  because  of  the  superficial  tenderness 
in  the  extremities,  the  exaggeration  of  the  knee- 
jerks  and  a  neuro-edema  of  the  optic  discs, 
which  are  present  in  many  cases. 

In  the  course  of  his  studies  of  a  series  of  cases 
of  scurvy  at  the  New  York  Hebrew  Infant  Asy- 
lum Hess  also  found  (Amer.  Jour.  Dis.  of  Chil- 
dren, 1916,  Vol.  xii,  p.  152)  that  growth,  in 
both  length  and  weight,  is  markedly  affected  in 
the  development  of  infantile  scurvy.  There  is 
a  cessation  of  growth,  and  a  stationary  plane 
is  maintained  for  weeks  or  months.  Super- 
growth  occurs  when  an  antiscorbutic  is  added 
to  the  food.  The  cessation  of  growth  in  length 
shows  a  much  greater  disturbance  of  metabolism 
and  nutrition  than  does  that  in  weight,  because 
simple  malnutrition  does  not  affect  this  function 
either  in  infants  or  young  animals. 

In  a  still  more  recent  paper  Hess  (Jour. 
Amer.  Med.  Assn.,  1917,  Vol.  lxviii,  p.  235)  de- 
scribes a  cardiorespiratory  syndrome,  which 
often  develops  early.  The  pulse  and  respira- 
tion are  decidedly  increased  in  rate,  but  there 
is  no  discomfort.  There  is  polypnea  rather  than 
dyspnea.  Cardiographic  tracings  show  a  sim- 
ple tachycardia,  with  at  times  an  exceptionally 
tall  T-wave.  The  fact  that  the  rate  of  the  res- 
piration is  increased,  as  well  as  that  of  the 
pulse,  shows  that  the  symptoms  cannot  be  due 
to  an  alteration  in  the  heart  muscle.  They 
must  be  due  to  a  disturbance  of  the  nervous 
mechanism  controlling  this  dual  symptom,  prob- 
ably to  an  involvement  of  the  pneumogastric 
nerve. 

He  also  emphasizes  the  fact  that  scurvy  pre- 
sents many  symptoms  before  the  development 
of  the  florid  stage.  He  describes  three  stages  of 
scurvy:  the  latent,  the  subacute  and  the  florid. 
The  symptoms  of  the  latent  stage  are  stationary 
weight,  pallor,  anorexia,  edema,  exaggerated 
knee-jerks  and  the  cardiorespiratory  syndrome. 
In  the  subacute  stage  the  symptoms  of  the  la- 
tent stage  are  more  marked,  and  enlargement  of 
heart,  irritability,  slight  redness  of  the  gums 
and  slight  tenderness  of  the  extremities  develop, 
while  the  urine  often  contains  a  little  albumen 
and  blood.  The  symptoms  of  the  florid  stasre 
are  of  the  well-known  hemorrhagic  type  with 
which  all  are  familiar.  The  latent  and  sub- 
acute stages  often  pass  unrecognized  and  are 
cured  by  the  accidental  administration  of  some 
antiscorbutic  before  the  florid  develops. 

Pathology. 

Hess  and  Fish  (A  mer.  Jour.  Dis.  of  Children, 
1914,  Vol.  viii.  p.  385)  have  recently  made  a 
study  of  the  blond  in  this  disease  to  determine 
the  cnufe  of  the  hemorrhages.  They  found  that 
the  clo+Hriff  power  of  the  blood  in  scurw  was, 
as  a  rule,  slightly  diminished.  This  diminution 
was  not,  however,  constant,  and  cannot,  there- 


fore, be  regarded  as  an  essential  manifestation 
of  the  disease  or  sufficient  to  account  for  the 
hemorrhagic  tendency  so  characteristic  of  it. 
They  found  that  there  was  no  deficiency  of  cal- 
cium or  blood  platelets  and  no  excess  of  anti- 
thrombin.  They  then  studied  the  blood  vessels 
by  means  of  what  they  term  the  "capillary  re- 
sistance test"  and  found  that  there  was  a  weak- 
ness of  the  vessel  walls  in  scurvy.  This  weak- 
ness is  also  present  in  other  conditions  than 
scurvy  and  is,  therefore,  not  pathognomonic  of 
it.  It  seems  evident  from  their  work,  however, 
that  the  hemorrhagic  tendency  in  scurvy  is  due 
to  a  weakness  of  the  vessel  wall  rather  than 
any  change  in  the  blood. 

Nobecourt,  Tixier  and  Maillet  (Archiv.  d. 
Med.  d.  Enfant  s,  1913,  Vol.  xvi,  p.  241)  made  a 
study  of  the  blood  in  two  cases  and  found  ane- 
mia with  leukocytosis.  There  was  no  rule  evi- 
dent, however,  as  to  the  relative  proportions  of 
the  different  forms  of  white  cells.  They  call  at- 
tention to  a  myeloid  reaction  of  the  blood, 
shown  by  the  presence  of  both  basophilic  and 
neutrophilic  myelocytes,  which  they  attribute  to 
an  intense,  plastic  medullar  reaction. 

Bahrdt  and  Edelstein  (Ztschr.  f.  Kinder- 
heilk.,  1913,  Vol.  ix,  p.  415,  and  1914,  Vol.  x,  p.- 
352)  analyzed  the  organs  of  an  eight-months- 
old  baby,  dead  of  scurvy,  which  showed  no  evi- 
dences of  rickets.  The  ash  of  the  bones  was 
much  less  than  normal.  They  contained  from 
one-fifth  to  one-third  of  the  normal  amount  of 
calcium,  and  there  was  a  corresponding  diminu- 
tion in  the  phosphorus.  The  sodium  and  po- 
tassium were  somewhat  increased.  There  was 
also  a  diminution  in  the  amount  of  calcium  in 
the  muscles.  The  salts  in  the  other  organs  were 
apparently  normal. 

Etiology. 

Lane-Claypon  (Reports  to  the  Local  Govern- 
ment Board  on  Public  Health,  1912,  New  Se- 
ries, No.  63)  gave  a  careful  review  of  the  lit- 
erature regarding  the  effect  of  the  heating  of 
milk  on  the  production  of  infantile  scurvy  in 
1912.  Morse  (Boston  Medical,  and  Surgical 
Journal,  1914,  Vol.  clxx,  p.  504.  and  Trans. 
Amer.  Ped.  Soc,  1914,  Vol.  xxvi,  p.  61)  called 
attention  to  the  rapid  increase  in  the  number 
of  cases  of  infantile  scurvy  treated  in  the  Out- 
patient Department  of  the  Boston  Children's 
Hospital  during  the  preceding  six  years,  and 
the  parallelism  of  this  increase  with  that  in  the 
pasteurization  of  milk  in  Boston  during  this 
period.  He  did  not  claim  that  the  pasteuriza- 
tion of  the  milk  was  the  cause  of  the  increase, 
but  merely  called  attention  to  these  figures  as 
suggesting  that  it  might  be,  and  that  it  might, 
at  last,  play  a  part  in  the  etiology  of  scurvy. 
Tn  former  years  most  of  the  babies  which  devel- 
oped scurvy  were  fed  on  proprietary  foods.  In 
recent  years  the  heating  of  foods  prepared 
with  milk  was  the  most  constant  factor.  Hess 
and  Fish  (Amer.  Jour.  Dis.  of  Children,  1914, 
Vol.  viii,  p.  385)  stated  in  1914  that  during  the 
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past  three  years  a  considerable  number  of  cases 
of  scurvy  had  developed  at  the  New  York  He- 
brew Infant  Asylum  in  babies  fed  on  pasteur- 
ized milk.  In  1912,  when  the  first  cases  were 
noted,  the  food  was  heated  at  165°  F.  for 
twenty  minutes.  At  this  time  several  cases  de- 
veloped, owing  to  the  fact  that  through  an  over- 
sight orange  juice  was  not  given.  Since  then 
the  milk  has  been  heated  at  145°  F.  for  thirty 
minutes.  Nevertheless,  several  cases  of  scurvy 
developed  on  this  diet,  orange  juice  having  been 
omitted  for  experimental  purposes.  Others  did 
not  develop  scurvy,  although  on  the  same  diet. 
He  concluded,  therefore,  that  the  pasteurized 
milk  was  not  the  sole  factor  in  the  production  of 
the  disease.  That  the  pasteurization  of  the  milk 
played  an  important  part  was  shown,  however, 
by  the  recovery  of  the  babies  when  the  pasteur- 
ization was  stopped,  the  food  otherwise  remain- 
ing the  same.  Single  cases  of  scurvy  develop- 
ing in  babies  fed  on  pasteurized  or  boiled  milk 
have  also  been  reported  by  several  observers. 

Hess  and  Fish  (loc.  cit.)  state  that  their  ex- 
perience shows  that  the  infectious  diseases  do 
not  play  an  essential  role  in  the  production  of 
infantile  scurvy.  They  also  state  that  almost 
all  of  the  babies  that  developed  scurvy  showed 
evidences  of  the  "exudative  diathesis."  The 
association  was  so  evident  that  they  have  no 
hesitation  in  considering  that  there  is  a  close 
inter-relationship  between  the  two  conditions. 
They  believe  that  the  "exudative  diathesis" 
predisposes  to  the  development  of  scurvy. 

Talbot  and  Peterson,  and  Dodd,  in  their  arti- 
cles in  The  Boston  Medical  and  Surgical 
Journal  in  1913  (Vol.  clxix,  pp.  232  and  237) 
reviewed  the  literature  of  experimental  scurvy 
in  animals  up  to  that  time.  Moore  and  Jackson 
{Jour.  Infec.  Bis.,  1916,  Vol.  xix,  p.  478,  and 
Jour.  Amer.  Med.  Assn.,  1916,  Vol.  lxvii,  1931) 
have  since  then  corroborated  the  findings  of 
other  observers,  that  inanition  does  not  produce 
scurvy.  They  also  fcund  that  cow's  milk  in 
any  form,  whether  boiled,  pasteurized  or  raw. 
not  only  does  not  cure  scurvy  in  guinea  pigs, 
but  actually  causes  it.  Condensed  milk  and  mix- 
tures of  casein  and  water  also  caused  it.  So  did 
Horlick's  Malted  Milk,  Nestle 's  Food  and  Mel- 
lin's  Food.  The  presence  or  absence  of  milk 
in  these  foods  apparently  made  no  difference. 
Goat's  milk,  however,  did  not  cause  it.  They 
also  determined  by  experiments  that  the  lactose 
in  milk  is  not  the  cause  of  scurvy  in  guinea 
pigs  and  that  scurvy  is  not  due  to  a  lack  of 
lime  salts.  They  call  attention  to  the  facts  that 
a  diet  which  is  sufficient  for  growth  and  main- 
tenance in  one  species  may  be  adequate  for 
anotber,  sufficient  for  maintenance  in  another, 
and  produce  one  of  the  deficiency  diseases  in  a 
third ;  and  that  conclusions  based  on  dietary 
experiments  on  one  species  of  animals  can  be 
applied  only  to  that  species.  They  state  that 
their  results  show  nothing  to  contradict  the 
belief  that  milk  carries  both  the  fat-soluble  and 
the   water-soluble  vitamins,   but   merely  show 


that  milk  in  every  form  lacks  something  which 
is  necessary  to  the  guinea  pig. 

Funk  has  recently  called  attention  in  his  book 
("Die  Vitamine,"  etc.,  Wiesbaden:  J.  F.  Berg- 
man, 1914)  to  the  significance  of  the  so-called 
vitamins  in  physiology  and  pathology,  especially 
in  relation  to  the  etiology  of  what  he  calls  the 
' '  avitaminoses, ' '  namely,  beriberi,  scorbutus,  pel- 
lagra and  rickets.  He  believes,  and  advances 
strong  evidence  to  prove,  that  these  diseases  are 
due  to  the  absence  of  certain  vital  substances 
in  the  food,  that  is,  the  vitamins.  He  shows 
from  his  own  work  and  that  of  others  that  milk 
contains  a  considerable  number  of  these  anti- 
scorbutic substances  as  well  as  a  substance 
which  materially  favors  the  growth  of  young 
animals.  The  development  of  scurvy  in  infants 
taking  foods  which  contain  no  milk  may  be  ex- 
plained, therefore,  by  assuming  that  these  foods 
do  not  contain  the  essential  vitamins  which 
milk  does  contain.  The  vitamins  are,  in  gen- 
eral, very  sensitive  to  heat.  Those  in  milk  are 
relatively  stable.  They  are,  however,  partly 
destroyed  by  heating  milk  for  a  short  time,  and 
totally  destroyed  by  long  heating  or  steriliza- 
tion. The  development  of  scurvy  in  babies  tak- 
ing heated  milk,  and  the  greater  frequency  of 
the  disease  when  the  food  is  boiled  or  sterilized 
than  when  it  is  pasteurized,  may  be  ex- 
plained by  assuming  that  the  vitamins  are 
partly  or  wholly  destroyed  by  the  heating,  the 
destruction  being  more  or  less  complete,  accord- 
ing to  the  degree  and  duration  of  the  heating. 
Scurvy  sometimes  develops,  however,  in  babies 
taking  raw  milk,  or  even  in  those  that  are  on 
the  breast.  His  explanation  of  the  development 
of  scurvy  on  a  diet  of  raw  milk  is  that  in  such 
instances  the  milk  is  deficient  in  vitamins.  In 
support  of  this  explanation  he  brings  forward 
evidence  to  show  that  the  amount  of  the  vita- 
mins in  the  milk  varies  with  the  amount  of 
vitamins  in  the  food  of  the  cows.  An  example 
of  the  influence  of  the  food  of  the  cows  upon 
the  amount  of  vitamins  in  the  milk  is  the  fact 
that  their  milk  contains  less  vitamins  in  the 
winter,  when  they  are  eating  dry  food,  than  in 
the  summer,  when  they  are  eating  green  food. 
The  development  of  scurvy  in  infants  on  the 
breast  may  be  explained  in  a  similar  way.  He 
calls  attention  to  the  fact,  moreover,  that  the 
vitamins  are  diminished  in  the  milk  of  women 
who  are  underfed. 

Hess  (Jour.  Amer.  Med.  Assn.,  1915,  Vol.  lxv, 
p.  1003)  calls  attention  to  the  fact  that  enlarge- 
ment of  the  heart,  edema  and  nerve  degenera- 
tion, which  occur  in  scurvy,  are  prominent 
symptoms  in  beriberi,  which  is,  without  ques- 
tion, a  deficiency  disease,  and  considers  it  a 
strong  argument  that  scurvy  is  also  a  member  of 
this  group.  The  improvement  _of.  babies  with 
scurvy  when  wheat  middlings  are  added  to  the 
diet  he  considers  further  proof. 

McCollum  and  Davis  (Jour.  Biol.  Chem., 
1915,  Vol.  xxiii,  p.  181)  concluded,  from  their 
studies  of  rats  which  failed  to  grow  and  live  on 
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diets  composed  of  purified  food  elements,  that 
there  were  lacking  in  such  food  mixtures  two 
essential  substances  or  groups  of  substances. 
McCollum  and  Kennedy  (Jour.  Biol.  Chem., 
1916,  Vol.  xxiv,  p.  491)  think  that  the  term 
"vitamins"  does  not  accurately  describe  these 
substances,  and  propose  the  terms  "fat-soluble 
A"  and  "water-soluble  B"  for  them.  The  first 
is  found  in  abundance  in  butter-fat  and  egg-fat, 
and  the  latter  in  the  leaves  of  plants,  but  only 
to  a  small  amount  in  their  seeds. 

McCollum  and  Pitz  (Jour.  Biol.  Chem.,  1917, 
Vol.  xxxi,  p.  229)  found,  as  did  Jackson  and 
Moore  (Jour.  Infec.  Bis.,  1916,  Vol.  xix,  p.  478, 
and  Jour.  Amer.  Med.  Assn.,  1916,  Vol.  lxvii, 
p.  1931),  that  the  addition  of  milk  to  a  diet  of 
oats  did  not  prevent  the  development  of  scurvy 
in  guinea  pigs,  and  conclude,  therefore,  that 
the  lack  of  "fat-soluble  A"  cannot  be  the 
cause  of  scurvy.  They  also  conclude,  from  a 
series  of  experiments  on  rats,  that  the  "water- 
soluble  B"  must  have  been  present  in  the  oats. 
Therefore,  they  believe  that  scurvy  in  the 
guinea  pig  cannot  be  due  to  a  lack  of  any  spe- 
cific substance  of  this  class.  Consequently  they 
conclude  that  scurvy  is  not  a  deficiency  disease 
in  the  sense  in  which  the  term  has  been  recently 
used. 

They  found  that  in  guinea  pigs  which  died  of 
scurvy  on  a  diet  of  oats  and  milk,  the  stomach, 
small  intestines  and  lower  colon  were  empty, 
while  the  cecum  was  distended  with  putrefying 
feces.  The  cecum  of  the  guinea  pig  is  very 
large  and  delicate.  They  argue,  therefore,  as 
follows : 

The  guinea  pig  can  thrive  only  on  a  diet 
which  leads  to  the  formation  of  bulky  and 
easily  eliminable  feces.  Diets  such  as  oats  do 
harm  only  in  that  they  form  pasty  feces,  which 
cannot  be  passed  out  of  the  delicate  cecum. 
Putrefaction  occurs,  which  injures  the  cecal 
wall,  which  allows  the  passage  of  bacteria  or 
toxins,  which  by  their  action  on  the  walls  of 
the  capillaries  produce  the  characteristic  symp- 
toms of  scurvy.  They  found,  further,  that  the 
addition  of  laxatives  to  the  food  which  pro- 
duced scurvy  prevented  or  delayed  its  develop- 
ment. They  believe  that  orange  juice  does  good 
simply  because  of  its  laxative  action.  They  do 
not  go  so  far  as  to  claim  that  the  cause  of 
scurvy  in  infancy  is  colonic  stasis,  with  the  ab- 
sorption of  toxins  or  bacteria,  but  think  that 
their  experiments  lend  support  to  this  belief. 
The  chief  objections  to  their  arguments  are  that 
conclusions  based  on  dietary  experiments  in  one 
species  of  animals  cannot  be  applied  to  others, 
or  those  on  animals  to  man,  that  the  infantilo 
cecum  is  not  especially  large  or  delicate,  and 
that  laxatives  do  not  cure  scurvy  in  infants. 

Jackson  and  Moody  (Jour.  Infec.  Dis.,  1916, 
Vol.  xix,  p.  511)  carried  on  some  experiments 
to  determine  whether  certain  small  stained 
bodies  which  were  seen  in  the  sections  of  the 
scorbutic  lesions  of  the  guinea  pigs  studied  by 
Jackson  and  Moore  (loc.  cit.)  were  bacteria. 


They  isolated  a  diplococcus  of  low  virulence, 
with  a  tendency  to  form  chains  and  to  produce 
green  on  blood  agar,  from  the  crushed  tissues 
of  scurvy  lesions.  Pure  strains  of  these  organ- 
isms, when  introduced  into  the  circulation  of 
guinea  pigs  and  rabbits  living  under  ordinary 
conditions  and  taking  suitable  diets,  gave  rise  to 
hemorrhagic  lesions  in  the  bones,  joints,  mus- 
cles, lymph  glands  or  gums.  Bacteria  resem- 
bling these  organisms  were  frequently  seen  in 
the  microscopic  sections  of  the  scorbutic  lesions. 
Jackson  and  Moore  (loc.  cit.)  found,  however, 
that  cultures  from  the  heart's  blood  of  guinea 
pigs  ill  with  scurvy  produced  by  a  milk  diet 
were  sterile,  and  that  the  passage  of  blood  from 
these  animals  to  normal  animals  did  not  produce 
the  disease.  Furthermore,  guinea  pigs  fed  on 
broth  cultures  of  hemolytic  and  green-growing 
streptococci  did  not  develop  any  signs  of  scurvy- 
Jackson  and  Moody  refrain  from  drawing  any 
definite  conclusions  as  to  the  etiological  rela- 
tions of  the  organisms  which  they  found  to 
scurvy.  McCollum  and  Pitz  (loc.  cit.),  how- 
ever, use  their  results  as  strong  arguments  in 
favor  of  their  own  conception  as  to  the  etiology 
of  scurvy. 

Treatment. 

Hess  and  Fish  (Amer.  Jour.  Dis.  Children, 
1914,  Vol.  viii,  p.  385)  found,  as  have  others, 
that  the  boiling  of  orange  juice  for  five  or  ten 
minutes  does  not  destroy  its  antiscorbutic  qual- 
ities. They  also  found  that  the  juice  of  orange 
peel  is  as  efficacious  as  orange  juice,  and  sug- 
gest that  on  account  of  its  cheapness  it  be  used 
instead  of  orange  juice.  They  prepared  the 
juice  by  adding  one  ounce  of  finely-grated  or- 
ange peel  to  two  ounces  of  water  and  sweet- 
ening it.  They  found  that  the  administration  of 
small  amounts  of  cooked  vegetables,  mostly  in 
the  form  of  carrots,  did  not  prevent  the  devel- 
opment of  scurvy.  Freise  (Monatschr.  f.  Kin- 
derheilk.,  1914.  Vol.  xii,  p.  687),  however,  .cured 
a  case  of  infantile  scurvy  by  the  use  of  an  alco- 
holic extract  of  beets,  the  diet  remaining  other- 
wise the  same.  Hess  and  Fish  (loc.  cit.)  also 
obtained  good  results  with  potato,  boiled  and 
mashed.  Potato  flour,  however,  had  no  anti- 
scorbutic action.  They  recommend  the  use  of 
potato  water,  made  by  adding  one  tablespoonful 
of  boiled  and  mashed  potato  to  a  pint  of  water, 
in  place  of  barley  or  other  cereal  waters.  The 
potato  water  is  inexpensive,  the  starch  in  it  has 
the  same  colloidal  action  as  that  in  the  cereal 
waters,  and  it  acts  as  an  antiscorbutic,  which 
the  others  do  not.  They  found,  as  have  others, 
that  cod-liver  oil  and  olive  oil  neither  cure  nor 
prevent  the  development  of  scurvy. 

Hess  (Jour.  Amer.  Med.  Assn.,  1915,  Vol.  lxv, 
p.  1003)  tried  adding  wheat  middlings  to  the 
food  on  account  of  the  similarity  of  many  of 
the  symptoms  of  scurvy  to  those  of  beriberi. 
They  had  a  slight,  but,  compared  with  orange- 
juice  and  potato,  unimportant  antiscorbutic 
action.    He  also  gave  wheat  germ  both  as  su 
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cereal  and  as  a  watery  extract  (Amer.  Jour. 
Dis.  of  Children,  1917,  Vol.  xiii,  p.  98).  They 
had  some  antiscorbutic  power,  but  not  enough 
to  make  them  of  value  from  either  a  practical 
or  clinical  standpoint.  He  also  tried  autolyzed 
yeast  and  a  desiccated  yeast  powder,  because  of 
the  resemblance  between  the  symptoms  of 
scurvy  and  beriberi.  Yeast  proved  to  be  of  no 
value,  however,  either  as  a  prophylactic  or 
curative  agent,  but  showed  itself  to  be  a  stimu- 
lant to  growth. 

Rueck  (N.  Y.  Med.  Record,  1917,  Vol.  xci,  p. 
152)  treated  a  very  marked  case  of  scurvy,  with 
bleeding  gums  and  marked  anorexia,  by  two 
transfusions  of  human  blood.  The  bleeding 
stopped  and  the  appetite  improved.  He  thinks 
that  the  blood  served  as  a  food  in  itself,  helped 
to  digest  the  food  which  the  baby  took  and  stim- 
ulated the  hematogenetic  centers  to  assume  their 
normal  functions.  He  also  gave  the  baby  modi- 
fied milk,  but  does  not  state  its  composition,  or 
whether  it  was  given  raw  or  heated.  He  began 
to  give  orange  juice  ten  days  after  the  first 
transfusion. 

Since  this  article  was  written  Hess  has  pub- 
lished another  paper  (Amer.  Jour.  Dis.  of  Chil- 
dren, 1917,  Vol.  xiv,  p.  337)  in  which  he  con- 
cludes from  a  further  study  of  the  records  of 
the  cases  on  which  he  based  his  previous  papers 
that  aging  of  the  milk  seemed  to  play  a  greater 
role  in  the  production  of  scurvy  than  heating, 
whether  the  milk  was  pasteurized  or  raised  to 
the  boiling  point.  He  states  that  even  raw 
milk  on  aging  loses  its  antiscorbutic  properties. 
In  this  paper  he  revises  most  of  the  opinions 
and  conclusions  given  in  his  previous  papers, 
and  states  that  infantile  scurvy  is  not  a  simple 
dietary  disease  but  an  intestinal  intoxication  or 
an  autointoxication  due  to  the  overgrowth  of 
harmful  bacteria  in  the  intestine.  He  states 
that  it  is  the  product  of  an  unbalanced  flora 
which  is  no  longer  controlled  by  a  proper 
dietary.  He  thinks  that  the  kidneys  play  a  con- 
siderable role  in  infantile  scurvy,  and  that  its 
clinical  course  depends  to  some  extent  on  the 
activity  of  their  functions,  toxins  being  elimi- 
nated by  this  route.  He  apparently  now  be- 
lieves that  the  curative  action  of  orange  juice  is 
due  to  its  influence  on  the  intestinal  flora  and  its 
diuretic  effect.  His  change  of  mind  is  seemingly 
largely  due  to  the  work  of  Jackson  and  Mc- 
Collum  and  their  associates,  which  has  been 
cited  in  the  previous  paragraphs.  In  the  re- 
viewer's opinion  his  arguments  are  unconvinc- 
ing and  his  conclusions  not  justified  by  the 
data  on  which  they  are  based. 


Medical  Bequests. — Tbe  will  of  the  late  Mrs. 
Charles  H.  Colburn,  of  Milford,  Mass.,  who 
died  recently  in  Paris,  was  filed  at  Worcester, 
Mass.,  on  Jan.  24.  It  contains  a  bequest  of 
$20  000  to  the  Milford  Hospital,  and  establishes 
a  fund  of  $100,000  at  the  Harvard  Medical 
School  for  research  in  tuberculosis. 


Soak  SUnutns. 


Kirk's  Handbook  of  Physiology.  With  Amer- 
ican Revision.  By  Charles  W.  Greene, 
A.M.,  Ph.D.  New  York:  William  Wood  & 
Company.  1917. 

This  revision  of  a  well-known  physiology 
leaves  the  book  still  in  that  group  of  texts  which 
present  the  subject  from  the  structural  point  of 
view.  Each  division  is  introduced  by  extensive 
and  well  illustrated  histological  accounts  of  the 
tissues  involved.  There  is  no  doubt  that  such 
presentation  is  necessary  for  elementary  teach- 
ing, but  in  medical  school  physiology  and  for 
graduate  reference,  it  is  of  very  questionable 
value,  since  the  reader  in  both  these  instances 
obtains  his  anatomical  information  from  more 
complete  sources. 

In  the  presentation  of  the  actual  physiological 
material,  Professor  Greene  has  maintained  a 
simplicity  and  directness  which  is  admirable. 
Criticism  cannot  treat  so  much  the  material  pre- 
sented, as  it  can  the  very  obvious  omissions.  A 
text  for  medical  school  use  which  contains  no 
mention  of  electrocardiography,  no  explanation 
of  the  typical  electrocardiogram,  material  so 
easily  and  profitably  introduced  in  discussing 
the  spread  of  the  contractile  disturbance  in  the 
heart,  can  hardly  be  adequate.  Other  vital 
omissions  occur  in  the  very  incomplete  char- 
acter of  the  discussion  of  the  electrical  changes 
involved  in  muscular  contraction  and  the  pass- 
age of  the  nerve  impulse,  and  in  the  absence  of 
mention  of  the  venous  pulse.  It  is  needless  to 
cite  further  similar  defects  which  express  the 
sacrifice  one  must  make  in  presenting  a  his- 
tological type  of  physiology.  It  is  very  doubt- 
ful whether  such  texts  can  continue  in  medical 
school  use,  since  they  provide  too  unsubstantial 
a  foundation  for  modern  clinical  medicine  and 
surgery. 

Diseases  of  the  Skin.  By  Richard  L.  Sutton, 
M.D.,  Professor  of  Diseases  of  the  Skin,  Uni- 
versity of  Kansas  School  of  Medicine,  etc. 
With  833  Illustrations  and  8  Colored  Plates. 
Second  edition.  Revised  and  enlarged.  St. 
Louis:    C.  V.  Mosby  Company.  1917. 

The  excellence  of  Sutton's  textbook  on 
Dermatology  was  emphasized  in  these  columns 
at  the  time  of  the  appearance  of  the  first  edition. 
This  second  edition  has  offered  the  author  an 
opportunity  to  "supply  supplemental  matter  in 
a  few  instances,  as  well  as  to  cover  the  impor- 
tant literature  for  the  entire  year  1916,  and  to 
eliminate  a  number  of  typographic  and  other 
minor  errors."  Gangrenous  Balanitis.  Atrophy 
of  the  Mucous  Membranes  of  the  Tongue  and 
Mouth,  and  Atrophy  of  the  Fatty  Layer  of  the 
Skin,  are  the  principal  now  topics  discussed. 
140  new  illustrations  have  been  added. 
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MILITARY     ANTI-TUBERCULOSIS  PRO- 
GRAM PERFECTED. 

Plans  for  a  complete  program  for  the  Pre- 
vention of  Tuberculosis  in  the  Army  have  been 
perfected  by  the  National  Association  for  the 
Study  and  Prevention  of  Tuberculosis,  working 
in  cooperation  with  the  Surgeon-General,  the 
Y.M.C.A.,  and  other  agencies.  This,  it  is  pre- 
dicted, will  put  the  impending  second  draft  on 
a  better  health  basis  than  the  first.  The  pro- 
gram will  include,  not  only  a  follow-up  for 
every  man  discharged  on  account  of  tuberculo- 
sis, but  a  thorough-going  health  educational 
campaign  among  the  soldiers. 

Prior  to  the  first  draft,  the  National  Associa- 
tion began  to  outline  a  preventive  campaign. 
Owing  to  the  magnitude  of  the  task  and  the 
many  practical  delays  in  perfecting  and  apply- 
ing the  details  of  this  scheme,  the  results  were 
not  as  encouraging  as  might  be  expected.  This 
was  due  to  the  fact  that  the  report  of  names  of 
men  rejected  by  the  draft  on  account  of  tuber- 


culosis was  inadequate,  the  slowness  of  the 
machinery  in  getting  under  way,  and  the  many 
difficulties  in  determining  the  status  of  the 
men. 

Inasmuch  as  these  enlisted  or  drafted  men 
do  not  become  accepted  soldiers  until  after  their 
probationary  period,  lasting  from  three  to  six 
months  in  the  various  services,  the  Government 
assumes  no  responsibility  for  the  after-care  of 
those  whose  health  breaks  down  during  that 
period.  Hence,  this  problem  belongs  to  the 
civilian  boards  of  health  and  the  unofficial 
health  organizations.  ^ 

The  National  Association  program  falls  into 
two  main  divisions:  (a)  follow-up  work,  and 
(6)  educational  work.  The  first  obstacle  to  the 
follow-up  program  was  Section  Eleven  of  the 
Selective  Service  Regulations  regarding  the  sec- 
ond draft,  which  forbids  giving  a  record  of  a 
man's  condition  to  any  one  except  certain  desig- 
nated officials.  The  National  Association  offi- 
cers, however,  placed  before  the  War  Depart- 
ment the  importance  of  this  work,  and  were 
influential  in  persuading  them  to  open  the  rec- 
ords of  rejected  men  to  state  and  local  boards  of 
health  throughout  the  country,  through  the 
United  States  Public  Health  Service  and  the 
Council  of  National  Defense. 

Inasmuch  as  the  above  section  of  the  regula- 
tions does  not  apply  to  men  dismissed  from 
training  camps  after  they  have  passed  draft 
boards,  the  Association  arranged  with  the  Sur- 
geon-General and  the  division  surgeons  in 
camps  to  receive  the  names  of  all  men  thus  dis- 
missed. These  lists  are  divided  up  by  states 
and  forwarded  to  state  associations  and  state 
boards  of  health,  for  follow-up  work.  Where 
men  are  referred  to  localities  where  there  are 
not  at  present  facilities  for  this  follow-up  work,, 
the  Association  will  use  its  good  offices  to  pro- 
mote the  establishing  of  such  facilities. 

In  the  meantime,  the  Medical  Department  of 
the  Army  has  perfected  its  machinery  for  weed- 
ing out  these  tuberculosis  cases.  Every  man 
passed  by  the  draft  board,  after  going  into  camp 
is  examined  by  the  regimental  surgeon,  re-exam- 
ined by  a  tuberculosis  board,  and  then,  if  sus- 
pected of  tuberculosis,  again  examined  by  a  tu- 
berculosis expert.  This  follows  a  general  policy 
mapped  out  and  recommended  by  the  National 
Association. 

A  large  number  of  men  have  already  been  ac- 
cepted into  the  service  who  were  known  to  be 
tuberculous,  many  of  them  formerly  inmates  of" 
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tuberculosis  sanatoria.  Part  of  the  Association 's 
work  has  been  to  get  in  touch  with  every  tuber- 
culosis sanatorium  and  dispensary  in  the  coun- 
try and  compile  lists  of  all  recent  male  inmates 
of  draft  age,  giving  the  history  of  their  cases, 
and  whether  or  not  it  was  known  if  they  were 
in  the  army  at  present.  Hundreds  of  such 
names  have  already  been  received.  These  data  are 
forwarded  to  the  training  camps,  the  men  are 
located,  and  the  results  are  reported  back  to 
the  sources  of  information. 

Furthermore,  the  Association  has  sent  a  letter 
to  all  of  its  fifteen  hundred  local  cooperating 
agencies,  giving  the  provisions  of  the  second 
draft  and  urging  that  these  agencies  procure  the 
names  and  addresses  of  all  the  men  of  military 
age  in  their  section  who  are  known  to  have  tu- 
berculosis ;  get  in  touch  with  these  men,  and  arm 
them  With  the  necessary  affidavits  to  prevent,  if 
possible,  their  being  passed  by  the  draft  board, 
and  recommend  to  the  local  draft  boards  the 
names  of  the  approved  tuberculosis  experts  in 
their  section. 

The  Association  is  also  cooperating  with  the 
Surgeon-General's  office  to  aid  the  Government 
in  providing  sanatoria  for  those  men  who  have 
been  discharged  from  the  service  on  account  of 
tuberculosis  after  their  probationary  period  has 
expired.  All  full-fledged  soldiers  and  sailors  re- 
turned from  France  or  other  stations  will  be 
cared  for  as  near  to  their  own  homes  as  possible, 
in  sanatoria  accommodations  provided  by  the 
Government.  The  Government  intends  to  utilize, 
as  far  as  possible,  existing  institutions. 

From  the  United  States  Marine  Corps,  the 
National  Association  has  secured  each  month  a 
report  of  men  rejected  for  tuberculosis  from  all 
its  recruiting  stations,  and  these  men  will  re- 
ceive the  regular  follow-up  attention. 

From  the  second,  or  educational,  division  of 
the  program,  it  is  hoped  to  derive  the  greater 
ultimate  good  by  the  establishment  of  funda- 
mental preventive  measures  among  the  well. 

The  National  Association  is  interested  in  any 
kind  of  educational  campaign  among  the  men 
in  the  various  military  camps  that  will  tend  to 
promote  interest  and  information  with  regard  to 
the  control  and  prevention  of  communicable  dis- 
eases, and  toward  the  promotion  of  public  and 
individual  health  in  general.  In  the  mobiliza- 
tion of  such  large  numbers  of  men  in  various 
camps  throughout  the  United  States,  there  have 
developed  an  unusual  number  of  somewhat  se- 
rious epidemics  of  colds,  coughs,  pneumonia, 


measles  and  various  other  respiratory  and  com- 
municable diseases.  That  all  these  diseases 
can  be  controlled  by  education  and  by  the  exer- 
cise of  adequate  public  health  measures  has  been 
clearly  demonstrated  in  the  civilian  population 
throughout  the  United  States.  Most  of  these 
epidemics  are  spread  through  ignorance  and 
carelessness.  It  is  inevitable  where  large  num- 
bers of  men  from  all  walks  of  life,  and  with  all 
possible  diseases  and  variations  of  physical 
habits,  are  thrown  together  in  somewhat  un- 
comfortable and  crowded  living  conditions,  that 
there  will  be  an  immediate  increase  in  the 
amount  of  sickness  from  communicable  diseases. 
It  must  be  obvious,  however,  to  even  the  most 
superficial  observer,  that  if  these  men  can  be 
taught  to  maintain  a  reasonable  standard  of  per- 
sonal hygiene,  and  can  be  given  a  knowledge  of 
the  methods  and  principles  of  the  control  of 
communicable  diseases,  a  rapid  diminution  in 
the  sickness  rate  will  follow. 

In  cooperation  with  the  Educational  Com- 
mittee of  the  National  "War  Work  Council  of 
the  Y.  M.  C.  A.,  the  National  Association  will 
furnish  a  number  of  stock  lectures  dealing  with 
tuberculosis,  together  with  lantern  slides  to  il- 
lustrate them.  It  will  also  arrange  to  put  the 
educational  secretaries  of  each  of  the  camps  in 
touch  with  public  lecturers  in  and  around  their 
respective  camps.  The  Association  has  requested 
the  War  Department  to  give  careful  consider- 
ation to  the  desirability  of  appointing  one  or 
more  special  officers  detailed  to  lecture  on  tuber- 
culosis and  allied  health  subjects  in  all  the 
army  camps  throughout  the  country. 

The  Association  has  prepared  a  special  cir- 
cular entitled,  "Red  Blood,"  giving  in  brief  and 
attractive  form  a  message  to  the  soldier  relative 
to  personal  fitness.  A  health  "Don't  Card"  and 
a  Public  Health  Manual  may  also  be  distributed, 
the  latter  being  a  text-book  of  personal  hygiene. 

The  Association  will  also  arrange  to  distribute, 
through  the  departmental  executives  of  the 
Y.  M.  C.  A.,  a  number  of  special  tuberculosis 
exhibits  known  popularly  as  "The  Parcel  Post 
Exhibit."  In  connection  with  these,  moving 
picture  films  and  lantern  slides  will  be  used. 

The  National  Association  Field  Secretary,  Dr. 
Pattison,  is  visiting  the  training  camps  and 
supervising  this  educational  work. 

Philip  P.  Jacobs, 
Assistant  Secretary  National  Association 
for  the  Study  and  Prevention  of  Tuber- 
culosis. 
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MASSACHUSETTS  SOCIETY  FOR  MENTAL 
HYGIENE. 

In  a  recent  issue  of  the  Journal  we  made  edi- 
torial comment  upon  the  latest  meeting  of  the 
Massachusetts  Society  for  Mental  Hygiene,  which 
was  held  in  Boston,  on  the  general  subject  of 
shell  shock.  The  Massachusetts  Society  for 
Mental  Hygiene  has  now  become  a  well-estab- 
lished and  recognized  organization,  and  has  al- 
ready accomplished  work  of  a  considerable 
amount  of  value.  As  an  indication  of  the  char- 
acter of  this  work  may  be  mentioned  its  publi- 
cations, eleven  in  number,  which  include  arti- 
cles on  Psychopathic  Hospitals  and  Prophylax- 
is, by  Dr.  Frankwood  E.  "Williams;  on  The  Men- 
ace of  Syphilis  to  the  Clean-Living  Public,  by 
Dr.  J.  Harper  Blaisdell;  on  The  Burden  of 
Feeble-Mindedness,  by  Dr.  Walter  E.  Fernald; 
on  The  Relation  of  Syphilis  to  Mental  Disease, 
by  Dr.  Samuel  T.  Orton ;  and  on  The  After-Care 
of  Mental  Patients,  by  Dr.  Henry  P.  Frost. 
The  Society  also  has  a  corps  of  about  thirty 
speakers,  men  and  women,  who  are  authorities 
on  the  various  phases  of  mental  hygiene,  who 
will,  without  charge,  deliver  public  addresses 
on  such  subjects  as  the  following:  Preventable 
Psychoses  and  How  to  Prevent  Them,  by  Dr. 
E.  Stanley  Abbott;  Mental  Disease  and  Crime j 
by  Dr.  V.  V.  Anderson;  The  Defective  Child 
and  the  Schools,  by  Miss  Frances  E.  Cheney; 
The  Practical  Phases  of  Inebriety,  by  Dr.  Ir- 
win H.  Neff;  and  Mental  Pitfalls  of  Adoles- 
cence, by  Dr.  Henry  A.  Stedman. 

The  Society,  as  an  agency  of  preventive  medi- 
cine, merits  professional  recognition  for  the 
work  which  it  has  already  accomplished,  and 
should  be  able  to  go  on  to  accomplish  still  more 
of  value  as  its  methods  become  developed. 


WAR-RISK  INSURANCE. 

In  last  week 's  issue  of  the  Journal  appeared 
an  editorial  on  War-Risk  Insurance.  In  this 
editorial,  statement  was  made  that  this  in- 
surance covered  partial  as  well  as  total  dis- 
ability. Further  information  from  the  director 
of  the  Bureau  of  War-Risk  Insurance  now  states 
that  this  is  incorrect.  War-risk  insurance  cov- 
ers only  total  and  permanent  disability.  No 
provision  is  made  for  payment  of  partial  dis- 
ability. •  J 


MEDICAL  NOTES. 

Decline  of  German  Birth  Rate. — A  report 
from  Germany  states  that  the  rapid  decline  in 
birth  rate  is  causing  serious  anxiety  throughout 
the  country.  While  this  decline  was,  of  course 
anticipated  as  a  direct  outcome  of  war  condi- 
tions, it  is  now  felt  necessary  to  take  direct 
measures  to  offset  this  state  of  affairs. 

"The  falling-off  of  the  birth  rate  is  greater 
in  large  towns.  It  is  very  noticeable,  for  ex- 
ample, at  Dresden,  where,  in  1903,  the  number 
of  deaths  was  8570 ;  in  1913,  7329;  in  1915, 
6406.  In  the  years  mentioned,  the  number  of 
births  was  15,423,  11,297,  7371,  respectively.  As 
rate  of  mortality  does  not  decline  to  the  same 
extent,  the  marked  decline  in  excess  of  births 
over  deaths  necessarily  makes  itself  evident  by 
the  number  of  births  in  excess  of  deaths.  This 
fell  from  6853  in  1903,  to  965  in  1915.  There  is 
no  doubt  the  figures  of  1916  and  1917  would 
show  a  much  greater  decline.  In  consequence 
of  this,  the  greater  efforts  are  being  made  in 
Dresden  to  foster  infant  life  by  classes  of  so- 
ciety who  took  no  interest  in  such  matters  be- 
fore the  war. 

It  would  be  easy  to  prove  by  the  examination 
of  statistics  of  other  German  towns  that  what  is 
happening  in  Dresden  is  happening  elsewhere. 
Prussia  and  central  Germany  are  the  only  places- 
where  the  decline  in  the  birth  rate  is  less 
ominous  and  occurs  in  places  where  strong  re- 
ligious influences  exist  to  combat  it,  as,  for  ex- 
ample, in  the  Roman  Catholic  districts  of  west 
Germany,  where  the  population  is  largely  of 
this  faith.  Naturally,  the  hard  winter  is  having 
a  disastrous  effect  on  the  population  as  regards 
elderly  people  enfeebled  for  want  of  adequate 
food." 

WAR  NOTES. 

More  Nurses  for  War. — The  American  Red 
Cross  has  announced  that  it  will  require  the  en- 
listment of  30,000  more  nurses  if  the  prospective 
needs  of  the  Government  are  to  be  met.  In 
order  to  meet  the  increasing  demands  of  the 
Army  and  Navy  Nurse  Corps,  the  Red  Cross 
has  modified  somewhat  its  former  requirements 
for  enrolment.  The  age-limit  has  been  lowered 
to  twenty-one  years,  and  in  special  cases  nurses 
over  forty  may  be  accepted.  Smaller  schools  for 
nurses  have  been  placed  on  the  accredited  list, 
and  applicants  are  judged  on  their  merits. 

Medical  Advisory  Boards. — The  following 
men  have  been  appointed  to  serve  on  the  Med- 
ical Advisory  Board  for  the  Winthrop  and  Bos- 
ton division,  under  the  Selective  Service  Law. 
They  are :  Dr.  Charles  L.  Scudder,  chairman. 
Dr.  Frederick  T.  Lord,  Dr.  J.  Homer  Wright, 
Dr.  Alex.  Quackenboss,  Dr.  E.  W.  Taylor,  Dr 
Eugene  A.  Crockett,  Dr.  George  W.  Holmes, 
Dr.  W.  E.  Boardman,  and  Dr.  James  I.  Mc- 
Laughlin.   Those  who  will  serve  on  the  board 
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for  the  Boston  and  Brookline  division  are  Dr. 
Henry  L.  Houghton,  chairman,  Dr.  George  B. 
Rice,  Dr.  Gardner  H.  Osgood,  Dr.  F.  W.  Co- 
burn,  Dr.  John  H.  Payne,  Dr.  Alonzo  G.  How- 
ard, Dr.  J.  Emmons  Briggs,  Dr.  F.  C.  Richard- 
son, and  Dr.  W.  H.  Eaton.  Those  who  will 
serve  on  the  board  for  the  Milton  and  Boston 
divisions  are  Dr.  Henry  Jackson,  chairman,  Dr. 
P.  H.  Leahy,  Dr.  Joshua  C.  Hubbard,  Dr.  E.  R. 
Williams,  Dr.  W.  J.  Daly,  Dr.  Harold  "Walker, 
and  Dr.  L.  M.  S.  Miner.  The  local  examination 
boards  for  districts  in  the  vicinity  of  Boston 
will  have  their  headquarters  in  the  following 
places : 

District  22 — Cable  Memorial  Hospital,  Ipswich. 
District  25 — Addison  Gilbert  Hospital,  Glou- 
cester. 

District    26 — Beverly    Hospital  Corporation, 
Beverly. 

District  27 — Reading  State  Sanatorium,  Read- 
ing. 

District  28 — Josiah  B.  Thomas  Hospital,  Pea- 
body. 

District  29 — Salem  Hospital,  Salem. 
District  30 — Lynn  Hospital,  Lynn. 
District  31 — Melrose  Hospital,  Melrose. 
District  32 — Charles  Choate  Memorial  Hospital, 
Woburn. 

District  33 — Deaconess  Hospital,  Concord. 
District  34 — Winchester  Hospital,  Winchester. 
District  35 — Maiden  Hospital,  Maiden. 
District  36 — Sims  Arlington  Hospital,  Arling- 
ton. 

District  37 — Waltham  Hospital,  Waltham. 
District  38 — Somerville  Hospital,  Somerville. 
District  39 — Cambridge  Hospital,  Cambridge. 
District  40 — Newton  Hospital,  Newton. 
District  41 — Boston  City  Hospital,  Boston. 
District  41 — Massachusetts   General  Hospital, 
Boston. 

District  42 — Framingham  Hospital,  Framing- 
ham. 

District  43 — Quincy  City  Hospital,  Quincy 
District  44 — Norwood  Hospital,  Norwood. 
District  45 — Canton  Nursing  Association,  Can- 
ton. 

District  46 — Brockton  Hospital,  Brockton. 
District  47 — Sturdy  Memorial  Hospital,  Attle- 
boro. 

District  48 — Jordan  Hospital,  Plymouth. 
District  49 — Morton  Hospital,  Taunton. 
District  50 — Union  Hospital  and  City  Hospital, 
Fall  River. 

District  51 — St.  Luke's  Hospital,  New  Bedford. 
District  52 — Yarmouth  Junction  Hospital. 
District  53 — United   States   Marine  Hospital, 
Oak  Bluffs. 

Health  at  Army  Camps. — Report  of  the 
week  ended  January  11  of  health  conditions  at 
the  National  Guard  and  National  Army  camps 
states  that  among  the  235  deaths,  149  were 
caused  by  pneumonia.  Eighty-eight  guardsmen 
died  during  the  week,  as  compared  with  109  the 


week  before,  and  147  National  Army  men,  as 
against  167  the  previous  week. 

"Both  the  hospital  admission  and  non-effect- 
ive rates  in  the  Guard  and  National  Army 
camps  increased  during  the  week,  with  pneu- 
monia generally  prevalent.  Among  the  Guards- 
men there  were  342  new  cases  of  pneumonia, 
and  in  the  National  Army  340.  The  meningitis 
situation  continued  to  improve,  both  in  the 
Guards  and  National  Army,  while  measles  con- 
tinued to  decline  in  most  of  the  camps.  Epi- 
demics of  German  measles  and  mumps  prevailed 
in  many  camps,  with  scarlet  fever  increasing  in 
the  National  Army  and  decreasing  in  the  Na- 
tional Guard." 

BOSTON  AND  MASSACHUSETTS. 

Infantile  Paralysis  Clinic. — The  splendid 
work  which  has  been  carried  on  by  the  Harvard 
Infantile  Paralysis  Commission  in  treating 
children  who  have  been  victims  of  this  dreaded 
disease  merits  a  cordial^and  generous  support, 
not  only  from  those  so  afflicted,  but  from  public- 
spirited  people  generally. 

"Statistics  given  out  yesterday  show  that 
1118  children  were  examined  at  the  Commis- 
sion's clinics  during  the  year  ending  Nov.  20, 
1917.  Of  these,  402  had  infantile  paralysis 
prior  to  1916,  670  during  1916,  and  46  during 
1917.  The  cases  which  are  being  followed  up 
at  the  homes  by  the  orthopedic  nurses  number 
645 ;  by  the  state  field  workers  of  the  Commis- 
sion, 520;  and  by  the  Boston  Instructive  Dis- 
trict Nursing  Association  for  the  Commission, 
125. 

State  clinics  were  held  at  Springfield,  New- 
buryport,  Haverhill,  Lowell,  Lawrence,  Quincy. 
Maiden,  Melrose,  Worcester,  Greenfield,  North 
Adams,  Beverly  and  Lynn,  with  a  total  attend- 
ance of  956.  There  were  155  clinics  at  the  Chil- 
dren's Hospital,  Boston,  with  a  total  attendance 
of  3889." 

The  Commission,  however,  is  sadly  lacking  in 
the  necessary  funds  to  carry  on  its  work.  Any 
curtailment  of  its  work  would  be  a  public 
calamity,  and,  therefore,  an  appeal  is  being  sent 
out  over  the  State  to  raise  a  fund  of  $18,000. 
Checks  may  be  sent  to  the  Commission,  in  care 
of  Kidder,  Peabody  and  Company.  Boston. 

Framingham  Health  Conference. — The 
quarterly  meeting  of  the  National  Committee  in 
charge  of  the  Framingham  health  demonstra- 
tion was  held  on  January  17.  Dr.  Baldwin  of 
Saranac  Lake  presided  and  Dr.  Hatfield  of 
Philadelphia  was  secretary.  Other  well-known 
men  who  attended  the  meeting  were  Dr. 
Frankel,  of  New  York  City;  Dr.  Kelley,  of 
Massachusetts  State  Department  of  Health ;  Dr. 
Mahar,  of  Connecticut;  and  Dr.  Smith,  of  the 
United  States  Public  Health  Service.  Dr.  Don- 
ald B.  Armstrong  reported  the  progress  of  the 
work  in  making  a  second  medical  examination 
of  more  than  five  hundred  families. 
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Week's  Death  Rate  in  Boston. — During  the 
week  ending  Jan.  19,  1918,  the  number  of 
deaths  reported  was  306,  against  294  last  year, 
with  a  rate  of  20.34,  against  19.85  last  year. 
There  were  35  deaths  under  one  year  of  age. 
against  33  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were :  diphtheria,  69 ;  scarlet  fever,  42 ; 
measles,  108;  whooping  cough,  76;  typhoid 
fever,  1 ;  tuberculosis^  28. 

Included  in  the  above  were  the  following  cases 
of  non-residents :  diphtheria,  5 ;  scarlet  fever,  7  ; 
tuberculosis,  1. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 4 ;  measles,  4 ;  whooping  cough,  2 ;  tuber- 
culosis, 26. 

Included  in  the  above  were  the  following  non- 
residents: diphtheria,  2;  tuberculosis,  1. 

Emergency  Hospital  op  State  Guard. — 
Plans  for  the  equipment  of  a  hospital  of  440 
beds,  under  the  jurisdiction  of  the  State  Guard, 
are  well  under  way.  The  Executive  Council  has 
appropriated  $50,000,  and  Commonwealth 
Armory  will  be  utilized  for  the  storage  of  the 
equipment,  and  the  great  drill  shed  will  be  the 
location  of  the  hospital  should  a  need  for  it 
arise.  The  hospital  will  have  a  complete  mod- 
ern operating  room  with  x-ray  apparatus  and 
sterilizing  room.  The  personnel  of  the  hospital 
force,  under  Colonel  Brooks,  numbers  72  officers 
and  173  men,  already  trained  for  the  work. 

Opposition  to  Health  Insurance. — The  re- 
port of  the  special  commission  appointed  to  con- 
sider social  insurance  problems  opposes  the  es- 
tablishment of  a  State  system  of  compulsory 
health  insurance.  A  minority  report,  however, 
recommends  the  appointment  of  a  special  com- 
mission of  five  to  devote  two  years'  study  to  the 
matter.  Another  minority  report  recommends 
extension  of  medical  care  of  school  children. 

Among  other  things,  the  report  of  the  major- 
ity makes  this  statement : 

"The  real  solution  of  the  health  question,  it 
seems,  is  not  indemnification  for  wage  loss  dur- 
ing illness,  but  prevention  of  illness.  To  cope 
intelligently  with,  the  sickness  problem,  there- 
fore, our  energies  should  be  directed  to  making 
possible  the  extension  and  greater  efficacy  of  our 
preventive  work.  Since  the  maintenance  of  a 
high  standard  of  public  health  through  the  pre- 
vention of  illness,  is  more  desirable  than  the 
post  facto  treatment  of  disease,  the  majority 
believe  it  would  be  wiser  under  the  present  cir- 
cumstances to  follow  a  constructive  policy  of 
preventive  medicine  than  to  initiate  any  com- 
pulsory scheme  of  health  insurance. 

After  serious  consideration  of  the  evidence 
submitted  at  the  various  hearings  and  of  the 
several  studies  undertaken  in  its  behalf,  the  ma- 
jority has  reached  its  conclusions,  and  does  not 
feel  justified  in  recommending  a  bill  to  estab- 
lish a  system  of  State  health  insurance  within 
the  Commonwealth. 


In  connection  with  its  recommendations  for 
the  extension  of  existing  voluntary  agencies  in 
the  State,  the  report  of  the  majority  states  that 
'as  a  means  of  relieving  the  burden  which  illness 
often  imposes  on  those  of  limited  means,  the 
majority  of  the  commission  submits  recommen- 
dations and  legislation  which  it  believes  will  re- 
sult in  the  extension  and  more  effective  admin- 
istration of  existing  voluntary  agencies  in  the 
Commonwealth.  It  is  our  opinion  that  an  ulti- 
mate solution  of  the  sickness  indemnity  question 
may  be  partly  reached,  at  least,  through  the 
growth  and  development  of  voluntary  industrial 
mutual  benefit  associations  now  in  operation.' 

In  analyzing  the  evidence  submitted  to  the 
commission  and  the  summary  of  hearings  pre- 
sented at  the  beginning  of  its  report,  the  report 
reads :  '  The  so-called  compulsory  contributory 
system  of  health  insurance  has  few  supporters. 
There  appear  to  be  two  serious  obstacles  to  the 
enactment  of  legislation  of  this  character, 
namely,  the  united  opposition  of  employer  and 
employee  to  the  plan,  and  the  difficulties  pre- 
sented by  the  constitutional  aspects  of  the  ques- 
tion.' 

The  enactment  of  a  compulsory  health  insur- 
ance law  would  be  in  the  nature  of  class  legis- 
lation, the  majority  believes.  'We  cannot  dis- 
regard the  objection  put  forward  by  labor 
bodies  and  others,'  the  report  says,  'that  com- 
pulsory contributory  health  insurance  is  class 
legislation — inasmuch  as  it  taxes  one  class  of 
citizens, — the  inherently  healthy — for  the  bene- 
fit of  the  smaller,  but  less  fortunate,  group  on 
which  the  burden  of  illness  falls.' 

The  report  of  the  minority  members  takes 
issue  with  that  of  the  majority  members  at 
many  points.  'Health  insurance  legislation,'  it 
states,  'may  be  halted  temporarily  by  the  war, 
but  the  ultimate  acceptance  of  it  seems  to  us  to 
be  beyond  question.  .  .  A  shortage  of  labor,  due 
in  part  to  the  drafting  of  a  great  body  of  our 
young  men  for  the  National  Army  and  the 
cessation  of  immigration,  makes  it  necessary  for 
a  great  number  of  workers  to  labor  long  hours 
and  under  high  tension.  European  countries 
are  awaking  to  the  fact  that  their  workers  must 
be  provided  for  after  the  war.  The  American 
workmen  are  already  asking  what  the  Govern- 
ment is  going  to  do  for  them  after  the  war. 
Thus  it  would  seem  to  us  that  the  war  could  be 
an  added  argument  for  health  legislation  rather 
than  for  delay.' 

Continuing,  the  report  of  the  minority  states : 
'In  the  very  limited  time,  however,  in  which  the 
Commission  has  had  to  consider  the  question, 
the  minority  feel  that  sufficient  evidence  and 
proof  have  already  been  presented  to  show  the 
vital  need  of  sickness  insurance  as  a  means  of 
relief  to  the  overburdened  wage-earners  in  the 
Commonwealth.  While  the  minority  refrain  at 
this  time  from  submitting  a  bill  establishing 
health  insurance  because  we  have  realized  some 
of  the  difficulties  involved  in  enacting  a  measure 
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of  such  great  importance,  however,  we  are  thor- 
oughly convinced  that  a  system  of  non-contrib- 
utory health  insurance  is  the  only  solution  of 
the  problem  of  sickness  and  its  contingencies. 
The  principle  of  non-contributory  health  insur- 
ance appeals  to  us  by  far  the  eminently  fair 
and  correct  means  of  solving  the  problem.' 

In  recommending  further  study  of  the  ques- 
tion, the  minority  says  it  is  submitting  a  bill 
to  the  Legislature  providing  for  the  appoint- 
ment by  the  governor  of  a  commission  of  five 
persons,  one  of  whom  shall  be  a  representative 
of  labor,  for  a  period  of  two  years,  in  which  to 
investigate  the  question.  An  appropriation  of 
$25,000  is  asked  for  the  commission." 


DHtardlatty. 


RESOLUTIONS  ON  THE  DEATH  OF 
MR.  RUETER * 

Conrad  John  Rueter,  son  of  Henry  Herman 
and  Mary  Emily  (Domansky)  Rueter,  was  born 
in  Roxbury,  Massachusetts,  September  26,  1863, 
and  died  in  Boston,  December  18,  1917. 

Mr.  Rueter  graduated  from  the  Roxbury 
Latin  School  in  1880,  and  from  Harvard  Col- 
lege in  the  Class  of  1884.  He  studied  one  year 
in  the  Harvard  Law  School,  and  another  at  the 
Boston  University  Law  School ;  he  was  admitted 
to  the  Suffolk  Bar  in  July,  1886.  In  August  of 
the  same  year  he  went  to  Germany  to  familiarize 
himself  with  other  systems  of  jurisprudence, 
and  studied  particularly  Roman  law,  at  Bonn. 
He  returned  to  Boston  late  in  1887  and  began 
the  active  practice  of  his  profession  at  23  Court 
Street. 

While  at  Cambridge  he  was  a  faithful  stu- 
dent, receiving  his  bachelor  degree  cum  laude, 
and  an  honorable  mention  in  English  composi- 
tion. While  an  undergraduate  he  joined  the 
Everett  Athenaeum  and  the  Pi  Eta  Society,  and 
was  also  a  member  of  the  Varsity  lacrosse  team 
at  a  time  when  Harvard  was  a  leader  in  this 
branch  of  sport. 

In  1896  Mayor  Quincy  appointed  him  trustee 
of  the  Boston  City  Hospital,  a  position  which 
he  continued  to  occupy  during  his  life.  From 
May,  ]896,  to  May,  1912,  he  was  secretary  of 
the  board. 

In  1892  he  married  Miss  Louise  Ramseyer, 
who  died  without  children ;  he  married  his  for- 
mer wife's  sister  Helen  in  April,  1904;  two 
sons  survive  him. 

During  his  college  course  Mr.  Rueter  was 
quiet,  industrious  and  earnest;  work  and  play 
he  undertook  in  the  same  simple  and  direct 
manner;  he  was,  for  instance,  a  thoroughly  re- 
liable and  effective  lacrosse  player;  and  his  rec- 
ord in  study,  alluded  to  above,  shows  many  of 
the  same  characteristics. 

*  Adopted  at  the  meeting  of  the  Senior  Staff,  Boston  City  Hos- 
pital, January  11,  1918. 


Throughout  his  later  life  the  qualities  of  his 
youth  and  early  manhood  were  equally  conspic- 
uous. He  was  an  efficient  and  conscientious 
trustee  of  this  hospital ;  constant  in  attendance 
at  the  many  board  meetings;  careful  and  thor- 
ough in  his  duties  as  its  secretary;  advocating 
and  working  steadily  for  those  things  which  he 
believed  to  be  of  real  value  to  the  hospital,  and 
utilized  his  legal  training  as  an  added  factor  in 
the  worth  of  his  work. 

The  senior  staff  expresses  its  sincere  sorrow 
for  his  loss ;  it  is  a  melancholy  fact  that,  in 
spite  of  the  skill  of  its  surgeons  and  the  care  of 
its  nurses,  he  died  under  the  roof  of  the  hos- 
pital he  had  served  so  long. 

The  staff  also  desires  to  place  on  record  its 
thorough  appreciation  of  the  work  he  has  done 
for  the  welfare  of  this  institution, — work  not 
yet  completed  when  it  was  so  abruptly  ended 
by  his  too  early  death. 


INSTRUCTIVE   DISTRICT   NURSING  AS- 
SOCIATION. 

The  Instructive  District  Nursing  Association 
makes  public  a  report  of  its  work  during  the 
summer. 

Its  main  contribution  to  the  war  has  been  to 
allow  Miss  Beard  to  spend  a  large  amount  of 
her  time  on  various  war  committees.  She  is 
now  serving  on  the  Committee  on  Child  Conser- 
vation of  the  State  Department  of  Health :  she 
is  chairman  of  the  Child  Welfare  Section  of  the 
Woman's  Council  of  Defense  of  Massachusetts, 
and  is  on  the  section  of  that  council  which  deals 
with  nursing  problems,  and  she  is  serving  on 
three  committees  of  the  Council  of  National  De- 
fense :  General  Blue 's  Sub-Committee  on  Pub- 
lic Health  Nursing,  of  which  she  is  chairman, 
the  Committee  on  Nursing  of  the  General  Med- 
ical Board,  and  the  Committee  on  Home  Nurs- 
ing of  Mr.  Gompers'  Committee  on  Labor.  Her 
work  on  these  committees  and  as  President  of 
the  National  Organization  for  Public  Health 
Nursing,  has  made  it  necessary  for  her  to  spend 
a  "good  deal  of  time  in  Washington  and  New 
York. 

Two  of  its  best  nurses  have  positions  as  Child 
Welfare  Supervisors,  under  the  Committee  on 
Child  Conservation  of  the  State  Department  of 
Health,  and  one  of  its  best  supervisors  has  left 
to  work  with  the  Red  Cross.  Miss  Peabody,  one 
of  its  vice-presidents,  is  vice-chairman  of  the 
State  Committee  on  Child  Conservation. 

The  increase  in  its  work  for  the  first  six 
months  of  the  year  was  unprecedented.  This 
naturally  has  made  it  imperative  to  increase  the 
number  of  the  staff,  and  with  the  students,  there 
are  101  nurses  now  working  for  the  association. 
Miss  Strong,  the  head  of  the  educational  depart- 
ment, who  is  in  charge  of  the  course  in  Public 
Health  Nursing  at  Simmons  College,  has  10 
students  taking  the  eight  months'  course,  and 
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25  taking  the  four  months'  course  with  the  as- 
sociation, a  larger  number  than  ever  before. 
Interest  in  public  health  nursing,  instead  of 
lagging  behind,  has  been  immensely  increased, 
owing  to  the  change  of  attitude  of  the  Red  Cross 
in  regard  to  keeping  public  health  nurses  at 
public  health  work, — a  policy  which  the  Red 
Cross  has  now  recognized  as  of  great  importance. 

The  association  is  continuing  to  take  charge 
of  all  the  patients  in  Boston  given  to  it  by  the 
Harvard  Commission  on  Infantile  Paralysis.  Un- 
fortunately, because  of  the  Harvard  Commis- 
sion's lack  of  funds,  it  is  incumbent  upon  the 
association  to  raise  the  money  for  the  extra  ex- 
pense of  the  work  done  by  its  nurses  with  para- 
lyzed children. 

The  Health  Center  experiment  in  Hyde  Park 
is  developing  well,  and  a  contribution  of  $2400, 
from  the  Permanent  Charity  Fund  of  the  Safe- 
ty Deposit  and  Trust  Company  will  permit  fur- 
ther development  by  means  of  the  addition  of  a 
dental  clinic.  By  means  of  another  $2400 
given  by  the  Permanent  Charity  Fund,  it  has 
been  possible  to  establish  a  nurse  at  time  of  con- 
finement in  the  Charlestown  District,  where  the 
death  rate  of  babies  is  astoundingly  high. 

A  visiting  housekeeper  has  been  engaged,  who 
will  teach  our  patients  how  to  plan  and  buy,  and 
how  to  make  the  best  use  of  food. 

A  press  agent  has  secured  for  the  association, 
greatly  increased  publicity  in  the  Boston  papers, 
and  has  prepared  and  sent  out  the  first  of  a 
series  of  bulletins,  which  are  to  bring  the  work 
more  graphically  before  the  public. 


RECONSTRUCTION  AND  RE-EDUCATION 
OF  UNITED  STATES  SOLDIERS. 

Joseph  Colt  Bloodgood,  Chairman  of  Commit- 
tee on  Preparedness,  Southern  Medical  Associa- 
tion, addresses  the  following  letter: 

To  physicians  and  surgeons  in  industrial 
practice : 

"I  have  received  a  large  number  of  answers 
to  the  letters  sent  out  dated  September  10,  1917. 
These  letters  and  personal  conversation  with 
physicians  and  surgeons  in  industrial  practice 
seem  to  demonstrate  that  the  number  of  cripples 
who  need  reconstruction  and  re-education  is  rel- 
atively so  small,  that  even  in  large  industries, 
it  has  not  been  considered  of  sufficient  impor- 
tance to  develop  the  problem  as  will  have  to  be 
done  with  the  soldiers  crippled  in  this  war. 

The  Surgeon-General  and  the  Department  un- 
der Major  Edgar  King  is  preparing  for  the 
proper  reconstruction  and  re-education  of  the 
crippled  soldiers,  but  when  this  is  accomplished, 
employment  of  some  kind  must  be  found  for  the 
soldier  on  his  discharge,  or  the  whole  scheme 
fails. 

The  Government,  naturally,  must  not  only  de- 
pend upon  help  in  the  re-education  and  recon- 
struction upon  specially  trained  and  qualified 


Medical  Reserve  Corps  Officers,  but  upon  the  em- 
ployers of  labor  in  the  great  industries  of  this 
country,  to  find  a  job  for  which  the  crippled 
soldier  has  been  re-educated  and  reconstructed. 

It  is  my  personal  opinion  that  the  problem  is 
too  large  a  one  for  any  single  industry  to  solve 
alone.  The  industries  should  combine  as  the 
railroads  have  combined  in  the  settling  of  this 
very  important  war  problem. 

Although  at  the  present  time  it  is  perhaps,  one 
of  the  most  difficult  problems  of  the  war,  it  is 
at  the  same  time  a  peace  problem. 

In  all  the  industries  there  must  be  many  crip- 
ples in  time  of  peace,  who  need  reconstruction 
and  re-education.  For  this  reason,  if  the  em- 
ployers of  labor  coordinate  with  the  Government 
now  for  the  solution  of  this  problem,  they  will 
establish  and  develop  a  scheme  which  can  be 
utilized  for  the  crippled  men  in  industry  in  time 
of  peace. 

There  is  no  doubt  that  'safety  first'  has  re- 
duced the  number  of  accidents.  The  improve- 
ment of  first  aid  and  its  instruction,  and  the 
medical  departments  of  the  industries  have 
greatly  improved  the  results,  but  the  question  of 
re-education,  especially  for  a  better  job,  has  not 
received  the  same  consideration. 

Please  discuss  this  among  yourselves  and  with 
the  officers  of  your  Company,  and  offer  your 
combined  advice  and  aid  to  the  Surgeon-General 
of  the  United  States  Army  and  Navy." 


COLD-PACK  CANNING  AND  BOTULISM. 

The  United  States  Department  of  Agriculture 
authorizes  the  following  statement: 

Botulism,  often  called  sausage  poisoning,  is  a 
specific  intoxication  brought  about  by  Bacillus 
botulinus,  an  organism  isolated  by  Van  Er- 
mengen  from  insufficiently  cooked  sausages 
which  had  caused  a  severe  outbreak  of  food  poi- 
soning in  Belgium  in  1895.  The  symptoms 
(nausea,  gastric  pains,  visual  disturbances, 
muscular  weakness,  etc.)  are  caused  by  a  definite 
toxin  or  poison  produced  by  the  Bacillus  botu- 
linus outside  of  the  body. 

The  Bacillus  botulinus  is  an  anaerobic  organ- 
ism— that  is,  it  grows  in  the  absence  of  air.  It 
grows  readily  at  20  to  25  degrees  centigrade,  but 
only  sparingly  at  37  degrees  centigrade, — the 
temperature  of  the  body,  and  there  is  no  con- 
clusive evidence  that  it  produces  its  toxin  to  any 
extent  in  the  digestive  tract  of  animals.  Bacil- 
lus botulinus  does  grow  readily  and  produces  its 
toxin  in  protein  foods,  such  as  meat  or  fish  prod- 
ucts. Some  investigators  state  that  it  also_  pro- 
duces its  toxin  readily  in  protein-containing 
vegetables,  like  peas,  beans,  and  corn.  When 
growing  in  these  foods,  the  organism  produces  a 
very  powerful  poison  which  produces  the  symp- 
toms mentioned  above,  or  even  death,  when 
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eaten  in  extremely  small  amounts.  Fortunately, 
cases  of  botulism  are  not  common  in  this  coun- 
try. 

The  Bacillus  botulinus  is  a  spore-forming  or- 
ganism, but  both  the  organism  and  its  spores 
are  not  very  resistant  to  heat,  the  spores  being 
killed  by  heating  to  80  degrees  centigrade  for 
one  hour.  The  toxin  which  the  organism  pro- 
duces is  also  destroyed  by  boiling.  Thorough 
cooking  at  the  boiling  temperature  is,  there- 
fore, all  that  is  necessary  to  kill  the  organism 
and  destroy  its  toxin  in  the  food,  and  cases  of 
botulism  are  due  to  the  eating  of  food  which  has 
been  infected  with  the  organism  and  not  been 
sufficiently  cooked.  Sausages,  which  might  be- 
come infected  with  this  organism,  present  ideal 
conditions  for  its  growth,  and  have  been  a 
frequent  cause  of  botulism.  From  this  fact  the 
name  of  the  disease  is  derived.  Infected  meat 
products  and,  in  a  few  instances,  canned  vege- 
tables and  fruits  have  been  given  as  causes  of 
botulism. 

Recently  Dr.  Dickson  of  San  Francisco  has 
reported*  a  study  of  eleven  outbreaks  of  food 
poisoning,  occurring  during  the  past  eighteen 
years  in  California,  which  he  attributes  to  eat- 
ing canned  vegetables  and  fruits.  In  these 
cases  no  definite  information  is  available  as  to 
the  methods  used  in  canning  the  vegetables, 
but  it  is  reasonable  to  assume  that  the  contami- 
nation of  the  goods  might  have  been  brought 
about  by  the  selection  of  food  of  poor  quality 
for  canning,  by  lack  of  cleanliness  in  packing 
the  products,  by  the  neglect  of  some  essential 
steps  in  the  process,  or  by  failure  of  the  heat 
to  penetrate  to  all  parts  of  the  can  in  steriliza- 
tion. 

There  is  no  danger  that  the  type  of  food  poi- 
soning known  as  "Botulism"  will  result  from 
eating  fruits  or  vegetables  which  have  been 
canned  by  any  one  of  the  methods  recommended 
by  the  United  States  Department  of  Agricul- 
ture, providing  that  such  directions  have  been 
followed  carefully,  and  that  no  canned  goods 
are  eaten  which  show  signs  of  spoilage.  In 
case  of  any  doubt  as  to  whether  the  contents  of 
a  particular  can  have  spoiled,  it  should  be 
thrown  away.  If  fed  to  chickens  or  other  ani- 
mals, it  should  be  boiled.  No  canned  food  of 
any  kind  which  shows  any  signs  of  spoilage 
should  ever  be  eaten.  In  the  cold-pack  method 
of  canning  given  out  by  the  Department  of  Ag- 
riculture, only  fresh  vegetables  are  recommend- 
ed for  canning,  and  sterilization  is  accomplished 
by  the  following  processes:  Cleansing,  blanch- 
ing, cold-dipping,  packing  in  clean,  hot  jars, 
adding  boiling  water,  sealing  immediately,  and 
then  sterilizing  the  sealed  jars  at  a  minimum 
temperature  of  212  degrees  Fahrenheit  for  one 
to  four  hours,  according  to  the  character  of  the 
material.  Since  the  spores  of  Bacillus  botu- 
linus are  killed  by  heating  for  one  hour  at  175 
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degrees  Fahrenheit  t  there  is  no  reason  to  be- 
lieve that  the  botulinus  organism  will  survive 
such  treatment. 

The  Bacillus  botulinus  has  been  found  in  the 
digestive  tracts  of  some  animals,  especially  the 
pig  and  the  fowl,  probably  occurring  there  in 
the  same  manner  as  does  the  organism  of  tet- 
anus (lockjaw)  in  the  intestinal  tract  of  the 
horse.  It  is  not  a  parasite  in  the  ordinary 
sense,  but  rather  a  saprophyte.  From  these 
sources  it  may  be  deposited  on  the  soil,  although 
attempts  at  isolating  it  from  the  soil  have  gen- 
erally given  negative  results. 

t  Rosenau,  M.  J. :  Preventive  Medicine  and  Hygiene,  New  York 
and  London,  1917,  2  ed.,  p.  627  ;  Jordan,  E.  O. :  A  Text-book  of 
General  Bacteriology,  Philadelphia  and  London,  1916,  5  ed.,  p. 
356;  Park,  W.  H.,  and  Williams,  Anna  W. :  Pathogenic  Micro- 
organisms, New  York  and  Philadelphia,  1917,  6  ed.,  p.  449. 


THE  MASSACHUSETTS  VENEREAL  DIS- 
EASE PROGRAM. 

By  Merrill  e.  Champion,  M.D.,  Wollaston,  Mass. 
(Continued  from  page  102.) 

In  a  previous  issue  of  the  Journal  (January 
17)  so  much  of  the  venereal  disease  program  of 
the  State  Department  of  Health  as  has  to  do 
with  reporting  methods  was  dealt  with.  The 
following  article  deals  with: 

Subject  II — Measures  for  Diagnosis  and 
Treatment.  These  may  be  subdivided  as  fol- 
lows : 

A.  Measures  for  Diagnosis. 

I.  Clinical — At  public  clinics  and  through 
private  physicians. 

II.  Laboratory — Microscopic  examination  of 
discharges  for  gonococci  or  spirochetes :  and 
Wassermann  tests  of  blood  or  spinal  fluid, 
through  the  State  and  municipal  laboratories. 

B.  Measures  for  Treatment. 

I.  Through  public  clinics. 

II.  Through  private  physicians. 

A.     MEASURES  FOR  DIAGNOSIS. 

Laboratory  diagnostic  facilities  are  now 
pretty  generally  available  throughout  Massa- 
chusetts. Smears  are  examined  for  gonococci  at 
the  State  Diagnostic  Laboratory  at  the  State 
House,  while  Wassermann  tests  are  performed 
free  for  physicians  by  the  State  Wassermann 
Laboratory  at  the  Harvard  Medical  School.  In 
addition  to  this,  a  number  of  cities  maintain 
similar  facilities  for  their  own  citizens.  Certain 
of  the  larger  clinics  make  examinations  also  for 
the  treponema  pallidum,  and  do  complement- 
fixation  tests  for  gonorrhea.  It  is  aimed,  by 
means  of  further  clinic  facilities,  to  be  men- 
tioned later,  to  render  possible  for  the  smaller 
cities  what  has  hitherto  been  confined  to  the 
largest. 

B.     FACILITIES  FOR  TREATMENT. 

Unfortunately,  existing  facilities  for  the  accu- 
rate treatment  of  gonorrhea  and  syphilis  are  in- 
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adequate.  Persons  suffering  from  venereal  dis- 
ease go  either  to  the  private  physician  or  to  the 
quack,  with  the  exception  of  those  coming  to 
Boston  hospital  clinics.  The  number  of  those 
going  to  quacks  must  largely  outnumber  those 
going  to  reputable  physicians.  Owing  to  the 
difficulty  of  obtaining  salvarsan  or  its  substi- 
tutes, and  to  the  difficulties  attendant  on  the  ad- 
ministration of  this  drug,  many  persons  needing 
specific  treatment,  in  order  to  prevent  them  from 
being  a  menace  to  the  public,  have  to  go  with- 
out. 

According  to  an  old  law  incorporated  in  the 
Revised  Laws,  Chapter  75,  Section  41  (as 
amended  by  1906,  365,  Sec.  1),  "Each  city  shall 
provide  for  the  treatment,  either  in  a  hospital 
or  as  out-patients,  of  indigent  persons  who  are 
suffering  from  contagious  or  infectious  venereal 
diseases."  Section  42  of  the  same  chapter 
states  that  "No  discrimination  shall  be  made 
against  the  treatment  of  venereal  diseases  in 
the  out-patient  department  of  any  general  hos- 
pital supported  by  taxation,  in  any  city  in 
which  special  hospitals,  other  than  hospitals 
connected  with  penal  institutions,  are  not  pro- 
vided for  the  treatment  of  such  diseases  at  pub- 
lic expense;  but  any  such  hospital  may  estab- 
lish a  separate  ward  for  their  treatment."  In 
spite  of  this  mandate,  few  cities  have  such 
facilities.  The  State  Department  of  Health 
program  contemplates  facilities  of  this  sort  at 
various  points  throughout  the  State.  The  rela- 
tionship of  this  Department  to  these  clinics  will 
center  about  the  distribution  of  the  arsphena- 
mine,  which  the  State  is  to  manufacture  and 
distribute. 

A  "State-approved  clinic,"  under  this 
scheme,  will  be  one  situated  in  the  center  of  a 
district,  so  as  to  be  easy  of  access.  In  the  ma- 
jority of  instances,  the  most  satisfactory  hous- 
ing for  such  a  clinic  will  be  a  suitable  hospital 
out-patient  department.  Close  cooperation  be- 
tween clinic  and  local  board  of  health  will  be 
indispensable.  Arsphenamine  will  be  furnished 
these  clinics,  both  for  their  own  use  and  for  dis- 
tribution to  qualified  practitioners  of  the  dis- 
trict who  may  wish  to  use  the  drug  in  their  own 
offices  for  their  own  patients.  Preference  will 
be  given,  however,  to  the  needs  of  the  clinic, 
and  to  those  patients  who  are  in  an  infective 
stage  of  their  disease. 

In  charge  of  the  "State-approved  clinic"  it 
is  proposed  to  have  a  "Chief,"  who,  in  addition 
to  supervising  the  work  of  the  clinic,  will  act 
as  the  agent  of  the  State  Department  of  Health 
for  the  distribution  of  arsphenamine.  The  Leg- 
islature is  being  asked  for  an  appropriation  to 
be  used  to  help  in  the  financing  of  these  clinics. 
It  will  probably  be  found  advisable  to  make 
most  of  them  more  or  less  self-supporting  by 
charging  small  fees  for  services  to  those  who 
are  able  to  pay. 

The  general  public  needs  educating  to  the 
point  where  they  will  demand  both  careful  diag- 
nosis on  the  part  of  their  physicians  and  ade- 


quate treatment.  Such  an  attitude  on  the  part 
of  the  public  will  be  greatly  to  the  advantage  of 
the  competent  and  reputable  physician,  who  is 
willing  properly  to  equip  himself  for  the  treat- 
ment of  venereal  disease.  It  is  the  province  of 
the  clinic  to  try  to  bring  this  about.  Educa- 
tional measures  must,  after  all,  receive  most  of 
the  emphasis  for  years  to  come,  if  the  venereal 
evil  is  to  be  controlled. 

A  most  important  feature  of  any  clinic  is  its 
follow-up  work.  The  greatest  discretion  is 
called  for  on  the  part  of  nurse  or  social  worker, 
but  is  of  corresponding  value  in  preventing 
serious  results  to  the  patient  himself  or  to  his 
family,  through  neglect  in  carrying  out  his 
physician 's  instructions. 

To  summarize :  The  Department  of  Health 
plans  to  establish  some  fifteen  "approved  clin- 
ics" throughout  the  State,  where  adequate 
treatment  for  venereal  disease  may  be  had  by 
those  not  able  to  pay  anything,  or  able  to  pay 
only  a  small  sum,  for  first-class  care.  Such 
clinics  will  have  for  their  primary  object  the 
stamping  out  of  venereal  disease  in  its  infective 
stages ;  more  particularly  syphilis,  through  the 
use  of  arsphenamine.  These  clinics  will  serve 
as  foci  for  the  distribution  of  arsphenamine  to 
practising  physicians,  and,  it  is  expected,  as 
centers  where  physicians  may  send  their  pa- 
tients for  expert  treatment,  and  where  they 
themselves  may  come  for  instruction  if  they  so 
desire.  In  a  word,  the  object  will  be  thorough 
diagnosis,  better  treatment,  modern  follow-up 
work,  and  closer  cooperation  with  the  practis- 
ing physician. 


GLatvtBvanbtms. 


REPORTING     OF    ACCIDENTS     FROM  LOCAL 
ANESTHETICS. 

Mr.  Editor: — 

The  Committee  on  Therapeutic  Research  of  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  has  undertaken  a  study  of  the 
accidents  following  the  clinical  use  of  local  anesthet- 
ics, especially  those  following  ordinary  therapeutic 
doses.  It  is  hoped  that  this  study  may  lead  to  a 
better  understanding  of  the  cause  of  such  accidents, 
and  consequently  to  methods  of  avoiding  them,  or,  at 
least,  of  treating  them  successfully  when  they  occur. 

It  is  becoming  apparent  that  several  of  the  local 
anesthetics,  if  not  all  of  those  in  general  use,  are 
prone  to  cause  death  or  symptoms  of  severe  poison- 
ing in  a  small  percentage  of  those  cases  in  which  the 
dose  used  has  been  hitherto  considered  quite  safe. 

The  infrequent  occurrence  of  these  accidents  and 
their  production  by  relatively  small  doses  point  to 
a  peculiar  hypersensitiveness  on  the  part  of  those 
in  whom  the  accidents  occur.  The  data  necessary 
for  a  study  of  these  accidents  are  at  present  wholly 
insufficient,  especially  since  the  symptoms  described 
in  most  of  the  cases  are  quite  different  from  those 
commonly  observed  in  animals  even  after  the  ad- 
ministration of  toxic,  but  not  fatal  doses. 

Such  accidents  are  seldom  reported  in  detail  in  the 
medical  literature,  partly  because  physicians  and  den- 
tists fear  that  they  may  be  held  to  blame  should 
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they  report  them,  partly,  perhaps,  because  they  have 
failed  to  appreciate  the  importance  of  the  matter 
from  the  standpoint  of  the  protection  of  the  public. 

It  is  evident  that  a  broader  view  should  prevail, 
and  that  physicians  should  be  informed  regarding  the 
conditions  under  which  such  accidents  occur,  in  order 
that  they  may  be  avoided.  It  is  also  evident  that 
the  best  protection  against  such  unjust  accusations, 
and  the  best  means  of  preventing  such  accidents  con- 
sist in  the  publication  of  careful  detailed  records 
when  they  have  occurred,  with  the  attending  circum- 
stances. These  should  be  reported  in  the  medical  and 
dental  journals  when  possible;  but  when,  for  any 
reason,  this  seems  undesirable,  a  confidential  report 
may  be  filed  with  Dr.  R.  A.  Hatcher,  414  East 
Twenty-Sixth  Street,  New  York  City,  who  has  been 
appointed  by  the  Committee  to  collect  this  informa- 
tion. 

If  desired,  such  reports  will  be  considered  strictly 
confidential  so  far  as  the  name  of  the  patient  and 
that  of  the  medical  attendant  are  concerned  and  such 
information  will  be  used  solely  as  a  means  of  study- 
ing the  problem  of  toxicity  of  this  class  of  agents, 
unless  permission  is  given  to  use  the  name. 

All  available  facts,  both  public  and  private,  should 
be  included  in  these  reports,  but  the  following  data 
are  especially  to  be  desired  in  those  cases  in  which 
more  detailed  reports  cannot  be  made: 

The  age,  sex,  and  general  history  of  the  patient 
should  be  given  in  as  great  detail  as  possible.  The 
state  of  the  nervous  system  appears  to  be  of  especial 
importance.  The  dosage  employed  should  be  stated 
as  accurately  as  possible :  also  the  concentration  of 
the  solution  employed,  the  site  of  the  injection 
(whether  intramuscular,  perineural  or  strictly  sub- 
cutaneous), and  whether  applied  to  the  mouth,  nose 
or  other  part  of  the  body.  The  possibility  of  an  in- 
jection having  been  made  into  a  small  vein  during 
intramuscular  injection  or  into  the  gums  should  be 
considered.  In  such  cases  the  action  begins  almost 
at  once,  that  is,  within  a  few  seconds. 

The  previous  condition  of  the  heart  and  respiration 
should  be  reported  if  possible;  and.  of  course,  the 
effects  of  the  drug  on  the  heart  and  respiration,  as 
well  as  the  duration  of  the  symptoms,  should  be 
recorded.  If  antidotes  are  employed,  their  nature  and 
dosage  should  be  stated,  together  with  the  character 
and  time  of  appearance  of  the  effects  induced  by  the 
antidotes.  It  is  important  to  state  whether  antidotes 
were  administered  orally,  or  by  subcutaneous,  intra- 
muscular or  intravenous  injection,  and  the  concentra- 
tion in  which  such  antidotes  were  used. 

While  such  detailed  information,  together  with  any 
other  available  data,  is  desirable,  it  is  not  to  be 
understood  that  the  inability  to  supply  such  details 
should  prevent  the  publication  of  reports  of  poisoning, 
however  meagre  the  data,  so  long  as  accuracy  is 
observed. 

The  committee  urges  on  all  anesthetists,  surgeons, 
physicians  and  dentists  the  making  of  such  reports  as 
a  public  duty ;  it  asks  that  they  read  this  appeal  with 
especial  attention  to  the  character  of  observations 
desired. 

Torald  Sollmann,  Chairman, 
R.  A.  Hatcher  Special  Referee, 

Therapeutic  Research  Committee  of  the 
Council  on  Pharmacy  and  Chemistry  of 
the  American  Medical  Association. 


SOCIETY  NOTICES. 

Nori'oi.k  Sottii  District  Medical  Society. — Stated 
meeting  at  United  States  Hotel,  Boston,  Thursday, 
February  7.  1918.  at  11.30  a.m. 

Dr.  F.  Russell  Dame,  of  Rraintree.  will  read  a 
paper  on  "Septic  Cases  in  Private  Practice." 

F.  n.  Merrtam.  M.D..  Sccretaru. 

South  P.raintreo.  Mass. 


New  England  Pediatric  Society. — A  meeting  of 
the  New  England  Pediatric  Society  will  be  held  at 
the  Boston  Medical  Library  on  Feb.  1,  1918,  at  8.15 
p.m.    The  following  papers  will  be  read ; 

1.  President's  Address,  Charles  Hunter  Dunn,  M.D., 
Boston. 

2.  Clinical  Spasmophilia,  William  W.  Howell,  M.D., 

Boston. 

3.  Experimental  Studies  on  Growth  after  Feeding 
Certain  Ductless  Glands,  Warren  R.  Sisson,  M.D., 
Boston. 

Chari.es  Hunter  Dunn,  M.D.,  President. 
Richard  M.  Smith,  M.D.,  Secretary. 


RECENT  DEATHS. 

Edwin  Lawson  Fare,  M.D.,  died  at  his  home  in 
Brookline,  January  24,  1918,  at  the  age  of  72.  He 
was  a  graduate  of  the  University  of  the  City  of  New 
York,  in  1873,  and  practised  in  Roxbury  until  1915, 
when  he  moved  to  Brookline. 

Dr.  Tanemichi  Aoyama  of  Tokio,  Japan,  an  im- 
perial court  physician,  died  recently  of  nephritis.  He 
was  dean  and  professor  of  the  medical  college  of  the 
Tokio  Imperial  University,  having  held  those  offices 
since  1888.  He  was  born  in  1859,  the  third  son  of  the 
late  Kagemichi  Aoyama,  a  Samurai  of  the  Naeki  clan. 

Albert  H.  Varney,  M.D.,  of  Newfields,  N.  H.,  died 
recently  at  his  home  in  that  town.  He  was  born  at 
North  Berwick,  Me.,  on  March  27,  1836,  and  graduated 
from  Harvard  Medical  School  in  1857.  In  1860  he 
began  practice  in  Newfields,  N.  H.,  and  continued  in 
his  profession  in  that  town  and  in  Exeter,  N.  H.,  up 
to  the  time  of  his  death.  Dr.  Varney  was  an  assist- 
ant surgeon  in  the  Second  New  Hampshire  Regiment. 
He  was  elected  to  the  Legislature  from  Newfields  in 
1871,  serving  one  term.  For  23  years  he  was  town 
clerk  and  several  times  was  selectman.  His  widow 
and  three  daughters  survive  him. 

John  Alexander  Gordon,  M.D.,  died  at  his  home 
in  Quincy,  January  25,  1918,  aged  74  years. 

Dr.  Gordon  was  born  in  New  Perth,  P.  E.  I..  May 
30,  1843,  was  educated  in  the  public  schools  there 
and  at  the  Prince  of  Wales  College.  He  came  to 
Boston  in  1866  and  entered  Harvard  Medical  School, 
graduating  in  1871.  In  1870-1871  he  was  resident 
house  physician  at  the  Boston  City  Hospital.  He 
came  to  Quincy  in  July.  1871,  to  practise,  and  had 
been  a  resident  of  that  city  ever  since. 

From  1872  to  1877.  Dr.  Gordon  was  town  physician, 
and  from  1884  to  1889  was  chairman  of  the  Board  of 
Health.  He  was  instrumental  in  having  the  Quincy 
City  Hospital  established  in  1890.  and  had  always 
been  very  much  interested  in  its  advancement  and 
welfare. 

Since  1891  he  had  been  a  trustee  and  chairman  of 
the  executive  board,  consulting  physician,  and  on  the 
medical  and  surgical  staff  of  the  hospital.  Dr.  Gor- 
don was  also  interested  for  many  years  in  developing 
a  water  works  system  for  the  city,  and  promoted  the 
Quincy  Water  Works  Company,  now  owned  by  the 
city.  He  was  president  of  the  company  for  many 
years,  and  for  a  time  was  also  president  of  the 
Sharon  and  Marblehead  Water  Companies.  He  was 
elected  to  the  School  Committee  in  1884  and  served 
ten  years. 

Dr.  Gordon  was  a  member  of  Rural  Lodse.  A.F. 
and  A.M.;  St.  Stephen's  Chapter.  R.A.M. :  the 
Y.M.C.A.,  of  which  he  was  a  director:  the  Granite 
City  Club,  the  Quincy  Yacht  Club,  the  Megantic  Fish 
and  Game  Association,  the  Boston  City  Hospital 
Club,  the  American  Medical  Association,  and  the 
Massachusetts  Medical  Society. 

Dr.  Gordon  was  unmarried.  He  is  survived  by 
two  nephews  and  a  niece. 
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LABORATORY  METHODS  IN  TUBERCU- 
LOSIS* 

By  Benjamin  White,  Ph.D.,  Otisvtlle,  N.Y., 
Assistant  Director,  Bacteriological  Laboratories,  De- 
partment of  Health,  City  of  New  York. 

In  spite  of  the  development  of  laboratory 
methods  during  the  past  ten  years,  the  diagnos- 
tician has  received  little  new  aid  from  the  lab- 
oratory worker  in  the  detection  and  treatment 
of  tuberculous  infections.  The  one  thing  most 
to  be  desired  has  been,  and  still  is,  some  means 
for  differentiating  between  tuberculous  infection 
and  tuberculous  disease,  or,  in  other  words,  a 
method  for  determining  the  presence  or  absence 
of  activity  in  a  tuberculous  lesion.  The  results 
of  considerable  research  activity  are  encourag- 
ing, but  the  fulfilment  of  this  desire  still  lies  in 
the  future. 

The  bacteriologist  has  contributed  nothing  of 
first  importance,  but  by  refining  older  proced- 
ures of  finding  tubercle  bacilli  in  the  excretions 
and  body  fluids  he  has  made  it  possible  to  de- 
tect a  greater  percentage  of  positive  cases  in  the 
examination  of  such  material.  The  serologist's 
contributions  are  promising,  but  at  present  are 
more  of  academic  interest  than  of  practical 
value. 

The  diagnostic  aid,  therefore,  which  the  lab- 
oratory can  at  present  furnish  must  come  from 
the  older  and  well-tried  methods;  and  in  order 
that  the  laboratory  worker  may  be  spared  the 

*  Delivered  before  the  Framingham  Medical  Club  and  the  Com- 
munity Health  and  Tuberculosis  Demonstration,  Dec.  6,  1917. 
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error  and  confusion  lesulting  from  the  many 
technical  modifications  recommended  in  various 
textbooks,  the  following  brief  review  has  been 
prepared : 

/.  Staining. 

1.  The  Ziehl-Neelsen  method  is  still  the  most 
dependable  and  most  widely  applicable  of  stain- 
ing procedures  for  tubercle  bacilli.  The  carbol- 
fuchsin  solution  should  be  made  from  basic 
fuchsin,  which  can  also  be  obtained  in  this 
country  under  the  name  of  "aniline  red."  Of 
the  various  decolorizing  methods  advised,  3% 
hydrochloric  acid  in  b5%  alcohol  is  sufficiently 
strong  and  eliminates  the  danger  of  over-decol- 
orization. 

2.  Hermann's  stain  frequently  gives  positive 
results  when  the  Ziehl  method  fails,  and,  in  ad- 
dition, may  be  used  by  those  workers  who  are 
color-blind  to  red.  , 

II.    Detection  of  Tubercle  Bacilli. 

It  should  be  borne  in  mind  that  dead  tubercle 
bacilli  stain  as  well  as  live  forms.  Therefore, 
all  glass  receptacles  used  in  collecting  sputum, 
urine  or  other  specimens  should  be  previously 
cleansed  with  concentrated  nitric  or  sulphuric 
acid,  or  in  hot  sulphuric  acid-bichromate  solu- 
tion. Only  clean  new  slides  should  be  used.  In 
order  to  prevent  possible  infection  to  workers, 
or  to  preserve  specimens  which  cannot  be  im- 
mediately examined,  the  sputum  may  be  ster- 
ilized by  heating  in  an  Arnold  sterilizer,  or 
even  at  120°  C.  for  20  minutes  in  the  autoclave. 
The  staining  properties  of  the  tubercle  bacillus 
I  are  not  appreciably  affected. 
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1.  Sputum.  The  direct  examination  of 
sputum  is  adequately  described  in  the  textbooks. 
It  is  advisable  to  make  smears  on  slides  instead 
of  on  cover  glasses,  because  the  former  give  a 
larger  field  for  search  and  are  less  fragile. 
"Where  more  convenient,  the  slides  may  be 
stained  by  immersion  over-night  in  carbol- 
fuchsin  in  the  cold  instead  of  by  heating  for  five 
minutes. 

2.  Concentration  of  Sputum.  All  methods 
recommended  are  merely  modifications  of  a  neg- 
lected method  of  Biedert,  published  in  the 
eighties.  Antiformin  is  perhaps  the  most 
widely  used  concentrating  (or  better,  dissolving 
and  homogenizing)  agent.  Where  not  purchas- 
able, it  may  be  prepared  as  follows: 


Sol.  A.  Sodium  carbonate   15  gms. 

Chlorinated  lime   8  gms. 

Distilled  water   100  cc. 

Sol.  B.  Sodium  hydrate    15  gms. 

Distilled  water   100  ec. 


Take  equal  parts  of  A  and  B  (Rosenau). 

a.  To  20  cc.  sputum  add  65  cc.  sterile  distilled 

water  and  15  cc.  antiformin. 

b.  Shake  frequently  for  1-2  hours  until  sputum 

is  homogenized,  and  allow  to  sediment. 

c.  Discard  supernatant,  pipette  sediment  into 

centrifuge  tube  and  centrifugalize. 

d.  Discard  supernatant,  add  0.8%  salt  solution, 

mix  and  centrifugalize.    Repeat  washing. 

e.  Spread  sediment  on  slide,  air  dry,  fix  and 

stain. 

The  Ellermann-Brlandsen  method  gives  good 
results  and  is  of  particular  service  when  lack  of 
time  causes  interruption  in  carrying  out  the  ex- 
amination. Recently  Petroff  has  recommended 
a  4%  sodium  hydrate  solution  for  homogenizing 
sputum.  Tn  the  original  Biedert  method,  0.2% 
sodium  hydrate  was  used.  A  4%  solution  is 
more  active  and  apparently  does  not  interfere 
with  the  stainability  of  the  tubercle  bacillus. 

3.  Blood.  The  startling  announcement  in 
1908  that  tubercle  bacilli  could  be  demonstrated 
in  the  blood  of  individuals  suffering  with  in- 
cipient tuberculosis  raised  high  hopes  of  its 
value  as  a  diagnostic  aid,  and  inspired  new  in- 
vestigations. It  has  since  been  shown  that  the 
bacilli  frequently  found  in  the  preparations 
were  undoubtedly  saprophytic  acid-fasts  origi- 
nating in  the  distilled  water  employed.  While 
there  is  no  doubt  that  tubercle  bacilli  may  ap- 
pear in  the  blood  stream  in  miliary  tuberculosis, 
and  in  the  agonal  stage  of  pulmonary  disease, 
their  presence,  as  a  rule,  is  so  infrequent  that  a 
search  for  tubercle  bacilli  in  the  blood  for  clin- 
ical purposes  is  not  recommended. 

77/.  Cultivation. 

As  is  well  known,  tubercle  bacilli,  when 
freshly  isolated  from  sputum,  feces  or  animal 
organs,  grow  sparsely,  if  at  all,  on  ordinary 
nutrient  media,  but  may  be  propagated  on  the 
various  egg  media.  Petroff  has  advocated  the 
use  of  a  meat  infusion  egg  medium,  to  which 


gentian  violet  is  added  for  the  purpose  of  in- 
hibiting the  growth  of  secondary  or  contami- 
nating bacteria.  Brilliant  green  may  be  sub- 
stituted to  advantage  for  the  gentian  violet, 
and  has  the  advantage  of  exerting  a  more 
marked  restraint  on  the  Gram-negative  organ- 
isms. Recent  experiments  by  one  of  the  au- 
thor's assistants  would  seem  to  show  that  the 
inhibiting  action  of  either  dye  is,  at  the  best,  a 
slight  one,  and  that  pure  cultures  may  be  ob- 
tained as  frequently  when  the  dye  is  omitted 
from  the  formula.  Griffith  has  recently  recom- 
mended that  sputum  be  shaken  for  a  short  time 
with  an  equal  volume  of  10%  antiformin,  and 
the  resulting  sediment  planted  without  the  neu- 
tralization of  the  alkali.  This  simple  method 
has  been  tried  out  with  success. 

IV.  Animal  Inoculation. 

Animal  inoculation  is  still  the  most  reliable 
and  the  ultimate  test  in  proving  the  presence  of 
tubercle  bacilli  in  suspected  material.  Its  dis- 
advantage is  the  delay  incident  to  the  develop- 
ment of  the  tuberculous  infection  in  the  test  ani- 
mal, but  if  more  than  one  animal  is  inoculated 
one  may  be  sacrificed  at  the  end  of  two  or  three 
weeks  and  early  evidence  of  infection  thus  ob- 
tained. The  suspected  material  may  be  sedi- 
mented  or  centrifuged  if  necessary,  or  treated 
with  antiformin  when  other  bacteria  are  pres- 
ent. The  fluid  or  emulsified  sediment  is  then  in- 
jected subcutaneously  into  the  groin. 

V.  Secondary  Organisms. 

Bacteria  other  than  the  tubercle  bacillus  may, 
at  times,  be  responsible  for  an  aggravation  of 
symptoms  in  the  tuberculous,  and  may  also  be 
the  cause  of  lung  infections  requiring  nice  dis- 
crimination in  order  to  distinguish  them  from 
the  tuberculous  process.  In  such  cases  great 
care  must  be  exercised  in  the  collection  and  in 
the  washing  of  the  sputum,  because  the  material 
examined  should  represent  a  morbid  product  of 
the  infected  area  itself,  free  from  contaminating 
mouth  organisms.  An  excellent  method  is  de- 
scribed by  Avery  and  Lyall.  The  continued 
absence  of  tubercle  bacilli  from  sputum  of  pa 
tients  exhibiting  abnormal  symptoms  or  pul- 
monary physical  signs  should  lead  to  a  thorough 
study  of  the  bacterial  flora  present  and  to  a  re- 
examination of  the  patient  in  the  various  pos- 
tures described  by  Garvin.  By  these  means 
bronchiectasis  and  sub-pulmonic  abscesses  may 
be  diagnosed.  In  syphilis  and  malignant  dis- 
ease of  the  lungs  the  bacterial  flora  tells  little  of 
the  true  condition.  There  the  continued  failure 
to  find  tubercle  bacilli  in  the  presence  of  abun- 
dant physical  signs  would  naturally  suggest  the 
employment  of  the  Wassermann  reaction  and  of 
the  x-ray. 

VI.  Serological  Methods. 

The  content  of  agglutinins,  precipitins,  lysins 
and  opsinins  in  the  serum  of  the  tuberculous  is 
either  too  small  or  else  the  antibodies  themselves 
are  too  elusive  to  enable  us  to  use  the  usual  sero- 
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logical  methods  for  diagnosis.  These  immune 
suhstances,  with  proper  technic,  can  be  demon- 
strated, but  when  it  is  remembered  that  the 
immune  mechanism  in  tuberculosis  is  to  a  large 
degree  cellular,  it  is  not  surprising  that  its 
humoral  manifestation  is  slight. 

The  Bordet-Gengou  phenomenon  has  been 
utilized  with  a  variety  of  modifications  for  the 
purpose  of  demonstrating  a  complement-fixing 
antibody  in  the  serum  of  the  tuberculous,  and 
thus  determining  the  presence  and  activity  of  a 
tuberculous  lesion.  The  literature  has  been  re- 
viewed by  Craig,  to  whose  article  may  be  added 
those  by  Petroff  and  Miller.  There  is  no  doubt 
that  the  method  of  complement-fixation,  when 
properly  carried  out,  yields  positive  results  in 
the  majority  of  tuberculous  individuals  tested. 
It  is  far  from  being  the  valuable  diagnostic  aid 
that  the  Wassermann  test  is,  it  tells  little  of  the 
extent  of  the  lesion,  and  it  fails  in  the  prime 
requirement  of  enabling  one  to  distinguish  be- 
tween a  healed  or  inactive  lesion,  and  an  open 
or  active  disease  process. 

It  is  eagerly  to  be  hoped  that  this  method  may 
be  so  perfected  that  it  will  take  its  place  beside 
the  classic  Wassermann  reaction  as  one  of  the 
laboratory's  greatest  contributions  to  clinical 
medicine. 
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THE  PROBLEM  OF  PHYSICAL  SELEC- 
TION APPLIED  TO  LARGE  NUMBERS 
OF  APPLICANTS.* 

By  Andbew  F.  Downing,  M.D.,  Cambridge,  Mass., 

Physical  Examiner,  Massachusetts  Cwil  Service  Com- 
mission; Assistant  Physician  to  Out  Patients,  Bos- 
ton Consumptives'  Hospital;  Late  Examiner 
for  Tuberculosis  and  Cardiovascular  Dis- 
eases, U.  S.  Army,  Dept.  of  the  North- 
east, 

With  our  declaration  of  war  against  Ger- 
many and  the  subsequent  passage  of  the  select- 
ive draft  bill,  a  difficult  problem  of  physical  se- 
lection was  presented  to  the  medical  profession 
of  this  country.  I  speak  of  it  as  difficult  for 
several  reasons.  In  the  first  place,  it  is  not  an 
easy  or  a  pleasant  task,  even  though  it  be  a 
patriotic  one,  to  assume  the  burden  of  sending 
your  patient  or  your  patient's  boy,  your  neigh- 
bor or  your  neighbor's  boy,  your  friend  or  your 
friend's  boy,  into  the  dangers  and  horrors  of 
modern  warfare.  Secondly,  the  possibility  of 
encountering  that  type  of  malingering  which 
skilfully  feigns  a  physical  disability,  or  just  as 
skilfully  exaggerates  some  slight  defect,  makes 
the  work  potential  with  many  trying  problems 
which  require  time  and  calm  judgment  for  their 
solution.  The  insurance  examiner,  or  the  exam- 
iner for  positions  in  the  public  service  has  to  be 
on  his  guard  only  against  that  type  of  malinger- 

#  Read  before  the  Charlestown  Medical  Society,  November  19, 
1917.  also  before  the  Watertown  Medical  Society,  Jan.  9,  1918. 


ing  which  endeavors  to  conceal  physical  defects. 
I  am  speaking  from  an  experience  of  eleven 
years  of  continuous  service  as  a  physical  exam- 
iner of  applicants  for  public  positions,  espe- 
cially for  positions  in  fire  and  police  depart- 
ments, during  which  time  I  have  gained  some 
knowledge  of  the  latter  type. 

I  have  seen  a  padded  wig  worn  to  increase 
the  height ;  soap  made  plastic,  and  chewing  gum, 
worked  in  under  a  thick  head  of  hair ;  and  also, 
for  the  same  purpose,  coin-size  pieces  of  thick 
orthopedic  felt  fastened  to  the  heels  with  adhe- 
sive plaster  and  skilfully  concealed  from  view. 
Very  often  I  have  escaped  a  deluge  of  stomach 
contents,  consisting  of  water,  milk  and  bananas, 
vomited  by  an  applicant  under  weight  just  as 
he  was  about  to  step  upon  the  scales.  The  ar- 
rival of  the  psychological  moment  apparently 
produced  emesis.  Occasionally,  I  have  incurred 
the  displeasure  of  an  applicant  whose  varicose 
veins  refused  to  go  into  seclusion  after  a  course 
of  soaking  in  alum  water  and  a  few  days'  rest 
in  bed  before  the  examination,  with  the  legs 
bandaged  from  toe  to  hip.  It  is  interesting  to 
see  the  confusion  of  the  applicant  who  has 
spent  days  learning  the  eye  test  card  by  heart, 
when  he  is  asked  to  read  backward  the  very 
lines  that  he  has  learned,  or  only  the  letters 
pointed  to  by  my  assistant,  or  an  altogether 
different  set  of  letters. 

But  such  malingering  is  easy  to  detect,  and 
neither  time  nor  thought  is  required  to  make  a 
decision.  The  problem  is  more  complex  when 
you  are  dealing  with  counterfeited  defects,  be- 
cause time  and  keenness  of  judgment  are  neces- 
sary to  reach  a  just  and  accurate  conclusion. 
My  work  is  in  a  field  where  competition  is  sharp 
and  where  men  want  jobs;  that  of  the  draft 
physician  is  in  a  field  where  competition  is  not 
sharp  and  where  men  do  not  want  jobs.  In  his 
field,  physical  defects  have  in  many  cases  be- 
come luxuries,  possessions  to  be  jealously 
guarded;  and  thus,  whereas  my  archives  con- 
tain only  letters  protesting  my  rejections,  the 
archives  of  the  draft  physician  contain  only 
those  protesting  his  selections. 

There  is  a  story  told  of  an  old  gentleman  who, 
while  walking  along  the  esplanade  with  a 
friend,  was  much  disconcerted  by  the  passing 
show  of  women,  young  and  not  young,  fair  and 
otherwise,  whose  short  skirts  displayed  an  over- 
generous  amount  of  shapely  or  unsightly  calves. 
Turning  in  disgust  to  his  friend  he  remarked, 
"Thank  God,  I  flourished  in  the  days  when  legs 
were  a  luxury ! ' '  Like  him,  too,  I  am  thankf  ul 
that  I  began  to  flourish  as  an  examiner  in  the 
days  when  legs,  good  sound  legs,  were  a  luxury. 
The  draft  physician  has  begun  to  flourish  in 
these  modern  short-skirted  days,  when,  forget- 
ful of  the  old  fighting  spirit  of  our  fathers,  too 
many  of  us  were  beginning  to  acquire  a  spir- 
itual as  well  as  a  physical  obesity  which  gener- 
ously passes  over  to  the  other  fellow  our  share 
of  the  job  of  war,  and  transmutes  into  luxuries 
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and  blessings  the  inconveniences  of  unsound 
legs  and  of  other  defects  physical. 

I  do  not  mean  to  assert  that  malingering  is 
the  rule,  or  even  that  it  is  always  an  evidence  of 
dishonesty  or  lack  of  patriotism  among  the  ap- 
plicants. Rather  does  it  seem  to  me  to  have  its 
origin  in  that  instinct  of  domination  or  pug- 
nacity which  in  all  ages  has  made  men  delight 
to  match  their  strength  or  wits  with  one  an- 
other. But  no  matter  what  its  cause  may  be, 
its  presence  cannot  be  denied,  and  therefore  it 
is  unfair  to  criticize  the  draft  physician  who, 
constantly  finding  himself  on  the  horns  of  a 
dilemma,  showed  his  moral  courage  by  risking 
censure  in  reserving  his  judgment,  and  gave,  as 
he  was  told  to  give,  the  benefit  of  the  doubt  to 
the  Government.  He  has  a  right  to  protest 
against  that  criticism  which  was  as  needless  as 
it  was  unethical,  and  as  arrogant  as  it  was  dis- 
courteous. The  medical  board  with  which  final 
decisions  rest  must  necessarily  be  omnipotent. 
Their  decisions,  however,  will  be  less  likely  to 
be  unkind  if  they  will  remember  that  courtesy, 
like  silence,  is  golden;  that  omnipotence  is  not 
synonymous  with  omniscience;  and  that  those 
who  wear  the  insignia  of  military  rank  lose 
nothing  in  honor  or  dignity,  when  they  sweeten 
the  bitterness  of  criticism  with  a  generous  sup- 
ply of  the  milk  of  human  kindness.  Unfortu- 
nately in  our  profession  there  are  too  many  who 
"lack  not  gall  to  make  oppression  bitter." 

Accuracy  in  physical  examination  depends 
primarily  upon  the  examiner's  knowledge  of 
physical  diagnosis  and  also  upon  his  shrewdness 
and  knowledge  of  human  nature.  In  the  prac- 
tice of  clinical  medicine,  the  presumption  of  ill- 
health  is  uppermost ;  in  work  of  this  kind  you 
must  presume  that  the  applicant  is  sound.  In 
the  first  case,  you  start  with  a  known  or  prob- 
ably abnormal ;  in  the  second,  you  start  with  a 
presumptive  normal.  Thus,  the  ordinary  men- 
tal attitude  of  the  physician  is  reversed,  because 
while  a  high  percentage  of  patients  are  diseased, 
a  high  percentage  of  applicants  are  healthy  and 
sound.  He  must  especially  avoid  focussing  his 
attention  on  minor  defects  which  in  no  way  in- 
terfere with  the  efficiency  of  robust  individuals. 
Although  he  is  chosen  for  his  knowledge  of  clin- 
ical medicine,  he  must  not  forget  that  he  is  solv- 
ing an  economic  problem  in  which  broad  vision 
and  mature  judgment  are  demanded.  The  ex- 
aminer, for  example,  who  rejects  for  flat-foot  a 
good  physical  specimen  whose  arches  are  appar- 
ently down  but  functionally  excellent,  and 
passes  a  mouth-breather,  a  poorly  developed 
chest,  or  an  arrested  tuberculous  process,  be- 
cause these  cases  are  sound  from  a  clinical 
standpoint,  has  failed  to  grasp  the  proper  men- 
tal attitude  of  a  physical  examiner.  Further- 
more, the  physician  who  goes  about  this  work 
with  the  spirit  of  a  sleuth,  assuming  that  every 
applicant  is  a  malingerer  until  proven  other- 
wise, lacks  that  human  touch  which  lightens  the 
burdens  of  our  fellows,  and  thus  by  committing 
judicial  suicide,  he  misses  an  opportunity  to 


convert  doubters  to  a  belief  in  the  doctrine  of 
the  square  deal,  and  instead  makes  heretics  of 
many  who  do  believe. 

It  is  not  my  purpose  to  review  the  subject  of 
physical  diagnosis.  I  prefer  to  speak  on  the  prac- 
tical side  and  describe  what,  in  my  judgment,  is 
an  efficient  system  of  physical  examination.  Such 
a  system  must  combine  speed  with  accuracy  and 
eliminate  the  physical  and  mental  wear  and  tear 
caused  by  the  monotony  resulting  from  the  need- 
less repetition  that  accompanies  unsystematic 
work.  I  firmly  believe  that  in  the  examination 
of  large  numbers  of  men,  much  more  inaccuracy 
results  from  the  slowness  due  to  lack  of  organ- 
ization than  from  the  speed  of  systematic  work. 

At  the  outset  I  cannot  emphasize  too  much  the 
value  of  an  able  clerical  assistant  and  a  well  se- 
lected place  of  examination.  The  importance 
of  expert  clerical  assistance  is  absolutely  neces- 
sary, and  as  I  look  back  over  eleven  years 
of  work  in  this  field,  I  cannot  help  paying  a 
tribute  of  appreciation  to  two  assistants,  one  of 
whom  was  my  mainstay  for  seven  years  and  the 
other  for  four.  To  them  I  owe  many  of  the 
suggestions  that  are  recorded  here  and  which 
have  made  a  pleasure  of  a  work  that  was  dis- 
couraging enough  in  the  beginning.  Long  ago, 
the  tailor  discovered  that  his  finished  work  was 
more  satisfactory  when  an  assistant  wrote  down 
his  measurements.  Thus  he  had  an  opportunity 
to  keep  his  attention  focussed  on  his  main  pur- 
pose, the  creation  of  a  product  that  was  a  credit 
to  his  skill.  He  gathered  ideas  as  he  made  his 
measurements,  because  his  mental  processes  were 
not  interrupted.  So  it  is  with  the  examining 
physician.  Distraction  tends  to  make  him  in- 
accurate. Hence  he  should  have  no  clerical  work 
to  do  during  the  actual  examination,  and  there 
should  be  present  in  the  examination  room  prop- 
er only  one  physician,  his  clerk,  and  those  who 
are  being  examined. 

The  examination  headquarters  must  be  chos- 
en with  care  and  should  consist  of  two  large 
rooms,  communicating  or  close  by,  each  at  least 
twenty-five  feet  in  length.  A  table  of  some  kind, 
large  enough  for  an  applicant  to  recline  on 
should  be  part  of  the  equipment.  It  is  a  mis- 
take to  have  the  quarters  crowded  with  phy- 
sicians or  hangers-on.  Confusion  and  delay  re- 
sult from  several  physicians  examining  in  the 
same  room.  No  greater  mistake  can  be  made 
than  to  have  different  physicians  doing  different 
parts  of  the  examination,  or  to  employ  specialists 
in  their  various  fields.  Save  your  specialists  for 
consulting  work  on  your  deferred  or  border- 
line cases,  in  which  their  judgment  is  invaluable. 
The  entire  physical  examination  of  an  applicant 
should  be  done  by  one  man,  who  should  allow 
nothing  to  retard  the  speed  with  which  he  travels 
over  the  shortest  road  that  leads  to  the  accom- 
plishment of  his  task. 

One  of  the  rooms  in  the  examination  suite 
should  be  used  as  a  combined  waiting,  dressing, 
and  writing  room  for  the  applicants  and  placed 
in  charge  of  an  assistant  clerk.      The  other 
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room  should  be  reserved  for  the  actual  work  of 
examining.  By  remaining  in  this  room  until 
the  men  are  ready,  the  examining  physician  will 
avoid  the  many  irritating  and  distracting  argu- 
ments that  result  from  his  mingling  with  the 
applicants.  I  am  assuming  that  an  examiner 
following  my  method  can  do  at  least  fifteen  men 
an  hour.  These  four  physicians,  each  working 
for  two  hours  at  a  stretch  with  the  same  clerk, 
can  complete  one  hundred  twenty  examinations 
a  day.  With  another  examining  room  and  an- 
other clerk,  four  additional  physicians  would 
double  this  output  per  day.  Moreover,  since 
each  examiner  works  only  two  hours  a  day,  he 
will  not  be  greatly  inconvenienced,  or  too  ex- 
hausted to  do  the  same  amount  of  work  the  fol- 
lowing day.  If  twenty  men  an  hour  are  noti- 
fied for  each  examiner  on  duty,  he  will  have, 
allowing  for  absentees,  about  the  number  he  is 
expected  to  examine  per  hour.  If  the  appli- 
cants are  notified  half  an  hour  before  the  ex- 
aminer is  to  begin  his  work,  the  clerks  will  have 
everything  ready  when  he  arrives.  Even  some 
of  this  time  may  be  saved  by  mailing  the  blanks 
to  be  filled  out  some  days  before  the  examina- 
tion, with  the  request  that  they  be  filled  out  as 
directed  and  sworn  to  before  a  justice. 

Five  men  stripped  are  called  into  the  examin- 
er's room  and  asked  to  stand  at  attention.  The 
clerk  arranges  their  papers  in  the  order  in 
which  they  stand.  Incidentally,  I  might  say 
that  in  a  short  time  examiner  and  clerk  will  de- 
velop the  necessary  team  work.  Whatever  notes 
are  necessary  to  make  are  called  out  briefly 
by  the  physician.  When  nothing  is  said  it  is 
understood  that  nothing  abnormal  is  to  be  noted 
by  the  clerk.  I  take  five  men  in  a  group  be- 
cause after  experimenting  with  other  combina- 
tions of  more  or  less  men,  I  found  the  five-men 
group  system  to  be  the  easiest.  Speed  is  not 
the  only  advantage  gained  by  examining  men  in 
groups.  The  opportunity  given  for  comparison 
of  physique  with  physique,  of  chest  with  chest, 
of  feet  with  feet,  is  an  important  asset  to  the 
physician,  inasmuch  as  his  sense  of  perception 
is  sharpened  and  his  decisions  are  arrived  at 
more  quickly  and  with  greater  confidence. 

I  usually  reverse  the  regular  order  of  pro- 
cedure and  begin  with  the  feet,  because,  as  a 
rule,  it  is  more  advantageous  to  conduct  your 
examination  so  that,  when  possible,  the  men 
will  not  know  what  part  of  their  anatomy  is  un- 
der observation.  With  the  examiner  acting  as 
a  leader,  the  men  are  asked  to  put  their  heels 
together  and  toe  out  as  far  as  possible. 
This  brings  the  full  weight  on  the  longitudinal 
arch  of  the  foot,  giving  you  immediately  any 
evidence  of  marked  pronation  if  present.  With 
feet  now  parallel,  they  stand  on  their  toes  and 
maintain  this  attitude  for  some  seconds,  when 
they  go  up  and  down  several  times  in  rapid  suc- 
cession on  their  toes.  By  this  time  you  have 
some  idea  of  how  the  feet  perform  their  func- 
tion. If  you  are  getting  a  large  number  of 
flat-foot  rejections,  you  are  probably  keeping 


out  of  the  service  many  men  whose  feet  would 
soon  meet  all  the  necessary  requirements  after 
a  few  long  hikes  in  the  army  shoe.  The  length 
of  an  examiner's  experience  may  be  judged  by 
the  number  of  his  flat-foot  rejections.  A  large 
percentage  of  flat-foot  rejections  indicates  the 
novice;  a  small  percentage  indicates  the  old- 
timer  who  has  learned  to  appreciate  the  fact 
that  feet  are  not  such  stubborn  children  when 
rescued  from  the  evil  influences  of  cruel  and 
abusive  treatment.  Varicose  veins,  hammer- 
toe, loss  of  great  toe,  webbed  toes,  knock- 
knees,  atrophies,  shortenings,  ulcers,  old  tuber- 
culous hips,  knee-joint  troubles,  and  other  de- 
formities are  quickly  noted  in  seconds  of  time. 
Again,  with  feet  together  and  parallel,  they 
look  up  towards  the  ceiling  with  eyes  closed. 
Since  among  men  of  the  draft  age  the  tabetic 
may  be  present,  the  Romberg  may  help  you,  and 
it  takes  only  a  few  seconds.  Following  this, 
have  them  take  their  positions  at  arms'  length 
apart  and,  with  eyes  closed,  try  to  touch  the 
tips  of  their  forefingers  as  they  swing  their  ex- 
tended arms  forward  on  a  level  with  their 
shoulders.  This  also  may  enable  you  to  dis- 
cover an  unstable  nervous  equilibrium. 

Standing  close  together  again,  they  hold  out 
their  hands  in  front,  palms  up  and  with  arms 
completely  extended.  Missing  fingers,  eczema 
or  syphilis  of  the  palms,  ankylosis  of  elbow  or 
wrist  joints,  and  any  other  deformities  of  the 
hands  or  arms  that  impair  the  usefulness,  or 
spoil  the  symmetry  of  the  man  in  uniform,  are 
discerned.  Next,  the  fingers  are  flexed  and  ex- 
tended several  times  to  test  the  function  of  their 
joints,  and  rotation  of  the  forearm  is  tested  by 
turning  down  the  palm. 

The  arms  are  now  held  straight  above  the 
head  with  the  backs  of  the  hands  together. 
Shoulder-joint  trouble  that  limits  motion,  or  any 
other  condition  that  prevents  the  assuming  of 
this  position  becomes  immediately  apparent. 
Since  this  attitude  tends  to  keep  the  abdominal 
muscles  in  a  state  of  relaxation,  the  order  to 
cough  is  now  given,  and  hernia,  if  present,  is 
noted.  I  do  not  believe  that  it  is  necessary,  as 
a  routine  measure,  to  insert  your  finger  into 
every  canal,  because,  if  you  do,  you  will  fall  into 
the  temptation  of  rejecting  many  dilated  rings. 
A  dilated  ring  is  not  a  hernia.  It  may  be  a 
potential  one,  but  so  is  an  absolutely  closed 
ring.  Varicocele,  hydrocele,  and  undescended 
testicle  are  also  considered  at  this  point.  Vari- 
cocele, unless  marked,  is  not  a  cause  for  rejec- 
tion. When  it  is  marked,  it  is  usually  accom- 
panied by  other  causes  of  rejection,  such  as 
varicose  veins  of  the  legs  and  severe  hemor- 
rhoids. Hydrocele  is  at  least  a  temporary  re- 
jection until  cured  by  a  radical  operation.  Un- 
descended testicle  in  men  of  draft  age  is  usually 
of  no  importance,  unless  the  testicle  is  in  the  can- 
al or  accompanied  by  a  hernia.  Epididymitis  of 
tuberculous  origin  and  orchitis  of  syphilitic  ori- 
gin are  of  course  reasons  for  absolute  rejection ; 
but  in  the  work  of  recruiting,  acute  and  chronic 
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epididymitis  of  gonorrhoeal  origin  ought  not  to 
be  a  reason  for  escaping  service,  and  therefore 
some  provision  ought  to  be  made  to  enable  the 
examining  physician  to  keep  these  cases  under 
observation  until  he  is  satisfied  that  such  appli- 
cants may  be  sent  to  the  cantonment  or  dis- 
charged. When  one  sees  how  willingly  appli- 
cants for  positions  in  civil  life  undergo  the  ex- 
pense and  inconvenience  of  operations  for  hernia, 
undescended  testicle,  hydrocele,  hammer-toe,  and 
other  defects  for  which  operation  is  the  only 
remedy,  he  wonders,  whether  it  would  not  be 
possible,  with  the  cooperation  of  the  civil  hos- 
pitals, to  have  such  cases  receive  whatever  treat- 
ment may  be  necessary  to  make  them  eligible 
for  military  service.  In  the  case  of  varicose 
veins,  you  are  not  so  sure  that  you  will  not  have 
recurrences  after  operation.  In  Massachusetts, 
after  a  careful  consideration  of  much  evidence 
for  and  against,  operated  varicose  veins  are  now 
considered  an  absolute  rejection  in  the  cases  of 
applicants  for  police,  fire,  and  prison  service. 
Abdominal  scars  tell  their  own  story.  Appen- 
dix and  gall-bladder  scars  are  of  no  account,  but 
those  subjects,  under-nourished  and  of  frail 
physique,  presenting  the  sears  of  extensive  ab- 
nominal  operations,  should  be  rejected  as  poor 
risks.  A  marked  hernia  through  an  operative 
scar  should  also  be  rejected. 

Your  five  men  now  execute  an  "about  face." 
Spinal  curvatures,  the  scars  of  empyema  or  kid- 
ney operations  and  other  defects  are  noted  and 
considered  on  their  merits.  Bending  over  for- 
ward they  are  inspected  for  hemorrhoids.  This 
last  request  may  catch  off  his  guard  the  appli- 
cant who  has  come  prepared  to  simulate  the 
symptoms  of  a  rigid  spine.  Facing  the  exam- 
iner again,  they  are  told  in  a  few  words  to  have 
their  chests  at  expiration  when  he  applies  the 
tape  to  measure  the  expansion.  This  process 
ought  not  to  consume  more  than  a  minute  and 
may  take  less.  The  expansion  measurement  is 
important  to  the  examiner,  because  it  warns 
him,  in  those  cases  of  poor  expansion,  to  be  on 
his  guard  for  trouble.  The  psychological  advan- 
tage of  this  system  to  the  examiner  is  well  illus- 
trated here.  Every  man  in  the  group  is  going  to 
try  to  break  the  expansion  record  in  order  to 
display  his  prowess  before  the  others.  As  a 
rule,  even  mature  men  take  an  innocent  pleas- 
ure in  boasting  of  their  wonderful  chest  expan- 
sions ;  thus,  in  the  case  of  these  young  men,  yon 
are  being  gladly  put  in  possesion  of  valuable  ad- 
vance information.  Nothing  tries  your  patience 
so  much  as  the  man  who  has  elected  the  role  of  a 
respiratory  malingerer.  While  you  are  exam- 
ining him,  he  tries  to  keep  alive  on  about  a  mil- 
lionth of  an  inch  expansion.  Of  course  you  can 
beat  him  by  asking  him  to  take  a  run  long 
enough  to  get  him  out  of  breath,  but  this  takes 
time.  A  normal  chest  expansion  ought  to  be 
about  one  tenth  of  the  circumference  at  expira- 
tion. At  least  three  inches  then  are  required 
for  most  adults.  Less  than  two  inches  indicates 
some  possible  trouble,  an  adherent  pleura,  a  tu- 


berculous process,  an  emphysema,  or  chronic 
bronchitis.  A  man  with  a  three-inch  expansion 
ought  to  give  you  a  good  respiratory  note 
through  your  stethoscope.  If  he  doesn't,  he  is 
trying  to  beat  you. 

Postponing  for  the  time  being  the  heart  and 
lung  examination,  we  proceed  to  inspect  the  pu- 
pils with  the  help  of  a  small  flash  light,  which  is 
indispensable  to  an  examining  physician.  Pass- 
ing down  the  line  of  men  from  left  to  right,  we 
try  the  reaction  of  the  pupils,  observing  at  the 
same  time  inequalities,  dilatations,  contractions, 
opacities,  adhesions  of  the  iris,  exophthalmos, 
nystagmus,  strabismus,  and  pathological  condi- 
tions of  the  lids.  At  this  time,  pay  no  atten- 
tion to  anything  suspicious,  but  reserve  your 
judgment  and  your  comments  until  you  are 
testing  the  vision.  Passing  back  along  the  line 
from  right  to  left,  observe  the  mouth  and  throat 
for  missing  teeth,  cleft  palate,  diseased  tonsils, 
high  narrow  palatal  arch,  and  mucous  patches. 
You  may  also  look  for  scars  on  the  tongue,  but 
remember  that  scars  on  the  tongue  are  a  flimsy 
piece  of  evidence  on  which  to  base  a  diagnosis 
of  epilepsy.  The  test  for  nasal  obstruction  is 
simple,  and  the  mouth  breather  of  the  advanced 
type  presents  his  evidence  objectively.  The  ears 
may  be  inspected  for  chronic  discharges,  but  in 
this  work  of  the  draft,  doubtful  cases  should  be 
deferred  for  later  examination  by  a  specialist. 
Don't  waste  time  trying  to  reach  a  decision  on 
problems  the  solution  of  which  will  test  all  the 
skill  of  a  specialist  in  that  particular  field.  Re- 
member that  competence  and  efficiency  are  yours 
if  you  only  recognize  conditions  that  require 
further  investigation. 

We  are  now  ready  for  the  examination  of  the 
heart  and  lungs,  which  to  me  has  always  been 
the  most  difficult  part  of  the  examination,  be- 
cause it  is  in  these  border-line  cases  that  one's 
judgment  is  put  to  the  severest  test.  As  my  col- 
league, Dr.  Cronin,  is  going  to  discuss  this  im- 
portant subject,  I  shall  _speak  only  about  the 
method  of  procedure.  One  constantly  engaged 
in  work  of  this  kind  finds  himself  often  bothered 
with  sore  ears  on  account  of  the  pressure  of  his 
stethoscope.  In  my  early  days  this  was  constant 
and  usually  assumed  the  form  of  a  mild  furun- 
culosis  at  the  outer  ends  of  the  auditory  canals. 
By  taking  care  of  my  ears,  I  managed  to  avoid 
much  discomfort,  but  they  were  always  raw  and 
chafed  when  the  work  was  coming  fast.  I  then 
discovered  that  it  was  due  to  the  sudden  and 
rather  harsh  removal  of  my  stethoscope  every 
time  I  wished  to  percuss  or  talk  with  an  appli- 
cant. Moreover,  T  didn't  know  anything  about 
ear  pieces  then.  I  remember  that  I  used  the 
small  variety  that  fitted  too  far  into  the  canals, 
but  experience  has  taught  me  that  you  can't 
have  your  ear  pieces  too  big.  The  bigger  they 
are,  the  better  you  hear,  and  the  less  they  irri- 
tate your  ears. 

In  the  group  system  of  examining.  I  saw  a  fur- 
ther opportunity  to  save  my  ears — not  to  mention 
the  saving  of  energy  and  time.    Teaching  men 
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to  breathe  properly,  if  you  are  examining  only 
one  at  a  time,  results  in  needless  repetition  and, 
moreover,  it  exhausts  your  store  of  good  nature. 
With  this  scheme  you  teach  five  men  at  once. 
Adjust  your  stethoscope  and  go  over  the  hearts 
and  fronts  and  axillae  of  your  five  men.  Then 
have  them  all  turn  around  and  do  their  backs. 
All  the  while  you  have  not  removed  your  stetho- 
scope.   You  can  carry  on  a  conversation  or  per- 
cuss, with  your  stethoscope  in  your  ears,  and 
you  are  avoiding  sore  ears  by  not  continually 
pulling  out  and  readjusting  your  ear  pieces. 
Following  this  you  can  go  over  your  hearts 
again,  after  you  have  put  your  men  under 
exertion.    Here,  again,  you  save  time  because 
you  are  putting  five  men  instead  of  one  through 
some  vigorous  exercise.    Examine    your  men 
standing  up.    You  can't  sit   down    and  do 
rapid  work.    If  you  can't  stand  up,  intensive 
physical  examining  is  not  for  you.  Although 
the  taking  of  height  and  weight  is  a  simple  mat- 
ter, remember  that  you  may  save  or  lose  much 
time   on  this  alone.    For  work  of  this  kind  the 
so-called  office  scales  are  a  nuisance.    The  plat- 
form is  too  small;  the  beam  is  graduated  for 
only  five  or  ten  pounds ;  there  is  a  confusion  of 
small  weights ;  your  measuring  rod  fits  either  too 
loosely  or  too  tightly  into  its  jacket;  and  you 
can't  read  the  height  until  your  applicant  steps 
off  the  scales.    If  the  rod  is  loose,  it  usually  slips 
down  and  you  have  to  reneat  the  process.  Of 
ten,  on  account  of  the  small  size  of  the  platform, 
a  tall  man  finds  it  difficult  to  maintain  his  equi- 
librium and  puts  your  platform  attachments  out 
of  commission.    If  you  happen  to  have  a  sepa- 
rate measuring  stick,  either  fixed  to  the  wall,  or 
set  up  on  a  small  box,  don't  have  it  fifteen  or 
twenty  feet  away  from  your  scales.    For  this 
work,  the  most  efficient  measuring  stick  is  one 
that  comes  in  two  sections  and  has  a  fitted  joint. 
The  only  objection  to  this  stick  is  that  it  is 
slightly  inaccurate  on  account  of  the  difficulty  of 
holding  it  exactly  perpendicular  to  the  floor. 
Since  in  this  work  of  the  draft  the  accuracy  re- 
quired in  measuring  police  applicants  is  not  re- 
quired, this  error  may  be  entirely  ignored.  By 
adding  a  quarter  of  an  inch  to  the  measurement 
of  each  applicant,  the  error  will  be  offset.  In 
other  words,  with  any  stick  that  is  not  set  per- 
manently perpendicular  to  a  horizontal  plat- 
form, your  measurement  will  be  under  and  never 
over  the  exact  height. 

Don't  weigh  and  measure  each  man  individ- 
ually. Measure  your  men  first,  then  weigh 
them.  It  saves  time  because  it  is  good  psycholo- 
gy. Have  your  men  turn  their  backs  and  pass 
down  behind  them  with  your  rod.  Less  than 
ten  seconds  will  suffice  to  get  the  heights  of  all. 
For  weighing,  I  prefer  the  heavy  scales  used  in 
business  houses.  Its  beam  is  graduated  up  to 
fifty  pounds,  and  with  the  one-hundred  pound 
weight  on,  you  have  no  changing  of  weights  or 
problems  of  addition  to  bother  you,  as  it  is  nec- 
essary to  change  your  weight  only  when  a  man 


weighing  over  150  or  200  lbs.  comes  along.  The 
only  objection  to  these  scales  is  that  you  must 
stoop  to  read  them.  This  is  avoided  by  the  use 
of  a  chair. 

All  this  sounds  trivial  and  elementary,  but  let 
me  say  that  if  a  man  wants  to  get  an  idea  of 
monotony  let  him  take  the  heights  and  weights 
of  fifty  men  on  an  office  scales,  taking  the  height 
and  weight  of  each  man  before  passing  on  to  the 
next.  I'll  venture  to  say  that  he  can't  do  it  in 
less  than  twenty  or  twenty-five  minutes,  whereas 
it  ought  not  to  use  up  ten  minutes  by  the  method 
I  have  described.  Lante  has  pictured  no  more 
dreadful  fate  than  to  be  condemned  for  eterni- 
ty to  take  the  heights  and  weights  of  your  asso- 
ciates in  the  hereafter  on  an  office  scales  the 
measuring  rod  of  which  slips  down  before  you 
can  take  your  reading.  1  cannot  emphasize  too 
much  that  it  is  in  the  apparently  simple*  parts 
of  the  examination  that  m^ch  time  is  lost.  Let 
no  examiner  deceive  himself  that  he  is  thorough 
because  he  is  slow.  His  slowness  is  due  to  con- 
fusion, laziness,  or  slow  mental  processes  that 
prevent  his  arriving  at  quick  decisions. 

Vision  and  hearing  remain  to  be  tested.  As 
a  matter  of  fact  you  have  already  noted  those 
with  defective  hearing  while  giving  your  orders 
for  the  various  positions  that  you  ask  the  men 
to  assume.  Thus  you  are  fairly  sure  of  the  man 
who  tries  malingering.  Keeping  your  men  in  a 
row  with  their  backs  to  your  assistant  twenty 
feet  away,  have  him  repeat  some  short  expres- 
sion while  you  pass  down  behind  the  applicants, 
closing  firmly  each  meatus. 

The  standard  of  vision  required  for  drafted 
men  is  not  high,  20.40  with  one  eye,  and  20.100 
with  the  other.  With  your  men  twenty  feet 
from  the  card,  all  but  one  with  their  backs  tow- 
ards it,  begin  with  the  twenty-foot  line.  Test 
the  right  eye  first  and  then  the  left.  This  is 
rather  for  the  convenience  of  your  assistant 
than  for  expediting  the  work.  Cover  .one  eye 
with  a  card  and  avoid  pressure.  I  always  have 
my  assistant  point  to  the  letters  that  are  to  be 
read.  The  letters  on  the  20  ft.  line  of  the  regu- 
lar test  card  are  usually  APEORFDZ.  The 
man  with  normal  vision  will  of  course  read  them 
correctly.  The  slightly  astigmatic  man  may 
miss  one  or  two  but  may  be  safely  passed  as  hav- 
ing practically  normal  vision.  If  a  man  calls  P, 
F ;  O,  C ;  R,  K ;  or  Z,  E ;  he  is  not  trying  to  ma- 
linger. He  is  astigmatic  and  in  nearly  every 
case  will  fulfill  the  minimum  reqxiirements.  Re- 
member that  the  astigmatic  man  who  is  not  my- 
opic will,  as  I  have  pointed  out  above,  call  the 
letters  by  something  that  proves  him  to  be  nei- 
ther a  guesser  nor  a  malingerer.  For  instance  he 
will  always  call  A,  A.  He  may  call  the  "P"  an 
"F,"  but  you  can  readily  see  that  there  is  a  re- 
semblance between  these  two  letters.  On  the 
other  hand,  if  you  have  an  applicant  who  calls 
the  letters  in  the  20  ft.  line  by  something  that 
they  do  not  resemble,  he  is  either  myopic — in 
which  case  he  ought  to  be  able  to  produce 
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glasses — or  he  is  malingering.  If  when  you  try 
this  same  applicant  on  a  100  ft.  and  40  ft.  lines, 
you  discover  that  he  can  read  neither  one  of 
these,  there  is  no  doubt — assuming  that  he  is  a 
man  with  education  enough  to  read  his  news- 
paper— that  he  is  a  malingerer,  if  he  cannot 
produce  his  glasses.  In  work  of  this  kind  you 
usually  fix  your  minimum  standard  against 
admitting  to  the  service  those  who  are  short- 
sighted. Your  long-sighted  man  or  your  mod- 
erately astigmatic  man  is  very  seldom  ruled 
out  by  the  low  standard  required  for  men 
in  the  draft.  Therefore  a  slight  knowledge  of 
how  the  astigmatic  man's  vision  reacts  to  the 
20  ft.  line  will  enable  you,  by  the  process  of 
elimination,  to  recognize  the  myopic  or  the  ma- 
lingerer. To  differentiate  between  these  is,  as  I 
have  said,  not  easy  unless  the  myopic  man  can 
provehis  honesty  by  showing  his  concave  glass- 
es. If  a  man  says  he  is  blind  in  one  eye  and 
there  is  no  scar  or  opacity  to  account  for  it,  try 
the  light  reflex.  Blindness  in  one  eye  abolishes 
the  direct  reflex  in  this  eye  but  the  consensual 
reflex  is  preserved ;  i.  e.,  while  the  pupil  of  the 
blind  eye  does  not  react  to  direct  stimulus,  that 
of  the  good  eye  indirectly  reacts  when  the  blind 
eye  is  directly  stimulated.  However,  no  time 
should  be  wasted  on  doubtful  eye  cases;  and, 
moreover,  no  physician  should  do  an  applicant 
the  injustice  of  accusing  him  of  malingering'  un- 
til he  has  been  looked  over  later  by  a  consulting 
board  of  eye  specialists  and  proved  to  be  one. 

When  a  man  is  rejected  for  any  cause,  it  is 
a  waste  of  time  to  have  a  second  physician  re- 
peat the  whole  physical  examination.  Rejected 
and  doubtful  cases  should  be  called  in  again  at 
a  time  set  apart  for  consultation  work,  and  be 
considered  merely  from  the  standpoint  of  the 
actual  or  doubtful  physical  defect.  The  syphi- 
litic and  the  epileptic  will  very  often  be  passed, 
and  indeed  it  is  useless  for  any  one  to  maintain 
that  with  the  ordinary  routine  of  physical  ex- 
amination which  is  followed  today,  the  passing 
of  such  cases  is  an  evidence  of  carelessness  or  in- 
competence. 

Such  is  the  outline  of  a  system  that  has  been 
gradually  evolved  from  a  long  experience.  I 
give  it  to  you  for  what  it  is  worth.  It  is  not 
complex  though  it  may  appear  to  be  in  the  tell- 
ing. It  is.  in  a  word,  the  simple  cooperation  of 
trained  medical  men  with  trained  clerical  as- 
sistants. Fifteen  men  an  hour  mean  four  mi- 
nutes to  a  man,  a  saving  of  six  minutes  per  man 
against  a  system  in  which  ten  minutes  are  spent 
on  one  examination.  For  every  one-hundred 
men  examined,  six  hundred  minutes  or  ten  hours 
are  saved,  in  which  time  many  more  men  can  be 
examined,  many  rejections  verified,  and  many 
doubtful  cases  decided.  I  have  made  some  sug- 
gestions that  may  not  be  possible  to  follow  in 
examining  men  for  the  draft.  I  know  that 
speed  is  criticized  and  T  know,  too,  that  many  so- 
called  lung  specialists  are  shocked  at  the  idea  of 
any  one  examining  the  lungs  alone  in  less  than 
half  an  hour.  Ts  it  any  wonder  that  efficiency  ex- 


perts think  us  to  be  most  inefficient  as  a  body, 
especially  in  the  matter  of  time-saving,  and  is 
it  any  wonder  that  to  a  layman  was  assigned 
the  task  in  this  present  war  of  introducing  some 
time-saving  efficiency  methods  into  the  very  op- 
erating rooms  of  our  hospitals? 

War,  always  prodigal  of  men  and  their  opin- 
ions, but  ever  jealously  conserving  and  abso- 
lutely controlling  their  arts,  and  crafts,  and 
sciences,  always  impatient  of  the  old,  the  slug- 
gish, and  the  nonessential,  but  ever  demanding 
the  new,  the  nimble,  and  only  the  naked  essen- 
tial, pays  but  little  heed  to  Chauvinistic  opinion 
or  jarring  criticism.  If  you  can't  applaud, 
don't  snarl;  if  you  can't  add,  don't  subtract;  if 
you  can't  multiply,  don't  divide;  if  you  can't 
raise  a  quality  to  the  nth  power,  don't  lower  it 
to  the  nth.  root.  If  you  have  a  liking  for  math- 
ematics, here  is  a  definite  problem  of  practical 
importance.  If  each  draft  physician  spends  one 
half-hour  examining  the  lungs  of  each  appli- 
cant, how  long  will  it  take  the  United  States,  to 
raise  an  army  of  3,000,000  men? 

Because  dire  necessity  has  never  demanded 
that  in  the  clinic  activity  be  substituted  for  in- 
ertia, or  the  sprint  for  the  dog  trot,  it  does  not 
follow  that  nimble  efficiency  has  not  been  long 
knocking  at  the  door.  In  this  supreme  national 
crisis,  nimble  efficiency  ivill  not  and  cannot  be 
denied,  for  on  every  side  the  call  is  for  speed 
and  accuracy,  energy  and  quick  decision.  To 
War,  the  medical  stand-patter  loudly  protesting 
against  methods  that  are  not  only  progressive, 
but  absolutely  necessary,  is  but  the  sepulchral 
voice  of  one  puttering  in  a  clinic,  and  unwit- 
tingly burlesquing  that  old  mythological  tale  of 
lightning  defied,  under  the  delusion  that  he  is 
Ajax  Aesculapius.  War  only  laughs  at  him,  "as 
the  sea  laughs  at  palsy  for  its  billows,"  because 
before  he  blows  the  assembly  call,  it  has  already 
been  decreed  in  the  words  of  the  old  proverb, 
that  in  his  service,  for  medicine,  as  well  as  for 
industry,  commerce,  finance,  and  statesmanship, 
the  race  is  to  the  swift  and  the  battle  to  the 
strong. 


RE-EDUCATING-    GERMAN    WAR  CRIP- 
PLES AT  DuSSELDORF. 
By  Douglas  C.  McMuetrie,  New  York  City. 

Director,  Red  Cross  Institute  for  Crippled  and  Dis- 
abled Men;  President,  Federation  of  Associations 
for  Cripples;  Editor,  "American  Journal  of 
Care  of  Cripples." 

Although  there  is  considerable  public  opin- 
ion in  Germany  favoring  provision  for  the  re- 
habilitation of  disabled  soldiers  at  the  expense 
and  under  the  direction  of  the  imperial  govern- 
ment, the  work  up  to  the  present  time  has  been 
done  under  auspices  more  or  less  local.  The 
reconstruction  institutions  have  usually  been 
organized    and    operated    through    the  co- 
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operation  of  state  authorities,  municipal  ad- 
ministrations, and  private  charitable  societies. 

One  of  the  most  interesting  examples  of  a  re- 
educational  institute  established  under  such 
joint  auspices  is  the  Verwundetenschule  at 
Diisseldorf,  the  work  of  which  has  been  very 
fully  described  in  a  recent  report.  .  At  this 
school  the  disabled  soldiers  are  given  the  spe- 
cial industrial  training  required  to  enable  them 
to  return  to  a  status  of  independence  and  self- 
support. 

Diisseldorf  is  a  hospital  center  for  the  Rhine 
Province.  Fifty  hospitals  are  located  there. 
War  relief  is  in  the  hands  of  the  Headquarters 
for  Voluntary  Relief,  a  society  amalgamating 
the  interests  of  the  local  Red  Cross,  the  Pa- 
triotic "Women's  League  and  the  city  adminis- 
tration. Soon  after  the  war  began,  a  depart- 
ment was  formed  for  vocational  advice  and 
training  for  men  wounded  in  the  war.  The 
first  plans  of  this  bureau  took  body  in  one  of 
the  city's  school  buildings,  where  in  February, 
1915,  some  twenty  general  educational  courses 
were  offered  to  men  able  to  attend  school  for 
a  few  hours  a  day. 

The  idea  was  that  these  courses  in  German, 
penmanship,  spelling,  mathematics,  civics,  book- 
keeping, and  other  immediately  practical  sub- 
jects, would  give  the  convalescents  a  chance  to 
improve  themselves  and  at  the  same  time  would 
give  the  vocational  guidance  committee  a  line 
on  each  man's  capacity  for  work  when  the 
time  came  later  to  train  him  for  a  trade.  The 
teachers  were  from  the  industrial  and  com- 
mercial secondary  schools  of  Diisseldorf  and  had 
their  salaries  paid  from  the  city  budget.  Spe- 
cial teachers  were  secured  from  among  the  pa- 
tients in  hospitals  or,  for  this  purpose,  were 
released  from  military  service  by  the  authori- 
ties. Through  cooperation  of  the  provincial 
government,  the  city,  and  the  Headquarters  for 
Voluntary  Relief,  the  school  was  established 
in  suitable  buildings,  a  new  building  for 
workshops  was  erected  and  equipped  with  ma- 
chinery and  tools,  technical  courses  for  many 
trades  were  instituted,  and  provision  made  for 
the  maintenance  of  the  pupils. 

Where  necessary,  an  allowance  is  paid  to  the 
cripple's  dependent  family  until  he  is  once  more 
earning  wages.  And  it  must  be  remembered 
that  even  when  that  time  comes  he  still  receives 
his  pension  as  a  disabled  soldier.  The  pay  he 
may  come  to  earn  does  not  change  the  amount 
of  his  pension,  which  is  determined  by  the  seri- 
ousness of  his  disability.  Neither  is  the  fact 
that  he  is  receiving  a  pension  permitted  to  in- 
fluence an  employer  to  underpay  him.  It  is 
the  business  of  the  employment  committee  to  see 
that  war  cripples  are  paid  just  what  they  earn 
— no  more,  no  less. 

The  work  of  the  vocational  guidance  commit- 
tee, particularly  of  those  members  who  act  as 
friendly  advisers  to  the  wounded  men,  is  of 
primary  importance.    They  come  into  contact 


with  the  convalescent  just  at  the  time  when  dis- 
couragement registers  highest  and  ambition  low- 
est. The  one-armed  man  who  was  once  a  car- 
penter or  a  stone-mason  is  sure  tnat  he  can  never 
again  do  physical  labor.  He  is  thinking  vaguely 
of  a  civil  service  job,  or,  failing  that,  of  some 
ill-paid,  sedentary  occupation  which  takes  no 
skill.  Or  perhaps  he  is  thinking  only  of  his 
pension.  Sometimes  he  is  a  victim  of  the  new 
war  disease  "work-sickness,"  a  genuine  weak- 
ness of  the  will  as  regards  labor. 

The  vocational  adviser  starts  a  course  of  will- 
training  by  making  friends  with  the  patient 
and  persuading  him  to  talk  of  his  past  life  and 
of  such  plans  as  he  may  have  thought  of  for 
the  future.  Where  he  was  a  tradeworker  he 
can  usually  be  interested  afresh  in  his  trade.  A 
man  who  has  given  up  all  idea  of  ever  working 
again  as  a  machinist  cheers  up  considerably 
upon  learning  that  by  taking  a  course  in  me- 
chanical engineering  at  the  V erwundetenschule 
he  can  step  into  his  old  shop  as  foreman.  And 
if  formerly  the  cripple  was  an  unskilled  laborer 
he  may  get  a  new  grip  on  ambition  on  being 
convinced  that  the  wages  and  happier  interests 
of  a  craftsman  are  within  reach.  Attendance 
at  the  school  is  wholly  voluntary  and  so  is  the 
choice  of  future  occupation,  but  the  vocational 
advisers  try  to  get  each  man  to  make  use  of  his 
former  experience  rather  than  to  turn  unneces- 
sarily to  a  strange  field. 

Courses  are  given  for  metal  workers,  mechani- 
cal engineers,  telegraphers,  electricians,  carpen- 
ters, cabinet-makers  and  wood-workers,  workers 
in  the  building  trades,  locksmiths,  sculptors, 
stone-cutters,  paper-hangers  and  plasterers, 
printers,  photographers  and  etchers,  bookbind- 
ers, cardboard  and  leather  workers,  dental  me- 
chanics, farmers,  minor  government  employees, 
stenographers  and  office  workers.  The  trades- 
courses  prepare  for  the  master- workers'  ex- 
aminations which  can  be  taken  at  the  Diisseldorf 
Board  of  Trade.  Time  spent  at  the  school  counts 
as  time  spent  as  a  journeyman's  apprentice. 
Examination  fees  have  been  waived  for  war 
cripples.  Also,  instead  of  offering  a  pretentious 
sample  of  work  as  a  "masterpiece,"  the  would- 
be  master  worker  simply  has  to  prove  to  his  ex- 
aminers that  he  can  do  what  has  to  be  done  by  a 
first-class  workman  of  his  trade.  The  Board  of 
Trade  has  provided  for  a  special  tradeworkers' 
course  in  preparation  for  the  examinations. 

It  is  wonderful,  according  to  the  directors  of 
the  school,  in  how  short  a  time  an  almost  help- 
less man  can  become  efficient.  A  course  of  five 
weeks  in  hand-training  can  give  him  a  hand- 
writing which  is  said  to  be  free  and  character- 
istic. He  learns  to  do  things  for  himself  with- 
out help :  to  dress,  shave  and  feed  himself,  to 
swim,  bowl  and  put  the  shot,  to  handle  a  type- 
writer and  to  use  tools  with  which  he  is  familiar. 
From  eiffht  to  ten  weeks'  training  in  the  ma- 
chine shops  makes  him  ready  for  employment, 
running-  one  of  the  highly  specialized  machines 
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of  modern  industry.  Dr.  Karl  Gotter,  the 
school's  director,  holds  that  in  the  time  required 
for  a  cripple's  wound  to  heal  he  can  attain  the 
normal  workman's  maximum  output  of  labor. 

In  the  hand-training  course,  one-armed  men 
are  taught  by  one-armed  men.  By  the  use  of 
special  drawing-boards  and  instruments,  crip- 
pled pupils  can  compete  with  normal  draftsmen. 
Emphasis  is  laid  on  sports  and  especially  on 
swimming.  One  pupil  recovered  the  use  of  a 
paralyzed  lower  arm  by  three  months'  practice 
in  the  water. 

Men  of  the  technical  courses  for  the  building 
trades  were  able  to  do  all  the  construction  work 
on  a  seven-thousand-dollar  building  for  the 
school's  workshops,  as  well  as  on  a  set  of  model 
three-room  apartments  erected  and  fitted  for 
practice.  This  course  fits  men  to  be  building 
carpenters,  if  they  are  physically  able ;  or  to  be 
draftsmen,  foremen  or  supervisors  of  roads, 
streets  or  waterways.  Architectural  drafting 
and  building  practice  go  hand  in  hand.  The 
building  is  done  from  working  drawings  of 
ground-plan,  section  and  superstructure.  The 
class  has  instruction  and  practice  in  joining, 
floor-laying,  simple  plastering  and  timber-fram- 
ing, and  in  the  construction  of  panelled  walls, 
gutters,  waste  pipes,  doors  and  windows.  At 
the  time  of  the  first  year's  report,  five  students 
had  passed  their  examinations  as  master  work- 
ers, seventeen  others  were  being  prepared  for 
the  next  examinations  and  five  men  were  intend- 
ing to  go  on  for  more  advanced  work  to  a  regu- 
lar school  of  building  construction. 

The  work  of  the  mechanic  is  so  varied  that 
no  matter  what  a  man's  injury  he  can  be  fitted 
in  somewhere.  If  he  can  no  longer  be  used  in 
the  shop  he  can  be  trained  as  a  supervisor  or 
can  make  use  of  previous  experience  in  one  of 
the  administrative  departments.  Many  injured 
metal-workers  take  up  their  trade  as  drafts- 
men. The  courses  in  mechanics,  physics,  elec- 
trical engineering,  and  drafting  prepare  for 
these  positions,  and  the  machine-shop  gives  him 
practice  which  it  would  be  hard  for  a  cripple  to 
obtain  in  a  factory. 

The  mechanical  workshop  of  the  school  has 
become  self-supportng.  It  fills  orders  and  the 
pupils  are  paid  a  small  wage.  Pulleys,  belt- 
wheels,  bolts,  machine-parts,  and  screws  and 
nuts  of  all  kinds  are  some  of  the  many  things 
furnished  to  Rhenish  machine  factories.  The 
workers  in  this  department  are  mostly  men 
with  stiff  or  paralyzed  arms  or  with  leg  injuries. 
Men  with  stiff  or  shortened  legs  can  work  well 
at  the  turning  lathes,  although  until  their 
wounds  heal,  they  have  to  take  time  off  for  rest. 
A  limp  arm  is  made  more  supple  by  filing  work. 
After  patient  practice,  a  man  who  has  lost  all 
but  the  thumb  and  little  finger  of  one  hand  was 
able  adequately  to  grasp  with  it. 

Tt  is  not  hard  to  place  the  wounded  soldier 
who  was  formerly  a  printer  or  photographer.  Tn 
the  classes  for  men  of  the  graphic  trades  are 


type-setters,  compositors  and  lithographic  print- 
ers, proof-readers,  poster  artists  and  teachers  of 
book-decoration.  Some  of  these,  after  curative 
exercises  have  found  that  they  could  go  on  with 
what  they  were  doing  before  the  war.  A  type- 
setter whose  hand  had  been  badly  mutilated  so 
that  he  could  not  hold  his  tools,  after  three 
months  of  hand-training  could  make  his  stiffened 
fingers  do  nearly  all  the  work  they  had  done 
when  perfectly  flexible.  Two  printer's  assistants 
were  advanced  in  their  earning  ability  by  theo- 
retical courses.  A  compositor  with  a  crushed 
hand  has  been  trained  as  a  proof-reader  and  now 
has  a  good  position.  Two  other  compositors 
were  made  ready  to  pass  their  master  workers' 
examinations.  A  photographer  was  prepared  to 
make  both  line  and  half-tone  plates. 

The  upholstering  and  paper-hanging  trade  is 
one  of  the  few  which  has  not  become  a  machine 
trade.  For  this  reason  it  is  the  harder  to  ad- 
just crippled  workers  to  its  requirements.  One 
man  must  usually  do  many  kinds  of  work, 
necessitating  many  and  varying  motions.  How- 
ever, in  Germany  the  paper-hangers'  union  has 
passed  resolutions  accepting  the  responsibility 
of  finding  work  for  members  now  war  eriimles. 
Employment  in  large  concerns  where  it  is  possi- 
ble for  a  man  to  keep  at  some  one  process  is  a 
solution  for  some  cases.  Others  are  trained  for 
positions  as  foremen,  estimators  and  office-work- 
ers. Mattress-makinsr  is  another  possible  occn- 
nation.  although  to  do  this  a  man  should  bp  able 
to  work  in  both  sitting  and  standing  positions. 

The  crippled  painter  and  whitewasher  need 
not  feel  that  he  is  debarred  from  ladders  and 
scaffolds.  Skill  in  the  use  of  prostheses  will 
give  some  men  almost  as  much  freedom  of  move- 
ment as  before.  Where  he  must  look  for  some 
less  active  livelihood  he  has  a  choice  of  several 
profitable  lines.  If  he  has  decorative  taste  the 
Dusseldorf  school  prepares  him  for  sign  paint- 
ing, to  do  stencil  work,  or  to  make  drawings  for 
painters'  firms  or  pattern  factories.  If  he  has 
no  special  talent,  he  can  be  placed  in  a  wagon 
factory,  furniture  factory  or  metal-ware  factory 
to  do  painting,  varnishing,  grinding  or  leather- 
scraping.  In  large  plants  the  men  will  have 
work  all  the  year,  escaping  those  months  of  un- 
employment which  are  serious  drawbacks  of 
the  trade.  Men  with  internal  injuries,  after 
taking  a  course  in  bookkeeping,  can  find  posi- 
tions as  stock  managers,  using  all  their  previous 
knowledge  of  painting  and  plastering.  The 
school's  business  is  to  fit  a  man  to  make  just 
such  transitions,  often  training  him  to  fill  a 
place  which  has  already  been  offered  him  by  his 
old  employer. 

The  course  for  stone-cutters,  sculptors,  wood- 
carvers  and  marble-workers  welcomes  men  who 
have  had  no  previous  experience  but  whose  in- 
clination leads  them  to  try  this  kind  of  work. 
Thev  can  be  trained  as  assistants  and  can  be 
nlaeed  according  to  their  injury  in  some  one  of 
the  branches  of  the  industry.  Stone-workers 
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who  can  no  longer  work  in  a  standing  position 
can  be  trained  to  cut  inscriptions.  Men  with 
internal  injuries  or  with  nervous  troubles  which 
prevent  them  from  working  in  a  confusing  place 
can  find  quiet  occupation  at  wood-carving.  Men 
who  cannot  do  heavy  work  are  taught  to  con- 
struct small  models,  to  do  plaster-cutting  and  to 
make  small  casts.  As  in  other  trades,  the  man 
with  some  natural  ability  for  drawing  is  the 
more  easily  turned  to  profitable  work.  One 
man  who  had  lost  his  right  thumb  learned 
pottery  work,  firing,  the  painting  of  stone  vases, 
and  glazing.  After  his  discharge  from  military 
service,  he  expected  to  go  to  a  school  for  ceramic 
arts.  An  art  locksmith  who  had  been  shot  in 
the  shoulders  and  for  a  long  time  was  helpless, 
learned  to  design  arts  and  crafts  metal  work  and 
hoped  to  be  able  to  execute  his  designs  in  the 
shop.  There  he  would  be  taught  chiseling,  chased 
work  and  the  coloring  of  metals.  The  workshop 
in  this  course  fills  commercial  orders,  and  the 
students  are  paid  for  their  labor. 

Experience  in  training  wounded  woodworkers 
for  positions  shows  that  it  will  be  possible  to 
place  practically  every  student.  One-armed 
men  or  men  with  paralyzed  arms  and  hands  can 
be  used  as  polishers  and  stainers  or  can  be  pre- 
pared for  places  as  draftsmen,  designers,  fore- 
men, or  clerical  workers  for  a  workshop.  One- 
legged  men  can  work  at  the  joining  bench  or  at 
machine-woodworking.  It  has  been  found  that 
the  injured  and  paralyzed  limbs  are  soon  bene- 
fited by  a  carefully  increasing  routine  of  labor. 
The  workshop  and  machine-shop  of  this  depart- 
ment are  equipped  with  the  newest  machinery 
and  tools,  the  machines  having  individual  motor 
drive.  Twenty-four  men  in  the  first  year  passed 
their  master's  examination  as  furniture  carpen- 
ters and  cabinet-makers. 

Wounded  soldiers  who  have  had  experience  on 
railroads  or  in  the  postal  or  telegraph  service  are 
usually  taught  telegraphy,  along  with  the  com- 
positions, arithmetic  and  geography  that  an  op- 
erator needs  to  make  him  efficient.  And  while 
a  man  is  learning  the  practical  technic  of  op- 
erating, he  is  also  studying  the  theory  of  elec- 
tricity and  electro-magnetism  and  familiarizing 
himself  with  batteries,  circuits  and  the  nature 
of  the  Morse  instrument.  The  students  learn  to 
set  up  the  elements,  to  connect  them  in  the  cir- 
cuit, to  connect  the  batteries  with  the  apparatus, 
install  wires  between  two  stations  and  to  locate 
the  trouble  when  the  wires  are  out  of  order.  In 
preparation  for  using  the  instruments  the  men 
are  given  hand  exercises  on  detached  keys.  The 
school  has  seven  sets  of  instruments  and  two 
students  work  at  each,  one  sending  and  one  re- 
ceiving. After  hand-training,  a  left-handed  man 
can  equal  in  skill  the  right-handed  operator.  Of- 
ten, too,  a  cripple  can  learn  to  telegraph  per- 
fectly with  a  crippled  hand,  which  grows  more 
and  more  flexible  with  use. 

In  the  course  for  electricians,  unskilled  work- 
men are  trained  for  such  handy-man  jobs  as 


switchboard  operating  and  armature  winding, 
while  men  with  experience  in  electrical  work  or 
as  skilled  trade-workers  in  related  occupations 
are  trained  to  do  installation  and  repairing.  The 
work  is  subdivided  according  to  the  pupil's 
choice  of  occupation.  The  course  conforms  to 
the  requirements  of  the  German  Electricians' 
Association  and  a  study  is  made  of  the  most  im- 
portant union  rules.  The  set  of  three-room  model 
apartments,  built  by  the  students  of  the  build- 
ing-trade courses,  is  used  for  practice  in  instal- 
lation. Some  of  these  rooms  have  been  plastered 
and  papered  by  the  students  of  those  courses, 
and  others  have  been  kept  in  the  stage  of  struc- 
ture-frames only.  Each  apartment  is  equipped 
with  a  meter  and  a  steel  armored  conduit.  After 
testing  for  insulation-resistance,  the  student- 
electricians  tear  down  what  they  have  done  and 
do  it  all  over  again. 

On  account  of  the  scarcity  of  petroleum  small 
towns  in  Germany  feel  it  a  patriotic  duty  to 
have  electric  lighting.  For  this  reason  special 
attention  is  paid  at  Diisseldorf  to  training  men 
to  do  wiring  in  the  small  communities.  There 
has  been  such  a  demand  for  workers  in  indus- 
trial plants,  as  switchboard  operators  and  ar- 
mature winders,  that  wounded  soldiers  from 
other  provinces  have  been  sent  to  Diisseldorf  for 
the  training.  The  school  now  has  a  large 
switchboard  in  connection  with  direct  and  alter- 
nating current  generators  and  a  storage  battery. 
The  student  learning  to  operate  this  at  first 
works  from  a  simple  sketch  of  a  switchboard, 
setting  up  the  connection  between  a  motor, 
starting-switch,  and  speed  regulator,  changing 
the  direction  of  current  flow,  and  so  on  through 
the  other  processes.  He  learns  to  regulate  re- 
sistance at  the  main  switchboard,  and  soon 
comes  to  know  something  about  the  current  flow 
from  following  the  diagram  of  the  plant  tacked 
up  over  his  head. 

"Without  some  theoretical  training,  the  war 
cripple  easily  becomes  confused  by  the  com- 
plexity of  switches  and  instruments  in  a  central 
station.  It  is  harder  for  him  to  concentrate  be- 
cause of  all  the  bewildering  war  experiences  he 
has  gone  through. 

The  first  students  in  meter-testing  were  sent 
to  the  school  by  firms  who  meant  to  employ  them 
after  training.  And  now  on  completion  of  the 
school  course,  when  employment  has  been  found 
for  a  man  at  a  testing-station,  an  arrangement 
is  often  made  for  him  to  take  a  practical  course 
in  the  shops  of  a  meter  factory.  These  firms 
have  given  apparatus  to  the  school  and  co- 
operate with  it  in  every  way. 

The  training  of  armature-winders  was  also 
started  bv  Diisseldorf  employers  who  needed  men 
and  applied  as  a  last  resort  to  the  employment 
service  of  the  Headquarters  for  Voluntary  Re- 
lief. The  school  at  once  began  to  train  a  small 
erroup  of  men.  After  a  grounding  in  theory, 
which  includes  a.  study  of  the  dynamo,  the  motor, 
and  the  construction  of  the  armature,  the  class 
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makes  sketches  of  the  fundamental  armature 
windings.  Preliminary  exercise  in  winding  is 
given  on  an  apparatus  made  in  the  carpentry 
shop.  Much  of  the  apparatus  used  in  putting 
together  the  armatures  is  constructed  by  the 
learners  themselves.  Fourteen  different  types 
of  motors  have  been  repaired  and  wound  for 
local  motor-shops  by  the  class.  Starters  and 
other  resistance  apparatus  have  also  been  re- 
paired. An  armature-winder  must  have  the  use 
of  both  hands,  but  a  man  who  has  lost  a  leg  or 
an  eye  can  easily  follow  the  trade.  Since  there 
is  much  work  in  an  armature-winding  room  that 
must  be  done  at  a  lathe  a  proportion  of  its  work- 
ers must  belong  to  the  skilled  trades. 

Men  who  have  worked  in  the  electrical  trade, 
plumbers,  and  locksmiths  are  easily  trained  for 
electrical  fitting  and  installation.  Low  voltage 
installations  can  be  made  by  workmen  who  have 
no  special  knowledge  of  the  electrician's  trade, 
but  the  higher  voltage  work  requires  trained 
men  who  understand  the  necessary  safety 
measures.  Complete  paralysis  of  an  arm  or 
hand  excludes  a  man  from  the  fitting  work,  but 
with  a  partial  paralysis  he  can  usually  do  the 
work.  "War  cripples  preparing  for  installation 
work  take  from  three  to  five  months  of  training. 
Meter- testers  can  train  in  four  or  five  months, 
and  get  later  their  practical  experience.  A 
heavy  leg  injury  disqualifies  for  an  installation 
position,  as  the  worker  must  be  able  to  climb 
ladders  and  mount  scaffolds. 

There  is  one  comparatively  new  field  of  labor 
in  which  the  demand  for  workmen  promises  to 
be  much  greater  than  the  supply  for  some  time. 
That  is  the  dental  laboratory  where  mechanics 
are  needed  as  assistants,  moulding  and  carving 
artificial  teeth,  preparing  india  rubber  and  its 
substitutes,  and  making  repairs  in  celluloid, 
aluminum,  porcelain,  and  metal.  The  work  is 
interesting  enough  and  well  enough  paid  to  at- 
tract intelligent  men,  and  entails  no  physical 
strain.  It  is  especially  suited  to  men  with  in- 
juries of  the  lower  jaw  who  should  have  steady 
supervision  by  a  dentist.  Opinion  among  Ger- 
man physicians  and  dentists  favors  training  war 
cripples  into  this  occupation,  and  courses  have 
been  established  at  Strassburg  and  in  Frankfurt- 
am-Main,  as  well  as  in  Diisseldorf.  The  plan 
is  not  new.  Years  ago  the  Central  Association 
of  German  Dentists  suggested  giving  this  teach- 
ing to  deaf-mutes  and  this  was  done  in  a  chain 
of  laboratories,  some  of  which  still  successfully 
employ  these  workmen.  Each  laboratory  is 
supervised  by  an  expert  dentist  who  makes 
written  pledge  that  the  mechanic  will  not  be  al- 
lowed to  do  operative  work.  Before  a  man  can 
enter  tbe  training  course  at  Diisseldorf  his 
qualifications  are  most  carefully  considered  by  a 
committee  of  physicians  and  dentists.  Members 
of  other  skilled  trades  are  especially  desired  for 
this  new  trade.  Cases  of  heart  trouble,  deaf- 
ness, and  injury  of  the  leg  and  often  of  the 
hanrl  can  be  employed. 


The  training  of  a  dental  mechanic  includes 
the  fundamentals  of  physics  and  chemistry,  hu- 
man anatomy,  and  physiology,  special  attention 
being  given  to  the  structure  of  the  mouth  cavity. 
A  study  is  made  of  the  technic  of  india  rubber, 
porcelain  and  metal;  of  repair  work  and  of 
dental  apparatus.  With  theoretical  instruction 
goes  training  in  the  processes  of  dental  mechan- 
ics. Visits  are  made  to  instrument  factories  and 
to  dental  laboratories.  The  course  covers  a 
period  of  nine  months. 

For  the  sake  of  a  proper  balance  in  the  supply 
of  labor,  and  for  the  good  of  the  war  cripples 
themselves,  the  vocational  guides  make  a  brave 
effort  to  keep  tradeworkers  from  turning  to  of- 
fice work.  But  after  all  who  can  be  returned  to 
their  old  trades  have  been  induced  to  continue  in 
them,  there  still  remain  certain  groups  for  whom 
clerical  training  is  the  only  thing  practicable. 
Men  who  formerly  held  minor  government  posi- 
tions are  trained  in  a  course  for  civil  service 
workers.  This  is  also  open  to  those  holding  cer- 
tificates entitling  them  to  civil  service  jobs  after 
discharge  from  military  service,  and  to  men  so 
severely  injured  that  they  cannot  do  physical 
labor.  This  last  group  is  the  most  motley  and 
pitiful  of  the  Diisseldorf  classes.  A  miner,  a 
weaver  from  the  mountains,  a  waiter  from  a 
little  restaurant,  a  chauffeur — to  take  such  men, 
shattered  in  body  and  disheartened  by  long  ill- 
ness, to  put  hope  into  them  and  to  persist  until 
they  have  made  up  their  deficiencies  and  are 
again  ready  to  take  up  life  with  pen  and  ledger, 
calls  for  every  ounce  of  inspiration  and  man- 
making  ability  that  both  teacher  and  pupils  pos- 
sess. 

Another  office  course  is  intended  for  former 
travelling  salesmen  and  sales  clerks,  now  forced 
by  injuries  to  look  for  office  positions,  prefer- 
ably in  their  old  line  of  business.  In  addition 
to  the  German,  bookkeeping,  commercial  arith- 
metic, and  typewriting  offered  in  all  clerical 
courses,  these  men  are  given  training  in  com- 
mercial law,  business  correspondence,  and  bus- 
iness management,  with  especial  attention  paid 
to  the  relation  between  employer  and  employee. 
They  take  up  the  handling  of  merchandise,  buy- 
ing and  salesmanship,  and  study  every  step  in 
the  management  of  an  industry  from  its  estab- 
lishment to  the  last  lawsuit  to  collect  payment 
for  bad  debts.  For  a  laboratory  the  class  has  a 
model  office  where  it  practises  filing,  card- 
cataloging,  and  the  handling  of  adding-machines 
and  dictagraphs.  As  an  elective,  students  may 
take  either  English  or  French.  From  the  re- 
port, the  instructor  keeps  peacefully  to  the 
g-ood  old  standard  subjects  such  as  "The 
Weather,"  "The  Clock,"  and  "What  We  Use 
in  School." 

A  ten-weeks'  course  for  office  assistants  aims 
to  return  men  formerly  employed  in  the  work- 
shops of  large  industries  to  the  same  shops  as 
stock-clerks,  accountants,  or  clerical  shop- 
workers  of  one  kind  or  another.    Here  compli- 
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cated  bookkeeping  is  not  needed.  All  that  is 
essential  is  to  make  the  workman  familiar  with 
technical  office  terms  and  processes;  to  give  him 
such  experience  as  he  might  by  good  luck  pick 
up  in  the  employ  of  a  firm.  For  practice  this 
class  actually  conducts  all  the  business  of  the 
school  workshops.  About  one-fourth  of  the  class 
studying  during  the  first  year  were  promised 
work  by  their  former  employers. 

Of  course  Germany  has  a  back-to-the-land 
movement  for  wounded  soldiers.  With  the  co- 
operation of  the  Department  of  Agriculture, 
farm  settlements  for  war  cripples  have  already 
been  started  and  are  being  managed  by  land 
companies.  All  that  the  wounded  soldier  has 
to  do,  once  he  has  satisfied  the  authorities  that 
his  place  is  on  a  farm,  is  to  report  with  his  wife 
and  family  at  the  settlement  to  which  he  is  as- 
signed. The  company  will  have  allotted  him 
the  use  of  as  many  acres  as  the  authorities  de- 
cide that  he  can  cultivate.  It  will  build  him  a 
liouse  and  outbuildings  and  will  have  made  ar- 
rangements for  marketing  his  produce  along 
with  that  of  the  rest  of  the  community.  If  he 
has  capital,  he  may  own  his  own  place ;  or,  he 
may  purchase  it  as  soon  as  he  is  able. 

The  agricultural  course  at  Diisseldorf  cor- 
responds to  the  short  winter  courses  which  Ger- 
man agricultural  schools  offer  to  farmers.  It  is 
intended  for  wounded  farmers  who  would  like 
to  know  more  than  they  do  know,  and  for  men 
who  would  like  some  agricultural  pursuit  in  ad- 
dition to  their  regular  occupation.  For  instance, 
a  rural  letter-carrier  or  a  signalman  can  very 
well  add  to  his  income  by  poultry-raising, 
gardening  or  bee-keeping.  Courses  are  given  in 
farm  management,  plant  cultivation,  animal 
husbandry,  business  correspondence,  and  agri- 
cultural arithmetic.  While  there  is  no  school 
farm  for  the  use  of  students,  arrangements  are 
made  for  them  to  work  on  agricultural  estates, 
in  dairies,  and  in  poultry  establishments. 

Of  the  occupations  which  may  be  carried  on 
at  home,  small  farming  is  perhaps  the  happiest 
and  most  profitable  for  the  cripple.  Its  inter- 
ests and  physical  activities  are  varied  and  may 
be  adapted  to  each  man's  capacity.  And  the 
farmer's  market  is  inevitable — it  is  created  by 
public  need  and  not  by  public  sympathy.  The 
other  home  industries  are  not  so  dependable.  So 
far  they  seem  to  be  industrial  compromises,  al- 
though there  are,  of  course,  instances  of  home 
industries  like  the  Worpsaed  carpets  and  the 
Black  Forest  wood-carvings  which  are  genuine 
and  profitable  contributions  to  the  world's  pro- 
ductivity. Certain  war  cripples  will  be  obliged 
to  work  at  home  if  they  are  to  work  at  all. 
Cases  of  serious  paralysis,  of  total  blindness, 
tuberculosis,  epilepsy  and  extreme  nervousness 
require  attendance,  periods  of  rest  and  isolation. 
Work  will  make  them  happier,  but  it  must  be 
carefully  selected,  not  too  exacting,  and  not  too 
monotonous.    What  are  these  men  to  do? 


The  home  industries  which  at  present  offer 
some  real  chance  of  a  livelihood  are  knitting, 
weaving,  wood-carving,  basketry  (including  the 
making  of  wicker  furniture) ,  knotting  work,  and 
metal- working.  But  in  every  one  of  these  crafts 
the  crippled  worker  needs  protection  against, 
under-payment.  He  should  be  provided  with  a 
market,  prices  should  be  adjusted  for  him,  and, 
above  all,  he  should  be  taught  how  to  make  ar- 
ticles which  people  will  really  want. 

So  far,  what  Diisseldorf  offers  of  most  value 
for  such  workers  is  a  plan.  Dr.  Karl  Gotter 
proposes  that  a  certain  number  of  home  indus- 
tries be  organized  under  the  management  of  a 
society  financed  by  public  subscription  and  by 
government  appropriation.  At  a  central  train- 
ing school  the  cripples  can  be  maintained  until 
they  are  skilled  enough  to  work  at  home,  but 
after  they  go  home  they  will  be  visited  regularly 
by  a  travelling  teacher  or  inspector,  who  will 
keep  the  products  up  to  an  artistic  and  work- 
manlike standard,  teach  the  men  new  things 
about  their  craft,  and  encourage  original  work. 
The  articles  produced  will  be  advertised  and 
sold  at  sales-stations  managed  by  the  society. 
Under  such  an  arrangement  home-manufactured 
goods  would  have  an  equal  chance  with  com- 
mercial goods  at  popularity  and  good  prices. 

Of  the  2,000  men  who  attended  school  the  first 
year,  about  600  were  placed  in  employment.  A 
good  proportion  were  taken  back  by  their  old 
employers.  The  need  of  workmen  is  now  so 
great  that  the  employment  bureau  can  easily 
find  work  for  cripples  trained  to  a  definite  oc- 
cupation. The  real  test  of  the  school  will  come 
after  the  war,  when  the  disabled  workman  has 
to  meet  the  competition  of  the  returned  soldier 
who  is  sound  and  vigorous. 

In  the  old  days — and  in  the  United  States 
most  of  us  have  been  living  in  the  old  days  as 
far  as  treatment  of  the  crippled  worker  is  con- 
cerned— the  wage-earner  who  became  physically 
disabled  was  compelled  to  move  one  or  two  steps 
down  the  labor  ladder,  and,  in  consequence, 
down  the  social  ladder  too.  The  main  concept 
which  has  been  developed  in  the  re-educational 
schools  is  that  the  cripple  must  move  up.  There 
is  more  room  for  him  in  the  upper  rungs  than 
at  the  bottom.  And  he  can  be  quickly  taught 
to  climb. 


PHYSICAL  SELECTION  IN  ITS  RELATION 
TO  HEART  AND  LUNG  CONDITIONS* 

By  M.  J.  Cko.mn,  M.D.,  Boston. 

That  most  eminent  physician,  Sir  William 
Osier,1  has  recently  said:  "In  the  grim  game  of 
war,  bullets  and  bacilli  put  men  out.  of  action, 
and  the  best  general  is  the  one  who  has  the  low- 
est percentage  of  wastage  by  the  former  with  as 
little  as  possible  from  the  latter.  An  outstand- 
ing feature  of  the  present  war  has  been  a  re- 
versal of  the  usual  proportion  of  killed  and 

*  Read  before  the  Charlestown  Medical  Society,  November  19, 
1917. 
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wounded  to  those  who  have  died  from  disease. 
But  there  is  another  group,  the  unfit,  who 
should  be  cheeked  at  the  recruiting  office,  as  they 
furnish  a  large  contingent  in  our  hospitals  and 
add  a  needless  burden  of  transport,  care  and 
pension. 

"What  I  desire  to  urge,  in  a  few  words,  is  the 
necessity  of  stopping  at  its  source  this  group. 
It  is  impossible  to  deal  with  all  types  of  unfit 
men,  but  let  me  briefly  indicate  those  who  should 
be  kept  at  home. 

"First,  the  Mouth  Breather.  'Shut,  your 
mouth  and  save  your  life'  is  the  title  of  Kit 
Catlin's  famous  pamphlet,  which  should  be  re- 
printed every  few  years  for  distribution.  The 
original  title  of  the  pamphlet  just  referred  to 
was  'The  Breath  of  Life,'  and  Nature  meant 
this  to  pass  through  the  nose,  an  organ  which, 
medically  speaking,  reaches  to  the  diaphragm. 
Rloeked  nostrils  mean:  (1)  "Weakened  tonsils 
and  pharyngeal  resistance;  (2)  Enormously  in- 
creased liability  to  bronchitis  and  catarrhal 
troubles  of  all  sorts,  and  (3)  lowered  defense 
against  the  pneumococeus  group.  The  hospitals 
I  lave  had  to  bear  the  strain  of  caring  for  hun- 
dreds of  these  men  who  should  never  have  passed 
the  examining  board.  No  matter  how  £rood 
his  chest,  or  how  keen  he  is  to  go.  or  how  good 
his  muscles,  be  merciful  to  the  Army  and  keep 
the  mouth  breather  at  home.  Campaigning  is 
not  for  him. 

"Second,  the  Hippocratic  Chest,  as  it  may  be 
called, — long,  narrow,  thin  and  with,  as  so  often 
happens,  the  vertically  placed  low  heart.  Cut 
out  unsparingly  the  owners  of  these.  If  lungs 
and  heart  are  not  in  a  good  'case.'  the  head  is 
of  no  use  in  war. 

' '  It  may  seem  very  saucy  for  a  man  who  has 
never  been  trained  to  examine  recruits  to  ven- 
ture to  give  advice  to  his  superiors,  but  this  brief 
note  of  warning  is  sent  to  my  colleagues  in  the 
United  States  in  the  hope  that  they  may  profit 
by  the  experience  of  one  whose  work  has  been 
largely  with  the  wastage  of  the  recruiting  of- 
fice." 

These  remarks  are  very  pertinent  to  the  sub- 
ject which  I  am  to  discuss.  Furthermore,  they 
strongly  emphasize  the  fact  that  the  ability  of 
the  soldier  to  withstand  the  strain  and  shock  of 
modern  warfare  depends  in  great  part  upon  the 
soundness  and  integrity  of  the  organs  situated 
within  the  thoracic  cavity. 

The  selection  of  men  for  military  service  from 
among  a  people  engaged  only  in  the  pursuits  of 
peace  for  the  past  fifty  years  requires  the  phy- 
sical examination  of  a  large  number  in  the 
shortest  possible  time.  Therefore,  in  conduct- 
ing examinations,  the  examiner  must  combine 
peed,  thoroughness,  and  accuracy  of  judgment. 
There  are  those  who  doubt  that  this  combination 
is  possible  without  sacrificing  thoroughness  and 
accuracy  of  judgment  to  speed,  but  after  a  trial 
of  the  group  method,  as  outlined  by  Dr.  Down- 
ing, T  am  convinced  that  it  can  be  done.  In 


support  of  this  contention  the  following,  from  an 
editorial  in  The  Boston  Medical  and  Surgical 
•Tournai,,2  is  of  interest:  "Rapid  examinations 
'lo  not  mean  snapshot  diagnosis,  but  merely 
the  passing  of  rapid  judgments  upon  facts  ac- 
tually presented  to  the  examiner.  Doubt  is  of- 
ten unjustly  engendered  by  lingering  too  loner 
upon  a  state  of  fact  that  will  otherwise  be  rapid- 
ly and  accurately  disposed  of.  To  be  effective 
in  this  work,  the  examiner  must  only  learn  to 
make  a  diagnosis  when  the  facts  are  before  him  ; 
must  develop  his  powers  of  observation:  must 
learn  to  be  quick  in  making  his  decisions, — in- 
decision is  fatal  everywhere ;  must  learn  to  pass 
the  rare  and  interesting  cases  by  just  as  quickly 
as  the  ordinary  one;  and  must  learn  not  to  spend 
too  much  time  between  each  examination.  The 
whole  matter  of  thorough  examinations,  com- 
bined with  speed,  resolves  itself  into  the  elimin- 
ation of  time  waste  and  duplication.  These  two 
elements  mastered,  no  amount  of  speed  is  to  be 
feared.  What  advantage  is  the  lengthening  out 
of  the  time  of  examination,  if  it  is  at  the  cost  of 
repetitions  of  hearing,  seeing  and  feeling?  The 
medical  examiner  must  be  able  to  see  when  he 
sees,  hear  when  he  hears,  and  feel  when  he  feels, 
without  repeating  every  sensory  impression  to 
make  sure  that  it  is  so." 

Tf  a  tuberculous  process  is  found  at  either  apex, 
why  waste  time  trying  to  locate  another  process 
at  the  base  ?  Or  if  valvular  heart  disease  is  dis- 
covered, why  bother  to  see  whether  there  is  an 
enlarged  liver  or  edema  of  the  lower  extremities  ? 
It  is  only  necessary  to  take  sufficient  time 
to  enable  one  to  describe  briefly  the  defect  which 
is  a  cause  for  rejection. 

Past  history  has  no  place  in  these  examina- 
tions except  as  confirmatory  evidence,  after  ex- 
amination has  revealed  some  defect  or  suspicion 
of  defect.  For  example,  if  an  abnormality  or 
suspicion  of  abnormality  is  discovered,  a  few 
questions  may  bring  forth  a  history  of  suscepti- 
bility to  attacks  of  bronchitis,  either  alone  or  as- 
sociated with  asthma,  of  pleurisy,  or  of  a  cough 
extending  over  a  long  period.  With  heart  mur- 
murs, the  history  of  frequent  attacks  of  ton- 
sillitis or  rheumatism  may  be  elicited.  In  aortic 
lesions  inquiry  may  reveal  the  history  of  past 
syphilitic  infection,  which  it  is  well  known  has  a 
distinct  liking  for  the  aortic  orifice.  But  as  a 
rule  decisions  are  rendered  almost  wholly  upon 
objective  evidence. 

Inspection. 

This,  to  my  mind,  is  very  important,  as  it  re- 
veals much  in  a  minimum  of  time.  Almost  at 
a  glance  can  one  take  in  any  evident  departure 
from  the  normal  from  the  eyes  to  the  waist  line ; 
the  degree  of  robustness;  muscular  development; 
the  eyes  for  exophthalmos;  mouth  breathing; 
neck  for  enlarged  thyroid  and  lymphatic  glands  ; 
chest  characteristics, — whether  of  the  vigorous, 
robust  type,  or  the  long,  thin,  flat  type,  so  in- 
dicative of  delicate  constitution;  the  barrel- 
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shaped  chest  of  emphysema;  and  signs  of  retrac- 
tion of  the  supra-  or  infraclavicular  spaces.  A 
deep  breath  wili  reveal  any  inequality  in  the  ex- 
pansion of  the  chest  or  of  the  apices,  and  also 
furnish  an  estimate  of  the  air  capacity  of  the 
Lungs.  Actual  measurements  of  chest  expansion 
afford  the  most  accurate  information  as  to  lung 
capacity.'  An  expansion  under  two  inches 
should  arouse  some  suspicion  of  lung  defect.  The 
normal  subject  of  draft  age,  however,  should  do 
three  inches  or  better. 

Percussion  I  believe  to  be  of  minor  impor- 
tance. What  has  been  said  in  regard  to  history 
applies  to  percussion  as  well.  Its  use  is  second- 
ary to  auscultation  and  necessary  only  when 
auscultation  reveals  some  abnormality. 

Auscultation. 

It  is  necessary  to  auscult  only  the  bases,  axil- 
lae and  tops  above  the  third  rib  in  front  and  the 
mid-scapular  behind.  With  ten  or  a  dozen  good 
breaths  an  opinion  can  be  formed  as  to  lung  con- 
dition which  will  be  accurate  ninety-nine  times 
out  of  a  hundred.  This  applies  to  the  normal 
chest  and  to  marked  abnormalities.  The  doubt- 
ful or  border-line  case  of  course  demands  more 
time,  but  I  have  been  impressed  with  the  fact 
that  the  more  prolonged  investigations  do  not 
materially  change  the  first  impressions. 

The  steps  just  outlined  are  all  elementary,  but 
after  examining  a  large  number  of  men  in  a 
short  space  of  time,  I  am  convinced  more  than 
ever  that  the  application  of  thes"e  fundamental 
principles  makes  for  speed,  accuracy  and  greater 
■efficiency  than  the  slower  methods  of  the  tuber- 
culosis clinic.  In  other  words,  the  methods  of 
the  clinic  or  consulting-room  must  be  replaced 
by  an  appreciation  of  what  is  required  and  by 
the  application  of  common  sense. 

On  the  assumption  that  all  subjects  are  likely 
to  experience  active  service  in  trench  warfare, 
the  following  non-tuberculous  conditions  found 
in  the  chest  constitute  causes  for  rejection: 
First.  Subjects  showing  developmental  defect 
of  the  thorax  associated  with  an  apparent  deli- 
cate constitution,  even  in  the  absence  of  definite 
disease.  Such  men  are  underweight,  have  poor 
resistance  and  consequently  are  poor  risks. 
Second.  The  mouth  breather,  with,  as  Osier 
says,  a  susceptibility  to  all  kinds  of  respiratory 
infections.  Third.  Emphysema  of  any  grade, 
even  without  coexistent  bronchitis.  Fourth. 
Chronic  bronchitis  and  asthmatics.  Fifth.  Those 
showing  any  sequelae  of  empyema,  sunken  chest 
of  any  degree,  diminished  expansion  of  the  af- 
fected side,  or  any  signs  showing  the  lung  tied 
to  the  thoracic  wall  by  adhesions. 

TUBERCULOUS  CONDITIONS. 

First.  The  old  fibroid  case,  usually  of  poor 
physique,  feeble  respiratory  murmur,  and  with 
or  without  rales.  Second.  Any  subject  show- 
ing the  slightest  suspicion  of  an  active  process. 
In  many  instances  an  active  process  is  discov- 
ered in  an  otherwise  robust  man,  and  one  is  often 


surprised  when  with  the  first  breath  there  is  re- 
vealed the  harsh,  or  broncho-vesicular  respira- 
tory sound  with  a  few  fine  rales.  The  more  ad- 
vanced cases  can  be  easily  recognized.  Third. 
The  arrested  case.  Inspection  may  or  may  not 
show  a  retracted  apex ;  the  respiratory  sound 
may  be  from  harsh  to  almost  pure  bronchial  and 
unaccompanied  by  rales;  the  general  condition 
may  be  good.  Such  individuals,  however,  have 
a  latent  infection  and  sooner  or  later,  under  the 
strain  of  actual  service,  an  active  process  may 
start  up.  We  are  told  that  an  accentuated  sec- 
ond pulmonic  sound  is  one  of  the  diagnostic 
signs  in  these  border-line  cases.  These  cases  are 
oftentimes  difficult  to  classify.  A  decision  can 
be  reached  only  after  the  objective  evidence  has 
been  carefully  reviewed.  It  is  here  that  past 
history,  if  reliable,  would  assist. 

This  work  differs  from  clinical  work  in  that 
there  is  not  the  same  opportunity  for  continued 
observation  and  study.  Deferred  examinations 
and  consultations  should  be  the  rule  with  draft 
boards,  and  thus  the  interests  of  both  the  Gov- 
ernment and  the  individual  would  be  better  con- 
served. 

To  define  just  what  constitutes  tuberculosis  is 
difficult,  if  not  impossible.  It  is  now  believed 
that  the  infection  is  primary  in  the  bronchial 
glands  and  thence  extends  to  the  lungs.  Bron- 
chial gland  tuberculosis  may  exist  without  ap- 
parent auscultatory  signs  in  the  chest.  If  so, 
the  subject  is  not  likely  to  present  the  picture 
of  vigorous  manhood,  and  it  is  better  for  the  in- 
terests of  both  country  and  individual  to  reject 
such  cases  on  suspicion  than  to  pass  a  man  on  to 
his  doom  from  physical  breakdown  from  the 
strain  of  war.  No  doubt  there  will  be  those  re- 
jected who  should  go  and,  on  the  other  hand, 
some  may  be  sent  who  should  be  retained.  One 
hundred  per  cent,  efficiency  cannot  be  secured 
until  the  would-be  soldier  has  had  the  advantage 
of  at  least  six  months  to  test  his  physical  endur- 
ance. 

THE  HEART. 

The  normal  heart  can  be  judged  in  seconds  of 
time,  also  those  unfit  for  service  because  of  val- 
vular disease.  When  rapid  heart  action  is 
found,  if  hyperthyroidism,  myocarditis,  and 
disease  of  the  lung  can  be  eliminated,  we  con- 
clude that  the  rapidity  is  due  to  psychic  causes 
and  therefore  we  may  safely  select  the  man  for 
service.  The  slight  systolic  murmur  often  en- 
countered with  tachycardia  is  of  no  consequence. 
A  definite  accentuation  of  the  pulmonic  second 
sound  or  a  short  snappy  first  sound  should 
always  suggest  mitral  disease  or  some  pulmon- 
ary lesion.  A  sharp  accentuation  of  the  aortic 
second  sound  suggests  high  blood  pressure. 
While  a  high  blood  pressure  is  not  always  asso- 
ciated with  an  accentuated  aortic  second  sound, 
blood  pressure  reading  should  always  be  taken 
in  these  cases  in  order  to  rule  out  a  nephritis 
or  the  cardiovascular  effects  of  syphilitic  infec- 
tion.   A  slight  murmur  associated  with  definite 
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enlargement  or  displaced  apex  and  accentuation 
of  second  sounds  means  valvular  disease  and 
therefore  a  cause  for  rejection.  A  slight  degree 
of  mitral  stenosis  may  give  rise  to  a  murmur  so 
faint  that  it  may  be  distinctly  audible  only  after 
exercise  or  when  recumbent. 

Largely  by  its  sound  does  the  heart  tell  us 
whether  or  not  it  is  able  to  perform  properly  its 
functions.  Any  defect  in  itself  is  revealed  by 
an  adventitious  sound  or  murmur.  But  there 
are  murmurs  and  murmurs.  Let  vis  consider 
them  and  see  if  we  can  distinguish  between  an 
important  and  an  unimportant  murmur.  Are 
some  murmurs  organic  and  others  functional  or 
accidental?    If  so,  how  interpret  them? 

There  is  no  standard  upon  which  to  base  the 
diagnosis  of  functional  murmur.    The  textbooks 
tell  us  that  these  murmurs  are  almost  always 
systolic  in  time:  they  are  usually  heard  in  the 
second  left  interspace  and  at  the  apex;  they  are 
soft  in  character  and  variable  in  intensity,  and 
are  rarely  transmitted;  they  are  not  associated 
with  accentuation  of  the  pulmonic  second  sound 
or  with  hypertrophy  of  the  left  ventricle.  In 
Nothnagel's  encyclopedia  of  practical  medicine,3 
is  the  following:    "It  is  true  that  hemic  mur- 
murs are  usually  very  soft,  but  the  same  thing 
is  occasionally  observed  in  cases  of  true  insuffi- 
ciency.   Systolic  murmurs  are  heard  quite  often 
without  obvious  or  even  distinct  signs  of  anemia 
and  without  any  cause  to  justify  the  assumption 
of  a  functional  valvular  disturbance."  Cabot* 
says:    "They  are  especially  apt  to  be  associated 
with  anemia,  although  the  connection  between 
anemia  and  functional  heart  murmurs  is  by  no 
means  as  close  as  has  often  been  supposed.  The 
severest  types  of  anemia,  for  example,  perni- 
cious anemia,  may  not  be  accompanied  by  any 
murmur,  while,  on  the  other  hand,  typical  func- 
tional murmurs  are  often  heard,  in  patients 
where  the  blood  is  normal,  and  even  in  full 
health."    Sir  James  Mackenzie0  says:    "As  a 
young  man  I  told  people  with  heart  murmurs 
that  they  were  in  a  bad  way;  but  they  did  not 
die,  and  I  began  to  separate  the  murmurs — the 
innocent  ones  from  those  of  importance.  Some 
murmurs  might  mean  anything,  and  the  man 
might  be  in  perfect  health.    He  had  seen  a  lad 
who  had  been  rejected  on  account  of  heart  mur- 
murs.   He  found  that  he  was  the  leading  ath- 
lete of  his  school  and  that  the  following  day  he 
won  a  prize  for  running  the  longest  race  in  record 
time.    Men  were  continually  being  rejected  for 
life  insurance  through  heart  murmurs.  He  gave 
a  certificate  to  a  man  who  had  been  rejected 
seven  times.    That  man  has  now  been  in  the 
fighting  and  is  quite  well."    Far  be  it  from  me 
to  doubt  any  statement  of  Mackenzie's  in  regard 
to  the  heart,  but  what  one  man  with  a  heart 
murmur  may  have  done  in  the  fighting  is  not  a 
safe  criterion  by  which  to  judge  hundreds  or 
thousands  of  other  men  who  may  show  similar 
murmurs. 

Life  insurance  is  a  business  proposition.  The 
medical  directors  of  the  strongest  and  best  com- 


panies practically  agree  that  it  is  impossible  to 
differentiate  between  a  functional  and  an  organ- 
ic heart  murmur.  One  medical  director  states 
as  follows6:  "The  only  sure  differentiation  is 
made  by  the  subsequent  history  of  the  individu- 
al. If  the  murmur  disappears  permanently, 
then  the  presumption  is  that  it  was  a  functional 
murmur.  As  long  as  an  applicant  shows  a  mur- 
mur of  any  kind  we  do  not  consider  it  safe  to 
accept  him."  These  conclusions  on  the  part  of 
life  insurance  companies  are  based  on  statistics. 
Statistics  are  cold  economic  facts  which  are  not 
subject  to  change  as  are  medical  opinions. 

Galli,7  chief  of  the  special  medical  service  for 
soldiers  with  heart  affections  in  the  Italian 
Army,  states  that  evidences  of  arteriosclerosis  of 
the  aorta  and  coronaries  were  found  in  45%  of 
60  young  soldiers  supposedly  entirely  healthy 
when  killed. 

Parkinson8  found  that  over  50%  of  90  soldiers 
sent  back  from  the  front  on  account  of  cardiac 
insufficiency  had  signs  of  it  before  enrollment. 
In  only  five  had  the  first  symptoms  developed 
after  an  acute  infection.  In  30%  there  was  val- 
vular trouble  recognized  before  enrollment  in 
all  but  three.  He  comments  on  the  frequency 
of  latent  heart  disease  among  civilians,  the  re- 
sult of  some  infection  early  in  life,  saying  that 
while  it  may  remain  latent  indefinitely  in  civil 
life,  it  flares  up  under  the  stress  of  military  ser- 
vice. 

Mintz9  says:  "The  heart,  even  with  a  well- 
compensated  defect,  responds  differently  to  ex- 
citation (pulse  rate,  blood  pressure)  from  the 
sound  heart.  If  we  consider  the  accentuation  of 
the  second  pulmonary  sound  with  overburden- 
ing of  the  heart  an  index  of  its  functional  ca- 
pacity, then  we  must  arrive  at  the  conclusion 
that  the  reserve  force  of  the  heart,  even  with 
perfect  compensation,  is  limited  and  small.  Ac- 
cepting this,  it  follows  as  a  matter  of  course 
that  men  with  even  slight  heart  defects  cannot 
be  utilized  for  military  service." 

We  have  all  seen  patients  showing  a  slight 
systolic  murmur  at  apex  or  base,  which  we  con- 
sidered of  no  importance,  and  which  we  were 
unwilling  to  call  either  functional  or  organic, 
preferring  rather  to  let  time  render  the  decision. 
For  years  some  of  these  cases  may  not  develop 
any  signs  of  cardiac  distress,  while  others  de- 
velop well-marked  valvular  lesions,  which  in 
some  instances,  under  strain — pregnancy,  for  ex- 
ample— reveal  the  classical  signs  of  true  val- 
vular disease. 

Therefore,  while  murmurs  are  found  which 
may  seem  of  slight  importance,  there  are  no  defi- 
nite standards  by  which  they  can  be  designated 
as  functional.  Consequently,  in  this  particular 
work,  it  is  safer  to  assume  that  these  murmurs 
indicate  a  latent  heart  infection ;  that  at  some 
time  in  the  past  life  of  these  individuals,  slight 
structural  changes  causing  a  murmur  have  re- 
sulted from  an  inflammatory  process  of  mild  de- 
gree.   I  firmly  believe  that  in  this  work  of  ex- 


Vol.  CLXXVIlI,  No.  OJ      UOStON  MUUWAL  AtiD 


surgical  journal 


amining  recruits,  the  spirit  of  fairness  underly- 
ing the  selective  draft  act  is  nullified  in  many 
cases  by  the  consideration  of  this  mythical,  so- 
called  functional  murmur. 

Our  country  is  confronted  with  the  task  of 
rapidly  raising  an  army  large  enough  to  be  a 
force  in  this  gigantic  world-struggle.  Such  an 
army  requires  a  degree  of  physical  health  much 
greater  than  for  active  work  in  civil  life.  Thus 
in  its  selection,  physical  examination  becomes  a 
matter  of  the  greatest  importance,  because  it  is 
solving,  on  the  one  hand,  a  problem  of  preven- 
tive medicine  and  on  the  other  an  equally  im- 
portant one  of  economics.  The  man  with  tuber- 
culosis may  infect  his  fellows.  In  such  an  event 
the  expense  of  their  equipment,  training,  trans- 
portation and  maintenance,  as  well  as  that  of 
his,  represents  a  useless  outlay  of  the  nation's 
resources,  and  in  addition  there  must  be  consid- 
ered the  further  expense  of  care,  and  of  pen- 
sions for  disability  incurred  in  line  of  duty. 
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A  STUDY  OF  THE  KIDNEY  FUNCTION  IN 
SENILITY. 

By  W.  C.  Rappleye,  A.B.,  Foxbobo,  Mass., 
Pathologist  at  the  Foxboro  State  Hospital. 

To  quote  a  recent  publication,  "death  follows 
on  account  of  the  insufficiency  of  the  excretory 
process,  therefore  the  limit  of  life  is  a  matter  of 
excretion,"  is  to  express  a  rather  general  notion 
which  medical  men  have  come  to  have.  Old  age 
is  considered  by  many  to  be  a  chronic,  incurable 
disease,  associated  in  large  part  with,  or  caused 
by,  a  diminution  of  kidney  function. 

This  study  is  an  inquiry  into  the  functional 
conditions  of  the  kidneys  in  late  life,  designed  in 
part  as  an  assistance  in  the  interpretation  of 
post-mortem  findings  in  cases  coming  to  such  a 
study.  A  group  of  41  patients  was  studied,  in 
which  group  the  ages  ranged  from  70  to  88 
years.  None  of  the  patients  had  shown  any 
fever,  dyspnoea,  edema  or  other  signs  within  a 
period  which  could  in  any  way  be  considered  as 
influencing  the  findings  in  this  study.  The 
hemoglobin  of  all  the  patients  ranged  between 
75%  and  100%.  The  blood  cytology  was  essen- 
tially normal.  A  great  majority  of  the  patients 
studied  were  active,  not  only  working  about  the 
wards,  but  most  of  them  have  been  engaged  in 
manual  labor  or  in  the  industrial  rooms.  On 
the  whole,  the  cooperation  of  the  patients  was 


good  indeed,  despite  the  fact  that  every  one  was 
psychotic.  It  is  true,  however,  that  the  more 
complicated  tests,  such  as  the  two-hour  test, 
could  not  be  carried  out. 

The  features  that  were  studied  in  this  group 
were  the  blood  urea,  expressed  as  blood  urea 
nitrogen,  blood  pressure,  phenolsulphonephtha- 
lein  test  for  renal  function  and  the  urinalysis. 
The  blood  urea  nitrogen  was  determined  by  the 
Marshall  urease  method.  The  soy  beans  were 
ground,  dried,  powdered  and  sieved,  giving  a 
stable,  easily  handled  enzyme.  The  aeration 
and  titration  method  was  used  in  determining 
the  amount  of  urea  nitrogen  in  the  sample  of 
blood  used  (5  cc).  In  every  case  the  blood  was 
drawn  in  the  morning  before  breakfast,  twelve 
to  fourteen  hours  after  the  preceding  meal.  This 
plan  of  obtaining  the  blood  so  long  after  the  pre- 
ceding meal  fails,  of  course,  in  securing  evidence 
of  slight  retardation  in  the  excretion  of  urea,  as 
might  well  be  expected  in  these  cases.  But  the 
plan  does  give  values  which  are  independent  of 
the  food  intake  and  gives  an  idea  of  the  con- 
stant level  of  blood  urea  characteristic  of  the  in- 
dividual. Blood  taken  on  different  days,  and  at 
considerable  intervals  on  the  same  patient,  has 
shown  very  close  approximations  of  the  urea 
nitrogen  on  these  different  occasions,  as  the  ap- 
pended tables  show.  The  blood  pressure  read- 
ings were  taken  in  the  mid-afternoon  by  means 
of  a  mercury  manometer.  The  values  given  are 
either  the  average  of  several  readings,  where  the 
readings  were  fairly  uniform,  or  several  read- 
ings taken  on  different  occasions,  where  the  dif- 
ferent readings  have  not  been  so  close.  The 
phenolsulphonephthalein  test  of  Rountree  and 
Geraghty  was  used  in  the  usual  manner.  It  is 
worthy  of  note  that  the  standard  solutions  used 
in  this  test  should  be  made  up  frequently,  as 
they  fade  even  when  carefully  sealed.  This  ap- 
plies in  my  experience  only  to  the  standards 
made  up  in  the  laboratory,  not  to  the  sealed 
standards  of  purchased  colorimeters.  The  urin- 
ary examination  was  done  in  a  routine  manner ; 
no  special  attempt  was  made  to  find  casts,  for  in- 
stance. The  two-hour  test  meal  studies  could 
not  be  carried  out  on  these  cases,  nor  could  an 
investigation  of  the  quantity  of  the  day  and 
night  urine  be  conveniently  made.  However,  it 
is  a  distinct  impression,  judging  from  the  few 
cases  in  which  the  latter  was  studied,  that  there 
is  in  most  cases  an  increase  in  the  night  volume. 
Tests,  such  as  the  elimination  of  lactose,  potas- 
sium iodide,  methylene  blue,  indigo-carmine, 
etc.,  were  not  applied  nor  was  the  action  of 
diuretics  investigated. 

DISCUSSION  OF  THE  RESULTS. 

Using  the  blood  urea  nitrogen  as  a  criterion, 
there  was  found  evidence  in  this  group  of  a  mild 
degree  of  retention  in  a  number  of  cases, — about 
50%.  Just  what  value  of  blood  urea  nitrogen 
is  to  be  considered  normal  influences,  of  course, 
one's  opinion  whether  there  is  or  is  not  reten- 
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tion  in  a  given  case.  In  all  the  cases  I  have 
studied,  the  preceding  meal  can  have  little  to  do 
with  the  figure.  During  the  course  of  over  100 
blood  urea  determinations  in  other  connections 
on  younger  individuals  who  were  on  the  same 
hospital  diet  and  routine,  the  blood  being  taken, 
as  in  this  study,  before  breakfast,  I  found  no 
value  over  16  milligrams  (in  cases  free  from 
demonstrable  kidney  insufficiency)  and  only  3 
over  15  milligrams  per  100  cc.  of  blood.  Two 
of  these  cases  showfng  a  value  over  15  milli- 
grams  were  on  cases  whose  blood  urea  nitrogen 
bad  been  done  at  least  15  times,  so  I  have  come 
to  consider  that  under  the  conditions  of  diet, 
tc,  here,  the  upper  value  for  normal  blood  urea 
nitrogen  is  about  15  milligrams.  I  realize  this 
value  is  at  variance  with  figures  given  by  others, 
but  under  the  conditions  here,  it  is  seldom  that 
■  a  blood  urea  nitrogen  value  of  over  1 5  milli- 
grams is  found.  The  usual  values  range  from 
0  to  14  milligrams  per  100  cc.  of  blood. 

Turning  to  the  blood  pressure  readings:  of 
the  40  cases  in  which  both  systolic  and  diastolic 
readings  were  taken  there  were  21  cases  which 
showed  a  systolic  pressure  of  160  mm.  or  over. 
There  were  28  cases  showing  a  diastolic  reading 
of  85  mm.  or  over  and  23  cases  with  a  diastolic 
reading  of  90  mm.  or  over.  Of  19  cases  showing 
a  blood  urea  nitrogen  of  16  mgm.  per  100  cc.  or 
over,  7  showed  a  systolic  pressure  of  160  mm.  or 
over,  whereas  in  this  same  group  of  19  patients, 
there  were  15  who  had  a  diastolic  blood  pressure 
of  85-)-  mm.  and  12  with  a  diastolic  pressure  of 
90-j-  mm.  If  a  diastolic  reading  of  85  to  90  mm. 
is  considered  as  much  a  relative  elevation  of 
diastolic  pressure  as  160  mm.  is  an  elevation  of 
systolic  pressure,  then  it  is  evident  that  a  reten- 
tion, judging  from  the  blood  urea  nitrogen,  is 
associated  with  an  elevated  diastolic  pressure 
about  twice  as  frequently  as  it  is  with  an  ele- 
vated systolic  pressure.  This  is  an  observation 
made  very  frequently  and  one  which  has  been 
given  considerable  emphasis.  It  is  a  correct  ob- 
servation, but  in  the  cases  studied  here,  includ- 
ing another  larger  series  in  which  the  elevated 
blood  pressure  was  the  criterion  of  selection,  a 
low  blood  urea  nitrogen  is  just  as  likely  to  be 
accompanied  by  a  high  diastolic  blood  pressure 
as  is  a  high  blood  urea  nitrogen.  Nor  can  it  be 
said  that  an  elevated  blood  pressure — either  sys- 
tolic or  diastolic — allows  a  prediction  that  the 
blood  urea  nitrogen  is  eLevated,  for  only  about 
50%  of  the  cases  with  a  high  blood  pressure 
show  a  high  urea  nitrogen  (see  tables). 

When  the  renal  function  is  considered  (i.e., 
the  phenolsulphonephthalein  output),  there  ap- 
pears to  be  little,  if  any,  relation  between  the 
rate  of  elimination  of  the  dye  and  the  value  of 
the  blood  pressure.  Fourteen  of  the  nineteen 
cases  showing  a  high  blood  urea  nitrogen  have 
an  average  rate  of  elimination  within  5%  of 
those  cases  showing  a  more  normal  value  of 
blood  urea  nitrogen.  When  the  renal  function 
test  values  are  examined,  it  is  evident,  espe- 


cially with  the  lower  percentages  of  excretion, 
that  the  low  rates  of  excretion  of  the  dye  are 
associated  for  the  most  part  with  a  high  urea 
nitrogen.  When,  however,  there  is  a  poor  elimi- 
nation of  phenolsulphonephthalein,  associated 
with  a  normal  blood  urea  nitrogen,  there  is 
usually  a  high  diastolic  blood  pressure.  Here, 
again,  one  looks  upon  an  elevated  diastolic  blood 
pressure  as  significant,  but  an  examination  of 
the  diastolic  blood  pressure  in  cases  with  a  good 
elimination  of  the  dye  shows  that  many  of  these 
cases,  too,  have  a  high  diastolic  reading. 

On  urinary  examination  there  was  found  al- 
bumin in  10  cases  (25%).  This  finding  had 
little  relationship  to  the  other  determinations. 
Casts  were  readily  found  in  routine  examination 
in  a  majority  of  the  cases  (a  frequent  observa- 
tion but  pointing,  of  course,  to  damaged  kid- 
neys). None  of  the  cases  showed  glycosuria, 
although  several  of  the  cases  did  show  a  moder- 
ate hyperglycemia  (not  reported  upon).  There 
was  little  inability  of  the  kidneys  to  pass  a  urine 
of  reasonably  high  specific  gravity  on  demand. 

Five  of  the  six  cases  of  this  series  have  been 
autopsied,  several  dying  too  early  in  the  study 
for  complete  figures  to  be  obtained.  These  five 
cases  have  shown,  as  usual,  extensive  arterio- 
sclerosis and  fibrosis  of  the  liver,  heart,  spleen 
and  other  organs  and  gross  evidences  of  chronic 
interstitial  nephritis.  Two  of  the  cases  showed 
very  extensive  destruction  of  the  renal  architec- 
ture. Since  permission  for  post-mortem  study, 
can  be  obtained  in  the  majority  of  the  cases 
dying  in  the  hospital,  it  is  hoped  that  this  ante- 
mortem  inquiry  may  be  of  some  assistance  in 
later  studies. 

SUMMARY. 

The  present  study  was  made  on  a  group  of 
41  patients,  whose  ages  ranged  from  70  to  88 
years.  These  patients  were  free  from  gross  evi- 
dences of  renal  insufficiency  or  other  compro- 
mising conditions  (fever,  edema,  dyspnea,  ane- 
mia of  note,  etc.)  and  most  of  them  were  active 
workers. 

Under  the  conditions  of  diet  and  hospital  rou- 
tine here,  the  upper  normal  value  of  blood  urea 
nitrogen  is  considered  as  15  to  16  mgm.  per 
100  cc,  the  blood  being  drawn  before  breakfast, 
12  to  14  hours  after  the  preceding  meal. 

Fifty  per  cent,  of  the  cases  studied  showed  a 
moderate  degree  of  retention,  using  the  blood 
urea  nitrogen  figures  as  a  criterion. 

Fifty  per  cent,  of  the  cases  showed  a  systolic 
blood  pressure  of  160  mm.  or  over;  a  higher 
percentage  showed  a  diastolic  pressure  of  85- 
90  mm.  or  over.  The  blood  pressure  readings 
cannot  be  said  to  be  related  to  either  the  blood 
urea  nitrogen  or  to  the  rate  of  elimination  of 
phenolsulphonephthalein. 

In  27  cases  in  which  the  elimination  of 
phenolsulphonephthalein  was  determined,  13 
showed  a  value  of  40%  or  lower ;  9  of  these  were 
35%  or  lower.    A  low  value  of  elimination  of 
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No. 

Age 

Bi.ood  Urea 

Blood 

Urine 

Renal 

N 1TROGEN 

Function 

Pressure 

Spec  (irav. 

Alb.  s 

Bloo'l 

Sediment 

44S 

71 

17.36 

165-95 

1010 

0 

0 

0 

Hare  hyal.  cast 

55% 

140-70 

35%  (1910i 

261 

78 

11.2 

152-SO 

1014-22 

0 

0 

1) 

Ilyal.  and  gran,  casts 

uncoop. 

12.3 

140-80 

50% 

131 

74 

8.4 

160-95 

1012-1S 

0 

0 

0 

Rare  hyal.  cast 

9.2 

140-85 

45% 

319 

77 

12.12 

180-90 

1024 

0 

0 

0 

Few  cyHndroldfl — no  casts 

11.76 

150-S5 

337 

72 

20.2 

130-70 

1020 

si.  tr. 

0 

0 

Gran,  casts 

15% 

18.2 

21? 

71 

16.2 

140-90 

1010 

s.p.t. 

0 

0 

Occ.  hyal.  cast 

40% 

467 

79 

1S.5 

128-80 

1025 

0 

0 

0 

Few  gran,  casts 

40% 

427 

79 

10.1 

120-S4 

1025 

si.  tr. 

0 

0 

Few  gran,  casts 

Incout. 

11.2 

15.1 

446 

S7 

23.3 

120-60 

1024 

0 

0 

0 

Pus,  no  casts 

15% 

29.9 

472 

74 

14.0 

180-100 

1020 

0 

0 

0 

Occ.  hyal.  cast 

35% 

13.7 

150-95 

35%  (1916) 

14.6 

107 

77 

17.9 

160-SO 

1013-22 

0 

0 

0 

Rare  hyal.  cast 

55% 

15.7 

16S-95 

70%  (1911!) 

519 

75 

15.4 

200-110 

1004-2.8 

0 

0 

0 

Occ.  hyal.  cast 

60% 

13.2 

150-110 

466 

76 

11.2 

106-52 

1020-30 

0 

0 

0 

Gran,  and  hyal.  casts 

60% 

15.9 

*715 

73 

7.3 

160 

1020 

trace 

0 

0 

Hyal.  and  gran,  casts 

313 

73 

10.6 

185-105 

1022 

0 

0 

0 

Rare  hyal.  cast 

35% 

13.4 

190-120 

67 

73 

ref. 

210-120 

1016-30 

0 

0 

(» 

Few  hyal.  and  gran,  casts 

uncoop. 

235 

73 

13.4 

190-95 

1010-14 

0 

0 

0 

No  casts 

55% 

15.1 

180-90 

9.24 

110 

71 

12.9 

200-120 

1020 

0 

0 

0 

Few  hyal.  and  gran,  casts 

45% 

ll.S 

13.4 

•106 

83 

20.2 

215-100 

1(120-24 

0 

0 

0 

Occ.  hyal.  casts' 

25% 

•136 

70 

34.8 

270-160 

1010-22 

0 

0 

0 

Many  gran,  and  hyal.  casts 

45%  (1916) 

143 

75 

12.3 

180-100 

1011-20 

0 

0 

0 

Rare  hyal.  cast 

disch. 

509 

87 

8.7 

240-90 

1016-1S 

0 

0 

0 

Few  gran,  casts 

65% 

180-95 

432 

70 

21.8 

230-100 

101S 

0 

0 

0 

Xo  casts 

disch. 

16.9 

240 

SS 

16.S 

200-140 

100S-22 

0 

0 

0 

Occ.  gran,  and  hyal.  casts 

uncoop. 

16.8 

180-115 

341 

73 

uncoop. 

130-90 

1014 

s.p.  t. 

0 

0 

Occ.  hyal.  cast 

uncoop. 

437 

78 

14.0 

145-82 

1022 

trace 

0 

0 

Xumer.  hyal.  and  gran,  casts 

30% 

407 

71 

21.8 

118-80 

1020 

0 

0 

0 

Many  hyal.  and  gran,  casts 

60% 

19.0 

130-90 

17.4 

242 

70 

16.5 

150-90 

1006-12 

0 

0 

0 

Gran,  casts 

30% 

170-115 

•859 

86 

1S0-78 

1020 

si.  tr. 

0 

0 

No  casts 

40* 

76 

11.7 

165-75 

1004-20 

0 

0 

0 

Hyal.  and  gran,  .casts 

35% 

284 

74 

20.7 

160-100 

1005-30 

0 

0 

0 

'Gran,  casts 

55% 

130-75 

40 

73 

15.4 

130-70 

1022 

s.p.t. 

0 

0 

Xo  casts 

uncoop. 

15.96 

776 

71 

23.0 

150-95 

1012-20 

0 

0 

0 

Few  gran,  casts 

30% 

23.5 

41 

77 

16.24 

180-100 

1014 

0 

0 

0 

Rare  hyal.  cast 

uncoop. 

150-70 

334 

70 

22  4 

166-88 

1012-24 

s.p.t. 

(1 

0 

Ilyal.  and  gran,  casts 

00% 

15.4 

135-75 

404 

70 

16.0 

140-100 

1016 

0 

0 

0 

Rare  hyal.  casts 

50% 

15.4 

160-90 

*4<"i9 

82 

140-75 

1020-25 

o 

o 

o 

No  ca 

764 

81 

15.1 

190-90 

1018-20 

si.  tr. 

0 

0 

Occ.  hyal.  cast  and  pus 

uncoop. 

15.4 

240-130 

20.3 

*277 

70 

16.3 

180-120 

1015-21 

0 

0 

0 

Hyal.  and  gran,  casts 

200-90 

853 

76 

17.6 
17.6 

170-80 

1035-1S 

0 

0 

0 

Few  gran,  casts 

40% 

27S 

70 

12.S 

195-100 

1012-22 

0 

o- 

0 

Few  hyal.  casts 

40% 

170-85 

*  Died ;  autopsies  have  been  done 

on  Nos.  715, 

106.  136, 

4  69 

a  nd 

277. 
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the  dye  is  associated  for  the  most  part  with  an 
elevated  blood  urea  nitrogen.  A  good  excretion 
is  related  for  the  most  part  with  a  relatively 
low  blood  urea  nitrogen. 

Twenty-five  per  cent,  of  the  cases  showed  al- 
Immin  in  the  urine.  There  were  no  cases  of 
glycosuria  or  hematuria.  Practically  all  of  the 
cases  showed  casts — a  customary  observation. 

Sixty-six  per  cent,  of  the  cases  showed  either 
an  elevated  blood  urea  nitrogen  or  a  depressed 
value  of  phenol sulphonephthalein  elimination 
(40%  or  lower).  If  une  disregards  the  findings 
of  only  a  few  caste  in  the  urine  and  disregards 
the  blood  pressure  also,  it  can  be  said  that,  in 
the  group  of  patients  studied,  about  70-75% 
show  easily  demonstrable  evidences  of  kidney 
insufficiency. 

It  will  be  noted  that  in  this  group  there  are 
several  cases  showing  a  relatively  low  blood  urea 
nitrogen  and  a  good  renal  function,  but  which 
have  a  considerable  elevation  of  blood  pressure, 
the  so-called  cases  of  " essential"  hypertension. 


(Elttttral  HeparintPttt. 


A  PSYCHOPATHIC  CONSTITUTION  RE- 
SEMBLING SO-CALLED  MORAL  INSAN- 
ITY, ANT)  ITS  INTERPRETATION. 

By  J.  Victor  Haberman,  A.B.,  M.D.,  S.M.D.  (BerunI. 
New  York  City, 

Instructor  in  Psychotherapy  and  Clinical  Psychology, 
College  of  Physicians  and,  Surgeons,  Columbia 
University ;  Attending  Physician,  Vanderbilt 
Clinic,  New  York. 

An  exceptionally  interesting  boy  was  sent  to 
me  for  examination  and  diagnosis  in  June,  and 
bis  case  again  placed  before  me  the  month  after, 
his  conduct  bringing  him  into  the  Children's 
Court.*  As  this  is  a  type  of  child  so  frequently 
mislabeled  "feeble-minded,"  and  even  more 
often  "degenerate,"  "moral  imbecile,"  or 
"moral  delinquent,"  and  yet  in  reality  is  none 
of  these,  but  just  a  "psychopathic  constitu- 
tion," I  feel  that  the  report  of  the  case  and  its 
psycho-clinical  interpretation  might  prove  in- 
structive, t 

Master  John  X.  is  10  years  ana  6  months  old, 
born  in  America  of  foreign  parents,  the  latter  ap- 
parently of  fairly  good  stock.  The  father  was  a 
sailor,  his  own  people  sound  and  considered  bright 
(all  having  obtained  positions  rather  over  the  av- 
erage).  The  mother,  who  brought  the  boy,  is  an  in- 
telligent woman,  giving  no  sign  of  nervousness  or 
psychopathy.  Her  account  may  be  summarized  as 
follows : 

•  This  child,  in  the  charge  of  Miss  Gregory  of  the  Public  Edu- 
cation Association,  was  referred  to  me  by  Prof.  Heckman,  of  the 
Dept.  of  Pedagogy,  C.  C.  N.  Y.  The  case  came  up  before  Jus- 
tice Levy  of  the  Children's  Court  in  July,  for  which  trial  this 
i  eport  was  prepared. 

t  For  a  full  study  of  the  Degenerate,  Born  Delinquency,  etc., 
see  the  author's  paper  on  this  subject  in  "The  Archives  of  Diag- 
nosis," Isew  York,  April,  1917. 


The  boy's  heredity,  she  believes,  is  entirely  nega- 
tive (the  only  abnormality  noted  is  the  father's  be- 
ing ambidextrous).  Her  own  fraternity  and  that 
of  her  husband  and  their  children  (the  patient's 
cousins)  are  all  normal.  She  herself  has  two  other 
living  children  that  are  healthy,  and  had  one  still- 
birth in  the  6-7th  month.    No  miscarriages. 

The  patient  was  born  prematurely  (in  the  7th 
month),  weighing  but  3%  pounds,  and  showed  a 
nasal  deformity  (thought  at  the  time  to  be  possibly 
an  abnormality  of  the  septum  or  cartilages.  Ev- 
erything else  negative.  The  child  picked  up  rapid- 
ly and  walked,  talked  and  teethed  at  the  normal 
time.  He  never  had  a  high  temperature  nor  a  con- 
vulsion. An  operation  was  done  on  the  nose  at  the 
age  of  four  to  clear  the  obstruction  and,  if  pos- 
sible, find  out  the  cause  of  the  trouble  (a  tumor  was 
suspected,  but  none  found).  The  wound  healed 
very  slowly.  There  were  two  or  three  later  opera- 
tions on  the  nose. 

The  present  complaints  (given  by  the  mother)  are 
serious  and  rather  unusual:  The  boy  frequently 
loses  grip  on  himself.  For  days  at  a  time  acts  as 
under  a  drug;  seems  dazed.  Fancies  everyone  is 
against  him,  especially  the  boys  at  his  school.  Has 
a  "terrible"  temper.  Getting  worse.  When  excited, 
jumbles  his  words.  Has  attacks  of  rage.  Tf  be 
does  not  get  what  he  wishes,  goes  into  spasms  in 
which  he  fumes,  gets  blue,  tears  and  breaks  things. 
Tore  a  large  mass  of  hair  out  of  his  sister's  bead  on 
one  occasion.  Once  cut  somebody's  wrist  with  n 
larse  knife  while  in  such  a  tantrum.  Lies  "dread- 
fully." Says  he  tries  to  stop  it  but  cannot.  Steals 
money  and  things.  Appears  to  have  no  memory. 
Can  recall  nothing.  Has  two  sisters  and  has  diffi- 
culty in  remembering  their  names:  frequently  get? 
the  names  confused.  (No  doubt  due  to  dissocia- 
tion and  disuersive  attention.  Memory  tests-  proved 
negative.)  Cannot  concentrate  at  all:  a  fly,  for 
instance,  will  distract  him  and  keep  him  from  play- 
ing, studying  or  working.  Is  very  restless  in  his 
sleet),  throws  himself  about,  constantly  grinds  his 
teeth.  In  school  evidences  strong  erethism,  talks 
much,  constantly  asks  questions,  moves  about  the 
room.  Accomplishes  nothing.  Stronglv  constipat- 
ed. 

Additional  Facts. 

Never  keeps  a  promise. 

This  morning  he  took  a  picture  not  belonging  to 
him.  Swore  he  hadn't  it.  Said  to  his  mother. 
"Mother,  I'd  be  put  into  hell,  the  Lord  would  not 
have  me  in  Heaven  if  I  took  it."  And  vet  later 
the  mother  found  the  picture  on  him.  He  knew 
that  it  was  wrong. 

He  also  tried  to  get  his  sister  to  take  things. 
Once,  when  8%  years  old,  made  his  sister  take 
something,  saying  he'd  kill  her  if  she  didn't. 

Likes  to  play  with  fire.  Twice  set  the  bouse  on 
tire  (the  last  time  three  years  ago).  Just  wanted 
to  see  the  flames.  His  mother,  to  cure  him,  burned 
his  finger  with  a  match.  This  seemed  to  help  some, 
but  still  likes  to  play  with  matches. 

If  left  alone  will  go  through  drawers,  meddle  with 
the  clock,  the  hot  irons,  etc. 

Has  run  away  three  times;  last  time  two  years 
ago.  Took  subway  to  end  of  road  and  then  talked 
a  long  distance.  An  officer  found  him  and  brought 
him  to  the  station.  There  he  said  he  would  not  go 
home;  that  he  was  badly  mistreated,  etc.  On  my 
questioning  him  why  he  did  this,  he  answered  that 
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his  teacher  said  if  he  did  not  come  back  the  next 
day  with  clean  covers  and  clean  book,  she'd  hit  him. 
"So  I  ran  away  and  told  the  story  to  the  police  to 
get  farther  away — I  expected  to  go  far,  far  away." 
Later  added,  "How  could  I  have  clean  covers  and 
book  if  they  were  dirty?" 

Is  pathologically  lazy.  Will  not  undress  himself 
at  night;  rather  goes  to  bed  with  his  clothes  on. 
Will  frequently  rather  soil  himself  than  go  to  the 
toilet,  it  being  too  troublesome  to  undo  his  clothes. 
If  given  toys  to  play  with,  as  "Mechano  Set,"  asks, 
"Must  I  do  this?"    Everything  is  an  effort. 

Two  months  ago  was  in  the  cellar  and  said  there 
was  a  big  black  shadow  following  him — even  point- 
ed it  out  to  his  mother  in  the  bedroom,  where  it  was 
in  front  of  him;  described  it  as  standing  still  when 
he  moved.  Persisted  in  this  for  several  days.  Want- 
ed to  investigate  it  and  got  angry  that  none  of  the 
others  could  see  it.  Later  said  it  left — wasn't  there 
any  more. 

Further  Incidentals  of  Pschopathy. 

Nocturnal  enuresis  up  to  a  year  ago,  constant; 
now  once  in  a  while.  Headaches  occasionally  severe 
(not  of  migraine  type).  Is  fearful  of  the  dark  and 
of  being  alone  at  night.  Once,  recently,  strongly 
suspected  of  sleepwalking.  Is  supposed  to  have 
prowled  around  his  father's  shop.  There  was  con- 
siderable evidence  of  this,  but  the  boy  denied  any 
knowledge  of  same. 

Etiology. 

The  heredity  appears  to  be  negative.  The  hus- 
band, however,  was  a  sailor  (up  to  the  breaking  out 
of  war),  and  it  is  possible  that  he  took  up  this  voca- 
tion because  of  a  trend  to  instability  or  a  roving 
disposition.  This  is  frequently  but  by  no  means 
always  the  case.  Hence  the  possibility  of  the 
father's  having  been  psychopathic. 

The  prematurity  in  the  seventh  month,  weighing 
3%  pounds,  points  to  the  more  probable  reason  for 
the  brain  abnormality.  The  brain,  if  undeveloped 
at  time  of  birth  but  uninjured,  usually  develops  to 
the  normal  after  birth — if  the  deficit  is  not  too 
great;  here  the  underweight  denotes  the  severity  of 
the  condition,  and  the  fact  that  the  head  at  present 
is  from  one-half  to  three-quarters  of  a  centimeter 
smaller  than  it  should  be  (intimating  that  the  brain 
has  not  grown  to  normal  size).  But  this  is  not  all. 
There  must  have  been  a  reason  for  this  prematurity 
and  underdevelopment.  This  surmise  is  substan- 
tiated in  the  deformity  of  the  nose  at  birth.  There 
was  no  point  to  the  nose  and  the  nostril  was  ob- 
structed on  one  side;  it  was  thought  that  the  car- 
tilage must  be  pressed  inwardly,  or  later  (age  of  4) 
that  a  tumor  was  present.  Hence  the  subsequent 
operations.  (The  above  facts  bring  up  the  possi- 
bility of  congenital  syphilis.) 

The  nasal  obstruction  itself  may  have  played  a 
baneful  part  in  the  general  mental  development 
(restricted  aeration,  etc.,  but  especially  in  affecting 
the  attention),  also  the  operations  themselves,  the 
wound  healing  with  difficulty.    (Aprosexia  nasalis.) 

At  the  age  of  2  the  child  fell  down  stairs.  Though 
not  unconscious,  he  lay  quiet  for  a  long  time;  ap- 
peared dazed  for  several  weeks  afterward.  His 
mother  states  that  he  now  seemed  to  unlearn 
much  that  he  had  learned  and  had  to  be  re- 
taught.  Up  to  this  period  she  thought  him  nor- 
mal, bright  and  sweet-tempered.  After  the  fall  he 
changed,  seemed  backward,  developed  an  intense 
temper  in  which  he  would  throw  himself  on  the 


tloor,  kick,  scream  and  get  blue.  At  times  he  was 
almost  frantic,  "as  if  out  of  his  mind." 

At  about  this  same  time  the  mother  had  to  leave 
the  home  in  order  to  nurse  her  husband,  ill  at  the 
hospital.  In  the  interim,  three  months,  the  child 
was  in  the  care  of  an  inferior  nurse  who  taught 
him  to  masturbate  and  whose  influence  was  general- 
ly bad.  The  masturbation  continued  up  to  the  age 
of  four. 

Pedagogic  History. 

The  boy  has  been  in  several  schools  (five  in  all) 
and  in  sixteen  different  classes  since  entering  kin- 
dergarten (6.  19.  12.)  He  thinks  mostly  in  Ger- 
man (the  language  spoken  in  his  home)  and  trans- 
lates to  English  as  he  speaks.  This  is  constantly 
noticed.  It  is  also  very  evident  in  his  writing, 
which  is  extremely  poor.  One  also  readily  sees 
that  the  boy  thinks  best  and  quickest  in  German. 

Home  Environment. 

Very  moderate  circumstances  but  rather  good 
surroundings.    Mother  appears  firm  and  intelligent. 

Examination. 

Visceral  and  neurological  examination  negative, 
save  that  coordination  of  the  movements  of  the  left 
upper  extremity  is  not  as  good  as  it  should  be  (es- 
pecially finger-to-nose  test). 

General  development  good.  Appearance  negative 
save  for  the  nose  which  appears  somewhat  "pressed 
in."  Head  girth  is  slightly  below  normal — 51  cen- 
timeters. Palate  is  abnormally  high  and  somewhat 
narrow.  Teeth  are  poor,  the  lower  row  unevenly 
planted.  (Has  abnormal  folds  at  the  tonsillar  end 
of  the  gums  ?)  Enlarged  postcervical  glands  on  the 
right. 

Spine  shows  slight  scoliosis  (and  some  abnormali- 
ty between  scapulae?)    X-ray  negative. 

The  nasal  deformity,  high  palate  and  poorly  plant- 
ed teeth  are  possibly  to  be  looked  upon  as  stigmata 
of  hereditary  taint. 

There  is  no  evidence  of  endocrinopathy. 

There  is  no  evidence  of  vagal  or  sympathetic  in- 
volvement. 

Several  things  suggest  syphilis  and  hence  this  must 
net  be  ruled  out:  the  prematurity,  low  weight  at 
birth  and  dysplasia  (nose),  and  the  mother  having 
had  a  still  born  child  in  the  6-7  month. 

Intelligence. 

According  to  the  examination  made  by  both  Prof. 
Heckman  and  myself,  the  general  average  of  intelli- 
gence is  up  to  the  proper  mark.  As  to  ethical  and 
moral  understanding  and  feeling,  my  own  tests 
prove  the  boy  to  be  quite  normal.  His  answers  to 
my  questions  were  bright  and  sharp  and  evidenced 
real  feeling.  In  fact,  asked  to  tell  what  good  deeds 
he  had  already  done,  his  accounts,  whether  truthful 
or  not,  show  him  to  have  a  better  understanding 
of  the  hardships  of  poor  people  and  feeling  for  this 
than  many  a  normal  child  of  his  age. 

His  attention  is  dispersive;  concentration  very 
poor. 

Diagnosis. 

We  have  in  this  boy  a  brain  very  probably  her- 
editarily invalidated — no  doubt,  the  primary  factor. 
Added  to  this  (and  possibly  of  equal  etiological  mo- 
ment?) is  the  prematurity  and,  because  of  the  ex- 
treme underdevelopment  at  birth,  3%  lbs.,  a  post- 
natal development  that  finally  fell  short  of  the  full 
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unfolding  (incomplete  myeloginization,  or  smallness 
of  cells,  or  fewer  association  fibres?)  evidenced  by 
tbe  skull  (brain)  being  slightly  smaller  than  nor- 
mal; possibly,  also,  by  the  high,  narrow  palate. 

The  fact,  however,  that  this  child  walked,  talked, 
and  teethed  at  the  proper  time  makes  it  pos- 
sible to  assume  that  the  brain  here  did  reach  its 
full  and  proper  maturity,  in  spite  of  the  small  skull 
girth,  and  that  the  hereditary  taint  alone  must  be 
considered  in  the  above.  What  this  taint  was, 
whether  psychopathy,  incompatibility  of  the  germ 
plasms  (Moebius),  or  syphilis,  cannot  absolutely  be 
said.J 

This  already  invalidated  brain,  and  therefore  less 
resistant  than  the  normal,  is  now  still  further  un- 
stabilized  by  a  series  of  conditions  and  traumata, 
namely,  nasal  obstruction,  three  or  four  nasal  op- 
erations, an  unhealing  nasal  wound  (this  must  have 
been  a  very  severe  drain  on  the  child's  attention), 
a  serious  fall  downstairs  (concussion  ?)  a  two  years' 
period  of  masturbation  (which  may  harm  a  deli- 
cate brain  organization,  but,  on  the  other  hand 
again,  may  not  be  of  much  moment),  and  evidently 
an  interim  of  poor  or  perverted  influence  in  the 
hands  of  an  inferior  nurse — and  the  lack  of  parental 
control  during  this  period — and,  finally,  an  unfor- 
tunate pedagogical  training  with  many  changes  of 
schools  and  classes  and  the  boy  learning  to  think 
in  German. 

Consequent  upon  all  this,  we  have  a  mental  ab- 
normality showing  itself  here  not  in  a  lack  of  ab- 
normality of  intelligence,  but  in  functional  devia- 
tion in  the  sphere  of  emotion,  affectivity  and  will 
(namely  of  the  character  and  personality  constit- 
uents), i.e.,  psychopathy.  This  boy,  then,  is  a 
psychopathic  constitution  and  of  the  affective  type 
("affective  psychopathic  constitution"). § 

Dissociations  and  occasional  hallucinations,  as 
this  boy  shows,  are  not  infrequent  in  these  indi- 
viduals. They  sometimes  also  have  "large"  epilep- 
tic attacks — the  "affect  epilepsy"  of  Bratz  (which 
our  patient  however  is  not  subject  to). 

The  unethical  tendencies  are  to  be  accounted  for 
through  psychopathy,  that  is,  little  or  no  inhibition, 
in  this  case,  of  impellants  along  the  lines  of  least 
resistance.  Such  minds  rea^ct  to  every  wish,  whim 
or  suggestion — whether  it  be  right  or  wrong — and 
react  the  more  easily  under  emotion  or  affect  (deeds 
of  violence  being  even  possible  in  the  daze  of  strong 
affectivity).  This  boy  thoroughly  comprehends  the 
difference  between  right  and  wrong  and  has  good 
general  ethical  insight  and  even  evidences  real,  deep 
feeling.  But  he  has  no  will  with  which  to  act 
counter  to  his  inclinations  and  desires.  He  covers 
his  tracks  through  lying — lying  having  become  com- 
mon habit  with  him.    A  lively  fantasy  only  adds 

%  Even  if  this  boy  gives  no  W.  R.,  his  abnormality  might  be 
occasioned  by  syphilis  in  his  ascendants,  he  himself  not  being 
syphilitic.  "Thus  many  a  juvenile  malefactor  has  to  thank  his 
miserable  state  to  the  unstable  nervous  system  bequeathed  him 
by  the  syphilis  of  an  ancestor."  See  our  study  on  Hereditary 
Syphilis,  Jour.  A.  M.  A.,  March  3,  1915,  p.  1141.  As  yet  it 
has  not  been  possible  to  obtain  a  W.R.  on  either  the  boy  or  his 
parents. 

S  Should  this  boy  give  a  positive  Wassermann  reaction,  the 
diagnosis  will  be  no  different,  only  we  shall  be  informed  as  to 
the  cause  behind  the  trouble.  Antisyphilitic  treatment  in  that 
case  will,  of  course,  be  imperative. 


to  the  mischief.  There  is  no  defect  here  of  any 
"ethical  sense,"  nor  "ethical  inferiority,"  because 
of  mental  enfeeblement,  nor  is  this  a  case  of  ethical 
warp  through  lack  of  home  training,  seduction,  etc. 

The  strongly  abnormal  laziness  is  an  unusual  ac- 
companiment and  difficult  to  explain  unless  it  be 
again  a  manifestation  of  lack  of  will  to  do  aught 
necessitating  effort  and  not  in  the  line  of  inclina- 
tion or  desire. 

Prognosis. 

The  case  must  be  looked  upon  as  a  serious  one, 
and  one  in  which  both  special  training,  treatment 
and  the  closest  supervision  will  be  needful  for  a 
long  period  of  time.  Under  these  conditions,  there 
is  a  likelihood  of  the  boy  evening  out  into  nor- 
mality. Should  this  child  grow  up  without  such 
special  training,  treatment  and  supervision,  his 
natural  course  will  be  the  most  direct  pathway  to 
criminality. 

But  how  dispose  of  such  cases?  The  institu- 
tions for  the  feeble-minded  are  not  the  place  for 
them,  for  they  are  not  feeble-minded,  and  would 
not  only  benefit  in  no  wise  from  such  a  sojourn, 
but  would  surely  corrupt  and  contaminate  every 
witless  member  of  the  community.  Nor  is  re- 
formatory or  prison  the  place  to  send  them,  for 
though  they  have  perfect  knowledge  of  right  and 
wrong,  they  are,  nevertheless,  quite  irresponsible 
for  their  acts  and  hence  not  deserving  of  punish- 
ment; nor  does  punishment  help  such  psycho- 
paths in  the  slightest ;  indeed,  it  rather  breeds 
resentment  in  them,  fosters  desperate  moods,  and 
intensifies  their  already  abnormal  affectivity. 
And  as  for  sending  them  to  the  asylum,  that  is, 
least  of  all,  a  fit  commitment,  for  they  are  not 
insane,  have  not  even  partial  trends  to  aliena- 
tion, and  must  needs  degenerate  and  decay  in 
so  abnormal  an  environment. 

Through  the  Children's  Court  and  the  benevo- 
lence and  fine  insight  of  its  judges,  many  such 
unfortunates  are  spotted  and  sent  to  industrial 
school  farms,  and  in  that  way  are  very  well, 
though  not  ideally,  looked  after.  But  the  greatest 
number  do  not  come  before  the  children's  courts 
and  are  not  individually  cared  for  until  they 
are  adults  and  have  grown  so  mentally  awry  as 
to  be  beyond  the  stage  of  educational  correction. 
Both  through  tax  burdens  in  supporting  its 
overcrowded  derelict  cantonments  and  in  the 
actual  loss  and  suffering  occasioned  by  these 
psychopaths,  society  pays  dearly  for  its  sin  in 
not  sifting  out  its  abnormals  in  their  childhood 
days,  when  they  could  still  be  succored,*  and  es- 
tablishing suitable  institutions  for  their  tem- 
porary maintenance  and  special  training.  This 
for  all  of  us — physician,  teacher,  justice  and 
citizen — is  a  most  timely  problem  and  a  serious 
and  urgent  one. 

*  How  this  can  be  done  in  the  schools  was  suggested  by  the 
writer  some  years  ago — "Clinical  Psychology  in  Its  Relation  to 
the  School  and  to  Social  Medicine,"  Med.  Record,  Nov.  20,  1915. 
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Radium  Therapy  in  Cancer.  By  Henry  H. 
Janeway,  M.D.,  with  the  discussion  of 
Treatment  of  Cancer  of  the  Bladder  and  Pros- 
tate by  Benjamin  S.  Barringer,  M.D. ;  and 
an  Introduction  upon  the  Physics  of  Kadium 
by  Gioacchino  Failla,  E.E.,  A.M.  New 
York:    Paul  B.  Hoeber.  1917. 

This  volume  represents  the  first  report  of  the 
use  of  radium  therapy  at  the  Memorial  Hospital, 
New  York.  The  author  states  that  while  there 
are  many  available  reports  of  the  use  of  radium 
in  cancer,  a  more  accurate  description  of  the 
methods  of  applying  radium  to  malignant 
tumors  in  different  situations  is  needed  in  order 
that  good  results  may  be  duplicated.  In  his  ex- 
perience the  use  of  radium  emanation  has  greatly 
increased  the  efficiency  of  radium  therapy  as 
compared  to  the  use  of  the  metal  itself.  For  a 
satisfactory  understanding  of  these  advantages, 
as  well  as  the  principles  of  application  and  fil- 
tration, an  acquaintance  with  the  physics  of 
radium  is  indispensable.  It  has,  therefore,  been 
deemed  advisable  to  include  in  this  report  an 
introduction  explaining  in  detail  the  physical 
considerations  relative  to  the  therapeutic  appli- 
cation of  radium.  The  book  is  well  illustrated 
by  eighteen  half-tones  and  diagrams,  and  is  ex- 
tremely interesting  from  a  clinical  point  of 
view. 

Diseases  of  the  Chest  and  Principles  of  Physical 
Diagnosis.  By  George  William  Norris, 
A.B.,  M.D.,  and  Henry  R.  M.  Landis,  A.B., 
M.D.  New  York:  W.  B.  Saunders  Company. 
1917. 

This  book  consists  of  a  volume  of  nearly  800 
pages  attractively  bound,  with  excellent  type 
and  illustrations.  The  reviewer  has  nothing 
but  commendation  for  this  book.  The  numerous 
illustrations  alone  make  it  of  very  great  value. 
It  presents  the  subjects  of  pulmonary  and 
cardiac  fimctions  from  the  only  logical  point  of 
view,  the  pathological  side  first,  and  with  this 
as  a  basis  takes  up  the  clinical  aspects  of  dis- 
eases of  the  heart  and  lungs.  The  numerous 
plates  of  frozen  sections  showing  the  patholog- 
ical anatomy  of  the  various  conditions  under 
discussion,  demonstrate  more  clearly  than  could 
be  done  in  any  other  way,  the  causes  for  the 
various  signs  and  symptoms  associated  with  dis- 
eases of  these  organs.  The  reasons  for  the  so- 
called  "physiological  right  apex,"  for  instance, 
are  made  clear  and  distinct,  and  the  causes  of 
the  various  murmurs  in  valvular  disease  of  the 
heart  are  demonstrated  by  actual  photographs 
of  the  diseased  valves  and  by  diagrams. 

The  amount  of  information  given  in  this 
volume  is  enormous,  and  yet  it  is  divided  and 
sub-divided,  so  that  any  student  or  practitioner 


can  easily  tind  the  details  concerning  the  par- 
ticular subject  in  which  he  is  interested.  It  is 
difficult  to  imagine  how  the  presentation  of  this 
important  and  difficult  subject,  Diseases  of  the 
Chest,  could  possibly  have  been  improved  upon, 
and  the  writers  are  to  be  congratulated  upon 
what  the  reviewer  considers  a  notable  achieve- 
ment. This  book  may  be  highly  recommended 
to  students,  general  practitioners  and  specialists 
alike. 

Manual  for  Institution  Libraries.  Compiled  by 
Carrie  E.  Scott.  Chicago:  American  Li- 
brary Association  Publishing  Board. 

This  monograph,  published  as  Handbook  No. 
10  of  the  American  Library  Association  Com- 
mittee on  library  work  in  hospitals  and  in  char- 
itable and  correctional  institutions,  is  intended 
for  the  instruction  of  institution  librarians  with- 
out previous  library  training  on  the  selection, 
arrangement,  cataloging,  distribution  and  pre- 
servation of  books. 

These  questions  are  discussed  under  the  head- 
ings: Book  Selection  (including  titles  of  reliable 
book  lists,  paragraphs  on  book  funds,  editions, 
suitability,  the  proportion  of  fiction  and  non- 
fiction)  ;  furniture  and  fittings ;  mending  and 
binding ;  the  care  and  distribution  of  periodicals ; 
classification,  cataloging  and  loan  system,  with 
illustrations  of  sample  book  and  request  cards. 
Appended  is  a  list  of  supplies  needed  in  the 
library  with  addresses  of  reliable  firms. 

Altogether,  it  is  a  very  complete  and  satisfac- 
tory little  handbook,  combining,  as  it  does,  in 
practical  detail,  the  experience  of  all  these  hos- 
pitals and  other  institutions  of  the  country, 
which  have  cooperated  with  the  compilers  by 
answering  questions  regarding  methods  and  re- 
sults in  their  own  libraries. 

To  the  untrained  hospital  librarian  (and  there 
are  few  others)  such  a  handbook  is  indispen- 
sable. Happily,  the  hospitals  are  waking  up  to 
the  importance  of  a  good  library  as  a  .  thera- 
peutic agent,  and  are  learning  that,  to  be  effi- 
cient, this  library  must  be  organized ;  that  with- 
out some  system  the  best  library  is  simply  a  mass 
of  books,  while  with  it,  it  becomes  an  important 
department  of  the  hospital.  It  is  because  of  a 
sympathetic  realization  of  the  difficulties  of  the 
untrained  librarian  that  this  Manual  has  been 
compiled. 

United  States  Naval  Medical  Bidletin,  January, 
1918.    Washington,  D.  C. 

This  bulletin,  published  for  the  information  of 
the  medical  department  of  the  service,  issues  an 
especially  noteworthy  number  for  January.  An 
appreciation  of  Theodor  Koeher  by  one  of  his 
pupils,  Dr.  Arnold  C.  Klebs,  of  Washington,  D.C.. 
appears  in  the  historical  department,  and  a 
picture  of  Theodor  Kocher  begins  the  volume. 
Among  the  special  articles  is  one  by  Gaston 
Houzel  Medecin  Aide  Major  Ire-  Classe,  French 
Army,  on  "Treatment  of  Fractures  of  the  Thigh 
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by  the  Gassette  Apparatus ; ' '  another  by  Assist- 
ant Surgeon  E.  R.  Noyes,  U.S.N. ,  on  the  pre- 
paration of  Dakin  solution,  and  an  article  by 
Surgeon  W.  N.  McDonell,  U.S.N.,  on  Dakin 's 
Solution  and  the  Carrel  Technique  for  Infected 
Wounds.  The  department  of  progress  is  espe- 
cially interesting  with  its  reports  on  military 
medicine. 

The  New  System  of  Gynecology.  Edited  by 
Thomas  Watts  Eden,  M.D.,  F.R.C.S.E., 
F.R.C.S.,  Temp.  Major,  R.A.M.C.,  Vice-Pres- 
ident of  Section  of  Obstetrics  and  Gynecology 
of  Royal  Society  of  Medicine;  Obstetric  Phy- 
sician, Charing  Cross  Hospital ;  Surgeon, 
Chelsea  Hospital  for  Women ;  and  Cuthbebt 
Lockyeb,  M.D.,  B.S.,  F.R.C.S.,  P.R.C.P., 
Vice-President  of  Section  of  Obstetrics  and 
Gynecology  of  Royal  Society  of  Medicine; 
Obstetric  Physician  to  Out-patients,  Charing 
Cross  Hospital;  Surgeon  to  In-patients,  Sa- 
maritan Free  Hospital  for  Women.  In  three 
volumes.  With  numerous  illustrations  in 
color,  and  in  black  and  white.  Limited. 
London:    MacMillan  &  Company.  1917. 

This  work  represents  the  most  ambitious  ef- 
fort in  gynecological  literature  in  the  English 
language,  and  immediately  attracts  attention. 
Its  scope  and  the  array  of  contributing  editors, 
under  editors-in-chief  Thomas  W.  Eden  and 
Cuthbert  Lockyer,  arouse  hopes  of  a  production 
worthy  of  the  contributions  to  Gynecology  by 
British  investigators  and  authors. 

In  volume  I,  a  number  of  general  topics  are 
treated :  anatomy,  physiology,  malformations, 
disorders  of  function,  methods  of  examination  of 
gynecological  patients,  types  of  micro-organisms 
found  in  the  female  genito-urinary  tract,  and  in- 
fections, sepsis,  gonorrhea,  tuberculosis,  syph- 
ilis. There  are  also  chapters  on  inflammatory 
affections  of  the  fallopian  tubes,  and  ectopic 
gestation. 

In  volume  II,  diseases  of  the  genital  organs 
are  taken  up, — of  the  vulva,  vagina,  uterus,  cysts 
and  tumors  of  the  fallopian  tubes,  and  tumors 
of  the  ovary. 

Tn  volume  III,  are  considered  diseases  of  the 
breast,  vermiform  appendix,  infections  of  the 
urinary  tract,  as  well  as  methods  of  examination 
of  the  urethra  and  bladder,  hernia  in  women, 
and  diseases  of  the  rectum.  About  three-fourths 
of  the  third  volume  is  devoted  to  therapeutics, 
chiefly  operative,  with  separate  chapters  devoted 
to  general  gynecological  therapeutics,  to  the  x- 
ray  and  to  radium  in  gynecological  practice. 

Tn  a  work  of  this  extent,  three  volumes,  fifty 
authors  and  over  twenty-five  hundred  pages, 
there  is  naturally  some  repetition  or  over-lap- 
ping of  topics,  some  disagreement  and  some  un- 
cvenne«s  in  merit  of  presentation.    Not  all  the 


views  are  based  on  the  most  recent  and  thorough 
investigations.  But  the  standards  maintained 
are  unusually  high  and  the  work  has  been  pro- 
duced under  trying  conditions  and  deserves  high 
praise.  Only  six  of  the  authors  are  from  out- 
side the  British  Isles. 

Among  the  articles  which  it  is  especial  pleas- 
ure to  read  are  Disorders  of  Function  by  Blair 
Bell ;  Myoma  and  Adenomyoma  of  the  Uterus,  a 
masterly  presentation  by  Cuthbert  Lockyer; 
Cancer  of  the  Uterus  by  Wilson,  and  Chorione- 
pithelioma  by  Teacher. 

The  arrangement  of  the  work  is  not  alto- 
gether satisfactory  and  numerous  slight  changes 
would  be  desirable.  There  are  references  to 
some  of  the  most  important  articles  in  the  liter- 
ature, and  each  volume  has  an  adequate  index. 

The  press  work  is  excellent,  the  illustrations 
very  numerous  and  the  colored  plates  of  con- 
siderable, some  of  great,  merit. 

In  spite  of  many  excellences  in  the  work,  the 
reviewer  closes  the  last  volume  with  a  feeling  of 
disappointment  because  the  book  does  not  fulfill 
the  promise  of  its  title,  a  System  of  Gynecology. 
It  is  comprehensive  enough,  but  not  sufficiently 
systematic  nor  exhaustive.  Each  chapter  should 
be  a  systematic  and  exhaustive  consideration  of 
the  subject  of  that  chapter,  quite  up  to  date, 
with  a  just  and  discriminating  statement  of 
varying  views,  if  there  is  not  unanimity  of  opin- 
ion among  authorities,  with  references  to  the 
original  articles  where  these  views  are  expressed. 
Certain  chapters  do  fully  meet  these  require- 
ments. But  too  often  the  text  suggests  inflation 
of  the  usual  textbook  in  Gynecology  instead  of 
revealing  the  insight  and  the  touch  of  the  mas- 
ter. 

Clinical  Surgical  Diagnosis  for  Students  and 
Practitioners.  By  F.  de  Queevain,  Profes- 
sor of  Surgery  and  Director  of  the  Surgical 
Clinic  at  the  University  of  Basle.  With  604 
illustrations  and  5  plates.  Second  English 
edition.  Translated  from  the  fifth  edition  by 
J.  Snowman,  M.D.  New  York:  William 
Wood  &  Company.  1917. 

This  second  English  edition  of  800  pages,  and 
well  printed,  translated  from  the  fifth  edition 
by  de  Quervain,  contains  all  that  was  so  justly 
praised  in  the  previous  review  of  the  previous 
edition,  together  with  nearly  100  new  illustra- 
tions, revision  of  all  chapters,  rewriting  of  the 
chapter  on  Stomach  and  Duodenum,  and  the  ad- 
dition of  a  final  chapter  devoted  exclusively  to 
Diagnostic  Problems  in  Connection  with  the 
Military  Surgery  of  the  Limbs. 

The  reviewer  considers  this  book  the  best 
single  volume  on  clinical  diagnosis  with  which 
he  is  familiar,  and  can  recommend  it  without 
reserve  to  advanced  students  and  practising 
surgeons. 
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MOBILIZING  THE  PROFESSION  FOR 
WAR. 


Until  the  entire  medical  profession  of  the 
United  States,  or  at  least  those  who  are  mentally 
and  physically  fit  and  within  the  age  limit,  is 
mobilized  within  the  Medical  Reserve  Corps  of 
the  United  States  Army,  not  until  then  can  we 
give  to  the  Surgeon-General  that  efficiency 
which  he  so  badly  needs  in  having  a  large  body 
of  medical  officers  upon  whom  to  draw. 

You  may  never  be  called ;  at  the  same  time 
your  joining  the  Medical  Reserve  Corps  and 
placing  your  services  at  the  command  of  your 
country,  clearly  indicates  the  patriotism  which 
the  medical  profession,  as  a  whole,  should  evince 
and  which  we  must  manifest  if  we  are  to  win 
the  war. 

Every  doctor  must  realize  that  success  de- 
pends upon  a  carefully  selected  and  thoroughly 
trained  body  of  medical  officers.  By  careful 
selection,  wo   mean  the  placing  of  a  medical 


officer  in  a  position  where  he  is  best  fitted  for 
the  service;  and  only  by  having  an  immense 
corps  or  the  entire  profession  mobilized  upon  a 
war  basis,  can  we  serve  our  country  to  the  best 
possible  advantage. 

This  mobilization  of  the  entire  profession 
should  come  from  within  the  body  itself,  but 
every  physician  coming  within  the  requirements 
of  the  service,  as  to  age  and  physical  fitness, 
should  seriously  consider  this  suggestion,  and 
not  wait  for  complete  mobilization,  but  apply  at 
once  for  a  commission  in  the  Medical  Reserve 
Corps  of  the  United  States  Army. 

It  is  not  only  for  the  combatant  forces  that 
medical  officers  are  required,  but  for  sanitation, 
hospital  camps,  cantonments,  and  in  other  de- 
partments where  the  health  and  life  of  the 
forces  are  dependent  upon  the  medical  officer. 

We  have  within  the  profession  a  sufficient 
number  of  doctors  to  meet  fully  the  require- 
ments of  the  Surgeon-General's  office,  whatever 
they  might  be;  but  to  be  of  service,  you  must 
join  the  Medical  Reserve  Corps  to  enable  you  to 
meet  the  appeal  which  is  now  being  made  for  a 
large  and  efficient  Medical  Reserve  Corps,  upon 
which  the  Surgeon-General  may  draw  as  re- 
quirements demand. 


THE  NEEDS  OF  THE  MEDICAL  SERVICE. 

Under  the  above  caption,  Lieut.-Col.  R.  E. 
Noble,  M.  C,  U.S.A.,  presented  before  the 
latest  meeting  of  the  Southern  Medical  Associa- 
tion an  admirable  paper  which  convincingly 
answers  the  many  questions  asked  of  the  De 
partment,  which  have  caused  perplexing  hours- 
of  thought  with  many  doctors.  This  communi- 
cation appears  in  full  in  the  December  issue  of 
the  Southern  Medical  Journal,  and  should  be 
read  by  every  doctor  in  the  country.  In  a  pre- 
vious paper  by  the  same  writer,  presented  prior 
to  the  time  that  the  United  States  entered  the 
war,  as  in  the  above-mentioned  communication, 
Col.  Noble  said: 

"On  the  medical  profession  rests  a  heavy  re- 
sponsibility, for  with  the  medical  profession 
rests  the  subject  of  medical  preparedness." 

This  is  a  particularly  impressive  paragraph 
and  pregnant  with  truth,  and  its  meaning 
should  sink  deep  into  the  heart  of  every  doctor 
in  America.  What  was  a  fact  before  we  entered 
the  struggle  is  more  than  a  fact  now,  since  we.- 
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have  joined  forces  with  our  Allies  in  a  world 
war,  which  will  be  terminated  only  by  the  suc- 
cess of  our  arms. 

We  have  not  a  sufficient  number  of  medical 
officers  to  care  for  the  combatant  and  other 
forces  now  in  training.  "With  the  new  draft 
soon  to  be  called,  and  the  possibility  of  the  rais- 
ing of  an  army  of  between  five  and  ten  million, 
as  has  been  authoritatively  foreshadowed,  we 
would  repeat,  "On  the  medical  profession  rests 
a  heavy  responsibility,  for  with  the  medical  pro- 
fession rests  the  subject  of  medical  prepared- 
ness." 

The  responsibility  of  the  medical  profession 
of  the  United  States,  and  its  importance  in  the 
successful  outcome  of  the  war,  cannot  be  too 
forcibly  impressed  upon  every  doctor  who  is 
mentally  and  physically  fit  and  within  the  age 
limit.  They  are  urged  to  offer  their  services 
now. 

That  the  Surgeon-General  should  have  an 
immense  corps  of  Medical  Reserve  Officers  upon 
which  to  draw,  enabling  him  to  place  the  indi- 
vidual where  he  will  be  best  fitted  for  the  serv- 
ice, is  manifestly  apparent.  This  will  mean 
efficiency,  and  by  efficiency  alone  can  the  re- 
sponsibility now  resting  upon  the  medical  pro- 
fession of  this  country  be  lessened. 

Let  every  physician  apply  immediately  for  a 
commission  in  the  Medical  Reserve  Corps  and 
thus  discharge  the  responsibility  which  he  owes 
to  his  country,  his  profession  and  himself. 


WAR-RISK  INSURANCE. 

In  conjunction  with  our  previous  editorials 
on  the  subject  of  war-risk  insurance,  comes  a 
letter  from  the  Treasury  Department  of  the 
United  States,  in  Washington,  urging  the  desir- 
ability for  all  men  in  ths  service,  for  the  protec- 
tion of  their  families,  to  carry  war-risk  insur- 
ance.   The  letter  says  in  part: 

"To  safeguard  America's  gallant  soldiers 
and  sailors  and  their  families,  it  is  imperative 
that  our  fighting  forces  avail  themselves  of  the 
full  privileges  conferred  by  the  Military  and 
Naval  Insurance  Act. 

For  his  own  benefit  and  for  the  benefit  of  his 
family,  every  enlisted  man  and  officer  in  the 
Army  and  Navy  should  take  the  full  $10,000  of 
insurance.  Insurance  of  almost  $4,000,000,000 
has  already  been  applied  for,  but  this  great 
total  is  only  a  beginning.  America's  Army  and 
'Navy  should  be  100%  insured. 


The  necessity  of  prompt  application  cannot 
be  emphasized  too  strongly.  Persons  in  service 
before  October  15,  1917,  must  apply  on  or  be- 
fore February  12,  1918.  Those  who  joined  after 
October  15,  1917,  have  120  days  from  the  date 
of  enlistment  in  which  to  apply. 

With  the  details  of  this  insurance  plan  you 
are  already  familiar.  The  unprecedented  ad- 
vantages and  privileges  conferred  by  the  Gov- 
ernment and  the  extraordinarily  low  cost  have 
been  explained  to  all  men  now  in  the  service. 
All  that  is  needed  now  is  vigorous  publicity  to 
speed  up  applications  before  February  12.  In 
this  work  your  aid  is  indispensable." 


MEDICAL  NOTES. 

British  New  Year  Honors. — The  list  of 
honors  bestowed  on  New  Year's  Day  of  this 
year  may  be  looked  upon  as  a  war  honor  roll. 
Among  those  honored  with  the  order  of  Knight- 
hood are:  Sir  C.  A.  Ballance,  Sir  G.  L.  Cheatle, 
Sir  T.  Crisp  English,  Sir  Archibald  Garrod, 
Sir  J.  M.  Irwin,  Sir  W.  G.  Macpherson,  Sir  J. 
Maher,  Sir  W.  H.  Norman,  Sir  M.  W.  Russell, 
and  Sir  J.  P.  Stewart.  The  following  list  also 
contains  the  names  of  those  who  have  served 
their  country  at  home  or  in  the  colonies,  and  of 
members  of  the  navy  and  army  medical  depart- 
ments who  have  directly  contributed  to  suc- 
cesses in  the  field.  In  the  list  of  new  Knights 
are  the  names  of  Dr.  Barclay  Josiah  Baron, 
Lord  Mayor  of  Bristol,  consulting  physician  to 
the  throat  and  nose  department  of  the  Bristol 
General  Hospital ;  Dr.  Thomas  J.  Horder,  assist- 
ant physician  to  St.  Bartholomew's  Hospital 
and  physician  to  the  Cancer  Hospital,  in  whose 
hands  clinical  pathology  has  made  some  val- 
uable advances;  Dr.  John  Phillips,  professor 
emeritus  of  obstetric  medicine  in  King's  Col- 
lege ;  Mr.  Harold  J.  Stiles,  surgeon  to  the  Edin- 
burgh Hospital  for  Sick  Children  and  to  the 
Chalmers  Hospital,  Edinburgh;  and  Major  An- 
drew Macphail,  C.A.M.C.,  professor  of  the  his- 
tory of  medicine  in  the  McGill  University,  Mon- 
treal. Sir  George  Newman,  principal  medical 
officer  to  the  Board  of  Education,  has  been  made 
a  K.C.B.  In  the  Royal  Victorian  Order,  Sir 
Bertrand  E.  Dawson,  K.C.V.O.,  C.B.,  has  been 
promoted  to  a  Knight  Grand  Cross ;  Lieutenant- 
Colonel  H.  M.  Rigby,  R.A.M.C.,  has  been  made 
a  K.C.V.O.;  and  Staff-Surgeon  Louis  Greig, 
R.N.,  a  Member  of  the  Order.  In  the  Order  of 
the  Indian  Empire,  Lieutenant-Colonel  and 
Brevet-Colonel  H.  F.  Cleveland,  V.H.S..  Deputy 
Director-General  of  the  Indian  Medical  Serv- 
ice; Lieutenant-Colonel  H.  Smith.  I.M.S..  Civil 
Surgeon  at  Amritsar ; Major  H.  C.  Brown.  I.M.S.. 
director  of  the  Central  Research  Institute  at 
Kasauli;  and  Assistant  Surgeon  Kedar  Nath 
Das,  professor  of  midwifery  at  the  Campbell 
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Medical  School,  Calcutta,  have  each  received  a 
Companionship. 

Confirmation  op  California  Medical  Li- 
cense Act. — The  United  States  Supreme  Court 
has  declared  constitutional  the  California  state 
medical  practice  act,  providing  for  licensing 
and  regulating  persons  engaged  in  healing  the 
sick. 

British  Ophthalmologic  al  Society. — The 
annual  congress  of  the  Ophthalmologic^  So- 
ciety of  the  United  Kingdom  will  be  held  on 
May  2,  3,  and  4,  1918,  in  London,  England.  A 
museum  will  be  held  at  the  Royal  Society  of 
Medicine,  with  a  special  exhibition  of  perime- 
ters. 

London  Death  Kates. — Mortality  rates  for 
the  cities  and  boroughs  of  London  for  the  month 
of  November  show  that  the  lowest  rate  oc- 
curred in  Hampstead,  and  the  highest  in  Shore- 
ditch,  the  respective  rates  being  8.5  and  25.2. 

Spanish  Medical  Society  in  New  York. — 
An  association  of  Spanish-speaking  doctors 
practising  in  New  York  has  been  formed  and 
named  La  Sociedad  Medica  Hispania-Ameri- 
cana.  The  secretaries  are  Drs.  Manual  Uribe  y 
Troncoso  and  Anibal  Zelaya. 

Longevity  in  Australia. — The  British  Med- 
ical Journal  contributes  a  statement  of  some  in- 
teresting longevity  statistics  from  Australia. 

"At  the  census  of  1881,  children  under  the 
age  of  15  represented  38.9%  of  the  total  popu- 
lation of  the  Commonwealth,  the  proportion 
for  subsequent  censuses  being  36.9  in  1891,  35.1 
in  1901,  and  31.6  in  1911.  At  the  census  of 
1881,  persons  aged  70  and  upwards  represented 
1.3%  of  the  population,  1.5%  in  1891,  2.1%  in 
1901,  and  2.6%  in  1911.  These  figures  afforded 
evidence  of  the  increasing  age  of  the  population 
of  Australia.  The  influence  of  the  South  Afri- 
can war  in  1901  on  the  age  statistics  was  shown 
by  the  fact  that,  while  males  between  the  ages 
of  20  and  30  represented  20.5%  of  the  total 
male  population  in  1891,  and  18.7%  in  1911, 
they  represented  only  17.3%  in  1901.  The  high 
proportion  at  this  age  in  1891  is  attributed  to 
the  large  amount  of  immigration  which  took 
place  during  the  preceding  ten  years." 

American  Society  for  the  Control  of  Can- 
cer.— The  American  Society  for  the  Control  of 
Cancer  issues  once  a  month  a  bulletin  called 
"Campaign  Notes,"  chronicling  the  progress  of 
its  work.  The  first  number  appeared  in  Jan- 
uary, 1918.  The  Society  considers  one  of  the 
greatest  achievements  of  the  past  year  has  been 
the  publication  by  the  Census  Bureau  of  the 
special  report  on  cancer  mortality  in  the  United 
States  Registration  Area.  The  preparation  of 
this  renort  was  suggested  by  the  Society,  and 
its  statistical  experts  were  frequently  consulted 
in  its  development. 


"As  it  is  unquestionably  the  most  complete 
and  detailed  compilation  of  cancer  mortality 
statistics  ever  published  by  any  government,  the 
Society  feels  a  just  pride  in  its  publication. 
The  report  has  proved  of  inestimable  value  as  a 
source  of  reference  for  the  members  of  our  lec- 
ture staff  who  have  secured  copies  by  applica- 
tion to  the  Census  Bureau  in  the  name  of  the 
Society. 

The  collection  of  reports  of  cancer  cases  sub- 
mitted by  surgeons  in  the  statistical  study  un- 
dertaken by  the  Society  has  been  continued,  and 
there  is  now  on  file  at  the  National  Office  a  very 
valuable  amount  of  data  which,  when  further 
augmented,  will  serve  as  the  basis  of  important 
special  investigations. ' ' 


war  notes. 

Venereal  Infection.— The  following  com- 
munication, printed  in  the  London  Times,  re- 
veals a  condition  of  affairs  as  regards  the  proper 
care  of  venereal  disease  among  British  troops 
which  compares  far  from  favorably  with  that  in 
practice  in  the  United  States  Army: 

"Sir, — Since  the  publication  of  my  letter  to 
you  on  December  27  I  have  had  several  more  in- 
quiries from  Army  officers,  both  combatant  and 
medical,  of  which  the  following  extract  from  a 
letter  just  received  from  the  front  is  a  fair  ex- 
ample : 

'I  am  taking  the  liberty  of  asking  you  for 
details  of  the  disinfectants  you  mention.  My 
reason  for  asking  is  that  medical  officers  give 
different  answers,  and  that  recently  officers  have 
been  ordered  to  speak  to  their  men  on  these 
questions.  Definite  instructions  would,  there- 
fore, be  of  obvious  value.' 

I  shall  be  grateful  if  you  will  insert  this  letter 
in  order  that  the  large  number  of  persons  now 
actively  interested  in  this  grave  matter  may 
realize  the  highly  unsatisfactory  conditions  now 
obtaining  in  the  medical  department  of  the 
army  in  relation  to  the  prevention  of  the  wide- 
spread infection  of  our  troops  by  venereal  poi- 
sons. It  is  at  least  possible  that  some  influen- 
tial persons  thus  interested  and  informed  may 
take  some  steps  which  will  lead  to  this  chaos 
being  reduced  to  order.  I  have  already  tried 
and  failed  to  persuade  those  who  could  take 
such  steps,  to  make  some  definite  and  practical 
move  in  the  matter.  Such  advance  as  is  now 
being  achieved  is  made  more  or  less  sub  rosa. 
To  be  really  effective  against  the  existing  dan- 
ger, it  must  be  made  by  outspoken,  clear,  and 
authoritative  order.  I  have  been  personally  in- 
formed by  very  many  army  medical  officers  of 
superior  rank  that,  in  spite  of  being  thoroughly 
convinced  of  the  absolute  necessity  of  prophy- 
lactic medical  measures,  they  are  held  back  from 
performing  what  they  feel  should  be  regarded' 
as  their  medical  duty,  by  the  existence  of  an 
army  order  which  literally  forbids  such  action.. 
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Surely,  if  the  highest  army  medical  authorities 
may  be  restrained  from  action  through  either 
want  of  encouragement  or  positive  hindrance 
from  the  political  executive,  it  is  the  business 
of  the  people  and  Parliament  to  force  the  gov- 
ernment to  remove  this  scandal  or  to  justify 
their  attitude  towards  it. 

I  am,  Sir,  your  obedient  servant, 

H.  Bryan  Donkin,  M.D.,  F.R.C.P. 

London. ' ' 


BOSTON   AND  MASSACHUSETTS. 

Essex  South  Medical  Society. — The  third 
regular  meeting  of  the  Essex  South  Medical 
Society  was  held  Wednesday  evening,  February 
6,  at  the  Lynn  City  Club.  Papers  were  read  by 
Dr.  A.  R.'Kimpton  of  Boston,  and  Dr.  M.  A. 
Harrington  of  Danvers  State  Hospital  Staff. 
Dr.  Kimpton's  talk  was  based  on  the  conclu- 
sions reached  as  to  the  value  of  transfusion 
from  a  series  of  three  hundred  cases,  while  Dr. 
Harrington,  who  was  formerly  a  regimental 
surgeon  in  the  British  army,  talked  on  his  ex- 
periences in  the  Service. 

Week's  Death  Rate  in  Boston. — During  the 
week  ending  January  26,  the  number  of  deaths 
reported  was  282,  against  272  last  year,  with  a 
rate  of  18.74,  against.  18.19  last  year.  There 
were  56  deaths  under  one  year  of  age,  against 
34  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were:  diphtheria,  115;  scarlet  fever, 
37;  measles,  93;  whooping  cough,  80;  tubercu- 
losis, 82. 

Included  in  the  above  were  the  following  cases 
of  non-residents:  diphtheria,  15;  scarlet  fever, 
9;  tuberculosis,  10. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 6 ;  scarlet  fever,  5  ;  measles,  3 ;  whooping 
cough,  5;  tuberculosis,  29. 

Included  in  the  above  were  the  following  non- 
residents: diphtheria,  2;  tuberculosis,  2. 

Rare  Diseases  in  Massachusetts. — Follow- 
ing is  a  record  of  the  occurrence  of  certain  rare 
diseases  throughout  the  Commonwealth  during 
the  month  of  November. 

Actinomycosis  was  reported  from  Danvers  1, 
and  Westwood  1. 

Anterior  poliomyelitis  was  reported  from  Bos- 
ton 3,  Cheshire  1,  Lowell  2,  Ludlow  1,  Lynn  2, 
\'"odham  1,  Somerset  1  and  Springfield  1. 

Anthrax  was  reported  from  Boston  1  and  Wo- 
burn  3. 

J)o(j  bite  was  reported  from  Boston  2,  Brock- 
ton 1  and  Holyoke  1. 

Dysentery  was  reported  from  Barnstable  3. 


Epidemic  cerebrospinal  meningitis  was  re- 
ported from  Arlington  1,  Boston  5,  Brookline  1. 
Fall  River  3,  Lowell  1,  Northampton  1,  Salem  1, 
Springfield  1,  Wilbraham  1  and  Worcester  1. 

Malaria  was  reported  from  Brockton  1  and 
Sutton  1. 

Pellagra  was  reported  from  Northampton  1. 
.  Septic  sore  throat  was  reported  from  Boston 
1,  Brookline  1,  Chicopee  1,  Haverhill  1,  Lowell 
1,  Medford  1,  Melrose  1  and  Newburyport  1. 

Sm.allpox  was  reported  from  Boston  1. 

Tetanus  was  reported  from  Gardner  1,  New 
Bedford  1,  Sterling  1,  Westfield  1  and  Worces- 
ter 1. 

Trachoma  was  reported  from  Boston  7,  Chel- 
sea 1  and  Wakefield  1. 

Infants'  Hospital  Fund. — The  treasurer  of 
the  $25,000  fund  being  raised  for  the  benefit  of 
the  Infants'  Hospital  announces  that  $8876  have 
already  been  received. 

The  Boston  City  Hospital. — The  forty- 
third  Annual  Report  of  the  Trustees  of  the 
Boston  City  Hospital  has  been  published  and 
covers  the  period  of  time  from  Feb.  1,  1916,  to 
Jan.  31,  1917.  The  entire  expenditure  for  all  de- 
partments of  the  hospital  for  the  maintenance 
during  the  fiscal  year  was  $798,553.87.  Of  this 
amount  $355,873.94  was  spent  in  personal  ser- 
vice. There  was  collected  for  the  care  and  treat- 
ment of  patients  of  all  classes  the  sum  of  $150,- 
825.10.  During  the  year  the  facilities  of  the 
x-ray  department  were  greatly  improved  by  the 
subdivision  of  the  rooms  by  means  of  lead- 
protected  partitions  and  by  the  rearrangement 
of  the  apparatus,  thus  securing  more  working 
space  and  greater  efficiency  from  the  equipment. 
A  special  room  has  been  provided  for  cystoscopic 
examinations.  The  total  number  of  patients  re- 
ceiving bacterial  vaccines  was  352 ;  number  of 
visits  to  the  clinic  2562 ;  number  of  vaccine  in- 
oculations, 2348.  The  total  number  of  patients 
under  anti-syphilitic  treatment  was  526.  Num- 
ber of  cases  of  syphilis  of  the  central  nervous 
system  treated  by  intradural  injection  of  salvar- 
sanized  serum  or  under  observation,  146.  The 
number  of  patients  treated  in  the  out-patient  de- 
partment was  35,867.  The  work  of  the  patho- 
logical laboratory  has  been  enriched  by  the  op- 
portunity of  study  of  poliomyelitis  which  the 
epidemic  of  that  year  afforded.  There  was 
available  post-mortem  material  from  over  thirty 
cases.  Under  Dr.  Mallory  the  study  of  scarlet 
fever  has  been  continued  and  the  results  pub- 
lished. 

Hospital  Bequest. — By  the  will  of  the  late 
Ellen  F.  Kennedy  of  Worcester,  Mass.,  the  Wor- 
cester Society  for  District  Nursing  receives  a 
gift  of  $5000.  The  Worcester  Memorial  Hospital 
is  to  share  in  the  distribution  of  a  trust  fund. 
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HiarfUatig. 


A  PLAN  FOR  THE  CONSCRIPTION  OF 
PHYSICIANS. 

Dr.  D.  S.  Gardner  of  Ohio  has  set  forth  in  the 
January  issue  of  the  Ohio  State  Medical  Journal, 
a  plan  for  the  conscription  of  the  medical  re- 
sources of  the  nation,  which  is  sufficiently  de- 
tailed and  comprehensive  to  be  worth  reprinting. 
He  states  that : 

"  I  do  not  urge  conscription  as  a  means  of  sup- 
plying the  military  service  with  sufficient  med- 
ical men  to  care  for  its  needs,  but  as  a  jnst  and 
equitable  method  of  securing  a  proper  distribu- 
tion of  this  service  between  the  war-time  needs 
of  the  present  and  future  and  the  civilian  re- 
quirements and  educational  demands  of  the- 
future.  It  is  not  for  a  moment  contended  but 
that  the  military  necessities  have  priority — if 
necessary  to  the  last  medical  man  of  the  country 
— but  it  is  hoped  that  the  subject  can  be  system- 
atized so  that  all  the  interests  may  have  just 
representation. 
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Selective  conscription  will  accomplish  this. 

Available  information  is  not  of  a  character 
upon  which  accurate  statistics  can  be  based,  but 
for  the  purpose  of  a  general  analysis  we  may  ac- 
cept the  declaration  that  the  war  requirements 
of  medical  men  are  one  per  100  men,  and  that 
there  is  immediate  need  for  the  Medical  Corps 
of  the  Army  of  24,000  physicians  and  120,000 
enlisted  men.  It  is  further  held  that  there  are 
in  the  United  States  90,000  of  military  age,  22 
to  55  years.  It  is  not  at  all  held  that  24,000  will 
be  sufficient.  In  fact,  other  sources  of  informa- 
tion indicate  that  fully  40,000  will  be  required  if 
the  war  be  of  two  years '  duration,  or  if  the  army 
should  expand  to  two  million  men.  Editorially, 
The  Journal  of  the  American  Medical  Associa- 
tion has  recently  said :  '  There  are  in  the  United 
States  approximately  145,000  physicians,  conse- 
quently less  than  one  in  seven  is  needed  for  full 
preparedness.  Is  it  possible  that  there  shall  fin- 
ally be  difficulty  in  obtaining  voluntarily  the 
medical  men  needed  ?  We  cannot  believe  so.  It 
is  inconceivable  that  conscription  of  physicians 
will  ever  be  necessary.  But  if  we  are  to  get  the 
20,000  on  the  volunteer  system  there  must  be 
more  eagerness  for  service  on  the  part  of  the 
profession  than  has  thus  far  been  shown.' 

This,  at  the  moment,  seems  to  about  represent 
the  situation. 

Now  what  seem  to  be  the  facts?  Conceding 
that  there  are  145,000  physicians  in  the  United 
States,  this  census  means  the  total  of  all  ranks, 
ages  and  other  conditions.  It  by  no  means  repre- 
sents what  we  are  led  to  believe,  that  all  are 
able-bodied,  or  capable  of  rendering  some  de- 
gree of  service.  The  facts  are  that  the  age  of 
physicians  is  greater  than  that  of  any  other  pro- 
fession. There  are  no  men  in  its  ranks  of  22 
years,  and  it  is  a  safe  prediction  that  the  aver- 
age age  is  above  40  years. 

Admitting  that  there  is  no  difficulty  now  in 
securing  sufficient  medical  men  for  the  service 
or  that  there  will  be  none  in  the  future,  it  should 
also  be  conceded  that  the  physical  and  profes- 
sional exactions  imposed  upon  applicants  for 
medical  service  are  such  as  to  take  out  of  tbe 
profession  the  practically  perfect  men  only. 
May  not  this,  then,  exhaust  the  supply  of  effec- 
tive men  ?  It  is  this  condition  that  warrants  the 
plea  that  a  halt  should  be  called  upon  voluntary 
enlistments  of  the  medical  profession,  in  order 
that  the  greatest  good  may  be  accomplished  for 
the  military  arm  of  the  nation,  for  the  civilian 
population  and  the  educational  needs  of  the 
moment. 

It  has  been  said  that  the  average  age  of  the 
medical  profession  is  greater  than  that  of  any 
other  profession.  Again,  upon  no  other  class  of 
men  are  duties  more  exacting.  In  none,  prob- 
ablv.  is  the  average  of  health  lower.  During  the 
period  of  this  war  we  cannot  hope  to  replace 
medical  men  at  a  greater  rate  than  4000  per 
year,  which  is  barely  enough  to  take  care  of  the 
civilian  population.    This  rate  cannot  be  main- 


tained under  present  teaching  and  conscription 
conditions. 

It  is  contended  that  no  legislation  could  be 
enacted  that  would  make  selective  conscription 
of  the  profession  possible.  Now  we  are  discuss- 
ing this  only  as  it  affects  the  volunteer  physician 
in  his  relation  to  the  present  volunteer  army  and 
in  no  wise  applies  to  the  regular  army. 

There  was  vested  in  the  President,  by  the 
terms  of  an  Act  of  Congress  dated  May  18,  1917, 
authority  to  increase,  temporarily,  the  military 
establishment  of  the  United  States.  A  study 
of  this  Act  would,  I  believe,  convince  us  that  it 
would  be  possible  to  readily  amend  it  by  Con- 
gress, so  as  to  provide  the  necessary  legislation 
for  the  selective  conscription  of  the  medical 
profession.    This  act  could  provide  as  follows : 

1.  Registration — That  each  person  entitled  to 
practise  medicine  under  the  laws  of  the  several 
states,  territories  and  the  District  of  Columbia, 
shall,  upon  a  certain  date,  register  at  some  point 
within  the  jurisdiction  provided  for  the  purpose. 
The  data  provided  in  the  physician 's  registration 
card  should,  among  other  matter,  contain  the 
following:  Name,  age,  academic  degrees,  col- 
lege of  graduation,  with  date ;  location,  with 
years  of  practice  at  each  point ;  admitted  state  of 
his  health ;  detailed  financial  condition,  as  per 
a  definite  schedule;  dependence,  number  of 
children ;  nature  of  practice,  if  of  special  char- 
acter; years  of  training,  with  post-graduate 
teaching;  hospital  connections;  experience,  if 
any,  in  a  military  capacity,  or  in  the  handling 
of  men. 

2.  Administration — (A)  The  President  would 
be  authorized  to  create  and  establish  a  General 
Medical  Board,  for  the  purpose  of  administering 
the  act  providing  for  the  selective  conscription 
of  the  medical  profession.  This  board  could  be 
composed  of  the  Surgeon-General  of  the  Army, 
the  Surgeon-General  of  the  Navy,  the  Surgeon- 
General  of  the  Public  Health  Service,  the  Pres- 
ident and  President-elect  of  the  American  Med- 
ical Association,  the  President  of  The  American 
College  of  Surgeons,  and  the  President  of  the 
American  Public  Health  Association.  Those  not 
already  provided  for  should  be  given  suitable 
rank  and  pay. 

(B)  Upon  recommendation  from  the  gov- 
ernor, the  President  could  appoint  for  each  state 
and  territory  a  State  Board,  which  would  have 
general  jurisdiction  in  the  administration  of  the 
selective  conscription  of  physicians.  These 
boards  could  be  composed  of  the  Surgeon-Gen- 
eral of  the  State,  the  President  of  the  State 
Medical  Association,  with  an  additional  member 
or  more  recommended  to  the  governor  through 
the  organized  medical  interests  of  the  state. 
They  would  also  have  suitable  rank  and  pay. 

(C)  In  like  manner  there  could  be  appointed 
for  each  councilor  district  of  the  states  and  ter- 
ritories a  board  of  three  resident  members  of 
the  councilor  district,  which  board  would  be  the 
initial  unit  having  in  charge  the  operation  of  the 
service  in  like  manner  with  the  local  boards  of 
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the  general  conscription  service.  This  board 
could  be  appointed  through  the  representations 
of  medical  interests  and  have  proportionate  rank 
and  pay  with  the  other  boards. 

3.  General  Duties — Rules  and  regulations, 
not  inconsistent  with  the  Act  creating  the 
boards,  could  be  made  for  the  conduct  of  their 
business.  The  General  Medical  Board  would  re- 
ceive from  the  Army,  Navy,  and  Public  Health 
Departments  the  assignment  of  quotas  and  the 
allotment  of  credits,  and  pro-rate  them  among 
the  several  states  and  territories.  It  would  have 
general  jurisdiction  and  be  the  final  source  of 
appeal  in  all  matters  relating  to  the  administra- 
tion of  the  Act.  State  boards  would  receive 
from  the  General  Medical  Board  their  quota  re- 
quirements, pro-rate  them  among  the  councilor 
districts,  act  as  an  appeal  board,  and  do  such 
things  as  would  expedite  the  handling  of  the 
work  within  their  jurisdiction.  The  Councilor 
District  Medical  Board  should  have  original 
jurisdiction  in  its  territory  of  all  physicians  who 
registered,  or  who  should  thereafter  register. 
Councilor  boards  would  provide  the  means  of 
and  have  entire  charge  of  the  matter  of  register- 
ing physicians  in  their  district,  and  have  exclu- 
sive jurisdiction  in  their  respective  areas  over 
all  questions  to  be  heard  and  determined  therein 
under  the  terms  of  the  Act  of  Congress  and  the 
rules  and  regulations  provided  by  the  President. 

GENERAL  PROVISIONS.* 

The  general  provisions  and  operations  of  the 
Act  would  be  about  as  follows : — It  would  begin 
with  the  registration  of  the  physicians  of  each 
councilor  district,  which  registration  would  be 
under  the  immediate  direction  and  supervision 
of  the  councilor  district  board.  Suitable  penal- 
ties would  be  provided  for  a  failure  to  register. 
The  registration  cards  would  remain  perman- 
ently in  charge  of  the  district.  This,  when 
complete,  would  constitute  the  roster  of  the  pro- 
fession for  military  purposes.  Speedily  there- 
after each  physician  registered  would  be  sub- 
mitted to  a  physical  examination.  The  results 
of  these  examinations  when  tabulated  would  be 
to  place  him  in  one  of  four  groups  as  follows : 

1.  Approximating  100%  physical  efficiency. 

2.  Approximating  75%  physical  efficiency. 

3.  Approximating  50%  physical  efficiency. 

4.  Approximating  25%  physical  efficiency. 
The  second  effort  would  be  to  ascertain,  as 

nearly  as  possible,  the  physician's  professional 
qualifications  and  the  nature  of  his  special  train- 
ing, his  social  and  business  status,  together  with 
the  degree  of  his  dependence,  and  finally  his 
relation  to  the  needs  of  the  community. 

"With  this  information  at  hand  it  would  be 
possible  to  assign  each  member  of  the  profession 
to  one  of  four  classes :  A,  B,  C  and  D,  for  ser- 
vice as  follows : 

1.  Active  service  with  the  forces  at  home  or 
abroad.    Classes  A  and  B. 

2.  Active  or  passive  military  service  in  this 
country.    Classes  B  and  C. 


3.  Active  service  at  home  in  the  care  of  the 
civilian  population  and  the  educational  needs  of 
the  medical  universities.    Classes  A,  B  and  C. 

4.  Passive  service  of  medical  men  at  home. 
Class  D. 

It  has  been  made  clear  that  every  effort  would 
be  brought  about  to  classify  the  physician: 
First,  as  to  his  physical  fitness;  second,  as  to 
his  general  and  special  professional  qualifica- 
tions; and,  third,  his  degree  of  dependence  and 
the  need,  if  any,  of  the  civilian  population  in  the 
territory  of  his  practice.  If  so,  it  should  be 
easy  to  see  that  his  services  could  be  intelligently 
applied  as  follows : 

The  General  Medical  Board  would  receive 
from  the  War  Department,  as  occasions  require, 
the  quotas  of  the  medical  needs  of  the  volunteer 
service  which  could  be  divided  into  the  following 
groups : 

A.  For  general  medical  service. 

B.  For  general  surgical  service. 

C.  For  special  forms  of  service : 
Orthopedic 

Nervous  diseases  and  psychiatry 

Eye,  ear,  nose  and  throat 

Laboratory 

Pathology 

Sanitation 

D.  For  hospital  construction  and  equipment. 

E.  For  base  or  other  hospital  superintend- 
ence. 

F.  For  teaching  in  Army  and  Navy  schools, 
hospitals  and  cantonments. 

The  general  quotas  would  be  pro-rated  to  the 
various  state  and  territorial  boards,  and  in  turn 
by  them  to  the  councilor  district  boards  in  such 
numbers  and  division  of  service  as  would  secure 
the  filling  of  the  quotas  with  expedition. 

To  further  extend  the  detail  of  this  analysis 
the  Act  could  provide  that  all  matters  relating 
to  medical  service  in  the  volunteer  army  should 
be  in  the  hands  of  and  pass  through  the  General 
Medical  Board  having  in  charge  selective  med- 
ical conscription. 

There  should  be  a  readjustment  of  the  present 
Medical  Officers'  Reserve  Corps.  Enlistments 
and  withdrawals  should  be  made  therefrom  so 
that  adequate  provision  could  be  had  for: 

1.  The  reorganization  of  the  teaching  re- 
quirements of  medical  colleges. 

2.  Reasonable  precautions  taken  to  safeguard 
in  some  degree  the  necessary  needs  of  the  civilian 
population. 

Attention  again  is  directed  to  the  fact  that 
there  are  about  100  medical  universities  in  the 
United  States,  graduating  annually  4000  stu- 
dents, none  of  which  can  open  its  doors  with 
more  than  a  fraction  of  its  teaching  force. 

If  the  military  demands  are  to  be  such  as  to 
cause  a  severe  drain  upon  the  number  of  medical 
men  taken,  early  provision  should  be  made  for 
the  care  of  the  civilian  population.  To  do  this 
it  is  submitted  that  the  following  rules  must  ob- 
tain : 
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Establish  in  towns  of  sufficient  size,  public 
dispensaries  in  charge  of  Class  C  and  D  physi- 
cians. 

There  is  no  effort  made  to  burden  the  present 
outline  with  statistical  data  in  support  of  the 
contention  that  selective  conscription  of  our  pro- 
fession is  necessary  to  conserve  its  resources,  but 
the  following  may  be  looked  upon  as  quite  ac- 
curately representing  gross  totals :  There  are  in 
the  United  States  approximately  140,000  phy- 
sicians. The  population  is  110,000,000.  The 
average  age  of  the  profession  is  above  40  years. 
The  approximate  number  of  active  men  are  100,- 
000. 

Approximate  for  Class  A   40,000 

Approximate  for  Class  B   20,000 

Approximate  for  Class  C   20,000 

Approximate  for  Class  D   20,000 


100,000 

Approximate  number  required  for  military 
.service,  50,000. 

These  would  be  divided  as  follows : 

Class  A   30,000 

Classes  B,  C,  and  D   20,000 


50,000 

For  the  needs  of  the  civilian  population,  50,- 
000  divided  about  equally  among  the  classes  A, 
B,  C,  D,  or  one  physician  to  approximately  2500 
of  population. 

These  thoughts  are  submitted  for  your  earnest 
consideration.  The  hope  is  expressed  that  your 
conclusions  will  not  be  hastily  drawn.  If  the 
subject  is  not  vital  to  the  interests,  first,  of  our 
country,  then  to  our  people,  and  finally  to  our- 
selves, it  is  of  no  value.  If,  upon  the  other 
hand,  you  feel  as  I  do,  then  the  matter  should 
become  one  of  common  effort,  to  the  end  that  we 
may  secure  a  proper  distribution  of  this  great 
asset." 


ENGLISH    PIONEERS    IN   NAVAL  MED- 
ICINE. 

To  The  British  Medical  Journal  of  December 
29,  1917,  we  are  indebted  for  an  account  of  pio- 
neers in  the  medical  care  of  sailors  of  the  navy. 

"A  seafaring  nation  like  the  British  was  natur- 
ally confronted  early  in  its  naval  development 
with  the  problems  of  disease  as  they  affect  men 
who  go  down  to  the  sea  in  ships.  The  subject 
did  not  escape  the  far-seeing  mind  of  Richard 
Hakluyt,  or  Hacklewit  as  his  name  was  gener- 
ally pronounced  and  often  spelt  by  his  contempo- 
raries. He  was  not  a  medical  man,  but  a  clergy- 
man ;  though  he  modestly  called  himself  simply 
a  'preacher'  he  was  Archdeacon  of  Westminster 
and  Chaplain  of  the  Savoy.  The  tercentenary 
of  his  death  fell  on  November  23rd  of  last  year. 
Prom  his  boyhood  he  had  been  fascinated  by  the 


'sweet  studie  of  the  historie  of  cosmographie, ' 
and  he  had  a  prophetic  vision  of  the  important 
part  to  be  played  by  tropical  disease  in  colonial 
expansion,  or  'plantation'  as  it  was  called  in  his 
day.  In  his  dedication  to  Sir  Robert  Cecil  of 
the  third  and  last  volume  of  the  Voyages,  Nav- 
igations, Traffiques  and  Discoveries  of  the  Eng- 
lish Nation,  published  in  1600,  he  refers  to  an 
essay  on  naval  hygiene  which  is  probably  the 
earliest  English  work  on  the  subject.  This  is  a 
treatise  by  George  Whetstone,  which  was  not 
long  ago  unearthed  and  reproduced  in  facsimile 
by  Dr.  Charles  Singer.  Notices  of  the  little 
work  appeared  in  the  British  Medical  Journal 
of  November  23rd,  1912  (p.  1481),  and  Novem- 
ber 13th,  1915  (p.  730).  Hakluyt  says:  'I  was 
once  minded  to  have  added  to  the  end  of  these 
my  labours  a  short  treatise,  which  I  have  lying 
by  me  in  writing,  touching  The  Curing  of  hot 
diseases  incident  to  travellers  in  long  and  Souths 
erne  voyages,  which  treatise  was  written  in 
English,  no  doubt  of  a  very  honest  mind,  by  one 
M.  George  Wateson  and  dedicated  unto  her 
sacred  Maiestie.  But  being  carefull  to  do  noth- 
ing herein  rashly,  I  showed  it  to  my  worshipfull 
friend  M.  doctor  Gilbert,  a  gentleman  no  less 
excellent  in  the  chiefest  secrets  of  the  Mathema- 
ticks  (as  that  rare  jewel  lately  set  foorth  by  him 
in  Latine  doth  evidently  declare)  than  in  his 
own  profession  of  physicke :  who  assured  me 
that  it  was  very  defective  and  imperfect,  and 
that  if  hee  might  have  leisure,  which  that  argu- 
ment would  require,  he  would  either  write  some- 
thing thereof  more  advisedly  himselfe.  or  would 
conferre  with  the  whole  Colledge  of  Physicians, 
and  set  downe  some  order  by  common  consent 
for  the  preservation  of  her  Maiesties  subiects.' 
Whetstone  was  a  gallant  and  a  poet  who  had 
seen  much  of  foreign  parts,  and  in  his  travels 
had  picked  up  some  notions  of  naval  medicine. 
But  he  was  not  a  doctor ;  it  is  no  wonder,  there- 
fore, that  his  work  was  defective  and  imperfect. 
William  Gilbert,  on  the  other  hand,  was  the  fore- 
most scientific  man  of  his  time,  and  the  advance 
of  knowledge  was  greatly  delayed  by  the  fact 
that  his  scheme  never  reached  fulfilment. 
Nearly  a  century  had  to  elapse  before  there  ap- 
peared a  work  entitled  An  Account  of  the  .  .  . 
Distempers  that  are  incident  to  seafaring  people 
With  observations  on  the  diet  of  Seamen  in  His 
Majesty's  Navy,  by  the  'Physician  to  the  Blue 
Squadron  of  His  Majesty's  Fleet'  (London. 
1696).  Gilbert  seems  to  have  been  in  high  re- 
pute for  his  knowledge  of  the  diseases  of  seamen. 
In  a  recent  paper  giving  an  account  of  his  life 
and  work  Dr.  Singer  quotes  the  following  en- 
try from  the  Acts  of  the  Privy  Council  under 
date  March  22nd,  1588,  when  the  navy  must 
have  been  anticipating  the  arrival  of  the  Ar- 
mada which  appeared  off  our  coasts  a  few 
months  later :  'Whereas  a  dysease  and  sickness 
began  to  encrease  in  her  Majesties  Navye,  for 
remedie  of  the  dyseased  and  for  staie  of  further 
contagion  their  Lordships  thought  meet  that 
some  lerned  and  skillful  phisieions  should  pres- 
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ently  be  sent  thether;  and  for  that  their  Lord- 
ships hard  that  good  reporte  of  the  sufficiency 
learning  and  care  of  Dr.  Gilbert,  Dr.  Marbeek, 
Dr.  Browne,  and  Dr.  Wilkinson,  as  they  were 
though  very  fytt  persons  to  be  employed  in  the 
said  Navye  to  have  care  of  the  helthe  of  the 
noblemen,  gentlemen,  and  others  in  that  service,' 
therefore  these  physicians  were  required  'to  put 
themselves  presently  in  a  readynes  to  goe 
downe  to  the  Navye,  and  to  carry  with  them  a 
convenyent  quantytie  of  soche  drogues  as  should 
be  fyt  for  medycine  and  cure ;  and  uppon  their 
repaier  and  conference  with  the  Lord  Admyrall 
soche  order  should  be  taken  for  their  entertaine- 
ment  as  should  be  to  their  contentement.'  It 
would  be  interesting  to  know  if  this  scientific 
mission  was  ever  accomplished,  and,  if  it  was, 
what  came  of  its  work. 

If  Gilbert  must  share  with  others  the  glory  of 
creating  naval  medicine,  he  stands  alone  in  fields 
of  scientific  exploration  which  have  been  of  in- 
calculable advantage  to  mankind.  He  was  re- 
ferred to  by  Sir  Thomas  Barlow  in  his  Harveian 
Oration  last  year  as  a  pioneer  in  the  study  of 
magnetism,  but  he  is  more  adequately  described 
in  the  Encyclopaedia  Britannica  as  the  father  of 
electric  and  magnetic  science.  His  book,  De 
Magnete,  is  the  record  of  eighteen  years  of  pa- 
tient experimental  work,  and  contains  a  great 
number  of  important  observations  on  the  proper- 
ties of  the  magnet.  He  framed  a  theory  to  ex- 
plain magnetic  deviation,  investigated  the  dip  of 
the  compass  needle,  and  propounded  a  method  of 
determining  latitude  by  its  means.  He  was  the 
inventor  of  two  instruments  designed  to  enable 
seamen  'to  find  out  the  latitude  without  seeing 
sun,  moon,  or  stars.'  He  founded  the  science 
of  electricity,  and  placed  it  on  a  solid  basis  of 
experimental  fact.  He  also  did  much  work  in 
chemistry,  but  the  records  of  his  experiments 
have,  unfortunately,  been  lost.  He  had  a  hand 
in  the  preparation  of  the  first  British  pharma- 
copoeia, although  the  work  did  not  see  the  light 
until  after  his  death.  This  was  a  misfortune, 
for  he  hated  everything  savoring  of  quackery, 
and  it  can  hardly  be  doubted  that  his  influence 
would  have  prevented  the  inclusion  of  much 
fantastic  and  foolish  stuff  which  found  its  way 
into  the  work.  Summing  up  Gilbert's  scientific 
achievement  in  addition  to  his  pioneer  work  in 
electricity  and  magnetism,  Silvanus  Thompson 
says:  'He  also  made  notable  contributions  to 
astronomy,  being  the  earliest  English  expounder 
of  Copernicus.  In  an  age  given  over  to  meta- 
physical obscurities  and  dogmatic  sophistry,  he 
cultivated  the  method  of  experiment  and  of 
reasoning  from  observation,  with  an  insight  and 
success  which  entitles  him  to  be  regarded  as  the 
father  of  the  inductive  method.  That  method, 
so  often  accredited  to  Bacon,  Gilbert  was  prac- 
tising years  before  him.' 

This  remarkable  man  came  of  a  family  which 
was  probably  connected  with  Sir  Humphrey  Gil- 
bert, the  famous  explorer,  and  half-brother  (5f 
Sir  Walter  Raleigh.    He  was  born  at  Colchester 


in  1544,.  and  educated  at  St.  John's  College, 
Cambridge,  of  which  he  became  a  Fellow  and 
mathematical  examiner.  He  took  the  degree  of 
M.D.  in  1569.  He  then  spent  some  years  in 
travel  abroad,  visiting  Italy,  where  he  made  the 
acquaintance  of  Giordano  Bruno,  the  martyr  of 
free  thought,  Sarpi.  and  probably  Galileo.  On 
his  return  to  England  he  settled  in  London, 
where  he  practised  his  profession  with  great  suc- 
cess. He  lived  on  St.  Peter's  Hill,  between 
Upper  Thames  Street  and  Little  Knightrider 
Street,  where  he  used  to  gather  together  a  so- 
ciety or  college  of  men  interested  in  the  study  of 
nature.  This,  Dr.  Singer  says,  may  be  regarded 
as  the  earliest  scientific  association  in  England, 
and  perhaps  in  Europe.  Gilbert  was  succes- 
sively censor,  treasurer,  and  president  of  the 
Royal  College  of  Physicians.  In  1601  he  was 
appointed  physician  to  Queen  Elizabeth,  who 
trusted  him  as  a  doctor,  and  appreciated  his 
work  as  a  scientific  investigator.  How  genuine 
was  her  appreciation  is  proved  by  the  fact  that, 
although  by  no  means  liberal  in  the  matter  of 
money,  she  gave  him  a  pension  to  help  him  in 
the  prosecution  of  his  researches.  Gilbert  at- 
tended Elizabeth  on  her  deathbed  in  1603  and 
was  appointed  physician  to  her  successor.  He 
lived  only  a  few  months  afterwards,  dying, 
probably  of  the  plague,  towards  the  end  of  1603. 

The  medical  profession  may  well  be  proud  of 
this  great  scientific  pioneer." 


OCCUPATIONAL  DISEASES. 

The  Department  of  Health  of  New  York  City 
is  taking  steps  to  control  more  efficiently  the  in- 
cidence of  certain  preventable  occupational  dis- 
eases. The  following  notice  is  published  in  its 
health  bulletin : 

In  its  work  for  the  reduction  and  control  of 
the  so-called  industrial  diseases,  the  Department 
of  Health  makes  extensive  use  of  the  informa- 
tion gathered  as  the  result  of  medical  and  sanitary 
surveys  in  particular  industries  and  of  the  re- 
sults of  the  medical  examination  of  the  workers 
at  the  occupational  clinics.  While  this  has  al- 
ready yielded  excellent  results,  especially  in  cer- 
tain trades,  the  Department  feels  that  private 
physicians  could  be  of  much  greater  service  in 
this  work  than  they  have  been  in  the  past.  If 
physicians  would  report,  as  they  are  required  to 
do,  instances  of  occupational  diseases  coming  to 
their  notice,  the  Department  would  undoubtedly 
be  able  to  pick  up  many  additional  clues  in  in- 
dustrial hazards  than  are  now  suspected. 

During  the  year  1917,  a  total  of  139  cases  were 
reported  to  the  Department  of  Health  by  pri- 
vate physicians  and  hospitals.  As  can  be  seen 
from  the  following  table  these  related  prin- 
cipally to  caisson  disease,  lead  poisoning  and 
anthrax.  It  is  improbable  that  this  number 
represents  all  the  instances  of  industrial  diseases 
in  a  city  of  over  5,000,000  people. 
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Will  not  the  practising  physician  hereafter 
notify  the  Department  of  Health  of  every  case 
of  suspected  industrial  disease  which  comes  to 
his  notice'/  The  information  is  desired  not  only 
for  the  correction  of  unhygienic  and  insanitary 
conditions  existing  in  some  particular  shop  or 
factory,  but  also  to  gain  a  complete  knowledge 
concerning  the  hazards  to  which  industrial 
workers  are  exposed  in  this  city.  The  patients 
are  visited  only  with  the  consent  of  the  attend- 
ing physician,  and  all  information  obtained  is 
kept  strictly  confidential. 

While  certain  diseases,  such  as  anthrax, 
caisson  disease,  and  lead  poisoning  almost  al- 
ways prompt  the  physician  to  make  inquiries 
regarding  the  patient's  occupation,  the  fact  is 
usually  lost  sight  of  that  many  common  diseases 
are  often  directly  traceable  to  the  patient's  oc- 
cupation. Among  these  the  following  may  be 
mentioned :  Tuberculosis,  pneumonia,  asthma, 
bronchitis,  circulatory  diseases,  arteriosclerosis, 
apoplexy,  endocarditis,  myocarditis,  nephritis, 
diseases  of  the  skin,  diseases  of  the  nervous  sys- 
tem, orthopedic  defects. 

Whenever  occupation  is  a  factor  in  any  of 
these  diseases,  the  case  should  be  reported  to  the 
Department  of  Health.  It  is  especially  impor- 
tant to  report  (as  required  by  law)  all  cases  of 
arsenic,  mercury,  phosphorus,  bronze,  wood  al- 
cohol, anilin,  brass,  acids,  gases  (carbon  mon- 
oxide, illuminating,  natural  gas,  and  others), 
bisulphide  of  carbon,  wood  naphtha. 


THE  MASSACHUSETTS  VENEREAL  DIS- 
EASE PROGRAM. 

III. 

By  Eugene  R.  Kelley,  M.I>., 
Director,  Division  of  Communicable  Diseases. 

(Continued  from  page  173.) 

Repressive  Measure^. 

Under  the  term,  "Repressive  Measures,"  may 
be  conveniently  grouped  a  number  of  anti-vene- 
real measures  which  involve  the  joint  utilization 
of  police  power  and  social  agencies. 

The  most  significant  feature  of  modern  pro- 
grams for  the  control  of  venereal  diseases  is 
their  frank  recognition  of  the  importance  of  sane 
repression,  along  with  measures  of  education, 
diagnosis  and  treatment. 

In  this  field  the  medical  man  and  the  public 
health  official  must  seek  the  advice,  cooperation, 
and  active  help  of  the  judiciary,  the  police,  the 
penologist,  the  social  worker,  and  all  agencies 
working  towards  physical  and  moral  rehabilita- 
tion of  the  ignorant  and  unfortunate. 

For  convenience  of  reference  the  principal  re- 
pressive measures  contemplated  in  the  Massa- 
chusetts Venereal  Disease  Program  may  be  listed 
under  these  heads : 


1.  Suppression  of  prostitution. 

2.  Venereal  control  in  penal  population. 

3.  The  venereal  quack  problem. 

4.  Indirect  control  through  the  license  power 
of  the  State. 

1.  Suppression  of  Prostitution.  All  workers 
in  the  venereal  field  soon  come  to  recognize  the 
relationship  betwen  prostitution  and  the  spread 
of  venereal  diseases.  Prostitution  constantly  re- 
plenishes the  great  reservoir  of  venereal  infec- 
tion, or,  in  the  vivid  phrase  of  Major  W.  F. 
Snow,  prostitution  is  to  venereal  disease  what 
the  anopheles  breeding  swamp  is  to  malaria. 

Modern  expert  testimony,  both  medical  and  po- 
lice, is  a  unit  in  condemning  all  systems  of  seg- 
regation of  prostitutes,  with  or  without  "certifi- 
cates of  health"  in  connection  therewith. 

The  futility  of  all  systems  of  segregation  can  be 
best  seen  by  noting  that  in  those  cities  of  Europe 
where  it  has  been  most  thoroughly  carried  out, 
the  officials  charged  with  its  enforcement  frankly 
admit  that  only  one-fifth  to  one-tenth  of  the  pros- 
titute class  are  ever  enrolled.  The  remainder 
continue  to  ply  their  profession  vigorously  as 
clandestine  prostitutes. 

No  practical  medical  or  social  worker  has  any 
illusions  as  to  the  immediate  or  remote  prospects 
of  eliminating  prostitution.  But  experience  has 
shown  that  many  measures  can  be  carried  out  in 
reference  to  prostitution  by  joint  action  of  the 
courts,  health  authorities,  and  institutional  au- 
thorities which  will  materially  lessen  venereal 
infection  and  mitigate  the  evils  of  prostitution 
generally. 

These  measures  may  be  summarized  as : 
(a)  Breaking  up  the  alliance  between  prostitu- 
tion and  alcohol ; 
(&)  Repression  of  street  solicitation; 

(c)  Suspended   sentence-probation  procedures 

by  joint  action  of  judiciary  and  health 
authorities ; 

(d)  Follow-up"  work  by  health  officials  to 
reach  the  clandestine  prostitute,  not 
amenable  to  control  through  the  courts, 
and  exercising  control  over  her  through 
quarantine  or  its  alternative — supervised 
treatment — in  an  institution  if  necessary ; 

(e)  Imposing  of  reformatory  sentences  in  ap- 

propriate cases ; 
(/)   Recognition  of  the  mentally  deficient  pros- 
titute, and  providing  proper  treatment 
for  her  by  commitment  to  an  institution 
for  the  feeble-minded. 

(g)  Analogous  procedures  for  the  confirmed  al- 

coholic or  "narcotic"  prostitute; 

(h)  Social  rehabilitation  of  the  clandestine  or 

immature  prostitute  by  educative  meth- 
ods, moral  persuasion,  providing  material 
aid  through  period  of  treatment,  and  find 
ing  permanent  employment  for  her. 
To  carry  out  successfully  any  such  program, 
there  must  be  close  "team-work"  among  many 
public  and  private  agencies.    The  most  charac- 
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teristic  feature  of  this  new  program  against 
prostitution  is  the  emphasis  placed  upon  prosti- 
tution as  an  epidemiological  rather  than  as  a 
penal  problem,  and  the  logical  deduction  there- 
from of  seeking  to  apprehend  and  treat  the  indi- 
vidual prostitute  primarily  as  a  disease-carrier, 
instead  of  officially  ignoring  her  existence.  In 
the  Massachusetts  program  the  skilled  "follow- 
up  ' '  worker  employed  by  each  approved  venereal 
clinic  is  chiefly  depended  upon  to  get  in  touch 
with  the  prostitute  patient,  unravel  her  history 
and  epidemiological  record,  and  bring  such  cor- 
rective agencies  and  methods  to  bear  upon  her 
case  as  may  seem  most  advisable  in  the  individ- 
ual instance. 

2.  Venereal  Control  in  Penal  Population. 
The  inmates  of  penal  institutions  are  notoriously 
subject  to  venereal  infections.  Routine  Wasser- 
mann  examinations  show  very  high  percentages 
of  positive  reactions  among  the  inmates  of  the 
State  penal  institutions.  In  the  county  jails 
and  houses  of  correction,  there  are  constantly 
numerous  short-term  prisoners  infected  with 
either  gonorrhea  or  syphilis,  who  serve  their 
brief  terms  and  return  to  their  former  homes  or 
haunts  as  dangerous  spreaders  of  infection  as 
before.  A  very  far-sighted  statutory  provision 
exists  (Chapter  75,  Revised  Laws,  Section  48), 
under  which  a  prisoner  infected  with  syphilis 
may  be  restrained  beyond  his  term  of  commit- 
ment for  the  purpose  of  treatment. 

The  problem  has  been  to  find  all  the  infective 
prisoners.  Legislation  designed  to  accomplish 
this  result  has  been  introduced  jointly  by  the 
State  Department  of  Health  and  the  State  Bu- 
reau of  Prisons,  requiring  thorough  physical 
examinations  of  all  inmates  of  penal  institutions 
committed  for  thirty  days  or  more. 

3.  The  Venereal  Quack  Problem.  No  phase 
of  the  entire  venereal  problem  calls  for  a  more 
thorough-going  program  of  repression  than  that 
of  the  venereal  quack.  It  is  difficult  to  use  the 
language  of  restraint  in  referring  to  these 
pariahs  of  medicine.  But  hitherto  the  State  has 
provided  nothing  in  their  place.  Unscrupulous 
as  they  all  are,  inadequately  trained  as  most  of 
them  are,  they  have  supplied  a  widespread  de- 
mand among  the  venereally  infected  for  some 
easily  located  place  of  treatment,  open  at  hours 
that  fitted  in  with  the  patient's  spare  time. 
Their  treatment  has  been,  for  the  most  part, 
crude  and  unscientific,  even  when  it  has  not 
been  downright  fraudulent;  but  by  their  un- 
scrupulous utilization  of  all  the  devices  that  the 
art  of  modern  advertising  can  conceive,  to  hun- 
dreds of  thousands  of  their  defrauded  victims 
they  are  made  to  appear  as  the  veritable  lineal 
descendants  of  Aesculapius  himself. 

With  the  establishment  of  free  or  low-pay 
clinics  throughout  the  State,  where  the  highest 
quality  of  scientific  treatment  for  venereal  dis- 
eases is  made  accessible  to  everyone,  there  will 
vanish  the  last  excuse  for  the  existence  of  the 
advertising  venereal  quack.    Fortunately,  there 


already  exist  ample  statutory  grounds  for  sup- 
pressing the  quack.  All  that  is  needed  is  vig- 
orous action  by  health  authorities  and  district 
attorneys  to  make  this  unsavory  specialty  only 
a  disagreeable  memory  in  the  history  of  Massa- 
chusetts medicine. 

One  state,  Oregon,  has  shown  the  way  and 
completely  eliminated  the  venereal  quack  from 
its  borders,  and  what  Oregon  can  do  surely 
Massachusetts  can  do  also. 

4.  Indirect  Control  through  the  License 
Power  of  the  State.  In  the  license  power  of  the 
State  we  possess  a  powerful  weapon  in  the  fight 
against  venereal  diseases,  if  only  that  power 
can  be  fully  utilized.  Among  such  licensure 
methods  may  be  included: 
(a)  Control  through  medical  license  power. 
(6)  Control  through  druggist  license  power. 

(c)  Control  through  liquor  license  power. 

(d)  Control  through  marriage  license  power. 

An  amendment  to  the  medical  licensing  law, 
passed  by  the  1917  General  Court,  places  in  the 
hands  of  the  Medical  Registration  Board  of  the 
Commonwealth  the  power  to  revoke  medical  li- 
censes for  fraudulent  conduct.  Through  this 
wise  provision,  much  assistance  in  the  fight 
against  the  unscrupulous  licensed  practitioner, 
fraudulently  specializing  in  venereal  diseases,  is 
expected. 

The  recent  prompt  action  of  the  liquor  licens- 
ing boards  of  some  of  our  large  cities,  following 
reports  of  conditions  by  Federal  War  Depart- 
ment investigators,  has  been  a  most  happy  il- 
lustration of  what  can  be  accomplished  through 
the  license  power  vested  in  these  boards  in  re- 
ducing the  opportunities  for  venereal  infection. 

Several  states  have  sought  to  lessen  venereal 
disease  transmission  through  the  enactment  of 
laws  aimed  at  preventing  the  marriage  of  the 
venereal  carrier. 

One  of  the  most  serious  of  venereal  disease 
problems  is  the  widespread  custom  of  drug- 
store prescribing,  and  of  actual  treatment  of 
venereal  diseases,  especially  gonorrhea,  by  drug 
clerks.  In  the  words  of  Dr.  Franklin  Martin, 
Chief  of  the  Medical  Section  of  the  Council  of 
National  Defense,  ' '  treatment  of  these  cases  by 
drug  clerks  is  nothing  short  of  criminal  in  view 
of  what  we  now  know  of  the  effects  of  gonor- 
rhea and  syphilis.  Drug-store  treatment  is 
synonymous  with  no  treatment."  Because  it 
believes  that  drug-store  prescribing  for  venereal 
diseases  is  a  most  serious  evil,  and  because  it 
firmly  believes  that  the  ethical  druggist  will 
welcome  any  effective  measure  to  mitigate  this 
evil,  in  spite  of  the  incidental  inconvenience 
such  a  measure  must  bring  him,  the  State  De- 
partment of  Health  has  introduced  a  bill  pro- 
hibiting the  sale  of  venereal  remedies,  except 
upon  a  physician's  prescription.  This  proposed 
law  follows  very  closely  the  mechanism  of  the 
anti-narcotic  law  already  on  the  statute  books. 
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YES  ALIUS  AND  LOU  VAIN. 

Boston,  January  18,  1918. 

Mr.  Editor: — 

In  a  report  of  the  librarian  of  the  University  of 
Louvain,  referring  to  the  destruction  of  the  Univer- 
sity buildings  and  the  library  by  the  Germans,  there 
occurs  a  statement  which  may  throw  an  interesting 
side  light  on  the  life  of  Andreas  Vesalius.  The  pass- 
age is  as  follows: 

"Our  collection  of  incunabula  was  among  the  most 
important  and  most  valuable.    We  had  from  800  to 

1000  specimens    We  kept,  in  large  cupboards, 

a  fine  collection  of  Flemish  bindings  of  the  16th  and 
17th  centuries,  of  every  sort.  We  guarded  the  whole 
with  a  jealous  care  for  all  the  precious  memorials  of 
the  ancient  University.  Who  has  not  admired  the 
finely-preserved  original  of  the  charter  founding  our 
University  in  1425?  Who  has  not  heard  speak  of 
the  copy  on  vellum  of  the  famous  work  of  Andre 
Vesale,  de  humani  corporis  fabrica,  a  copy  of  which 
Charles  V.  presented  to  our  University?  The  burning 
of  the  University  buildings  has  completely  destroyed 
the  treasures  kept  in  the  library  of  the  University  of 
Louvain.  In  their  night  of  drunken  and  murderous 
orgy  the  Germai  soldiers  spared  nothing.  Those  who 
have  this  crime  against  learning  and  civilization  on 
their  conscience  will  have  to  bear,  in  the  judgment 
of  history,  a  heavy  and  lasting  responsibility. 
"P.  Delannoy, 

"Librarian  of  the  University  of  Louvain." 

In  the  latter  part  of  1536,  Vesalius  returned  to 
Louvain  from  Paris  and  there  conducted  public  ana- 
tomical demonstrations  and  lectures  and  at  the  same 
time  he  began  to  experiment  with  China  root,  a  new 
remedy  for  pleurisy.  The  father  of  Vesalius  was 
apothecary  to  Charles  V.  and,  in  1538,  he  presented 
the  anatomist's  first  plates  to  the  Emperor.  In  the 
same  year  Vesalius  published  these  plates  ("Tabulae 
Anatomicae" )  and  in  1543  the  "Epitome"  of  his  great 
anatomical  work  appeared  at  Basel  as  a  sort  of  intro- 
duction to  and  summary  of  the  "Fabrica"  of  the  same 
year.  This  work,  dedicated  to  Philip,  the  son  of 
Charles  V.,  is  extremely  rare. 

According  to  Ball  (Andreas  Vesalius,  the  Reformer 
of  Anatomy),  two  beautiful  copies  of  the  "Epitome," 
printed  on  vellum,  are  in  existence.  One  is  in  the 
British  Museum  and  is  thought  to  be  the  copy  which 
was  owned  by  the  celebrated  Dr.  Richard  Mead;  the 
other  one  is  in  the  possession  of  the  University  of 
Louvain.  It  was  evidently  this  second  copy  of  the 
"Epitome"  on  vellum,  which  was  destroyed  when  the 
library  of  the  University  of  Louvain  was  burned. 
In  fact,  the  words  "de  humani  corporis  fabrica"  ap- 
pear in  the  rather  long  title  of  the  "Epitome."  this 
being  in  harmony  with  the  report  of  the  Librarian  of 
the  University  of  Louvain  and  with  Ball's  statement. 
This  velhim  copy  of  the  "Epitome"  must,  therefore, 
have  been  in  the  library  at  Louvain  at  least  371  years. 
Dr.  Richard  Mead  (1673-1754)  whose  vellum  copy  of 
the  "Epitome"  is  in  the  British  Museum,  was  a 
scholarly  man  and  could  well  afford  to  purchase  so 
expensive  a  work,  since  he  was  the  most  prosperous 
practitioner  of  his  time,  making  as  much  as  £7000 
in  one  year,  an  enormous  amount  in  those  days  when 
the  purchasing  power  of  money  was  seven  or  eight 
times  what  it  is  now. 

Tn  1544,  a  year  after  the  publication  of  the  "Fabri- 
ca," Vesalius  was  appointed  Court  Physician  to 
Charles  V.  (who  was  a  great  admirer  of  his  skill  as 
a  surgeon)  partly  because  be  had  cured  Charles  of 
what  was  thought  to  be  a  fatal  disease  and  partly 
because  of  the  success  of  an  operation   (probably  a 


decompression  for  a  fractured  skull)  on  the  head  of 
the  grandson  of  the  Emperor.  Is  it  any  wonder  then, 
that  as  a  measure  of  gratitude  and  admiration,  Charles 
V.  should  have  presented  to  the  native  country  of  the 
Belgian  anatomist  the  fine  copy  of  the  "Epitome" 
which  was  carefully  preserved  until  the  University 
of  Louvain  was  destroyed  during  the  early  months  of 
the  World  War?  At  the  fourth  centenary  of  the 
founder  of  modern  anatomy  (December  31,  1914)  his 
native  University  was  already  a  mass  of  ruins  and 
with  it  there  was  destroyed  that  rare  parchment  pre- 
sented by  a  royal  admirer. 

ISADOR  H.  CORIAT,  M.D. 


OBSTETRICS  AND  THE  MEDICAL  PROFESSION. 

Mr.  Editor: 

I  beg  a  few  words  comment  on  the  unique  appeal 
of  Mrs.  Lowell  in  the  Boston  American  of  January 
11,  relative  to  the  new  maternity  clinic  at  the  Brig- 
ham  Hospital. 

As  many  of  your  readers  may  not  have  seen  the 
article,  I  will  relate  Mrs.  Lowell's  plans  for  the  up- 
lifting of  the  people  who  hitherto  have  been  depend- 
ing on  common  doctors  for  obstetric  care: 

For  the  fee  of  $25.00,  Mrs.  Lowell  and  the  Peter 
Bent  Brigham  Hospital  will  furnish  first-class  medical 
care  at  the  patient's  home,  including  nurses,  social 
workers,  etc. 

Mrs.  Lowell  goes  on  to  say  that  the  poor  have  the 
best  obstetric  care  (shades  of  our  student  days!)  be- 
ing attended  by  hospital  doctors,  that  the  rich  can 
have  the  best  of  care  if  they  know  enough  to  hire  it, 
but  that  the  common  people  are  in  a  bad  way. 

This  line  of  argument  is  quite  familiar  to  the 
profession,  originating  with  a  prominent  doctor  some 
two  years  ago.  Since  that  time  we  have  had  frequent 
reiterations  of  the  statements  by  male  and  female 
followers  of  this  doctor. 

It  would  be  interesting  to  the  profession  to  know 
if  the  Brigham  Hospital  is  a  party  to  this  covert 
vilifying  of  physicians,  also  it  would  be  interesting 
to  know  if  the  purpose  of  the  Hospital  is  to  compete 
with  physicians  in  the  neighborhood. 

My  understanding  of  the  purpose  of  the  founder 
of  the  Brigham  Hospital  is  that  it  was  to  be  a  hos- 
pital for  the  sick  poor  of  Suffolk  County. 

We  all  know  how  far  it  is  from  what  its  founder 
intended  it  to  be. 

Under  our  present  economic  conditions  there  is  a 
real  field  for  help  among  the  unfortunate  poor  of  our 
city  in  regard  to  obstetric  care.  We  all  know  that 
up  to  the  time  the  maternity  ward  was  opened  at 
the  Boston  City  Hospital,  that  it  was  impossible  to 
get  a  free  maternity  case  into  our  Lying-in  hospitals, 
yet  these  same  hospitals  give  the  public  the  impression 
that  they  are  free. 

It  would  be  a  wise  and  profitable  undertaking  for 
the  state  to  furnish  experienced  physicians  to  attend 
labor  cases  in  families  which  cannot  afford  a  doctor. 

As  conditions  are  now,  these  cases  are  attended  in 
most  part  by  students  and  midwives,  notwithstanding 
Mrs.  Lowell's  unwarranted  assertions,  and  the  lot  of 
these  parturient  women  is  not  an  enviable  one. 

Very  truly  yours, 

Charles  Malone,  M.D. 
5  Glen  Road,  Jamaica  Plain,  Mass. 


SOCIETY  NOTICE. 

The  Harvey  Society. — The  sixth  lecture  of  the  ser- 
ies will  be  held  at  the  New  York  Academy  of  Medi- 
cine, 17  West  Forty-Third  Street,  on  Saturday  even- 
ing, February  9th,  1918,  at  8.30  p.m.,  by  Dr.  J.  Gordon 
Wilson,  Professor  of  Otology,  Northwestern  Univer- 
sity, Chicago.  Subject:  "The  Effect  of  High  Ex- 
plosives on  the  Ear." 

Dr.  F.  H.  Pike,  Secretary. 


Zbc  Boston  ADeMcal  anb  Surgical  Journal 


TABLE  OF  CONTENTS 
February  14,  1918 


ORIGINAL  ARTICLES 

Suggestions  on  the  Care  of  Mental  Cases.  By  Frederick  B. 
Packard,  M.D.,  Waverley,  Mass   211 

Relation  of  Industrial  Surgeon  to  Industry  and  to  Society. 
By  John  F.  Curran,  M.D.,  Worcester,  Mass   216 

Organized  Provision  for  the  Care  of  the  Sick  in  Massachu- 
setts.   By  G.  E.  Whitehill,  M.D.,  Everett,  Mass  217 

Gastro-duodenal  Perforation  :  A  New  Diagnostic  Sign.  By 
Martin  T.  Field,  M.D.,  Salem,  Mass   220 

CLINICAL  DEPARTMENT 
Severance  of  the  Chorda  Tympani  Nerve.    By  Irving  Sobotky, 
M.D.,  Boston    224 

SOCIETY  REPORT 

The  New  England  Society  of  Dermatology  and  Syphilis. 
Meeting  of  October  10,  1917   224 

BOOK  REVIEWS 

Occupational  Therapy.    By  George  Edward  Barton    226 

Ligations  and  Amputations.    By  Prof.  A.  Broca    220 

Gynecology — The  Practical  Medicine  Series.   Edited  by  Emilius 

C.  Dudley,  M.D   226 

Handbook  of  Gynecology.    By  Henry  Foster  Lewis,  M.D.,  and 

Alfred  de  Roulet,  M.D   227 

The  Principles  of  Gynecology.    By  W.  Blair  Bell,  M.D   227 


Diseases  of  Women.    By  Henry  Sturgeon  Crossen,  M.D   227 

Surgical  Contributions.  By  Rutherford  Morison,  M.B.,  F.R.C.S.  228 
Three    Clinical    Studies    in    Tuberculous    Predisposition.  By 

W.  C.  Rivers    228 

EDITORIALS 

War  Nephritis    229 

Reports  of  Hospitals  for  the  Insane    230 

The  Venereal  Disease  Program  in  Massachusetts    231 

Medical  Notes    232 

THE  MASSACHUSETTS  MEDICAL  SOCIETY 

;  Notes  from  the  District  Societies    235 

CORRESPONDENCE 

American  Doctors  in  England.    Mary  Fifield  King    244 

MISCELLANY 

The  Massachusetts  Venereal  Disease  Prooram.    By  Lyman 

Asa  Jones,  M.D   236 

The  British  Marriage  Rate  and  the  War    236 

A  New  Hippocratic  Manuscript    237 

Orthopedic  Surgery  in  War    237 

A  British  Tribute  to  Dr.  Janeway    238 

Lettsom  and  the  London  Medical  Society    239 

Notices,  Recent  Deaths,  etc   244 


©rtgtttal  Aritrlw. 

SUGGESTIONS  ON  THE  CARE  OF  MEN- 
TAL CASES  * 

By  Frederic  H.  Packard,  M.D.,  Waverley,  Mass. 

I  have  no  theories  to  advance.  My  remarks 
are  based  on  practical  experience  at  this  hos- 
pital. 

Before  coming  to  McLean  Hospital  I  had  the 
privilege  of  a  service  in  one  of  our  largest  and 
best  general  hospitals,  where  I  was  associated 
with  men  of  high  standing  in  the  medical  pro- 
fession and  from  whom  I  felt  I  had  learned  the 
best  methods  of  treatment.  I  still  believe  that 
was  so  for  the  most  part,  but  my  experience  here 
has  shown  me  that  their  treatment  of  delirious 
cases  could  have  been  improved.  My  experience 
here  has  also  taught  me  that  there  are  many 
general  practitioners  who  make  the  same  mis- 
takes. Hence  I  am  led  to  take  advantage  of 
this  occasion  to  make  such  suggestions. 

In  the  general  hospital  a  good  many  delirious 
conditions  arose  from  various  causes.  These 
patients  were  usually  segregated  in  two  of  the 
lower  wards  where,  because  of  their  predomi- 
nance, they  made  a  striking  and  lasting  impres- 
sion on  me.  Some  were  comparatively  quiet, 
while  others  needed  restraint.  I  never  felt  at 
that  time  that  they  were  not  well  cared  for. 
They  were  kept  clean  and  were  given  such 
nourishment  as  they  could  be  induced  to  take; 

*  Read  at  the  Semiannual  Meeting  of  the  Middlesex  South  Dis- 
trict Medical  Society,  held  at  McLean  Hospital,  October  10,  1917. 


which,  on  the  whole,  however,  was  a  very  small 
amount,  often  but  a  few  ounces  in  twenty-four 
hours  and  sometimes  but  a  few  spoonfuls.  We 
were  not  especially  concerned,  perhaps,  because 
in  our  mind  the  one  important  thing  was  to  pro- 
duce quiet  and  sleep.  This  we  tried  to  do  by, 
and  only  by,  the  use  of  sedative  drugs.  When 
the  results  were  unsatisfactory,  as  they  usually 
wece,  at  the  advice  of  the  visiting  staff  we  con- 
stantly increased  the  frequency  and  size  of  the 
doses  and  added  to  the  variety  of  the  drugs. 
Bromide,  chloral,  hyoscyamine,  morphine  and 
others  were  used,  according  to  the  fancy  of  the 
prescribing  physician.  We  were  attentive  and 
persistent  in  our  medication,  and  sooner  or  later, 
but  always  in  a  relatively  short  time,  the  pa- 
tients became  quieter  and  weaker  and  many  of 
them  died.  We  felt  badly  but  accepted  it  as 
the  inevitable. 

Here  at  McLean  Hospital  I  found  a  consider- 
able number  of  similar  patients,  and  when  I  ob- 
served the  methods  of  treatment  here  it  seemed 
as  though  the  physician  in  charge  was  woefully 
lacking  in  therapeutic  knowledge  and  might 
really  benefit  from  my  recent  general  hospital 
experience.  The  restlessness,  activity  and  sleep- 
lessness of  the  patients  seemed  of  small  concern 
to  him  and  he  apparently  made  no  attempt  to 
relieve  them.  No  sedative  drugs  were  pre- 
scribed. His  chief  and  seemingly  only  interest 
was  in  whether  their  bowels  had  moved  properly 
and  whether  they  had  taken  a  sufficient  amount 
of  nourishment,  and  I  noticed  that  to  him  suffi- 
cient meant  a  considerable  amount. 

I  can  still  see  in  my  mind  a  frail,  emaciated 
I  woman,  her  tongue  thickly  coated,  sordes  on  her 
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teeth,  with  thin  and  rapid  pulse.  She  could  not 
or  would  not  eat.  I  was  told  to  tube  feed  her  at 
once.  My  suggestion  that  she  was  so  weak  that 
it  might  kill  her  was  ignored.  The  stomach 
tube  was  passed,  milk  and  eggs  were  poured 
down,  although  it  seemed  to  me  that  her  protest- 
ing struggles  would  use  up  what  little  life  was 
left.  She  did  not  die,  however,  but  lived  to  be 
fed  again  and  again,  and  almost  with  each  suc- 
cessive feeding,  her  pulse  improved  in  rate  and 
volume.  She  began  to  gain  in  strength  and 
weight,  sleep  came  and  soon  after  her  delirium 
disappeared  and  her  complete  recovery  was 
rapid.  I  watched  this  transformation  with 
much  interest  and  no  little  surprise,  and  now 
for  over  fifteen  years  I  have  seen  the  same  re- 
sults accomplished  many  times  by  the  same 
treatment.  I  recall  only  two  cases  in  that  time 
who  have  died.  These  were  two  men  whose  phy- 
sical appearance  indicated  greater  resistance 
than  they  had,  for  which  reason  tube  feeding 
was  delayed  too  long. 

The  history  of  this  particular  woman  was 
somewhat  as  follows.  She  had  called  in  her 
family  physician  because  she  felt  tired  and  ner- 
vous and  was  unable  to  sleep  well.  The  small 
doses  of  bromide  prescribed  at  first,  having  little 
effect,  were  increased  and  continued  until  she 
began  to  have  hallucinations  of  sight  and  hear- 
ing. She  became  difficult  to  manage  and  hard 
to  keep  in  bed.  More  strenuous  means  seemed 
necessary  and  repeated  doses  of  morphine  were 
given.  Meanwhile  she  had  taken  very  little 
nourishment  for  a  considerable  time  and  prac- 
tically nothing  for  a  week  preceding  her  admis- 
sion to  this  hospital.  I  do  not  know  just  how 
serious  her  condition  was  when  the  family  phy- 
sician was  summoned,  but  she  came  here  with  a 
typical  drug  delirium  from  which  she  recovered 
when  the  drugs  were  eliminated  from  her  system 
and  her  general  physical  condition  had  been 
built  up  by  food.  It  is  very  probable  that  if 
her  family  physician  had  prescribed  fresh  air 
and  moderate  exercise,  and  had  insisted  upon 
and  depended  upon  a  liberal  amount  of  nourish- 
ment for  his  sedatives,  the  patient  would  have 
been  spared  the  delirium  and  the  necessity  of 
hospital  treatment. 

I  am  sorry  to  say  that  this  is  not  an  isolated 
case,  but  a  type  of  which  we  get  many,  and  I  am 
still  more  sorry  to  say  that  many  times  the  phy- 
sician fails  to  realize  how  much  he  is  respon- 
sible for  the  condition. 

There  is  another  type  of  case  where  the  phy- 
sician is  not  responsible  for  the  initial  delirium, 
but  where  a  similar  mistake  is  often  made.  Re- 
cently, a  young  woman  was  admitted  who  had 
been  delivered  of  a  child  some  two  or  three 
weeks  previously.  Now  child-bearing  is  usually  a 
more  or  less  exhausting  experience.  In  this  par- 
ticular case  it  was  especially  so  because  vomiting 
had  persisted  throughout  the  pregnancy  and  the 
patient  came  to  labor  in  poor  physical  condition. 
Delivery  was  accomplished  without  any  special 


difficulty,  but  a  few  days  later  mental  symptoms 
appeared.  The  patient  became  talkative  and 
sleepless,  and  somewhat  active.  Bromide  and 
morphine  were  given,  but  very  little  food  had 
been  taken  since  delivery,  and  none  at  all  for 
four  days  previous  to  admission.  On  arrival 
she  was  stupid,  knew  nothing,  and  was  in  a  state 
of  extreme  physical  exhaustion,  her  pulse  rapid 
and  hardly  perceptible  at  the  wrist.  It  seemed 
probable  that  she  would  die,  as  I  doubted  very 
much  whether  she  had  sufficient  vitality  left  to 
use  food.  She  would  not  eat  and  was  tube  fed. 
It  was  three  or  four  days  before  her  pulse  showed 
much  improvement,  but  after  that  she  gained 
rapidly,  and  at  the  end  of  a  couple  of  weeks  she 
was  clear  enough  to  recognize  and  talk  with  her 
relatives  and  strong  enough  to  leave  her  bed. 
She  is  not  yet  recovered  from  her  psychosis,  but 
her  physical  condition  is  good  and  I  anticipate 
a  complete  recovery. 

These  puerperal  cases  are  again  a  type  of  case 
of  which  we  get  many  and  are  naturally  of  in- 
terest to  the  general  practitioner.  Many  of 
them  are  of  short  duration  with  us,  even  with  the 
superimposed  drug  delirium  and  exhaustion 
with  which  we  have  to  contend.  I  am  inclined 
to  believe  that  if  the  physician  would  avoid 
sedatives  and  insist  upon  abundant  nourishment, 
even  tube  feeding,  if  necessary,  many  of  these 
deliria  would  be  aborted  in  so  short  a  time  or 
would  be  of  such  slight  degree,  that  they  could 
be  cared  for  at  home. 

Let  me  tell  you  of  another  very  interesting  case. 
A  young  woman,  in  good  physical  condition,  be- 
gan to  feel  mean  and  somewhat  depressed,  and  a 
little  later  suddenly  developed  an  active  delir- 
ium with  high  temperature  and  rapid  pulse. 
She  was  brought  to  this  hospital  at  once.  She 
had  been  much  constipated  and  her  abdomen 
was  considerably  distended.  After  repeated  en- 
emata  an  enormous  quantity  of  fecal  matter  was 
evacuated,  and  the  abdominal  distention  re- 
lieved. My  feeling  at  that  time  was  that  with 
proper  regulation  of  her  bowels  and  a  mainte- 
nance of  her  physical  condition,  the  temperature 
and  pulse  would  soon  drop,  and  she  would  make 
a  speedy  recovery.  Prolonged  constipation  in 
certain  individuals  will  occasionally  produce 
such  a  picture.  She  would  not  take  a  sufficient 
amount  of  nourishment,  and  in  order  to  lose  no 
time, — for  loss  of  weight  and  exhaustion  are  often 
rapid  in  an  active  condition  such  as  hers, — tube 
feeding  was  begun  at  once.  The  pulse  and  tem- 
perature, however,  did  not  fall,  the  delirium  con- 
tinued and  within  a  week  it  was  discovered  that 
she  had  typhoid.  The  blood  showed  a  positive 
Widal  reaction.  With  the  liberal  amount  of 
nourishment,  given  by  tube,  her  strength  and 
weight  had  remained  good,  and  after  about  two 
weeks  the  delirium  subsided.  She  was  clear  and 
willing  to  eat.  The  liberal  diet  was  continued, 
and  long  before  the  fever  subsided  she  was 
strong  enough  to  have  left  her  bed  if  it  had 
seemed  wise.    "When  she  was  allowed  to  get  up, 
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she  had  lost  but  about  four  pounds  in  weight,  a 
veiy  small  percentage  for  a  large  woman  of  one 
hundred  and  sixty  pounds.  She  left  the  hos- 
pital soon  after  and  in  a  short  time  resumed  her 
work. 

In  most  general  hospitals,  or  cared  for  by 
many  general  practitioners,  such  a  case,  refus- 
ing food  so  long,  would  have  lost  so  much  weight 
and  become  so  physically  exhausted,  that  it  is 
doubtful  whether  the  resistance  would  have  been 
sufficient  to  withstand  the  toxemia,  or  at  best, 
the  patient  would  have  been  so  emaciated  and 
weakened  as  to  require  a  long  convalescence.  I 
recognize  that  now-a-days  the  profession  gen- 
erally have  been  feeding  typhoids  liberally,  with 
good  results,  but,  so  far  as  I  know,  this  is  limited 
to  those  who  will  eat. 

The  alcoholic  deliria  or  delirium  tremens 
cases  form  another  large  group  often  treated  in 
general  hospitals  and  with  rather  poor  results, 
the  death  rate  being  discouragingly  high.  If 
you  are  not  already  familiar  with  the  much  more 
successful  treatment  of  these  cases  at  the  Psy- 
chopathic Hospital  since  its  opening,  it  is  worthy 
of  your  attention.  Our  experience  here  is  limit- 
ed with  such  cases,  as  it  is  not  the  usual  policy 
of  the  hospital  to  receive  them.  The  last  patient 
admitted  was  a  young  society  woman  who  had 
been  a  moderate  drinker  for  some  time,  but  who 
for  some  months  had  been  drinking  excessively, 
often  to  the  point  of  extreme  intoxication.  She 
had  been  rising  earlier  and  earlier  for  her  morn- 
ing drink  until  just  before  admission  she  found 
it  necessary  to  rise  as  early  as  3.00  a.  m.  On  ar- 
rival she  was  clear  but  exceedingly  tremulous. 
While  not  in  bad  physical  condition,  she  showed 
her  lack  of  nourishment;  for,  like  most  alcoholic 
cases,  she  had  let  drink  take  the  place  of  food, 
under  which  circumstances  the  alcohol  is  always 
more  poisonous  and  the  system  less  able  to  with- 
stand the  toxemia.  She  became  actively  deliri- 
ous at  once.  Her  hallucinations  of  sight  were 
extremely  terrifying.  In  short,  she  was  in  a  con- 
dition to  exhaust  herself  rapidly.  The  alcohol 
was  withdrawn,  she  was  tube  fed  and  put  in  the 
prolonged  baths.  On  the  second  or  third  day 
she  had  several  severe  convulsions  and  some  less- 
er ones.  This  active  delirium  persisted  for 
about  a  week,  during  which  time  she  was  with- 
out sleep.  At  one  time  the  weakness  of  her 
heart  demanded  digitalis.  Except  for  this,  the 
only  treatment  was  food  three  times  a  day.  In 
spite  of  the  severity  of  her  attack,  her  strength 
was  sufficiently  maintained  in  this  way,  and  once 
her  delirium  was  over  she  made  a  rapid  and 
complete  recovery. 

I  feel  very  positive  that  if  we  had  depended 
upon  what  little  nourishment  the  patient  might 
have  swallowed,  she  would  have  soon  become  ex- 
hausted and  died.  You  will  notice  that  she  not 
only  received  no  sedative  drugs,  but  that  the  al- 
cohol, the  causative  poison,  was  immediately  dis- 
continued. 

I  was  recently  consulted  about  a  "most  pe- 
culiar case,"  as  the  surgeon  called  it.  The 


patient  had  been  operated  upon  for  empyema, 
and  had  properly  been  given  some  morphine  af- 
ter operation.  But  as  he  continued  somewhat 
restless,  a  considerable  amount  of  bromide  and 
some  morphine  had  been  continued.  The  pe- 
culiarity of  the  case  was  that  while  his  empyema 
was  doing  well,  he  had  developed  a  mild  delir- 
ium which  threatened  to  become  worse.  I  was 
unable  to  see  the  case  as  it  was  at  too  great  a  dis- 
tance, but  I  have  no  doubt  that,  providing  his 
surgical  condition  remains  satisfactory,  with 
withdrawal  of  the  sedatives  and  with  the  giving 
of  a  sufficient  quantity  of  nourishment,  the  delir- 
ium will  soon  disappear.  In  any  event  I  can 
see.no  indication  for  a  continuance  of  the  drugs. 
If  the  delirium  continues,  it  is  due  to  the  pa- 
tient's septic  condition  or  exhaustion,  and  seda- 
tives will  not  help  these. 

I  would  like  to  call  your  attention  to  one  other 
case  which  illustrates  how  sedative  drugs  may 
mask  important  symptoms.  Some  time  ago,  a 
middle-aged  man  was  brought  here  in  a  delirious 
condition.  He  was  entirely  irrational,  unable 
to  answer  questions  or  to  give  any  account  of 
any  symptoms,  or  make  complaint  of  discomfort 
or  pain.  His  temperature  and  pulse  were  some- 
what elevated.  There  were  no  physical  signs 
and  it  was  impossible  to  determine  what,  if  any- 
thing, besides  drugs,  was  causing  his  delirium. 
He  died  a  few  days  later  and  at  autopsy  I  found 
an  abscess  of  the  frontal  sinus  which  had  per- 
forated the  inner  table  of  the  skull  and  involved 
the  anterior  portion  of  the  frontal  lobe  of  the 
brain.  The  history  of  the  case  was  that,  some 
weeks  before,  the  patient  had  had  a  moderately 
severe  attack  of  influenza.  During  his  conval- 
escence a  severe  headache  had  developed,  for 
which,  large  doses  of  drugs  had  been  given,  and 
he  was  brought  here  some  time  after  the  onset 
of  his  delirium.  It  is  quite  probable  that  except 
for  the  drug  delirium,  the  patient  would  have 
been  able  to  make  known  his  symptoms  clearly 
enough  to  his  physician  to  have  enabled  the  lat- 
ter to  provide  such  surgical  relief  as  was  indi- 
cated. 

At  this  hospital  a  very  large  percentage  of  the 
patients  are  the  so-called  manic-depressive  ex- 
citements, or  acute  manias.  In  these  we  have 
a  real  psychosis,  not  necessarily  associated  with 
any  physical  disease  and  usually  of  many  weeks' 
or  even  months'  duration.  It  is  very  doubtful 
if  the  general  practitioner  can  take  proper  care 
of  these  cases  at  home.  I  should  advise  their  re- 
moval as  soon  as  possible  to  a  properly  equipped 
hospital.  If  there  is  necessary  delay  in  do- 
ing so,  feed  them  in  the  meantime,  if  they  are 
not  eating,  but  do  not  handicap  the  patient  or 
the  hospital  physician  to  whose  care  they  are 
given,  by  superimposing  a  drug  delirium. 

Then,  again,  we  have  the  manic-depressive 
depressions  or  melancholias.  These  cases,  too, 
are  usually  of  long  duration,  and  it  is  again 
questionable  whether  they  are  suitable  cases  for 
home  treatment.  Any  melancholy  patient  is  po- 
tentially suicidal,  and  it  is  very  often  the  mild 
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cases,  whom  an  inexperienced  person  would  not 
/uspect,  who  accomplish  their  purpose.  While 
the  deeper  depressions  are  more  frequently 
recognized  as  dangerous  to  themselves,  and 
rightly  so,  they  are  often  so  inadequate  and  re- 
tarded as  to  fail  to  act  though  they  have  the 
desire.  For  this  same  reason  they  frequently 
refuse  food,  and  also  with  suicidal  intent. 

If  you  are  obliged  to  care  for  the  manic- 
depressive  excitements  or  depressions  at  home, 
you  will  find  a  nurse  trained  in  a  hospital  for  the 
insane  a  great  comfort  and  help.  Such  nurses  are 
not  afraid  of  the  excited  cases  and  they  know 
how  to  handle  them.  They  are  also  alive  to  all 
the  possibilities  of  danger  in  the  depressed  cases. 
I  am  often  reminded  of  one  of  our  old  Boston 
physicians  who,  whenever  a  delirium  developed 
on  his  ward  in  the  general  hospital,  used  to  call 
for  one  of  those  McLean  crazy  nurses,  and,  on 
her  arrival,  would  stand  back  and  watch  with 
wonder  and  admiration  the  fearless  and  tactful 
way  in  which  she  cared  for  the  patient. 

In  the  manic-depressive  excitements,  owing  to 
their  great  activity  and  lack  of  sleep,  the  princi- 
pal danger  is  one  of  physical  exhaustion.  The 
treatment  here  at  the  hospital  is  directed  to- 
wards preventing  the  exhaustion  and  adding  to 
the  weight.  This  can  be  accomplished  largely 
by  food.  Many  eat  well.  Those  who  do  not  are 
tube  fed  at  once  and  are  fed  regularly  three 
times  a  day.  The  exhaustion  is  further  com- 
bated by  use  of  the  continuous  baths.  Most 
maniacal  patients  like  to  play  in  water  and  they 
usually  take  readily  to  the  tubs.  Here  their 
activity  is  limited  to  the  splashing  of  water  and 
much  less  strength  is  used  up  than  is  the  case 
when,  confined  to  their  rooms,  they  run  about, 
jumping  from  bed  to  window  sill  and  back,  and 
pounding  on  the  door.  Moreover,  the  warm 
water  has  a  tendency  to  relieve  the  tension,  and 
the  most  excited  patients  frequently  lie  quietly 
for  hours  and  sometimes  even  sleep  in  the  water. 
As  a  rule,  they  get  more  sleep  at  night  after  a 
day  in  the  tubs.  Those  of  you  who  have  seen 
the  baths  have  noticed  that  the  rooms  are  of 
good  size,  well  lighted  and  have  low  windows 
through  which  the  patient  can  look  out.  Such 
rooms  add  much  to  their  contentment.  The 
water  is  kept  at  99°  by  means  of  a  mixer  and  by 
constant  flow  of  the  water  into  the  tubs,  the  inlet 
being  at  the  bottom  of  one  end,  and  the  outlet 
at  the  top  of  the  other.  Sedatives  are  useless. 
Only  in  large  and  repeated  doses  do  they  have 
any  effect  and  then  only  a  toxic  one  such  as  al- 
ready described.  Moreover,  they  upset  the 
digestive  system,  interfering  with  appetite  and 
assimilation,  thereby  impairing  the  usefulness  of 
our  most  efficient  remedy, — food. 

Again,  in  the  melancholy  cases,  our  chief  aim 
is  to  maintain  and  improve  the  physical  condi- 
tion,— very  many  of  these  cases  need  tube  feed- 
ing,— and  to  guard  against  self-injury.  The 
general  sluggish  reaction  of  the  depressed  pa- 
tients with  their  limited  activity  gives  rise  to 


obstinate  constipation,  which  needs  to  be  cor- 
rected and  which,  when  relieved,  often  leads  to 
improvement  of  appetite.  Many  of  these  pa- 
tients are  also  troubled  with  insomnia.  This 
needs  no  special  treatment,  but  takes  care  of  it- 
self with  the  general  improvement  of  the  patient. 
Use  is  also  made  of  hot  air  and  shower  baths, 
exercises  with  Zander  machines,  and  out-door 
sports  to  help  in  improving  the  physical  condi- 
tion. Just  as  soon  as  they  are  able  to  cooperate, 
they  are  given  diversional  occupations  of  differ- 
ent kinds,  which  tend  to  arouse  normal  and 
healthful  interests  and  to  crowd  out  melancholy 
and  delusional  ideas. 

All  the  manic-depressive  cases  tend  to  lose 
weight  at  first,  and  oftentimes  it  is  necessary, 
especially  with  excited  cases,  to  give  an  extra 
large  amount  of  nourishment.  Sooner  or  later 
they  begin  to  gain  weight,  an  indication  that 
recovery  has  probably  begun.  The  rise  of  the 
curve  of  mental  improvement  usually  follows 
the  rise  in  the  weight  curve. 

In  conclusion,  let  me  say  that  delirious  state* 
arise  as  a  result  of  exhaustion  or  toxemia  or 
both.  The  toxemia  may  be  due  to  an  auto- 
intoxication or  to  poisons  taken  into  the  system 
from  without.  If  we  bear  this  in  mind,  the  in- 
dications for  treatment  are  clear:  prevent  or* 
treat  the  exhaustion,  eliminate  the  toxemia  as 
rapidly  as  possible  and  provide  strength  to  com- 
bat it  while  it  lasts.  This  can  be  accomplished 
by  abundant  food  and  by  a  careful  attention  to 
the  bowels. 

Sedative  drugs  only  add  to  the  toxemia  and 
handicap  the  digestive  system,  upon  which  we 
must  depend  for  the  maintenance  and  develop- 
ment of  recuperative  power.  They  are  irration- 
al and  so  contraindicated  that  it  is  difficult  to 
understand  their  general  use.  From  question- 
ing different  men  I  find  two  explanations :  one, 
that  they  deem  sleep  the  most  important  thing  to 
gain;  as  if  sleep  alone  could  add  strength: 
whereas,  at  best,  it  merely  saves  what  strength 
one  has,  a  most  desirable  thing  to  do,  but  not  in 
itself  enough.  A  positive  addition  is  necessary, 
which  food  alone  can  furnish.  A  second  explan- 
ation is  that  the  family  demands  results,  expects 
the  patient  to  be  quieted.  The  physician,  there- 
fore, must  give  drugs  to  preserve  his  reputation. 
I  have  already  shown  you  that  the  results  gained 
from  drugs  are  not  such  as  to  add  to  anyone's 
reputation.  I  believe  it  best  to  be  frank  with  the 
patient's  friends  and  to  explain  the  real  situa- 
tion :  the  public  can  be  and  are  being  educated. 
Not  infrequently  a  relative,  after  seeing  a  patient 
grow  worse  at  home  with  drugs  and  recover  in 
the  hospital  without  them,  is  inclined  to  be  crit- 
ical of  his  family  physician's  judgment. 

My  remarks  have  been  limited  to  a  discussion 
of  the  acute  recoverable  cases.  Time  does  not 
permit  a  consideration  of  the  organic  and 
dementing  types. 
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RELATION   OF   INDUSTRIAL  SURGEON 
TO  INDUSTRY  AND  TO  SOCIETY.* 

By  John  F.  Curran,  M.D.,  Worcester,  Mass. 

In  1911  the  Norton  Company  engaged  the 
services  of  an  industrial  surgeon.  His  duties 
were : 

1.  To  make  physical  examinations  of  al] 
prospective  employees  and  reexamine  all  phys 
ically  defective  employees  and  to  advise  cor- 
rective measures. 

2.  To  treat  accidents  immediately  after  they 
occurred  and  to  give  subsequent  treatments. 

3.  To  make  examinations  and  give  advice  in 
cases  of  sickness. 

4.  To  formulate  and  control  sanitation 
measures  throughout  the  works. 

5.  To  promote  health  education  among  em- 
ployees. 

PHYSICAL  EXAMINATIONS. 

The  best  time  to  examine  a  man  is  before  he 
is  hired.  First,  it  enables  the  employer  to  place 
a  man  at  the  kind  of  work  for  which  he  is  best 
fitted  physically.  Second,  it  enables  the  doctor 
to  advise  the  employee  regarding  any  defects 
that  he  may  have  and  of  which  he  may  not  be 
aware.  It  gives  the  physician  an  opportunity 
to  enlist  the  man's  cooperation  in  making  an 
effort  to  overcome  his  defects,  where  possible, 
and  thus  increase  his  physical  efficiency.  Third, 
it  prevents  the  introduction  into  the  factory  of 
men  who  are  undesirable  because  of  severe  de- 
fects. Fourth,  it  prevents  contagious  diseases 
entering  the  factory  and  becoming  established 
there.  A  complete  examination  of  every  em- 
ployee is,  of  course,  very  expensive  to  the  em- 
ployer, but  the  several  advantages  outlined  tend 
to  offset  the  question  of  expense. 

So  much  for  the  employer's  side;  now  let  us 
consider  it  from  the  angle  of  the  employee. 
This  thorough  physical  examination  has  also 
many  advantages  for  the  employee.  First,  he  is 
informed  of  any  defects  which  the  doctor  finds, 
and  is  assisted  in  obtaining  relief.  Second,  he 
is  not  given  work  to  do  for  which  he  is  not  phys- 
ically fitted.  Third,  he  knows  that  every  other 
man  in  the  factory  has  had  a  similar  examina- 
tion and  appreciates  the  fact  that  he  is  safe- 
guarded from  contagious  diseases.  Last,  he 
feels  that  the  employer  is  taking  a  personal  in- 
terest in  his  condition,  and  that  he  can  go  to 
the  plant  doctor  for  further  advice  at  any  time. 
As  the  average  shop  employee,  moving  from 
place  to  place,  has  no  family  physician,  he  feels 
sure  that  the  man  employed  in  the  capacity  of 
industrial  surgeon  must  be  competent  to  handle 
his  case. 

Some  labor  organizations  have  objected  to 
physical  examinations  on  the  ground  that  it  in- 
fringes on  the  liberty  of  the  individual.  Every 
shop  has  its  own  rules,  and  the  examination  is 
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merely  one  of  these.  If  a  man  objects  to  this, 
he  is  free  to  seek  work  elsewhere. 

Another  point  usually  brought  up  is  that  it 
enables  an  employer  to  reject  a  man  on  account 
of  physical  defects  when  he  might  otherwise 
have  employed  him.  This  gives  the  labor  organ- 
izations greatest  concern  because  they  realize 
that  oftentimes  certain  men  would  be  hired  in 
this  same  factory  were  no  physical  examination 
required.  Here  it  is  necessary  to  remember  that 
the  United  States  Government  established  the 
precedent,  in  examining  candidates  for  army, 
navy,  and  civil  service  positions.  Again,  the 
labor  unions  fear  that  information  of  defects  in 
certain  men  might  be  passed  from  employer  to 
employer,  thus  making  it  possible  to  blacklist  a 
man.  They  fail  to  realize  that  such  informa- 
tion is  of  a  professional  nature,  and  secrets  thus 
obtained  are  as  carefully  guarded  as  in  a  doc- 
tor's office. 

The  examination  should  be  as  thorough  as 
that  required  for  a  first-class  insurance  policy, 
because  in  the  departments  of  many  factories  the 
work  is  of  a  hazardous  nature.  The  hos- 
pital that  is  a  part  of  the  business  institution 
must  be  particularly  careful  in  such  places. 
Physical  examination  prevents  a  defective  man 
from  being  put  to  work  in  these  departments. 
This  benefits  the  employee  because  it  transfers 
him  to  work  for  which  he  is  fitted,  and  saves 
him  from  the  risk  of  serious  accident  or  illness, 
which  might  result  in  death.  It  benefits  the 
employer  because  it  enables  him  to  secure  ade- 
quate protection  at  the  most  reasonable  rates. 

Considering  the  number  of  men  examined, 
and  the  different  walks  of  life  from  which  they 
come,  rejections  are  few — contrary  to  the  gen- 
eral opinion.  Statistics  show  3%.  The  surgeons 
actually  make  no  rejections.  We  merely  note 
the  man's  defects,  classify  him  as  an  A,  B,  C  or 
D  risk  and  refer  him  to  the  employment  depart- 
ment, which  accepts  or  rejects  him,  according  to 
his  probable  value.  Sometimes  the  employment 
manager  finds  a  man  too  old  or  physically  unfit 
for  the  work  for  which  he  applies,  but  instead  of 
rejecting  him  arbitrarily  he  finds  work  for  him 
which  is  suited  to  his  age  and  physical  condi- 
tion. A  man  is  definitely  rejected  if  he  is  blind 
in  one  eye,  because  work  on  grinding-wheels  is1 
particularly  hazardous  to  the  eyes,  even  when 
goggles  are  worn ;  and  should  he  sustain  an  in- 
jury which  would  result  in  losing  the  vision  in 
the  good  eye,  the  law  would  require  us  to  com- 
pensate him  for  blindness  of  both  eyes,  even 
though  we  were  responsible  for  the  loss  of  only 
one.  A  person  who  is  blind  in  one  eye  certainly 
does  not  want  to  risk  losing  the  other,  and  the 
employer  knowing  the  danger  is  not  willing  that 
he  should,  aside  from  the  fact  that  compensa- 
tion would  have  to  be  paid  should  total  blind- 
ness result.  A  man  cannot  be  accepted  when 
his  vision  is  reduced  to  1/2  in  both  eyes,  for 
obvious  reasons. 

All  cases  of  contagious  diseases,  including,  of 
course,  tuberculosis,  debar  a  man  from  employ- 
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ment.  "We  ask  physicians  to  lay  particular 
stress  on  this  part  of  the  examination  because 
nothing  will  disrupt  a  working  organization 
more  disastrously  than  an  epidemic  of  any  con- 
tagious disease. 

We  do  not  recommend  for  employment  any 
applicant  who  has  more  than  a  second-degree 
hernia.  Hernia  is  the  bane  of  industrial  sur- 
gery. The  Latin  and  the  Asiatic  races,  because 
of  their  low  social  rating,  due  to  lack  of  educa- 
tion and  consequent  mode  of  living,  do  the  most 
laborious  work  in  our  factories.  They  are  most 
prone  to  hernia  because  their  diet  does  not  in- 
clude muscle-building  food.  When  they  sustain 
this  injury  they  cannot  or  will  not  work,  and  an 
operation  becomes  imperative,  with  its  resultant 
loss  of  time  and  expense  to  the  employer.  Here 
again  the  physical  examination  proves  its  value. 
Sometimes  a  man  sustains  this  injury  outside 
the  factory.  Were  he  to  aggravate  this  condi- 
tion while  at  work,  the  company  would  be  held 
as  responsible  as  if  it  were  to  blame  for  the 
incidence  of  the  hernia. 

We  reject  all  cases  of  heart  disease  with 
disturbed  compensation,  that  is,  shortness^  of 
breath,  swelling  of  extremities  and  palpitation. 

Varicose  ulcer  is  a  menace  because  certain 
forms  of  occupation  either  prevent  entirely  or 
delay  the  healing.  This  condition  is  likely  to 
recur  again  or  to  break  out  in  a  new  place  as  a 
result  of  a  trivial  injury. 

All  cases  of  marked  hypertension  are  rejected 
because  certain  kinds  of  work  might  increase 
the  man's  blood  pressure,  which,  in  turn,  might 
induce  cerebral  hemorrhage.  This  would  make 
us  responsible  for  his  death  or  incapacitation, 
as  the  case  might  be. 

A  man  presenting  a  major  defect  (by  major 
defect  is  meant  a  hernia,  a  heart  or  lung  lesion) 
is  reexamined  every  three  months,  or  oftener,  if 
his  condition  warrants.  The  reexamination 
plays  a  threefold  part;  it  benefits  the  employer, 
the  employee,  and  the  examining  physician.  It 
enables  the  employer  to  have  efficient  workmen; 
it  enables  the  employee  to  keep  in  such  a  fit 
condition  that  he  may  earn  the  largest  possible 
wage,  and  it  gives  the  physician  valuable  in- 
formation as  to  the  conditions  under  which  cer- 
tain defects  do  well.  It  also  makes  it  possible 
for  him  to  see  that  remedial  measures  are  in- 
telligently carried  out. 

The  second  important  division  of  the  indus- 
trial surgeon's  duties  is  the  treatment  of  ac- 
cidents immediately  after  occurrence.  Tbe 
Workmen's  Compensation  Act  was  drawn  in 
order  to  compensate  the  employee  for  injury 
received  in  the  course  of  his  employment.  This 
compensation  was  divided  into  two  parts — one 
a  reparation  part,  which  provided  medical  care 
to  repair  the  injury;  the  other  a  compensatory 
part,  to  insure  the  employee  against  complete 
financial  loss  while  incapacitated.  The  under- 
lying thought  in  the  reparative  part  of  .  the  pro- 
vision is  to  alleviate  suffering,  to  produce  sound 


and  rapid  healing  of  the  injury,  and  to  promote 
a  quick  return  to  work. 

The  section  states  that  medical  service  shall 
be  provided  for  a  period  of  fourteen  days,  so 
that  the  injured  workman,  even  though  not 
severely  enough  injured  to  prohibit  work,  is  en- 
titled to  medical  service.  This  is  not  only  repa- 
ration, but  prophylactic. 

In  Massachusetts  there  are  two  recognized 
methods  of  complying  with  this  law :  first,  the 
employment  of  a  factory  surgeon;  secondly,  the 
sending  of  the  injured  employee  to  a  surgeon 
employed  by  the  insurance  company. 

A  great  advantage  in  the  factory  hospital 
system  is  this :  there  is  a  minimum  loss  of  time. 
The  length  of  time  which  elapses  between  the 
occurrence  of  the  injury  and  the  time  of  the 
first  treatment  is  of  the  utmost  importance. 
Adequate  treatment  promptly  applied  will,  in 
95%  of  the  cases,  result  in  adequate  disinfection 
and  consequent  prompt  healing  of  the  wound. 
Statistics  show  that  infection  increases  in  pro- 
portion as  the  time  lengthens  between  the  occur- 
rence and  first  treatment  of  the  wound.  In  our 
plant,  covering  several  acres,  there  would  be 
considerable  loss  of  time  and  risk  of  infection 
to  the  patient  coming  to  a  centrally  located  hos- 
pital, and  to  offset  this,  we  have  established 
four  sub-hospitals.  There  the  minor  cases  are 
treated  and  the  men  sent  back  to  work.  They 
are  examined  on  the  following  day  by  the  sur- 
geon on  his  daily  visit.  The  cases  of  a  more 
serious  nature  are  given  first  aid  and  sent  to 
the  main  hospital,  if  the  case  is  an  ambulatory 
one.  If  not,  the  surgeon  is  summoned,  and 
after  examination  prescribes  or  renders  the  nec- 
essary treatment.  This  procedure  is  always 
possible  because  there  is  a  doctor  in  the  plant 
from  8  a.m.  until  6  p.m.,  and  one  on  call  from 
6  p.m.  to  8  a.m. 

Contrast  this  method  with  the  so-called  in- 
surance form !  Where  the  factory  is  large,  they 
have  a  nurse;  if  not,  some  one  who  is  more  or 
less  skilled  in  the  treatment  of  wounds  is  selected 
to  render  first  aid.  If,  in  his  opinion,  the  pa- 
tient needs  further  treatment,  he  is  either  sent 
or  taken  to  the  insurance  doctor's  office,  pro- 
vided the  severity  and  extent  of  the  injuries 
warrant  it. 

The  industrial  surgeon  classifies  his  cases  into 
three  groups:  first,  those  cases  which  need  abso- 
lute rest  to  promote  rapid  healing ;  second,  those 
whose  injuries  make  it  impossible  for  them  tc 
do  their  usual  work,  but  permits  work  of  less 
exacting  nature  to  be  done;  third,  those  whose 
recovery  will  not  be  retarded  by  performing 
their  usual  duties  after  the  first  treatment.  The 
industrial  surgeon  is  well  qualified  to  judge  in 
tliose  cases  because  he  knows  the  man's  history, 
the  nature  of  his  work,  and  can  solicit  the  aid 
of  the  foremen  in  placing  the  patient  in  a  de- 
partment where  he  may  earn  his  wage  without 
risk  to  himself  or  loss  to  his  employer. 
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The  surgeon  employed  by  the  insurance  com- 
pany is  not  usually  acquainted  with  the  man, 
nor  with  the  nature  of  his  work,  and  can  decide 
only  one  of  two  things, — either  the  patient  goes 
back  to  work  or  goes  home.  Often  the  patient 
makes  his  own  decision  after  leaving  the  doc- 
tor's office. 

After  the  first  treatment,  a  man  is  told  to  re- 
port at  the  hospital  at  a  specified  time,  which  is 
determined  by  the  nature  of  the  injury.  If  he 
does  not  comply  with  this  instruction,  he  is  sent 
for  and  his  condition  is  investigated,  should  he 
be  at  work.  When  we  find  that  a  man  is  loafing  he 
is  investigated  by  our  "follow-up"  man  and  is 
brought  to  the  hospital  or  is  visited  by  the  sur- 
geon personally.  This  is  determined  by  our 
knowledge  of  the  case  and  the  investigator's 
report. 

Sanitation  is  another  of  the  difficult  problems 
with  which  the  industrial  surgeon  must  cope. 
He  must  see  to  it  that  the  men  work  in  prop- 
erly lighted  and  ventilated  rooms  and  have 
proper  toilet  facilities.  He  has  a  corps  of  work- 
ers whose  particular  duty  is  to  keep  the  toilets 
and  washrooms  clean,  to  supply  receptacles  for 
refuse,  and  cuspidors  of  such  a  kind  as  can  be 
easily  disinfected. 

Health  publicity  is  a  field  which  offers  vast 
possibilities  for  the  betterment  of  health  condi- 
tions in  the  community  through  the  cooperation 
of  doctor  and  workman.  As  it  is  practically 
impossible  to  instruct  each  employee  individ- 
ually, we  issue  pamphlets  each  month  on  some 
timely  subject  in  surgery  or  medicine  having 
some  practical  value  to  the  workman.  These  are 
enclosed  in  the  pay  envelope,  and  are  read  and 
appreciated  by  most  of  the  men.  At  stated 
times  lectures  are  given  to  which  the  workman 
may  bring  his  family. 

Owing  to  the  increasing  interest  in  social  in- 
surance, I  have  purposely  left  my  discussion  of 
the  treatment  of  sickness  until  last  because  these 
two  topics  are  closely  related.  It  is  the  duty  of 
the  industrial  physician  to  treat  minor  illnesses. 
Experience  has  taught  that  the  prompt  diagno- 
sis and  treatment  of  illness  may  prevent  serious 
disease,  loss  of  time  and  suffering  to  the  patient, 
and  loss  of  profit  to  the  employer,  due  to  less- 
ened production.  When  we  find  that  a  man  is 
too  ill  to  remain  at  work  we  urge  him  to  consult 
his  family  physician.  As  you  know,  practically 
every  physician  depends  on  the  workingman  as 
his  chief  means  of  earning  his  livelihood.  Were 
this  source  of  income  removed,  it  would  se- 
riously menace  his  practice.  This  might  make 
the  general  practitioner  antagonistic  to  the  in- 
dustrial surgeon,  and  adverse  criticism  given 
his  patients  would  tend  to  reduce  our  efficiency. 
After  a  man  has  recovered  from  his  illness  he 
must  present  himself  for  examination  before  he 
can  return  to  work. 

Our  methods  open  up  vast  possibilities  in  the 
field  of  preventive  medicine,  where  everything 
depends  on  the  individual.    Much  can  be  done 


by  education  through  the  schools,  by  articles  in 
papers  and  magazines,  by  lectures  and  motion 
pictures,  but  the  most  effective  means  is  through 
direct  contact  with  the  individual.  After  our 
examination  he  knows  either  that  he  is  sound  or 
defective  and,  if  the  latter,  he  receives  the  nec- 
essary instruction  to  remedy  his  defects.  He 
knows  the  type  of  work  for  which  he  is  best 
fitted,  and,  finally,  he  knows  what  a  thorough 
examination  is. 

If  every  workman  possessed  this  knowledge 
we  would  have  a  campaign  of  preventive  medi- 
cine which  would  affect  the  whole  country. 


ORGANIZED  PROVISION  FOR  THE  CARE 
OF  THE  SICK  IN  MASSACHUSETTS. 

By  G.  E.  Whitehall,  M.D.,  Everett,  Mass. 

The  Commission  on  Social  Insurance  gave  a 
special  hearing  for  physicians,  at  the  State 
House,  September  26,  1917.  One  of  the  ques- 
tions on  which  the  Commission  asked  informa- 
tion was : 

"To  what  extent  are  wage-earners  able  to 
avail  themselves  of  free  clinics  in  the  State?" 

The  following  data  were  prepared  as  an  at- 
tempt to  answer  this  question  in  a  general  way, 
and  were  presented  in  October  and  November 
by  the  author.  The  data  herewith  submitted  for 
publication  have  been  somewhat  amended  by  the 
elimination  of  most  of  the  items  containing  esti- 
mates since  its  presentation  to  the  Commission, 
but  with  only  a  few  exceptions  are  substantially 
as  presented  on  the  dates  named. 

Organized  provision  for  the  care  of  the  sick 
in  Massachusetts : 

1.  State  or  municipal  hospitals,  or  boards 
for  the  care  of  those  dependents  requiring  help 
in  other  ways  beside  sickness.  During  1916, 
3%  of  the  population  was  cared  for  in  this 
way. 

2.  Charitable  hospitals,  dispensaries  and 
nursing  associations,  organized  and  financed  by 
voluntary  donors,  the  medical  profession  co- 
operating with  free  medical  service,  and  the 
nursing  being  performed  by  pupil  nurses.  Dur- 
ing 1916  from  12i/2  to  14y2%  of  the  population 
was  aided  by  this  group  of  institutions. 

3.  Special  hospitals  for  dependents  with 
chronic  diseases. 

4.  Hospitals  and  institutions  for  the  care  of 
tuberculosis,  contagious  diseases,  etc. 

5.  Private  hospitals  for  the  care  of  those  who 
can  pay  well  for  all  needed  service. 

The  various  institutions  under  group  2  com- 
prise 100  or  more  hospitals,  39  with  out-patient 
departments,  11  dispensaries  and  about  30  nurs- 
ing associations.  The  aim  is  to  help  the  large 
part  of  the  population  generally  designated  as 
wage-earners. 

As  a  group,  these  institutions  admit  patients 
without  regard  to  race,  color,  sex,  religious  be- 
lief, or  ability  to  pay.    Their  purpose  is  to  care 
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for  accident  cases  and  those  suffering  from  acute 
or  surgical  diseases,  whose  greatest  need  of  help 
comes  from  sickness. 

There  is,  on  an  average,  one  institution  for 
every  32,000  of  the  population,  with  an  invested 
capital  between  $45,000,000.00  and  $50,000,- 
000.00. 

During  1916  one  person  in  eight  and  one-half 
of  the  whole  population  was  treated  at  a  hos- 
pital, or  dispensary,  making  a  total  of  nearly 
450,000,  the  aggregate  cost  being  nearly  $6,000,- 
000.00.  It  is  difficult  to  estimate  from  the  pub- 
lished data  the  average  cost  of  the  out-patient 
and  dispensary  service.  The  out-patient  ser- 
vice at  the  Massachusetts  General  Hospital  for 
1916  was  $0.51  per  visit.  Using  this  as  a  basis 
for.  out-patient  and  dispensary  service  for  the 
whole  state,  the  average  weekly  cost  for  hospital 
service  was  $15.70.  The  average  stay  in  the 
hospital  was  two  weeks  and  one  day.  One  per- 
son in  26  or  27  of  the  population  (4%)  was 
cared  for  in  a  hospital.  One  person  in  12  of  the 
population  (Sy2%)  paid  between  three  and  four 
visits  to  a  dispensary,  or  out-patient  department 
of  a  hospital.  One  patient  out  of  three  was 
treated  in  a  hospital  free.  One  patient  out  of 
three  paid  a  part  of  the  cost  at  a  hospital.  One 
patient  out  of  three  paid  more  than  cost  at  a 
hospital.  For  the  Metropolitan  group  of  hospi- 
tals and  dispensaries,  one  patient  in  two  was  free. 
Outside  this  district  one  patient  in  five  was 
treated  free.  For  the  whole  state  the  average 
for  both  being  34%  free.  The  Metropolitan 
group  comprised  7-12  of  the  hospital  cases,  5-6 
of  the  out-patients,  and  nearly  all  of  the  dispens- 
ary patients.  The  service  at  both  the  out-pa- 
tient departments  and  dispensaries  was  either 
free,  or  merely  nominal.  Five  district  nursing 
associations  served  a  population  of  1,200,000, 
making  over  200,000  visits  on  2%  of  the  popula- 
tion, one  person  in  fifty  being  cared  for  on  an 
average  of  eight  visits. 

The  income  derived  from  patients  visiting  the 
hospitals,  out-patient  departments  and  dispensa- 
ries, in  1916,  was  $3,372,000.00,  the  amount  of 
free  treatment  being  $2,614,000.00.  or  43%.  For 
the  dispensary  and  nursing  service,  more  than 
sixty  per  cent,  was  free. 

The  summary  herewith  submitted  is  based  on 
the  data  published  in  the  38th  annual  report  of 
the  State  Board  of  Charity  for  1916.  While  the 
data  of  many  of  the  hospitals  are  incomplete  in 
some  of  the  items  tabulated,  many  of  the  defi- 
ciencies have  been  supplied  by  the  office  of  the 
State  Board  of  Charity.  When  no  data  were 
available  an  estimate  was  made,  based  on  the 
general  average  of  the  group  of  hospitals  con- 
sidered. Most  of  the  institutions  tabulated  are 
classed  as  charitable  corporations,  but  by  using 
the  service  available  principally  for  the  needs  of 
wage-workers  as  a  basis  of  classification  there  are 
89  hospitals  mainly  for  acute  diseases,  naturally 
coming  under  croup  2,  that  served  in  1916  ap- 
proximately  134,000  patients.    There  are  five 


large  hospitals  devoted  largely  to  chronic  dis- 
eases that  cared  for  2015  patients,  on  an  average 
of  105  days  each,  with  a  total  bed  capacity  of 
730.  " 

The  service  rendered  by  the  South  Department 
of  the  Boston  City  Hospital  and  the  Haynes 
Memorial  of  the  Massachusetts  Homeopathic  Hos- 
pital in  1915,  provided  for  4469  patients  suffering 
from  the  common  forms  of  contagious  diseases 
and  are  included  in  the  totals  of  the  89  hospitals 
already  mentioned.  The  average  stay  was  a  lit- 
tle over  30  days,  and  the  average  cost  about 
$40.00  for  each  patient.  If  the  same  ratio  to 
cost  and  bed  capacity  prevailed  for  18  smaller 
contagious  hospitals,  with  a  total  bed  capacity 
of  574  beds,  the  service  would  provide  for  5740 
patients,  at  a  cost  of  approximately  $224,750. 
There  are  six  small  hospitals  with  incomplete 
data,  having  about  100  beds.  Using  the  average 
for  the  acute  hospitals  of  14  patients  per  bed,  for 
the  whole  number,  and  the  average  weekly  cost 
of  $15.70,  there  would  be  a  service  available  for 
1400  patients,  at  a  cost  of  $52,752. 

The  total  hospital  service  under  extended 
group  2  provides  118  hospitals  caring  for  142,- 
763  patients. 

There  were  39  hospitals  that  maintained  an 
out-patient  department  and  treated  approxi- 
mately 240,048  patients,  with  a  total  of  862,527 
visits.  Eleven  Boston  dispensaries  treated  65,- 
752  patients  for  244,468  visits.  The  combined 
hospital  out-patient  and  dispensary  service 
totaled  449,054  patients,  at  a  cost  of  $5,988,- 
406.00. 

When  giving  the  proportion  of  service  to  the 
population  of  the  whole  state,  the  estimate  of 
3,779,033  was  used,  the  same  as  used  by  the 
State  Department  of  Health,— estimated  popu- 
lation of  Massachusetts  for  July  1,  1916. 

The  institutions  tabulated  do  not  as  a  rule 
care  for  tuberculosis  cases,  but  some  overlapping 
is  inevitable  when  the  available  institutions  are 
limited. 

Number  of  nurses  registered  by  Board  of  Reg- 
istration of  Nurses  since  October,  1910,  is  7363. — 
Report  of  Board  of  1916. 

Present  Equipment  for   Service  under  Extended 
Group  2. 

One  hospital, 

or  dispensary,  for  every  32,000  of  the  population 
One  hospital  bed  for  every  375  of  the  population 
*One  pupil  nurse  for  every  750  of  the  population 
One  reg.  nurse  for  every      513  of  the  population 

While  an  effort  has  been  made  to  determine 
the  approximate  number  of  beds  available  for 
the  care  of  sickness  throughout  the  state,  no 
rigid  classification  is  applicable  to  many  institu- 
tions. By  classifying  under  group  2  several 
hospitals  devoted  to  infants,  a  few  caring  for 
chronic  or  incurable  diseases,  and  including  the 
full  capacity  of  two  large  hospitals  with  separate 
departments  for  contagious  diseases,  and  18 
other  hospitals  for  contagious  diseases,  we  ob- 
tain 118  hospitals,  with  a  total  of  10.184  beds. 

*  See  Note  on  page  220. 
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Institutions  classified  under  group  4  care  for 
tuberculosis  and  the  common  forms  of  contagious 
diseases.  The  Massachusetts  Anti-Tuberculosis 
League,  under  the  date  of  April,  1917,  reports  13 
state  institutions  with  a  bed  capacity  of  1722 
beds,  16  county  or  municipal  hospitals  with  1078 
beds,  and  29  private  hospitals,  sanatoria,  or 
boarding  houses  with  551  beds,  or  a  total  of  58 
institutions  for  tuberculosis  with  3351  beds. 

In  October,  1917,  the  State  Board  of  Health 
reported  21  hospitals  devoted  to  the  care  of  con- 
tagious disease,  with  a  bed  capacity  of  1261,  with 
two  additional  hospitals  already  authorized,  hav- 
ing a  bed  capacity  of  58. 

Complete  data  for  private  and  semi-private 
hospitals,  comprising  group  5,  are  not  readily 
available.  Polk's  Medical  Directory  for  1914, 
supplemented  by  data  furnished  by  Alice  Mc- 
Intire,  Inspector  of  Incorporated  Hospitals,  who 
also  supplied  additional  data  for  the  hospitals 
classed  under  group  2,  gives  121  hospitals  or 
sanatoria,  with  a  bed  capacity  of  3940  beds. 
Practically  all  the  data  were  compiled  previous 
to  1914,  and  it  seems  reasonable,  in  estimating 
the  number  of  beds  at  present,  to  increase  this 
number  by  at  least  ten  per  cent.,  to  include  natu- 
ral growth  and  unavoidable  gaps  in  the  records, 
making  the  number  of  beds  of  a  private  nature 
at  least  4340.  The  above  classification  does  not 
include  the  Naval  Hospital  with  approximately 
250  beds  under  normal  conditions,  the  Boston 
Quarantine  Station  with  300  beds,  nor  various 
isolation  hospitals  throughout  the  state,  which 
would  probably  total  nearly  1000  beds. 

It  seems  a  conservative  statement,  that  under 
the  four  groups  mentioned,  there  are  approx- 
imately 20,000  beds  designed  in  large  part  to 
care  for  acute  diseases  and  that  fully  three 
fourths  of  this  number  are  maintained  by  pri- 
vate initiative  and  private  funds ;  the  other 
fourth  being  maintained  by  either  state  or  mu- 
nicipal hospitals,  devoted  to  tuberculosis  or  con- 
tagious diseases,  both  of  which  are  looked  upon 
as  matters  of  public  concern. 

Besides  caring  for  the  unfortunates  generally 
designated  as  paupers,  as  well  as  those  convicted 
of  crime,  the  state  cares  for  a  relatively  small 
group  of  dependents  requiring  special  medical 
treatment  covering  long  periods.  The  last 
printed  report  of  the  State  Board  of  Insanity 
for  1915,  page  94,  gives  16,436  beds  as  the  ca- 
pacity of  16  or  more  institutions,  providing  for 
the  insane,  feeble-minded  and  epileptics.  The  re- 
port of  the  State  Board  of  Charity  for  1916 
shows  this  board  supervised  the  care  of  alcohol- 
ics at  the  State  Farm,  drug-users  and  inebriates 
at  the  Norfolk  State  Hospital,  crippled  children 
at  the  Massachusetts  Hospital  School  and  gave 
general  medical  and  surgical  care  to  a  large 
group  of  unfortunates  at  the  State  Infirmary, 
requiring  the  use  of  1200  beds  for  the  four  in- 
stitutions. This  last  total  group  requiring  ap- 
proximately 18,000  beds,  the  number  cared  for 
approximating  25,000  patients  maintained  as 
public  charges. 


Dr.  E.  A.  Codman  of  Boston  has  summar- 
ized the  expense  of  this  work  in  a  paper  printed 
in  the  Boston  Medical  and  Surgical  Journal 
for  March  22,  1917. 

We  quote  the  following : 

' '  Some  idea  of  the  amount  now  spent  in  Mass- 
achusetts for  the  care  of  public  health  and  san- 
itation, and  for  the  maintenance  and  care  of  the 
sick,  poor,  and  insane  may  be  derived  from  the 
following  figures: 

Investment  in   State  Institutions  in  Real  and 
Personal  Property. 

Report  of  State  Board  of  Insanity  . .  $  17,610,837.84 

Report  of  State  Bureau  of  Statistics  .  4,732,129.53 

Report  of  State  Board  of  Charities 

State  Institutions    6,900,736.94 

Certain  (802)  Endowed  Institutions. .  121,413,052.21 

♦Estimated  from  Report  of  State  Bu- 
reau of  Statistics.  Municipalities 

and  Towns    49,057,612.00 

$199,714,368.52 

The  annual  expenditure  for  these  purposes 
may  be  estimated  as  follows : 

Appropriations  for  State  Board  of  In-"] 

State3Board  of  Charities.'  State  institu-  f  $  6>199>647-91 
tions   J 

Certain  (802)  Endowed  Institutions..  15,698,875.44 

Report  of  Bureau  of  Statistics,  Munici- 
palities and  Towns   13,730,586.46 

Health  Appropriation,  1915    385,814.84 

$36,014,924.65 

The  sickness  survey  made  in  Boston  in  July, 
1916,  by  the  Metropolitan  Life  Insurance  Co., 
reported  that  35%  of  the  patients  under  the 
care  of  a  physician  (Table  8,  p.  18)  were  treated 
either  at  a  hospital  (24.2%),  or  dispensary, 
11.3%. 

From  a  medical  standpoint  the  limitations  at- 
tending the  taking  of  most  sickness  surveys,  ren- 
ders the  so-called  facts,  as  well  as  many  of  the 
conclusions,  open  to  question. 

The  Boston  Survey  records  that  51.8%  of  the 
cases  of  sickness  (see  p.  14)  had  been,  sick  six 
months,  or  more;  25%  three  years  or  more; 
61.1%  three  months  or  more. 

This  class  of  patients  do  not  fit  in  with  the 
acute  cases  averaging  only  two  weeks'  care  in  a 
hospital,  and  are  wholly  unprovided  for  in  any 
health  insurance  scheme  so  far  advocated.  They 
do  help  to  swell  the  total  sick  roll  used  as  a  basis 
for  computations.  On  page  11,  Boston  Survey, 
the  statement  is  made  that  the  statistics  of  the 
Rochester,  New  York,  Survey,  very  nearly  ap- 
proximate the  percentage  of  acute  and  chronic 
diseases  recorded  in  the  Boston  Survey. 

The  Dutchess  County,  New  York,  survey  rec- 
ommends, for  the  proper  relief  of  this  county, 
with  a  population  of  88,255 ;  43.6%  urban  and 
56.4%  rural,  for  all  purposes,  one  hospital  bed 

*  Note. — If  the  annual  expense  is  $13,730,586.46,  the  invest- 
ment may  be  determined  as  proportionate  to  the  expenditure  of 
the  State  Institutions  to  their  investment. 
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to  every  418  of  the  population.  Massachusetts 
for  a  limited  part  of  the  service  has  one  bed  for 
every  375  of  the  population.  The  same  report 
recommends  the  services  of  either  a  trained  or 
untrained  nurse  for  every  802  of  the  population. 
Massachusetts  has  one  registered  nurse  for  every 
513  of  the  population. 

Most  sickness  surveys  fail  to  record  either 
alcoholics  or  venereal  diseases.  Feeble-minded- 
ness,  alcoholism  and  venereal  disease  must  be 
seriously  considered  in  any  helpful  campaign  to 
eliminate  poverty  or  sickness.  The  field  worker 
for  Dutchess  County  was  able  to  report  only  one 
case  of  venereal  disease  out  of  1600  cases  of 
sickness.  From  data  on  venereal  disease  sup- 
plied by  the  hospitals,  the  report  recommends 
one  bed  for  these  diseases  for  every  6615  of  the 
population — 7.1%  of  the  whole  required  for 
Dutchess  County.  (See  p.  100.)  Applying  the 
same  ratio  for  Massachusetts,  there  would  be 
needed  572  beds  for  venereal  diseases,  or  17  beds 
less  than  the  entire  complement  of  beds  at  the 
Massachusetts  General  Hospital.  The  same  sur- 
vey recommends  one  bed  to  every  3042  of  the 
population  for  alcoholics.  For  Massachusetts 
that  would  take  1242  beds,  and  would  fill  both 
the  Boston  City  Hospital  and  Carney  Hospital, 
with  only  24  beds  vacant.  For  psychopathic  pa- 
tients, one  bed  to  every  4643  of  the  population  is 
recommended.  This  would  require  815  beds, 
and  would  fill  the  vacant  beds  at  the  Massachu- 
setts General  Hospital  and  Carney  Hospital,  fill 
both  the  Massachusetts  Homeopathic  Hospital 
and  the  Peter  Bent  Brigham  Hospital,  and  leave 
over  40  patients  on  the  waiting  lists. 

Thus  five  of  Boston's  largest  hospitals  would 
be  required  to  care  for  the  psychopathic,  alco- 
holic and  venereal  diseases,  estimated  by  the 
Dutchess  County  survey  to  comprise  30%  of  the 
necessary  hospital  service.  The  capacity  of 
these  five  hospitals  is  2586  beds — over  one-fourth 
of  the  beds  now  available  in  the  class  of  hos- 
pitals under  consideration. 

Note. — The  purpose  of  compiling  this  sum- 
mary of  the  medical  work  in  Massachusetts  has 
not  been  to  cover  the  ground  in  any  technically 
statistical  way,  but  to  give  a  general  summary 
of  what  is  being  done,  hoping  that  some  one 
with  more  leisure  and  statistical  skill  will  cover 
the  subject  in  the  near  future  more  fully.  Dur- 
ing the  past  few  months  a  number  of  valuable 
compilations  have  been  made  by  members  of  the 
office  force  of  the  State  Board  of  Charity,  which 
should  make  a  more  accurate  and  fuller  presen- 
tation of  the  subject  much  easier. 

*  Note. — Dr.  Laura  A.  O.  Hughes,  Chairman  of  the  Survey  Com- 
mittee of  the  Massachusetts  State  Nurses'  Association,  reports  the 
following  as  the  approximate  number  of  nurses  available  in  Massa- 


chusetts Jan.  1,  1918. 

Registered  Nurses    4942 

Graduates,  not  registered    17R0 

Red  Cross  Enrolled  Nurses    892 

Total    7594 

Pupil  Nurses  1918. 

Approved  Schools   (85)   No.  Nurses    4413 

Unapproved  Schools   (37)   No.   Nurses    .  .  .  620 

Total    5033 


GASTRO-DUODENAL    PERFORATION:  A 
NEW  DIAGNOSTIC  SIGN. 
By  Martin  T.  Field,  M.D.,  Salem,  Mass., 
Visiting  Surgeon  to  the  Salem  Hospital. 

Anyone  who  has  had  much  experience  with 
perforation  of  the  stomach  and  duodenum  must 
be  impressed  with  the  ease  and  certainty  with 
which  the  diagnosis  can  be  established  in  the 
majority  of  instances, — periods  of  stomach  dis- 
order, then  sudden  and  severe  pain  in  the  epi- 
gastrium, immediately  followed  by  general  ab- 
dominal tenderness  and  inflexible  rigidity,  the 
points  of  maximum  tenderness  being  usually 
over  the  ulcer  site  and  the  iliac  fossae, 
especially  the  right.  This  is  particularly  true 
in  duodenal  perforation.  The  pulse  may  not 
be  above  80 ;  the  temperature  may  be  normal ; 
there  may  be  no  evidence  of  collapse,  yet  a  posi- 
tive diagnosis  can  be  made.  The  symptoms  and 
sequence  of  symptoms  are  just  as  distinctive  as 
they  are  in  acute  appendicitis. 

The  diagnosis,  however,  cannot  always  be 
so  simply  made.  In  some  cases,  the  greatest 
difficulty  may  be  experienced.  The  history  of 
stomach  trouble  may  be  absent;  pain  may  not 
be  of  the  superlative  type  and,  above  all,  the 
distinctive  board-like  rigidity  may  not  be 
present. 

In  some  of  these  cases  we  are  forced  to  con- 
sider many  possibilities — appendicitis,  pan- 
creatitis, cholecystitis,  intestinal  obstruction, 
mesenteric  thrombosis,  and  even  non-operative 
conditions. 

There  are  probably  many  factors  which  lead 
to  this  confusion ;  the  most  important  one  is 
that  which  underlies  the  production  of  intra- 
abdominal pain.  There  has  been  much  work 
done  on  this  important  subject  by  Lennander, 
Wilms,  Kast  and  Meltzer,  Ritter  and  others. 
The  conclusions  of  all  these  observers  are  not  the 
same,  but  the  following  views  of  Lennander  have 
been  accepted  by  most  surgeons  as  conforming 
most  closely  to  their  operative  experience. 

"Pain  does  not  originate  within  the  abdom- 
inal organs,  which  are  supplied  only  with  sym- 
pathetic and  the  vagus  nerves.  All  pains  origi- 
nate in  the  parietal  peritoneum  and  subserous 
connective  tissue  structures,  which  are  inner- 
vated by  the  cerebrospinal  nerves.  Therefore 
the  stomach  and  intestines  can  be  crushed,  cut  or 
burned  without  eliciting  pain,  but  irritation  of 
the  parietal  peritoneum  or  stretching  of  the 
parietal  (mesenteric)  attachments  of  the  stom- 
ach or  intestines  will  invariably  cause  pain." 

Whatever  may  be  the  true  cause,  the  clinical 
fact  remains  that  some  of  these  cases  of 
perforation  do  not  exhibit  the  profound 
symptoms  seen  in  other  patients  and,  with  the 
diagnostic  aids  now  at  our  disposal,  the  diag- 
nosis must  often  remain  in  doubt. 

We  are  told  that  the  proper  thing  to  do,  un- 
der these  circumstances,  is  to  explore,  as  the 
patient  needs  an  operation  anyway.  This  course 
is  unsatisfactory  for  many  reasons: 
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1.  It  is  not  very  encouraging  to  a  patient  or 
his  family  to  know  that  the  abdomen  is  to  be 
opened,  with  four  or  five  surgical  possibilities  in 
mind. 

2.  Perforation  is  surgically  more  urgent 
than  many  other  conditions  with  which  it  might 
be  confused.  Therefore,  a  diagnostic  certainty 
would  often  mean  less  delay. 

3.  If  doubt  exists  between  perforation  and 
some  non-surgical  condition,  it  is  important  to 
remove  this  doubt  at  the  earliest  possible  mo- 
ment. 

4.  The  placing  of  the  incision,  while  ordi- 
narily of  no  great  importance,  might  be  a  vital 
matter  in  the  case  of  an  extremely  ill  patient. 

What  other  aids  to  diagnosis  have  we  that  are 
independent  of  parietal  peritoneal  pain  and 
sensitiveness? — The  presence  of  free  air  in  the 
peritoneal  cavity  is  surely  the  most  important. 

It  is  safe  to  say  that  every  perforation  large 
enough  to  allow  fluid  to  escape,  also  allows  some 
gas  to  pass  through.  When  air  is  free  within 
the  peritoneal  cavity,  in  sufficient  amount,  it 
may  pass  between  the  liver  and  diaphragm, 
causing  obliteration,  of  liver  dulness.  X-ray  ex- 
amination verifies  this. 


Case  of  duodenal  perforation  reported  by  Dr.  Walton  Martin  in 
Annals  of  Surgery.  Arrows  point  to  semilunar  strip  of  lessened 
density  above  right  lobe  of  liver,  denoting  free  air. 


There  seems  to  be  much  difference  of  opinion 
regarding  the  occurrence  and  importance  of  this 
phenomenon. 

Mayo  Robson  says:  "Liver  dulness  is  gener- 
ally absent": — on  the  other  hand, 

C.  L.  Gibson  declares  that  "It  is  a  great  pity 
that  it  is  allowed  to  remain  as  one  of  the  possi- 
bilities of  diagnosis." 

A.  D.  Bevan  says,  "You  cannot  wait  to  find 
free  air  in  the  peritoneal  cavity  obliterating 
liver  dulness.  I  have  never  seen  a  perforating 
gastric  or  duodenal  ulcer  with  that  sig-n." 


Cubbins  states  that  "this  sign  is  present 
usually  in  moribund  cases  with  greatly  distend- 
ed abdomen  and  paralytic  condition  of  the  ab- 
dominal muscles." 

Rutherford  Morison  says :  "If  liver  dulness 
is  present  at  first,  and  an  hour  or  two  later  is 
discovered  to  have  disappeared  and  become  re- 
placed by  a  tympanitic  note,  the  sign  is  then 
one  of  the  first-rate  importance.  It  signifies  the 
presence  of  free  gas  in  the  peritoneum,  and  a 
perforation.  No  other  record  regarding  liver 
dulness  is  reliable." 

It  may  thus  be  seen  .by  the  foregoing  extracts 
Mi  at  there  is  the  greatest  difference  of  opinion 
regarding  the  presence  and  significance  of  this 
phenomenon. 

There  are  many  reasons  why  much  depend- 
ence has  not  been  placed  on  variations  in  liver 
dulness,  as  these  can  be  affected  by  a  great  many 
factors,  both  in  health  and  disease.  Liver  per- 
cussion is  influenced  by  expiration  and  inspira- 
tion, by  lesions  within  the  pleura  and  lung, 
conformation  of  chest  wall,  size,  shape  and  posi- 
tion of  the  liver,  tympanites,  etc. 

It  is  evident,  therefore,  while  every  one  ad- 
mits the  great  clinical  significance  of  free  air  in 
the  peritoneal  cavity,  that  the  great  problem  is 
to  detect  it,  and  not  be  misled  by  the  multitude 
of  conditions  that  influence  liver  percussion. 

As  has  been  stated  before,  x-ray  examination 
shows  that  in  perforation,  air  does  collect  be- 
tween liver  and  diaphragm;  abundant  clinical 
evidence  also  proves  that  obliteration  of  liver 
dulness  does  occur.  A  previous  report  of  mine 
shows  that  this  may  occur  within  the  first  few 
hours  after  perforation  and  with  a  rigid  abdo- 
men. Further  study  and  experience  have  led 
me  to  the  conclusion  that  obliteration  of  liver 
dulness  is  not  so  much  absolute  as  relative,  and 
depends  much  on  the  position  in  which  the  pa- 
tient is  examined  ;  this  practical  point  may  be 
of  the  greatest  value  in  differential  diagnosis. 
The  following  interesting  cases  support  this 
contention. 

Case  1.  Female,  age  44  years;  much  emaciated. 
Sitting  on  kitchen  sofa  when  first  seen.  Declared 
that  two  hours  previous  to  my  visit  she  was  seized 
with  very  severe  abdominal  pain,  but  was  now  feel- 
ing much  better.  Pulse  86,  temperature  97°.  Mod- 
erate tenderness  over  whole  abdomen,  more  marked 
in  the  epigastrium;  muscular  rigidity  not  pro- 
nounced. Percussion  over  the  liver  in  the  anterior 
axillary  and  mammillary  lines  showed  tympany 
throughout.  This,  of  course,  added  greatly  to  the 
evidence  in  favor  of  perforation  even  though  her 
symptoms  were  in  no  way  typical.  To  be  certain 
that  no  mistake  had  been  made  regarding  liver 
tympany,  the  liver  region  was  percussed  again,  and 
to  my  surprise,  instead  of  getting  tympany,  marked 
flatness  was  obtained  over  the  same  area.  At  first 
I  eould  not  understand  it,  but  it  soon  occurred  to 
me  that  the  difference  in  findings  was  due  to  the 
difference  in  the  position  of  the  patient.  The  ex- 
amination was  repeated  several  times,  first  on  one 
side,  then  on  the  other,  always  with  the  same  re- 
sults.   The  reason,  of  course,  was  quite  elear.  With 
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the  patient  lying:  on  her  left  side,  the  fluid  which  is 
always  present  in  perforation,  flowed  away  from  the 
under  surface  of  the  liver  to  the  most  dependent 
part  (left  side)  while  the  gas  arose  to  the  top,  accu- 
mulating between  liver  and  diaphragm,  causing  the 
tympany  instead  of  liver  dulness.  When  she  was 
on  her  right  side,  the  air  became  uppermost  (lett 
side)  while  the  fluid  gravitated  to  the  under  sur- 
face of  right  lobe  of  liver  and  Morison's  pouch, 
thus  intensifying  liver  dulness.  The  diagnosis  of 
perforation  was  made  and,  at  operation,  a  large  gas- 
trio  perforation  with  a  considerable  amount  of  gas 
and  fluid  was  found. 


Air  between  liver  anil  diaphragm  causing  tympany,   patient  lying 
on  her  left  side. 


Liver  flatness  continued  into  the  Hank  caused  by  gravitation  of 
fluid,  the  air  rising  to  the  top.  The  patient  is  lying  slightly  on 
her  right  side. 


Case  2.  Male,  age  24  years.  This  was  a  typical 
case  of  perforation ;  the  initial  pain  and  board-like 
rigidity  were  well  marked.  Percussion  over  the 
liver  revealed  the  same  findings  as  in  the  previous 
case.  Tympany  over  the  right  lobe  of  the  liver 
when  the  patient  was  on  his  left  side,  and  this  was 
replaced  by  flatness  which  extended  well  below  the 
10th  rib,  when  he  was  lying  on  his  right  side. 

Operation  disclosed  duodenal  perforation. 

Case  3.  Male,  age  44  years.  This  extremely  in- 
teresting case  was  seen  in  consultation,  patient  hav- 
ing been  ill  for  over  three  days.  The  attending  phy- 
sician stated  that  the  onset  of  the  trouble  was  sud- 
den and  accompanied  by  severe  pain  and  tenderness 
over  the  entire  abdomen,  muscular  rigidity  being 
marked. 


At  the  time  of  my  visit  the  abdomen  was  quite 
soft,  gall-bladder  region  excepted.  There  was  some 
tenderness  over  both  iliac  fossae,  but  tenderness 
was  most  marked  in  the  epigastric  and  right  lumbar 
regions.  The  diagnosis,  "gall-bladder  or  a  high 
appendix,"  was  not  an  unreasonable  one.  It  seemed 
to  me,  however,  that  a  perforation  should  also  be 
considered.  Liver  percussion  brought  out  the  same 
findings  as  reported  in  the  other  two  cases.  There- 
fore, a  definite  diagnosis  of  perforation  was  made. 
At  operation  a  hole  in  the  first  portion  of  the  duo- 
denum, large  enough  to  admit  the  end  of  a  curved 
half  length  was  found'  and  repaired. 

SUMMARY. 

1.  The  diagnosis  of  perforation  of  the  stom- 
ach and  duodenum  must  many  times  remain  in 
doubt  unless  aided  by  some  distinctive  and  re- 
liable sign,  independent  of  parietal  peritoneal 
irritation  and  tension. 

2.  In  every  case  of  perforation,  gas  and 
fluid  are  present  in  varying  amounts  in  the 
free  peritoneal  cavity.  The  gas  may  pass  be- 
tween the  liver  and  diaphragm,  as  shown  by 
the  x-ray,  and  cause  obliteration  of  liver  dul- 
ness. 

3.  Much  dependence  cannot  be  placed  on 
liver  percussion  as  ordinarily  practised,  because 
of  the  very  great  variations,  both  in  health  and 
disease. 

4.  Change  of  patient's  position  will  cause 
the  fluid  to  flow  to  the  dependent  part,  and  the 
air  to  rise  to  the  top.  This  will  intensify  thr 
findings;  tympany  over  a  wide  liver  area  and 
again  flatness  over  the  same  area  on  change  of 
position. 

5.  Normally  there  is  a  change  in  the  liver 
percussion  note  on  change  of  posture.  This 
was  noted  in  a  large  number  of  normal  cases 
examined,  but  in  none  of  these  were  the  results 
similar  to  those  found  in  the  cases  reported. 
Normal  liver  changes  must  be  recognized  before 
positive  deductions  are  made.  A  fair  compar- 
ison is  the  difference  detected  in  shifting  flank 
dulness  in  moderate  ascites  and  in  the  normal 
abdomen. 

6.  The  writer  believes  that  this  sign  is  of 
considerable  value,  and  should  be  sought  for  in 
every  case.  If  absent,  in  the  presence  of  other 
positive  signs  of  perforation,  it  may  be  disre- 
garded, but  if  present  in  doubtful  cases,  it  may 
be  the  deciding  diagnostic  factor. 


DIFFERENTIATION  OF  STREPTOCOCCI. 
By  D.  M.  Lewis,  M.D.,  New  Haven,  Conn., 
Epidemiologist,  Board  of  Health. 

The  voluminous  literature  of  laboratory  dif- 
ferentiation of  streptococci  demonstrates  that  an 
immediate  working  knowledge  of  the  various 
types  is  impossible  for  the  epidemiologist. 
Should  there  be  applicable  to  the  field  worker 
even  a  rough  differentiation  on  the  basis  of 
morphology  only,  an  immediate  need  could  be 
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supplied.  That  such  is  the  case  is  suggestive 
from  my  observations  of  the  past  few  years. 

Based  on  corroboration  of  cultures  and  phys- 
ical examination,  I  have  shown  that,  morpholog- 
ically, a  streptococcus  gave  us  a  working  basis 
as  an  aid  in  the  control  of  scarlet  fever.1  My 
experiences  since  that  time  are  in  accord,  both 
in  cases  and  suspected  carriers.  In  isolated  in- 
stances the  tentative  diagnosis  as  between  scar- 
let fever  and  grippe  was  favored  from  the  find- 
ings, and  apparently  was  correct  from  the  later 
course  of  the  disease,  as  well  as  other  family 
infections  following.  Its  presence  during  con- 
valescence in  isolated  instances  was  confirmed 
by  confirmation  of  finding  missed  cases. 

At  the  time  I  pictured  a  streptococcus  which 
1  stated  had  been  found  in  cases  of  measles 
only.  Since  that  time  I  have  found  the  strep- 
tococcus in  the  examination  of  routine  cultures 
and  several  hundred  special  cultures  for  nasal 
carriers  (special  because  the  cultures  were  from 
other  than  ordinary  head  cold  noses),  in  but 
three  instances.  One  was  in  a  case  first  called 
diphtheria,  then  scarlet  fever,  but  which  showed 
the  German  measles  rash  and  throat  of  a 
grippe,  and  who  had  had  measles  some  three  or 
four  months  previously.  Two  others  were 
found  in  neighborhoods  where  there  was  measles 
present  and  where,  with  the  isolation  of  and 
the  treatment  of  the  two,  both  of  whom  had  had 
measles  the  previous  season,  there  followed  an 
absence  of  further  found  cases.  While  these 
cases  are  too  small  in  number  to  be  more  than 
suggestive,  its  relative  infrequence  and  the  need 
for  finding  the  nasal  carriers  of  the  disease 
before  they  give  rise  to  any  frequency,  bespeaks 
for  the  finding  a  thorough  trying  out. 

There  are  two  other  varieties  of  streptococci 
which,  from  a  morphological  viewpoint,  have 
given  me  satisfactory  results.  With  the  simu- 
lation of  diphtheria,  where  both  case  and  nasal 
carrier  showed  a  streptococcus,  I  followed  the 
epidemic  of  grippe,  with  its  numerous  sore 
throats,  by  cultures.  Extending  through  the 
year  following,  I  have  found  the  following : 
The  frequent  finding  of  a  Gram-positive, 
medium-sized  streptococcus,  usually  in  straight 
chains  of  varying  number  of  constituents,  has 
led  to  the  usual  finding  of  chronicity  of  recur- 
ring sore  throats,  without  other  illnesses  being 
found  in  the  other  members  of  the  family  pre- 
viously, during  or  following  the  case.  Phys- 
ical examination  shows  an  absence  of  the  edema 
or  the  amount  of  general  mucosal  inflammation, 
characterizing  the  classes  to  be  described.  The 
findings  in  the  throats  simulating  diphtheria, 
scarlet  fever  and  measles  are  a  Gram-positive 
streptococcus,  generally  much  coarser  than  the 
ordinary  type  mentioned,  even  to  forms  as  large 
as  the  streptococcus  S  described  in  scarlet  fever. 
The  nasal  carriers  in  the  family  have  given  the 
same  type.  A  notable  finding  during  the  past 
few  months  in  the  routine  search  for  diphtheria 
carriers  by  inspection  of  children's  nares  has 


been  a  not  infrequent  finding  of  such  an 
organism  on  the  first  few  cultures.  Later,  as 
the  region  of  the  middle  turbinate  is  opened  up 
after  softening  of  the  anterior  crusted  portion, 
i  have  been  surprised  to  find  pure  cultures  of 
diphtheria.  The  reverse  has  also  happened  in 
isolated  instances.  Two  of  the  most  tedious 
diphtheria  carriers  to  cure,  showed,  after  ob- 
taining a  clear  passage  of  the  anterior  nares, 
cultures  of  the  streptococcus.  After  seeing  from 
the  spinal  fluid  of  a  polio  case  a  very  different 
type  of  streptococcus,  I  began  to  watch  for  and 
investigate  any  such  findings.  Gram-positive, 
of  a  distinctly  diplococcal  as  well  as  diplo- 
streptococcal  form,  I  have  recorded  finding  in 
conjunction  with  simulated  diphtheria,  though 
less  than  the  first  form  mentioned.  Smaller 
than  the  usual  ordinary  streptococcus,  larger 
than  that  found  in  measles,  it  is  evident  in  the 
diplo-streptococcal  form.  I  have  found  it  in 
nasal  carriers,  and  those  carriers  on  examina- 
tion are  a  similar  picture  to  a  diphtheria  car- 
rier, though  leading  me  back  to  premises  where 
polio  was  present. 

What  are  the  limitations  of  such  findings? 
None,  during  a  consecutive  period  of  two  years. 
Investigation  of  the  case  or  the  carrier  has 
shown  that  in  the  immediate  family  in  both  the 
latter  types  of  streptococci,  or  in  the  neighbor- 
hood children  of  the  same  age,  case  and  carrier, 
when  they  had  the  freedom  of  the  neighbor- 
hood, they  apparently  gave  rise  to  cases  of  infec- 
tious throats,  laryngitis,  pneumonia,  malaria, 
impetigo,  infective  epidemic  jaundice,  glandular 
enlargements,  as  well  as  simulating  the  diseases 
we  have  mentioned  and  typhoid  fever.  A  fre- 
quent strict,  isolation  of  the  carriers,  as  well  as 
the  continued  nasal  treatment  of  all  such  car- 
riers found,  would  seem  as  rational  as  for  the 
carriers  of  so-called  contagious  diseases,  when 
looked  at  from  two  standpoints :  first,  the  dem- 
onstration of  what  follows  in  families  of  such 
carriers ;  secondly,  what  happens  when  we  re- 
strain and  treat  such  carriers,  not  only  when 
found  in  connection  with  family  illness,  but, 
better,  as  we  are  now  doing — before  we  know 
of  any  family  illness.  This  has  happened :  an 
increased  school  attendance  and,  more  impor- 
tant, a  lessened  frequence  of  reported  cases  and 
deaths  from  each  and  the  sum  total  of  acute  in- 
fectious diseases,  in  comparison  with  the  sea- 
sonal and  epidemic  relation  to  other  cities  of 
the  region  under  similar  conditions.  I  have 
stated  that  from  isolated  instances  I  am  of  the 
opinion  that  the  control  of  mumps  and  chicken- 
pox  lies  definitely  along  the  same  lines.  Limi- 
tation of  time  and  assistance  has  not  permitted 
their  investigation.  There  has  been  one  other 
limitation,  which  should  be  possible  for  com- 
munities with  proper  facilities  to  overcome.  It 
is  that  the  laboratory  shall  take  up  the  subject 
of  differentiation  as  already  determined,  in 
relation  to  not  only  these  types  which  lead  us  to 
demonstrable  pathological  carriers  and  cases  in 
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the  field,  but  that  the  type  or  types  which  do 
not  lead  back  to  contagiousness  shall  be  defi- 
nitely placed  as  well.  This  problem  is  part  and 
parcel  of  the  control  of  pneumonia  as  well. 
W  hat  the  field  investigation  of  diphtheria  has 
shown  to  be  true  in  the  diagnosis  and  control 
of  that  disease  may  well  be  reasonably  true  of 
these  other  diseases. 

REFERENCE. 

1  A  Laboratory  Aid  in  the  Diagnosis  of  Scarlet  Fever,  The  Bos- 
ton Medical  and  Surgical  Journal,  February  1,  1917. 
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SEVERANCE  OF  THE  CHORDA  TYMPANI 
NERVE. 
By  Irving  Sobotky,  M.D.,  Boston. 

otologist  and  Laryngologist,  Long  Island  Hospital 
and  Berkeley  Infirmary ;  Aural  Clinical  Assistant, 
Massachusetts  Charitable  Eye  and  Ear 
Infirmary. 

The  following  case  has  been  reported  because 
of  the  extreme  rarity  of  injury  to  the  chorda 
tympani  nerve  during  a  paracentesis  of  the 
tympanic  membrane. 

The  chorda  tympani  nerve  leaves  the  facial 
nerve  near  the  stylo-mastoid  foramen,  enters  the 
tympanum  at  the  base  of  the  pyramid  and 
arches  forward  and  across,  between  the  handle 
of  the  malleus  and  the  long  process  of  the  incus 
to  an  opening  internal  to  the  Glasserian  fissure. 
It  is  invested  by  a  reflection  of  the  lining  mem- 
brane of  the  tympanum. 

From  the  Glasserian  fissure  it  descends  be- 
tween the  two  pterygoid  muscles  behind  the 
middle  meningeal  artery  and  in  close  relation  to 
the  auriculotemporal  and  inferior  dental 
nerves  and  blends  with  the  lingual  branch  of 
the  inferior  maxillary  nerve. 

The  chorda  tympani  nerve  has  no  control  over 
the  muscles  of  the  tongue,  but  excites  sensations 
of  pain  and  taste,  perceived  chiefly  at  the  side 
and  the  anterior  two-thirds  of  the  tongue.  It 
also  provokes  secretion  from  the  sub-maxillary, 
and  in  less  amount  from  the  parotid  gland,  ac- 
cording to  animal  experimentation. 

Schulte,  in  1885,  reported  a  case  of  severance 
of  the  chorda  tympani  nerve  during  the  removal 
of  a  polyp  from  the  left  middle  ear  with  a  sharp 
curette.  A  loss  of  feeling  and  taste  of  two- 
thirds  of  the  tongue  followed. 

Wolf,  in  1890,  reported  a  ease  of  injury  to 
the  chorda  tympani  nerve  in  a  man,  as  a  result 
of  a  paracentesis.  Immediately  after  the  inci- 
sion the  patient  said  he  experienced  a  pe'culiar 
sensation,  or  rather,  absence  of  sensation  upon 
the  left  side  of  the  tongue.  The  next  day  he 
declared  that  everything  he  ate  was  apparently 
without  salt,  and  whatever  came  in  contact  with 
this  particular  side  of  the  tongue  tasted  the 
same. 

The  writer's  case  was  seen  at  the  Massachu- 
setts Charitable  Eye  and  Ear  Infirmary. 


E.  F.,  age  66.    June  6,  1917. 

Diagnosis. — Right  otitis  media,  acute. 

The  usual  paracentesis  was  done.  She  was  seen 
again  on  June  8.  There  was  a  moderate  discharge 
from  the  right  ear,  and  upon  wiping  away  the  pus 
the  paracentesis  opening  was  seen.  It  was  wide 
and  a  bit  anterior.  She  complained  of  inability  to 
taste  and  of  a  numb  feeling  over  the  right  side  of 
her  tongue.  A  probe  examination  showed  insensi- 
bility to  touch.  An  otoscopic  examination  of  the 
left  tympanum  showed  a  thin  membrane,  and  the 
chorda  tympani  nerve  as  a  faint  line  situated  lower 
than  normal.  It  is  fair  to  assume  that  the  nerve 
on  the  right  was  also  lower  than  normal.  This 
accounts  for  the  injury. 

The  patient  was  then  referred  to  the  Nerve  De- 
partment of  the  Massachusetts  General  Hospital. 
Dr.  J.  B.  Ayer  reported  that  tests  with  solutions 
showed  no  taste  in  anterior  one-half  to  two-thirds  of 
the  tongue  on  the  right,  except,  possibly,  at  the  very 
tip.  Taste  was  present  on  the  right  posterior  one- 
third. 


THE  NEW  ENGLAND  SOCIETY  OF  DERMA- 
TOLOGY AND  SYPHILIS. 

A  clinical  session  of  the  Society  was  held  on 
Wednesday,  Oct.  10,  1917,  in  Boston.  The  follow- 
ing cases  were  shown  and  discussed: 

1.  Scleroderma. 

Presented  by  Dr.  Cummins. 

Female,  age  18.  Duration,  two  years.  Started  as 
a  small  "pimple"'  on  right  cheek  and  remained  as 
such  until  four  months  ago,  when  process  began  to 
spread,  and  has  gradually  increased  in  size,  and 
today  area  extends  from  just  below  eye  to  about 
one  inch  above  ramus  of  jaw,  and  involves  half  the 
cheek.  Central  portion  is,  finely  scaling,  and  the 
edge  shows  typical  violaceous  color.  The  whole 
area  is  very  firm  to  touch. 

Patient  first  seen  in  clinic  Oct.  6,  1917.  Has  re- 
ceived no  treatment  as  yet.  X-ray  therapy  sug- 
gested. 

Dr.  Towle  said  that  the  whole  process  suggested 
the  action  of  some  low-grade  parasitic  organism, 
and  asked  Dr.  Cummins  to  take  a  culture  or  re- 
move a  piece  of  tissue  at  patient's  next  visit. 

2.    Diagnosis  ( ?). 

Presented  by  Dr.  Blaisdell. 

An  Italian  male  cook,  34  years  of  age,  presents  a 
very  striking  cutaneous  eruption  of  three  months' 
duration.  The  scalp,  face,  neck,  and  the  upper 
trunk  are  affected.  The  patient  states  that  process 
started  on  the  scalp  and  at  first  spread  slowly,  but 
during  the  last  three  or  four  weeks  the  progress 
has  been  distinctly  more  rapid.  The  primary  lesion 
seems  to  be  a  pea-sized,  sharply  bounded,  niaeulo 
papule  covered  with  a  distinctly  moist,  yellow  crust. 

The  striking  feature  of  the  eruption  is  the  dispo- 
sition of  the  lesions,  which  on  the  forehead  make  t. 
continuous  line  like  two  joined,  inverted  "Vs." 
while  elsewhere  the  distribution  is  circular,  as  one 
so  often  sees.  In  these  circular  areas  there  is  no 
sign  in  the  center  that  the  disease  has  ever  been 
present,  for  the  skin  is  normal  in  all  respects,  show- 
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ing  even  no  color-change  at  present.  Apart  from 
these  striking,  geographic  figures,  there  are  scat- 
tered lesions  of  irregular  shape,  but  of  the  same  in- 
tlammatory  type. 

The  superficial  nature  of  this  whole  process  is 
noteworthy,  and  under  the  microscope  there  is  noth- 
ing to  be  seen  in  the  corium  hut  the  usual  inflam- 
matory changes  about  the  superficial  vessels  and 
follicles.  The  rete,  however,  is  edematous;  the  nu- 
clei are  pressed  up  against  the  walls  of  the  cells, 
leaving  vacuoles  in  their  places,  and  the  layer  as  a 
whole  practically  refuses  to  take  the  basic  stains. 
Examining  the  scrapings  in  KOH,  under  the  micro- 
scope, there  is  revealed  a  definite  mycelial  growth, 
which  Dr.  Rowland  Thaxter  of  Cambridge  pro- 
nounces an  oidium. 

The  cultures  made  from  these  scrapings  are  posi- 
tive, and  present,  on  microscopic  examination,  the 
same  organism  just  described.  This  case  is  cer- 
tainly most  unusual  and  is  still  under  study. 

3.  FlBRO-SAROOMA. 

Presented  by  Dr.  Blaisdell. 

Female,  age  13.  Patient  first  seen  in  clinic  last 
•I  iily.  Duration,  several  years.  Process  began  on 
left  upper  arm.  Now  shows  twenty  to  thirty  le- 
sions, most  of  which  are  pinpoint,  pigmented  spots. 
Many  of  them  are  infiltrated  and  the  largest  one  is 
bean-sized.    Two  minute  lesions  on  right  arm. 

Patient  was  admitted  to  Ward  G  in  September, 
and  Dr.  Burns  excised  the  large  fibromata.  The 
smaller  ones  have  not  been  treated  as  yet. 

Pathological  Report. — Microscopic  examination 
shows  a  tiny  tumor  infiltrating  through  corium, 
which  is  composed  of  undifferentiated  spindle  cells. 
There  are  occasional  mitotic  figures. 

4.  Prurigo. 
Presented  by  Dr.  Cummins. 

Female,  age  21.  The  disease  has  existed  since 
early  childhood.  Face,  arms,  legs  and  trunk  in- 
volved. Skin  infiltrated,  pink  red,  excoriated  and 
papular.    Marked  pruritus  complained  of. 

Child  undeveloped.  Disorders  of  menstruation. 
Several  Wassermanns  taken  while  in  Ward  G  last 
year.  Wassermanns  vary  from  negative  to  moder- 
ately positive.  Thyroid  enlarged,  fine  tremor  of 
hands,  tendency  to  hyperhidrosis.  Condition  im- 
proved under  KI.  and  ovarian  extract. 

Patient  did  not  carry  out  treatment  prescribed 
during  the  summer,  and  she  returned  to  clinic  two 
days  ago  with  an  acute  exacerbation  of  process  and 
was  readmitted  to  Ward  G. 

5.  Prurigo. 
Presented  by  Dr.  Cummins. 

Female,  age  14. 

Has  had  the  cutaneous  outbreak  since  early  child- 
hood. Face  and  arms  involved.  Patient  has  been 
under  treatment  at  the  clinic  for  five  months.  When 
first  seen  in  clinic,  skin  was  markedly  infiltrated, 
excoriated,  pruritic  and  papular.  Process  always 
worse  in  summer.   Has  been  in  the  ward  for  study. 

Patient  reacted  to  proteins  and  Dr.  Turnbull  is 
giving  her  injections  of  meat  extracts  at  weekly 
intervals.  She  has  shown  a  marked  improvement. 
Skin  is  only  slightly  infiltrated,  pruritus  is  dimin- 
ished, and  there  is  no  papulation. 


6.    Dermatitis  Exfoliativa. 
Presented  by  Dr.  Blaisdell. 
Female,  age  49. 

Patient  was  born  in  Massachusetts  and  has  al- 
ways lived  in  this  State.  August  1,  1917,  was  ad- 
mitted to  Ward  G. 

Onset  about  nineteen  months  ago,  beginning  as 
an  erythematous  scaling  patch  on  palm  of  left  hand. 
Process  soon  spread  to  feet  and  rapidly  involved 
the  entire  hody.  Since  onset  there  have  been  series 
of  eruptions  of  four  to  five  weeks'  duration,  during 
which  time  the  entire  body  is  in  a  scaling  condi- 
tion, clearing  up  for  three  to  seven  days  and  then 
relapsing.  Attacks  of  scaling  are  ushered  in  by 
severe  headache,  watering  of  the  eyes,  severe  chill 
running  from  a  few  days  to  a  week;  nausea  and 
malaise. 

During  periods  of  scaling,  the  entire  body  is  in- 
volved, including  the  scalp,  the  hands  and  feet 
showing  smaller  but  coarser  scaling.  There  is  also 
a  darkening  and  shedding  of  the  finger  and  toe 
nails.  The  feet  have  been  covered  with  thick,  yel- 
lowish crusts.  Both  hands  and  feet  are  edematous, 
the  motion  being  markedly  limited.  At  times  the 
itching  is  intense,  the  entire  body  being  hot  and 
tense.  At  times  the  body  has  a  sense  of  rawness. 
After  an  indefinite  course,  the  scaling  ceases,  the 
skin  becomes  softer  and  is  erythematous  and  pre- 
sents yellowish  pigmentation. 

When  first  admitted  to  house,  was  given  starch 
baths  and  Fowler's  solution.  Patient  placed  on  the 
D.L.  the  first  two  weeks  of  September.  Is  now  hav- 
ing powder  treatment,  and  is  showing  slow  but 
steady  improvement. 

7.    Dermatitis  Exfoliativa. 
Presented  by  Dr.  Blaisdell. 

Male,  age  62.  Patient  has  been  in  the  house  since 
August.    (Note  made  at  time  of  admission.) 

Duration,  six  months.  The  process  is  practically 
universal,  the  back,  chest  and  abdomen  being  least 
involved.  For  three  years  has  had  a  chronic  psoria- 
sis of  arms  and  knees.  Last  April  the  skin  became 
red .  and  irritated,  and  in  spite  of  using  "unguine" 
and  "poslam"  the  present  trouble  resulted.  Arms 
and  legs  are  swollen,  red,  and  covered  with  thin 
scaling.  The  scalp  presents  fine,  branny,  dry  scal- 
ing. Skin  in  general  is  dry,  rather  coarse,  and  of  a 
reddish-brown  color,  being  more  pigmented  in  areas, 
notably  the  extremities. 

The  scaling  is  practically  universal,  being  rather 
fine,  dry,  and  branny  over  the  face,  neck,  upper 
arms,  trunk  and  thighs.  The  forearms  and  hands 
are  more  markedly  involved,  the  scales  being  larger, 
thicker,  and  slightly  greasy  in  character.  The  ex- 
tensor surface  of  the  legs  presents  scaling  of  an 
almost  crusting  nature,  which  is  brownish  yellow 
in  color  and  quite  adherent.  The  palms  and  soles 
are  somewhat  thickened.  The  dorsum  of  the  feet  is 
somewhat  edematous.    Itching  is  very  troublesome. 

Patient  has  much  difficulty  in  keeping  warm,  but 
otherwise  is  fairly  comfortable.  During  stay  in 
house  has  been  under  powder  treatment  and  has 
shown  slow  but  steady  improvement. 

8.    Keratosis  Follicularis. 

Presented  by  Dr.  Blaisdell. 

Female.  Patient  was  seen  by  Dr.  James  C.  White 
in  1889,  who  made  a"  diagnosis  of  keratosis  follicu- 
laris.   Father  similarly  affected. 
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Patient  first  noticed  eruption  when  five  years  old, 
at  time  of  vaccination.  States  that  the  skin  of 
face  gradually  became  darker  and  rougher  and 
thicker,  and  her  mother  used  to  scrub  her  to  try  to 
get  it  clean.  During  childhood  process  was  limited 
to  face,  but  started  to  spread  when  she  was  eigh- 
teen years  old,  and  now  involves  the  face,  ears, 
scalp,  neck,  sternum,  back,  left  thigh,  and  plantar 
surfaces  of  feet.  Lesions  are  more  marked  on  face. 
There,  there  is  much  thickening  of  the  sebaceous 
follicles,  considerable  hyperpigmentation  and 
roughening.  The  back,  between  the  scapulae,  shows 
similar  lesions  in  the  early  stages  of  development. 

Patient  says  process  itches  and  tingles  if  she  gets 
excited,  and  when  she  becomes  heated  blister-like 
lesions  form  under  the  skin.  Cold  weather  does  not 
affect  her,  but  says  she  feels  the  heat  more  than 
other  people. 

Disease  slowly  progressive;  no  epithelial  degen- 
eration. 

9.    Mycosis  Fungoides  ( ?) 
Presented  by  Dr.  Blaisdell. 

Female.  Process  started  twenty-two  years  ago 
on  face,  and  cleared  up  in  six  months.  Since  then 
has  had  occasional  attacks  lasting  several  months, 
for  years.  As  she  became  older  she  began  to  have 
attacks  every  two  or  three  months,  lasting  three  to 
six  weeks,  being  bedridden  at  times.  Up  to  one 
year  ago  process  was  confined  to  face,  but  since 
then  there  has  been  universal  involvement.  There 
have  been  no  remissions  during  the  past  year. 
Itching  is  very  severe. 

The  hair  is  largely  gone,  the  eyebrows  are  wholly 
gone,  and  the  disease  involves  the  whole  of  these 
areas  completely.  There  is  great  infiltration.  The 
body  is  covered  with  excoriated  papules.  Lesions 
are  circular  in  outline  and  well  demarcated.  They 
are  dusky  red  in  color,  for  the  most  part  with  some 
yellow  scaling,  and  the  periphery  is  of  a  brighter 
red  color.  • 

The  loss  of  hair  in  the  scalp  and  the  somewhat 
papillomatous  ulcerations  over  the  temples  make 
one  think  of  a  possible  premycosis  condition. 

Biopsy  taken.    No  report  as  yet. 

X-ray.    Wash  2. 


Sank  ftrtrirtna. 


Occupational  Therapy.  By  George  Edward 
Barton,  A. I. A.  Director  of  Consolation 
House.  New  York:  Lakeside  Publishing 
Company. 

In  this  small  volume  of  ninety  pages  the 
author  has  gathered  together  various  addresses 
which  he  has  made  and  articles  which  he  has 
written  on  the  general  subject  of  occupational 
therapy.  Their  titles  are :  A  View  of  Invalid 
Occupation,  Occupational  Therapy,  Occupation- 
al Nursing,  Occupational  Therapy  and  the  War, 
Occupation  and  Auto-Inoculation  in  Tubercu- 
losis, and  the  Movies  and  the  Microscope,  last  be- 
ing a  discussion  and  explanation  of  the  Simul- 
taneous Cycle  Motion  Charts  used  to  study 
methods  of  efficiency  in  manufacturing  establish- 


ments, by  means  of  taking  moving  pictures  of 
operators  at  work.  Mr.  Barton  is  a  firm  believer 
in  the  necessity  of  bridging  the  chasm  between 
the  time  that  a  patient  is  discharged  from  a  hos- 
pital and  the  time  that  he  is  in  fit  condition  to 
return  to  his  employment.  In  this  interim 
comes  a  period  of  idleness  and  discouragement 
and  corresponding  delay  in  return  to  complete 
health  that  must  be  reckoned  with  by  healers  of 
the  sick,  if  they  are  to  perform  their  greatest 
service  to  humanity,  and  it  is  here  that  properly 
supervised  occupation  becomes  efficacious.  The 
author  writes  in  a  simple,  conversational  style, 
easily  read  and  appreciated. 

Ligations  and  Amputations.  By  A.  Broca, 
Professeur  d'  Operations  et  Appareil  a  la 
Faeulte  de  Medecine  de  Paris.  Translated 
by  Ernest  Ward,  M.A.,  M.D.,  F.R.C.S. 
With  510  illustrations.  New  York :  William 
Wood  &  Company.  1917. 

A  small  volume  of  about  300  pages  present- 
ing what  Prof.  Broca  considers  still  essential  in 
teaching  the  technique  of  literature  of  arteries 
and  amputation  of  limbs. 

Mr.  Ward  mentions  the  fact  that  he  has 
"simply  translated  the  book  as  it  is  written, 
without  any  editing  or  footnotes." 

While  Prof.  Broca  in  his  preface  acknowledges 
his  very  great  indebtedness  to  Farabeuf,  saying 
that  he  does  not  consider  the  present  small 
volume  an  original  work  and  suggesting  that  it 
is  really  his  own  abridgment,  with,  perhaps,  mod- 
ifications from  his  own  experience  of  Farabeuf 's 
teachings,  he  writes  that  he  believes,  while  clas- 
sical amputations  may  have  been  over-taught 
years  ago,  that  some  of  the  essential  principles 
are  now  actually  forgotten ;  and  that  today  there 
are  proportionately  more  poor  stumps  than 
there  were  years  ago.  Most  of  the  drawings, 
which  are  excellent  in  simplicity  and  distinct- 
ness, are  taken  from  Farabeuf. 

In  these  days,  in  which  we  hear  so  much  of  the 
general  question  of  amputation  in  relation  to 
war  surgery,  a  small  manual  of  this  sort  is  of 
distinct  interest  and  value,  particularly  as  it 
comes  to  us  from  France  and  contains  informa- 
tion gathered  by  Broca  in  his  experience  in  the 
present  war. 

Gynecology. — The  Practical  Medicine  Series — 
1917.  Edited  by  Emilius  C.  Dudley,  A.M., 
M.  D.,  Professor  of  Gynecology,  Northwestern 
University  Medical  School ;  Gynecologist  to 
St.  Luke's  and  Wesley  Hospitals,  Chicago, 
and  Sydney  S.  Schochet,  M.D.,  Instructor  in 
Gynecology,  Northwestern  University  Med- 
ical School ;  Adjunct  Gynecologist,  Wesley 
Hospital,  Chicago.  Chicago :  The  Year  Book 
Publishers.  1917. 
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This  useful  little  abstract  of  gynecological  lit- 
erature appears  in  its  usual  form.  Naturally, 
there  is  even  greater  lack  of  foreign  literature 
than  a  year  ago.  The  sub-title  is  somewhat  mis- 
leading— "comprising  .  .  .  volumes  on  the  year 's 
progress."  There  is  much  in  each  year's  prod- 
uct that  does  not  represent  progress  in  gynecol- 
ogy. Tt  may  indicate  progress  on  the  part  of 
the  author,  showing  that  he  is  in  the  way  of 
learning  something;  but  that  is  all.  Thus,  in 
addition  to  literature  that  shows  progress,  there 
are  abstracted  articles  which  might  better  be  cat- 
alogued by  title  alone.  However,  as  the  method 
adopted  in  this  volume  indicates  also  what  not 
to  read,  it  renders  a  valuable  service. 

Handbook  of  Gynecology,  for  students  and  prac- 
titioners. By  Henry  Fo  ter  Lewis,  A.B., 
M.D.,  Professor  and  Head  of  Department  of 
Obstetrics  and  Gynecology  in  Loyola  Univer- 
sity School  of  Medicine;  Chief  of  Obstetric 
Staff  of  Cook  County  Hospital ;  Fellow  and 
ex-President  of  the  Chicago  Gynecological 
Society;  late  asssistant  Professor  of  Obstet- 
rics and  Gynecology  in  Rush  Medical  College 
(in  affiliation  with  the  University  of  Chicago) 
and  Alfred  de  Roulet,  B.Sc,  M.S.,  M.D., 
Professor  of  Gynecology  in  Loyola  University 
School  of  Medicine;  Attending  Gynecologist 
to  the  House  of  the  Good  Shepherd,  and  to  St. 
Bernard's  Hospital;  Obstetrician  and  Chief  of 
Staff  of  St.  Margaret's  Home  and  Hospital. 
With  117  illustrations.  St.  Louis:  C.  V. 
Mosby  Company.  1917. 

A  new  book  is  always  looked  into  with  inter- 
est. Does  it  contain  new  ideas?  Perhaps  this 
is  too  much  to  expect  of  a  textbook,  a  "hand- 
book"' as  this  is  called.  Doubtless  the  size  of  a 
handbook  depends  on  the  size  of  the  hand: 
Veit's  Handbuch  is  in  seven  volumes.  This 
book  by  Lewis  and  deRoulet  is  designed  chiefly 
for  the  medical  student,  not  for  the  specialist, 
and,  regarding  gynecology  from  the  point  of 
view  of  the  student  as  a  minor  subject,  consists 
of  one  small  volume. 

The  classification  follows  "the  lines  of  path- 
ology as  much  as  present  knowledge  will  per- 
mit." By  this  is  meant  that  lesions  of  one  ap- 
parent kind  are  treated  under  one  heading:  for 
example,  all  cysts  of  the  genital  system  are  dis- 
cussed in  one  chapter.  This  classification  has 
only  a  certain  informational  advantage  and 
takes  away  emphasis  from  a  more  important 
point  of  view. 

Even  in  a  new  book  it  is  difficult  to  escape 
from  the  past,  and  occasional  bonds  are  visible. 
The  chapters  on  Asepsis  in  Gynecology,  Care  of 
Patients  before  and  after  Operation,  and  Anes- 
thesia might  well  be  omitted,  not  because  they 
are  unimportant,  but  because  the  student  should 


receive  formal  instruction  in  asepsis:  for  ex- 
ample, once  for  all  in  the  course  in  surgical 
technic,  and  in  anesthesia  in  its  appropriate 
place,  which  is  not  in  the  specialty  of  gynecology. 

Too  much  emphasis  is  laid  on  the  view  which 
regards  prolapse  of  the  uterus  as  a  hernia.  The 
analogy  is  not  as  exact,  as  the  authors  would  have 
the  student  believe.  It  is  helpful  to  consider  the 
likeness  to  a  hernia,  but  more  helpful  to  con- 
sider the  unlikeness.  Part  of  the  cervix  of  the 
uterus  is  actually  a  part  of  the  pelvic  floor. 

The  book,  however,  aims  to  "supply  the 
knowledge  of  principles."  This  it  does,  for  the 
most  part  clearly  and  succinctly  atid  with  excel- 
lent judgment.  The  illustrations  are  clear  and 
the  selection  good. 

The  Principles  of  Gynecology,  for  students  and 
Practitioners  of  Medicine.  By  W.  Blair  Bell, 
B.S.,  M.D.,  Loud.,  Gynecological  Surgeon. 
Royal  Infirmary,  Liverpool ;  Lecturer  and  Ex- 
aminer in  Clinical  Gynecology  in  the  Univer- 
sity of  Liverpool.  Second  edition.  New 
York:    William  Wood  &  Company.  1917. 

This  second  edition  contains  few  changes 
from  the  first  of  seven  years  ago,  chiefly  because 
of  the  difficulty  experienced  by  the  author  in 
finding  time  in  this  period  of  stress  for  a  thor- 
ough revision. 

The  arrangement  of  the  subject-matter  is  un- 
usual though  not  new  with  this  work.  For  ex- 
ample, malformations  of  the  whole  genital  sys- 
tem are  considered  in  one  chapter,  injuries  of  all 
parts  of  the  system  in  another,  infective  and 
parasitic  diseases  in  a  third,  benign  neoplasms 
in  a  fourth,  and  so  on.  This  method  is  charac- 
terized as  the  most  "scientific."  But  at  present 
no  method  of  classification  is  best  adapted  for  all 
conditions.  "Scientific"  should  mean,  based  on 
the  principle  of  cause  and  effect.  Thus  all 
forms  of  infection  of  the  genital  system  caused 
by  the  gonococcus  might  well  be  considered  in 
one  chapter.  But  no  especial  illumination  is 
thrown  on  malignant  growths  by  presenting 
cancer  of  the  vulva,  of  the  cervix  and  of  the 
ovary  consecutively.  That  is,  in  the  present 
state  of  our  knowledge,  a  scientific  classification 
of  tumors  is  not  possible ;  and  it  is  a  convenience, 
from  the  clinical  point  of  view,  in  the  presence 
of  some  obvious  pathological  condition  of  the 
cervix,  for  example,  to  consider  the  various  pos- 
sible diseases  of  the  cervix  which  this  particular 
condition  may  be. 

The  vigorous  style  of  the  author  is  character- 
istic, and  the  fundamental  principles  of  gyneco- 
logical science  and  practice  are  stated  concisely 
and  clearly. 

Diseases  of  Women.  By  Harry  Sturgeon 
Crossen,  M.D.,  F.A.C.S.,  Associate  in  Gyne- 
cology, Washington  University  Medical  School, 
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and  Associate  Gynecologist  to  the  Barnes 
Hospital;  Gynecologist  to  St.  Luke's  Hospi- 
tal, Missouri  Baptist  Sanitarium  and  St. 
Louis  Mullanphy  Hospital.  Fourth  edition, 
revised  and  enlarged,  with  eight  hundred 
engravings.  St.  Louis:  C.  V.  Mosby  Com- 
pany. 1917. 

This  deservedly  popular  book  now  appears  in 
its  fourth  edition.  The  changes  are  not  numer- 
ous nor  are  they  radical,  but  they  are  in  the 
way  of  improvement.  A  few  microphotographs 
have  been  included  and  a  new  chapter  has  been 
added  on  the  endocrin  glands.  There  is  still, 
however,  too  much  space  devoted  to  operations 
for  a  work  of  its  avowed  limited  scope.  The 
press  work  shows  a  distinct  improvement  and 
will  increase  its  already  well  recognized  useful- 
ness. 

Surgical  Contributions.  From  1881-1916.  By 
Rutherford  Morton,  M.B.,  F.R.C.S.,  Edin., 
F.  B.  C.  S.,  England.  Consulting  Surgeon 
Royal  Victoria  Infirmary,  Neweastle-on-Tyne ; 
Professor  of  Surgery,  Durham  University ; 
Examiner  in  Surgery,  Liverpool  University. 
Volume  I,  General  Surgery;  Volume  II,  Ab- 
dominal Surgery.  New  York:  William 
Wood  &  Company.  1916. 

These  two  volumes  ai-e  not  described  as  "text- 
hooks,"  and  yet,  considered  as  examples  of  sur- 
gical practice,  and  as  frank  commentaries  and 
criticisms  of  surgical  procedures,  they  may  well 
be  considered  textbooks  of  modern  surgeons. 
Mr.  Morison  has  been  most  frank  in  relating 
his  own  mistakes,  and  is  equally  determined  in 
maintaining  his  own  opinions.  He  in  reality  pre- 
sents a  history  of  surgery  since  1881,  as  devel- 
oped in  the  best  English  school.  He  begins 
with  the  Lister  dressing  and  the  carbolic  spray, 
which  he  learned  from  Sir  Joseph  himself ;  and 
even  in  1916  he  is  evidently  still  a  believer  in 
antisepsis. 

These  two  books  contain  case  histories,  lec- 
tures, discussions,  observations,  suggestions  and 
end  results  in  really  enormous  numbers;  every- 
where is  brevity,  directness  and  simplicity.  As 
might  be  expected,  he  describes  many  unusual 
cases:  enormous  calculi,  one  weighing  one 
pound  and  six  ounces;  another,  quarter  of  a 
pound;  enormous  tumors,  splenectomies,  gas- 
trectomies and  hysterectomies,  when  these  op- 
erations were  rare.  Consideration  of  his  fatal 
cases  is  given  more  than  once;  and  parallel  to 
his  original  papers  are  comments  made  by  him 
now  in  1916,  with  the  same  frankness  that  his 
early  writings  possess. 

The  so-called  Talma-Morison  operation  he 
devised,  executed  and  reported  years  before  he 


had  heard  of  Prof.  Talma's  proceedings;  bis 
technic  differs  somewhat  from  that  usually  fol- 
lowed in  the  United  States. 

The  reviewer  warmly  recommends  the  volumes 
to  the  surgeons  of  America.  In  every  way.  they 
repay  the  attentive  reader. 

Three  Clinical  Studies  in  Tuberculous  Predis- 
position. By  W.  C.  Rivers,  M.C.R.S..  D.P.H. 
London:  George  Allen  and  Unwin.  Limited. 

This  book  consists  of  272  pages,  with  numerous 
illustrations  and  an  elaborate  protocol,  giving 
the  details  of  500  cases,  by  which  the  author  en- 
deavors to  show  that  ichthyosis,  squint  and 
nasal  abnormalities  are  predisposing  factors  to- 
ward the  development  of  tuberculosis. 

Concerning  the  first  of  these  conditions, 
ichthyosis,  he  believes  that  the  "incidence  of 
ichthyosis  may  entail  liability  tn  consumption," 
and  that  "ichthyosis  may  be  regarded  as  a  sign 
of  predisposition  to  consumption." 

In  regard  to  squint,  he  states  that  "squint 
probably  merely  indicates  in  certain  instances 
the  presence  of  predisposition  to  tubercle — clin- 
ical pulmonary  tubercle — without  itself  forming 
an  active  constituent  of  a  phthisical  diathesis. 
Such  active  constituent  may  be  some  associated 
malformation,  of  which  squint  is  the  stigma." 

The  greater  part  of  the  book  is  devoted  to  a 
consideration  of  the  relationship  of  consumption 
to  nasal  abnormality.  From  a  study  of  the 
literature  bearing  on  this  subject,  he  concludes 
that,  "every  writer,  save  one,  either  maintain- 
ing or  being  impressed  with  the  likelihood  that 
non-tuberculous,  intranasal  abnormality  is  a 
fairly  common  predisposing  cause  of  tuberculo- 
sis." In  discussing  this  subject  he  calls  atten- 
tion to  the  apical  collapse  induration,  which  is 
well  known  to  be  associated  with  certain  nasal 
abnormalities. 

The  writer's  general  argument,  i.e.,  that  any 
disease  which  tends  to  reduce  the  resistance  and 
the  nutritive  processes  of  the  human  body,  and 
any  disease  which  tends  to  interfere  with  the 
respiratory  processes,  may  be  a  predisposing 
factor  in  consumption,  is  a  perfectly  sound  one. 
Any  one,  however,  might  with  just  as  good 
reason  as  the  present  writer,  select  three  en- 
tirely separate  conditions  and  make  a  careful 
study  of  the  cases  of  tuberculosis  which  occur 
coincident  with  such  conditions,  and  come  to 
the  same  clinically  sound  conclusions  as  does  the 
author  of  this  book.  The  reviewer,  therefore, 
while  admiring  the  careful  study  of  the  liter- 
ature, and  the  painstaking  detail  with  which  the 
author  has  taken  up  the  subject  of  ichthyosis, 
squint  and  nasal  abnormality  as  related  to  tu- 
berculosis, is  quite  unwilling  to  believe  that  any 
one  of  these  conditions  renders  the  person  more 
prone  to  tuberculosis  than  innumerable  others 
that  might  be  mentioned. 
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WAR  NEPHRITIS. 

The  British  Medical  Journal  has  drawn  at- 
tention to  a  certain  lack  of  probability  in  the 
view  that  war  nephritis  is  a  new  form  of  kidney 
disease,  or  even  a  modified  form  of  disease  pre- 
viously known.  The  whole  question  of  caus- 
ation is,  indeed,  difficult ;  and  not  a  few  experi- 
enced observers  are  coming  to  the  view  that  war 
conditions  have  simply  obscured  the  pathology 
of  nephritis  without  adding  a  positively  new 
element.  What  these  controlling  conditions  are 
is  not  fully  established,  but  it  is  evident  that 
they  are  closely  associated  with  the  conditions 
which  produce  a  high  blood  pressure  and  a 
cardio-respiratory  complex,  with  inadequate  or 
inferior  food,  with  excess  of  protein  in  the  diet, 
with  the  occupations  of  soldiers  in  the  trenches, 
and  with  the  general  circumstances  of  exposure, 
overcrowding  in  billets,  and  fatigue,  or  sur- 
menage,  as  the  French  call  it.  In  fact,  the 
French  physicians,  for  example,  Boulangier  in 
the  Paris  Medicale  lately,  find  the  etiology  in 
this  general  state  of  affairs,  which  must  be 


borne  in  mind  as  always  lying  in  the  back- 
ground, before  we  seize  exclusively  upon  some 
unknown  micro-organism  as  the  beginning  and 
end  of  the  problem.  They  seem  content  with  this 
natural  explanation,  and  define  war  nephritis  as 
only  a  manifestation  of  congestion  a  frigore. 

In  connection  with  the  theory  of  a  toxic  or 
niicrobic  origin,  it  is  significant  that  animal  ex- 
periments— the  inoculation  of  guinea  pigs  with 
carefully  drawn  specimens  of  urine — have 
proved  negative.  An  ultramicroseopic  organ- 
ism might  disclose  itself  in  this  way.  On  the 
other  hand,  such  an  organism  would  probably 
produce  characteristic  lesions  in  the  kidney. 
The  most  recent  knowledge  on  this  point,  in  the 
paper  of  Captain  J.  Shaw  Dunn  and  Colonel 
J.  W.  McNee,  in  the  British  Medical  J ournal  of 
December  8,  1917,  certainly  renders  this  view 
highly  probable.  Their  plates  show  that  in  sol- 
diers who  have  died  in  the  acute  stages  of  war 
nephritis,  the  lesions  in  the  kidney  are  limited 
to  the  capillary  blood  vessels  of  the  glomeruli. 
These  lesions  have  many  appearances  of  novelty, 
and,  so  far  as  they  may  be  judged  in  this  way, 
are  evidences  of  the  invasion  of  the  kidney  by 
bacteria  or  their  toxins. 

One  difficulty  in  accepting  this  view  has  not 
been  noted.  It  does  not  account  for  the  inci- 
dence of  the  disease.  Dunn  and  McNee  ob- 
served most  of  the  cases  in  the  infantry;  cav- 
alrymen and  artillery  men  are  affected  less 
often,  while  officers  seldom  have  war  nephritis. 
They  note,  also,  that  the  disease  does  not  occur 
in  the  same  ratio  in  the  civilian  population  of 
the  same  area.  How  are  these  facts  to  be  recon- 
ciled with  the  germ  theory?  It  seems  to  be 
still  further  weakened  by  the  statement  that 
war  nephritis  is  not  due  to  exposure  to  varia- 
tions of  temperature.  Season  and  climate,  it  is 
said,  exert  no  appreciable  influence.  This  idea 
is  evidently  wholly  at  variance  with  the  view  of 
French  and  Italian  observers,  that  the  principal 
factors  are  environmental.  If  this  type  of  ne- 
phritis is  really  due  to  infection,  it  would  seem 
more  natural  to  believe  that  cold  and  bacteria 
were  jointly  responsible. 

Whatever  may  be  the  cause,  the  problem  of 
war  nephritis  has  some  extraordinary  ramifica- 
tions which  suggest  infection.  It  begins  sud- 
denly with  dyspnea,  and  the  pulse  and  tem- 
perature curve  recall  pneumonia.  In  fact,  the 
diagnosis  of  pneumonia  has  been  made  erro- 
neously in  cases  that  turned  out  to  be  war  ne- 
phritis.   Moreover,  there  is  some  relation  be- 
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tween  it  and  youth.  It  appears  to  attack  young 
soldiers  especially.  It  is  curious  that  older 
men  with  some  arterial  changes,  and  even  a  his- 
tory of  renal  disease,  occupy  a  relatively  favor- 
able position.  These  facts,  if  fully  established, 
indicate  a  relation  between  war  nephritis  and 
orthostatic  albuminuria,  and  in  both  recovery 
and  disappearance  of  albumin  follow  rest  and 
proper  diet. 

Lastly,  the  respiratory  symptoms  naturally 
suggested,  besides  infection,  poisoning  by 
asphyxiating  and  other  gases.  The  fact  that 
the  peculiar  disabilities  of  trench  nephritis  are 
more  widely  distributed  through  the  infantry 
and  the  rank  and  file,  seems  to  lend  an  air  of 
great  probability  to  this  supposition.  But 
there  is  another  side  to  the  toxic  theory  which 
has  not  been  noticed.  One  of  its  features,  which 
has  not  received  sufficient  attention,  is  the  effects 
of  a  series  of  vaccinations.  Bacteriologists  are 
alive  to  the  possibilities  of  anaphylaxis,  and  it 
is  not  too  much  to  say  that  war  nephritis  may 
be  a  manifestation  of  this  kind.  A  Russian 
pathologist,  Stefanski  (Russki  Wratsch,  1917,  p. 
89),  has  adduced  a  number  of  instances  of  al- 
buminuria after  antityphoid  and  antistrepto- 
coccic inoculations.  The  whole  question  cannot 
be  discussed  here,  but  it  is  reasonable  to  suppose 
that  the  frequency  and  variety  of  modern  vacci- 
nation among  troops  might  subject  the  kidneys 
and  the  circulation  to  a  considerable  strain. 
There  is  nothing  surprising  to  the  bacteriol- 
ogists and  worker  in  animal  inoculation  in  this 
aspect  of  the  case.  The  results  of  animal  ex- 
periments show  that,  if  an  injection  of  anti- 
typhoid, anti-cholera,  or  anti-dysenteric  vaccine 
is  repeated  after  a  short  interval,  the  phe- 
nomena of  anaphylaxis  appear.  It  may  be  in- 
ferred, according  to  Kraus  and  Doerr,  that  the 
kidneys  in  man  will  react  in  the  same  manner, 
though  not,  perhaps,  in  the  same  degree.  We 
do  not  suggest  that  a  substantial  proportion  of 
eases  of  war  nephritis  are  due  to  vaccination, 
but  the  question  of  its  origin  cannot  be  an-, 
swered  relevantly  without  an  examination  of  all 
the  facts. 


REPORTS  OF  HOSPITALS  FOR  THE  IN- 
SANE. 

Looking  over  a  number  of  reports  of  state  hos- 
pitals for  the  insane,  the  mind  is  bewildered  by 


the  immense  variety  of  these  documents.  Here 
we  have  a  report  which  sounds  like  the  business 
statement  of  a  modern  farm;  there  we  have  a 
collection  of  psychological  documents;  and  in 
another  place  we  feel  as  if  we  were  having  a 
chat  with  a  gentleman  showing  us  over  his  estab- 
lishment. One  report  will  give  the  number  of 
manic-depressives  admitted  during  the  year  as 
sixty  per  cent.,  another  will  give  fifteen  per 
cent.,  and  still  another  two  per  cent.  Many 
other  discrepancies  might  be  pointed  out,  but 
these  are  sufficient  for  exemplification.  For  the 
earnest  student  of  psycho-pathology  such  a 
state  of  affairs  is  puzzling  and  exasperating; 
the  modern  superintendent  of  an  insane  hospital, 
who  wishes  to  obtain  a  broad  view  of  the  condi- 
tion of  the  insane  in  the  various  other  hospitals 
in  other  states,  is  baffled. 

There  is  a  reason  and  a  remedy.  The  reason 
is,  that  state  hospitals  for  the  insane  are  de- 
pendent upon  an  annual  appropriation,  whose 
disbursement  is  scrutinized  closely,  and  the 
superintendent  is  expected  to  eke  out  his 
finances  by  developing  to  the  utmost  his  natural 
resources ;  every  acre  of  land  must  be  farmed  or 
made  into  pasture.  It  is  of  more  moment  to  the 
board  of  directors  that  enough  meat  was  raised 
during  the  year  than  that  the  recovery  rate  of 
dementia  precox  is  falling.  The  hospital  super- 
intendent must  be  a  good  executive  and  business 
man  first,  then  a  good  psychiatrist  if  he  has 
time.  Nor  can  the  obvious  remedy  be  applied — 
to  put  the  administrative  affairs  of  the  hospital 
under  one  head,  and  the  medical  under  another. 
Wherever  such  a  scheme  has  been  tried  it  has 
come  to  grief. 

What,  then,  is  the  remedy?  We  want,  first 
of  all,  a  medical  head  for  such  a  hospital  who 
has  the  ultimate  disposal  of  all  administrative 
affairs.  Under  him  should  be  two  distinct 
branches,  the  administrative  and  the  medical. 
The  former,  divided  into  many  parts,  should  be 
under  the  head  of  a  good  business  man.  whose 
duty  it  is  to  develop  the  resources  of  the  hos- 
pital to  the  utmost,  but  never  at  the  cost  of  in- 
jury to  the  patients'  welfare,  and  always  sub- 
ject to  the  approval  of  the  medical  superin- 
tendent. 

Each  hospital  should  be  required  to  publish 
two  distinct  reports,  one  by  the  steward  and  the 
other  by  the  medical  staff.  The  medical  report 
should  be  really  illuminating.  It  should  give 
information  about  the  admissions  of  the  year, 
comparing    them    with    previous    years.  It 
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should  abstract  the  original  work  done  during 
the  year  by  the  members  of  the  staff;  it  might 
even  publish  one  paper  by  each  member,  if  the 
staff  is  not  too  large.  Cases  should  be  classified 
according  to  a  uniform  standard,  say  the  one 
adopted  by  the  American  Medico-Psychological 
Association.  Any  rare  neurological  or  psy- 
chiatric cases  observed  during  the  year  should 
be  noted,  so  that  a  psychiatrist  studying  a  par- 
ticular subject  would  know  where  to  apply  for 
records  of  apposite  cases. 

In  short,  the  annual  report  of  the  modern 
hospital  for  the  insane  should  be  a  real  aid  to 
the  study  of  psychiatry.  It  should  report  the 
progress  made  by  that  hospital  during  the  year; 
and  the  student  of  psychiatry,  having  before 
him  the  annual  reports  from  all  the  states, 
would  then  be  able  to  get  a  bird's  eye  view  of  the 
year's  progress  in  caring  for  the  mentally  ill; 
he  would  be  able  to  realize,  with  some  accuracy, 
whether  such  a  disease  as  dementia  precox  is 
really  on  the  increase  or  not,  and  not  be  con- 
fused by  administrative  data  of  economic  im- 
portance rather  than  psychiatric  relevancy. 


THE  VENEREAL  DISEASE  PROGRAM  IN 
MASSACHUSETTS. 

In  another  column  of  this  issue  of  the  Jour- 
nal is  published  the  fourth  and  last  of  a  series 
of  special  articles  on  the  venereal  disease  pro- 
gram in  Massachusetts.  The  first  of  these,  on 
"Venereal  Disease  Reporting,"  by  Dr.  Eu- 
gene R.  Kelley,  chief  of  the  Division  of  Com- 
municable Diseases  of  the  State  Department  of 
Health,  was  published  in  the  Journal,  on  Jan- 
uary 17  and  received  editorial  comment  in  the 
same  issue.  The  second,  published  in  the  issue 
of  January  31,  was  by  Dr.  Merrill  E.  Champion, 
and  dealt  with  the  aspect  of  the  problem  in- 
volved in  measures  for  the  extension  of  facilities 
for  diagnosis  and  early  treatment ;  and  the 
third,  by  Dr.  Kelley,  published  on  February  7, 
dealt  with  repressive  measures.  The  present 
and  concluding  instalment,  by  Dr.  Lyman  A. 
Jones,  director  of  the  Division  of  Hygiene  of 
the  State  Department  of  Health,  is  concerned 
with  the  educational  aspects  of  the  subject. 

Much  has  recently  been  written  concerning 
the  problem  of  venereal  diseases  among  armies  in 
camp  and  in  the  field ;  but  in  the  last  analysis 
the  solution,  or  rather  abolition,  of  this  problem, 
rests  upon  the  more  fundamental  one  of  condi- 


tions existing  in  the  civil  community.  As  in 
the  case  of  alcoholism,  it  is  primarily  through 
the  medium  of  widely  diffused  popular  educa- 
tion that  evils  of  this  sort  can  most  effectively 
be  reached  and  combated. 

In  connection  with  Dr.  Jones's  contribution 
and  the  second  paper  by  Dr.  Kelley,  attention 
may  be  drawn  to  a  bill  (House  No.  213)  accom- 
panying the  recommendations  of  the  State  De- 
partment of  Health,  now  pending  before  the 
Massachusetts  General  Court.  This  act,  relative 
to  the  sale  and  distribution  of  certain  drugs,  is 
aimed  primarily  at  the  surreptitious  drug-store 
treatment  of  venereal  diseases,  and  may  be  re- 
garded as  an  attempt  to  secure  for  the  public 
the  most  effective  possible  treatment  for  this 
group  of  ailments.  The  text  of  the  bill  is  as 
follows : 

"Section  1.  It  shall  be  unlawful  for  any  per- 
son, firm,  or  corporation  to  sell,  furnish,  give 
away  or  deliver  any  drugs,  medicines  or  other 
substances  to  be  used  for  the  cure  or  alleviation 
of  gonorrhea,  syphilis,  or  other  venereal  disease, 
except  upon  the  written  order  of  a  manufac- 
turer or  jobber  in  drugs,  wholesale  druggist, 
registered  pharmacist  actively  engaged  in  busi- 
ness as  such,  physician  registered  under  the 
laws  of  this  Commonwealth,  or  an  incorporated 
hospital  through  its  superintendent  or  official  in 
immediate  charge,  or  upon  the  written  prescrip- 
tion of  a  physician  registered  under  the  laws  of 
this  Commonwealth,  bearing  his  legal  signature 
and  his  office  address. 

The  prescription  when  filled  shall  show  the 
date  of  filling  and  the  legal  signature  of  the 
person  filling  it,  written  across  the  face  of  the 
prescription,  and  shall  be  retained  on  file  by  the 
druggist  filling  it  for  a  period  of  at  least  two 
years.  No  order  or  prescrption  shall  be  received 
for  filling  or  filled  more  than  fourteen  days  after 
its  date  of  isssue,  as  indicated  thereon. 

The  prescription  shall  not  again  be  filled,  nor 
shall  a  copy  of  the  same  be  made  except  for  the 
purpose  of  record  by  the  pharmacist  filling  the 
same,  and  it  shall  at  all  times  be  open  to  in- 
spection by  the  officers  of  the  state  department 
of  health,  the  board  of  registration  in  pharmacy, 
the  board  of  registration  in  medicine,  and  the 
authorized  agents  of  said  department  and 
boards. 

Section  2.  Any  person  who  for  the  purpose 
of  evading  or  assisting  in  the  evasion  of  any 
provision  of  the  act  shall  falsely  represent  that 
he  is  a  manufacturer  or  a  jobber  in  drugs, 
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wholesale  druggist,  registered  pharmacist  or 
registered  physician  or  superintendent  or  other 
official  immediately  in  charge  of  any  incor- 
porated hospital,  or  who,  not  being  a  registered 
physician,  makes  or  alters  a  prescription  or 
written  order  for  any  drug,  medicines  or  other 
substances  to  be  used  for  the  cure  or  alleviation 
of  gonorrhea  or  syphilis  or  other  venereal  dis- 
eases, or  knowingly  issues  or  utters  a  prescrip- 
tion or  written  order  falsely  made  or  altered, 
shall  be  deemed  guilty  of  violation  of  this  act." 

Section  3  provides  that  any  violation  of  this 
act  shall  be  punishable  by  a  fine  of  not  less  than 
$5.00  for  a  first  offense,  not  less  than  $100  for  a 
second  offense,  and  by  fine  and  imprisonment 
for  not  less  than  thirty  nor  more  than  ninety 
days  for  any  subsequent  offense. 

The  passage  of  this  commendable  act  is 
earnestly  to  be  desired  and  advocated  by  the 
medical  profession. 


MEDICAL  NOTES. 

Meningitis  in  South  Carolina. — In  an  effort 
to  check  the  epidemic  of  spinal  meningitis  in 
Columbia,  S.  C,  the  health  department  has 
ordered  the  closing  of  public  schools,  churches, 
motion  picture  theatres,  and  other  public  gath- 
ering places.  Sixteen  cases  of  the  disease  have 
been  reported. 

Health  of  Belfast. — Among  the  Irish  notes 
in  the  British  Medical  Journal,  recently  ap- 
peared the  following  item  with  reference  to  the 
public  health  of  the  city  of  Belfast : 

"At  a  meeting  of  the  Belfast  city  council, 
held  on  January  2,  it  was  reported  that  during 
1917  there  were  registered  6541  deaths,  as  com- 
pared with  6496  in  the  preceding  year.  The 
death  rate,  calculated  (apparently)  upon  a 
population  of  394,000,  was  16.6  per  1000,  which 
is  the  lowest  on  record,  the  figure  for  1916  being 
16.7.  The  zymotic  death  rate  was  1.1  (414 
deaths),  and  was  also  the  lowest  on  record,  the 
rate  being  1.7  (650  deaths)  in  1916.  The  dis- 
appointing features  of  the  health  of  Belfast  last 
year  were:  (1)  that  the  deaths  from  typhoid 
fever  (though  they  only  totalled  41  out  of  277 
notifications)  are  more  numerous  than  they 
have  been  since  1908;  (2)  that  the  infantile 
mortality  rate  has  risen  to  128  per  1000  births, 
as  compared  with  113  in  the  previous  year ;  and 
(3),    worst    of    all,    the    high  tuberculosis 


mortality  rate.  There  were  929  deaths  from 
pulmonary  tuberculosis,  giving  a  rate  of  2.4, 
while,  in  1916,  the  deaths  were  830,  with  a  rate 
of  2.1.  This  means  that  99  more  people  died  of 
pulmonary  tuberculosis  in  1917  than  in  1916, 
and  since  1906  it  is  the  highest  number  recorded. 
If  the  explanation  given,  i.e.,  that  this  high  Bel- 
fast pulmonary  tuberculosis  rate  is  due  to  the 
number  of  soldiers  who,  on  being  discharged 
from  the  army,  came  home  to  die  of  consump- 
tion, be  true,  it  conveys  a  grave  impeachment  of 
the  efficiency  of  medical  examination  for  the 
army,  and  it  is  really  hard  to  believe  that  almost 
a  hundred  discharged  soldiers  should  have 
actually  died  of  pulmonary  tuberculosis  in  1917 
in  Belfast.  During  the  last  two  years  the  Bel- 
fast Corporation  have  expended  something  like 
£70,000  in  working  a  tuberculosis  scheme,  with 
the  result,  as  a  member  of  the  City  Corporation 
pointed  out  at  the  meeting  on  January  2,  that 
there  is  a  largely  increased  tuberculosis  death 
rate.  Apparently,  tuberculosis  is  not  to  be  got 
rid  of  as  easily  as  was  thought,  at  least,  by 
domiciliary  and  sanatorium  treatment." 

American  Cooked  Food  Service. — That  new 
social  conditions  are  arising  out  of  the 
food  and  labor  situation,  is  shown  by  the  re- 
sponse of  the  public  to  the  new  food  service 
plan  being  established  to  deliver  cooked  meals 
to  homes. 

The  demand  for  this  service  comes  from  the 
better  class  of  apartment  houses  and  separate 
homes  on  the  upper  West  Side  (New  York 
City),  within  motor  radius  of  the  first  station 
at  213  West  79th  street,  but  the  founders  are 
making  every  endeavor  to  place  the  low-priced 
service  within  the  the  reach  of  the  industrial 
population. 

The  men  and  women  who  have  interested 
themselves  in  the  American  Cooked  Food  Serv- 
ice are  more  than  gratified  by  its  results.  In- 
cluded on  the  Board  of  Directors  are  Miss 
Jessie  H.  Bancroft,  president;  Mr.  Adolf 
Lewisohn,  vice-president ;  Dr.  Belle  J.  Macdon- 
ald,  treasurer;  Mrs.  William  G.  Shailer,  secre- 
tary; Mrs.  Herbert  L.  Satterlee.  Mrs.  Eger- 
ton  L.  Winthrop,  Jr. 

The  demand  for  this  service  has  been  such 
that  two  weeks  before  its  opening  day  (Feb- 
ruary 1)  the  first  station  was  registered  almost 
to  its  full  capacity  of  500  persons  per  day. 

Other  stations  are  in  contemplation,  so  that 
all  parts  of  the  city  may  have  hot,  well-balanced 


Vol.  CLXXVIII,  No.  7]       BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


233 


meals,  fulfilling  all  the  requirements  of  the 
Food  Dictator  and  endorsed  by  him,  delivered 
to  the  homes. 

Prevention  op  Venereal  Disease  in  New 
York. — The  Department  of  Health,  in  its  efforts 
to  control  the  spread  of  venereal  disease,  sends 
out  the  following  notice : 

Despite  frequent  explanation  of  the  Health 
Department 's  attitude  with  respect  to  venereal 
diseases,  a  large  number  of  physicians  still  mis- 
represent the  work  of  the  venereal  clinics,  and 
voice  their  antagonism  to  what  they  allege  is 
the  Department's  unwarranted  treatment  of 
venereally  infected  individuals  who  are  well 
able  to  pay  for  treatment. 

Let  us  therefore  repeat,  the  so-called  "ven- 
ereal clinics"  conducted  by  the  Department  of 
Health  do  not  treat  patients.  In  response  to 
announcements  posted  by  the  Department  of 
Health  in  the  toilets  of  saloons,  ferry  houses, 
and  railway  stations,  persons  having  venereal 
disease  come  to  the  Department's  clinics  for 
confidential  advice.  They  meet  the  "medical 
adviser,"  who  goes  into  the  history  of  the  case, 
examines  the  patient,  takes  blood  specimens  for 
serum  test  and  smears  for  microscopical  exam- 
ination, explains  the  nature  of  the  disease,  its 
mode  of  spread,  and  the  necessity  for  prompt 
and  proper  treatment  by  a  competent  physician. 
The  patient  is  warned  against  self-medication, 
treatment  by  druggists  and  by  advertising 
"specialists."  He  is  told  to  consult  and  trust 
his  private  physician,  or,  if  obviously  unable  to 
pay  a  private  physician,  he  is  referred  to  one  of 
the  recognized  dispensaries  for  treatment. 

Under  no  circumstances  is  the  patient  treated 
by  the  medical  adviser,  and  every  effort  is  made 
to  have  the  patient  place  himself  under  the  care 
of  his  family  physician.  In  accordance  with 
the  law,  every  patient  applying  at  the  clinic 
receives  a  pamphlet  of  instructions  regarding 
the  nature  of  venereal  disease,  mode  of  trans- 
mission, precautions  to  be  taken,  necessity  of 
prompt  and  adequate  treatment,  importance  of 
laboratory  tests  in  determining  infection,  and 
cure,  etc. 

Diagnostic  Facilities  at  the  Disposal  op 
Physicians. — Physicians  are  urged  to  make 
greater  use  of  the  diagnostic  service  offered  to 
them  by  the  Department  of  Health  of 
New  York  City.  These  include  serum 
tests  for  the  "Wassermann  reaction  in  syph- 
ilis, complement-fixation  tests  for  gonococcus 


infection  and  the  microscopical  examination 
of  pus  and  other  discharges.  In  order  to 
assist  in  the  diagnosis  of  doubtful  cases,  the  Di- 
vision of  Venereal  Diseases  is  prepared  to  make 
and  examine  by  dark  field  illumination,  micro- 
scopical smear  preparations  from  cases  of  sus- 
pected syphilis.  Physicians  who  choose  to  refer 
patients  who  are  unable  to  pay  fees  of  private 
laboratories,  should  furnish  them  with  a  letter 
explaining  the  nature  of  the  service  desired  and 
direct  the  patients  to  "The  Medical  Adviser," 
Room  207,  139  Centre  Street,  Manhattan,  hours 
from  9  to  11.30  a.  m.  daily.  A  prompt  report 
of  the  adviser's  findings  will  be  sent  to  the  at- 
tending physician  referring  the  patient. 

Cooperation  with  American  Public  Health 
Association. — At  the  recent  meeting  of  the  As- 
sociation of  Life  Insurance  Presidents,  held  in 
New  York  City,  the  following  resolutions  were 
adopted : 

Whereas,  The  improvement  in  public  sani- 
tation through  the  efforts  of  local  health 
boards  is  one  of  the  most  important  and  valu- 
able results  achieved  in  the  field  of  preventive 
medicine ;  and  the  life  insurance  companies 
should  be  and  are  peculiarly  interested  in  the 
progress  and  success  of  all  movements  which 
tend  to  prolong  the  term  of  human  life;  and 

Whereas,  The  American  Public  Health 
Association  is  engaged  in  the  work  of  promoting 
the  enactment  and  enforcement  of  more  scien- 
tific and  effective  health  laws,  and  of  giving  ex- 
pert advice  upon  methods  of  health  board  organ- 
ization and  health  law  administration ;  now 
therefore  be  it 

Resolved,  That  the  life  insurance  companies 
of  the  United  States  are  earnestly  recom- 
mended to  become  members  of  the  American 
Public  Health  Association,  and  that  their  repre- 
sentatives be  encouraged  to  give  personal  aid  to 
all  efforts  intended  to  improve  local  sanitary 
conditions. 

Campaign  for  New  Members  of  Tubercu- 
losis Association. — "The  Executive  Committee 
of  the  National  Tuberculosis  Association  has  an- 
nounced a  campaign  for  5000  new  members. 
This  drive  was  launched  on  February  4,  1918, 
and  will  continue  until  March  11. 

The  reasons  that  have  influenced  the  National 
Association  to  start  the  campaign  at  this  time 
may  be  briefly  summarized  as  follows: 

First.  The  membership  of  the  National  As- 
sociation at  the  present  time  is  only  about 
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2500.  If  the  Association  is  going  to  be  of  the 
greatest  usefulness  in  promoting  interstate  and 
federal  programs  for  the  control  of  tuberculosis 
and  in  assisting  local  and  state  organizations  in 
their  work,  it  must  have  a  wider  representation 
and  more  money. 

Second.  Demands  upon  the  National  Asso- 
ciation for  field  and  other  special  lines  of  service 
at  the  present  time  are  so  overwhelming  that 
they  cannot  possibly  be  met  unless  its  budget  is 
increased  from  50  to  100  per  cent. 

Third.  The  special  demands  upon  the  Na- 
tional Association  because  of  the  war  have 
greatly  increased  the  necessity  for  expansion  of 
its  scope  of  work.  If  these  opportunities  are  to 
be  realized,  the  most  assured  way  of  financing 
the  work  should  seem  to  be  by  an  increased 
membership. 

Fourth.  The  rapidly  developing  anti-tuber- 
culosis movement  has  enlisted  a  large  and  in- 
creasing number  of  men  and  women  in  every 
part  of  the  United  States.  The  National  Asso- 
ciation believes  that  from  this  group  it  will  be  a 
comparatively  easy  matter  to  recruit  at  least  500 
members.  It  is  the  hope  of  the  Executive  Com- 
mittee that  the  membership  of  the  National  As- 
sociation will  soon  reach  at  least  10,000." 


WAR  NOTES. 

An  Exhibit  for  the  Soldier. — "The  Na- 
tional Association  for  the  Study  and  Prevention 
of  Tuberculosis  is  preparing  an  exhibit  on  the 
general  subject,  'The  Health  of  the  Soldier,'  for 
use  in  the  military  camps  in  the  United  States 
and  France.  The  exhibit  will  be  shown  in  co- 
operation with  the  Educational  Bureau  of  the 
War  Work  Council  of  the  Y.  M.  C.  A.  in  all  the 
Association  buildings.  At  least  twenty  different 
sets  will  be  prepared. 

The  exhibit  will  be  in  fifteen  panels  of  three 
sets  of  five,  and  will  aim  to  stress  the  positive 
side  of  health.  The  first  series  of  five  panels 
will  be  headed  'Diseases  are  spread  by  close 
contact,'  and  will  take  up  coughs  and  colds, 
measles,  pneumonia,  tuberculosis  and  syphilis. 
The  second  set  will  be  headed,  'Diseases  are  pre- 
vented by  knowledge  and  care,'  and  will  por- 
tray how  by  covering  the  mouth  in  coughing 
and  sneezing  and  by  care  in  spitting,  many  dis- 


eases can  be  prevented.  The  third  series  will  be 
headed,  'Fitness  for  Fighting,'  and  will  em- 
phasize the  need  for  fitness  and  the  patriotic  as- 
pects of  being  fit  to  fight. 

James  Daugherty,  a  well-known  artist,  has 
been  engaged  to  draw  the  color  illustrations  for 
the  panels.  These  panels  will  be  two-thirds  il- 
lustration, and  will  portray  as  accurately  as 
possible  some  interesting  phases  of  army  life. 

In  conjunction  with  the  exhibit  the  National 
Association  will  also  issue  a  series  of  stock  lec- 
tures on  tuberculosis  and  health,  and  a  special 
circular  for  popular  distribution  in  the  camps, 
entitled,  'Red  Blood.'  " 

BOSTON  AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During  the 
week  ending  Feb.  2,  1918,  the  number  of  deaths 
reported  was  262,  against  307  last  year,  with  a 
rate  of  17.42,  against  26.73  last  year.  There 
were  32  deaths  under  one  year  of  age,  against 
43  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were :  diphtheria,  98 ;  scarlet  fever,  52 ; 
measles,  115  ;  whooping  cough,  22 ;  typhoid  fever, 
2 ;  tuberculosis,  73. 

Included  in  the  above  were  the  following  cases 
of  non-residents :  diphtheria,  9 ;  scarlet  fever,  6 ; 
measles,  2 ;  tuberculosis,  5. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 10 ;  measles,  2 ;  tuberculosis,  27. 

Included  in  the  above  were  the  following  non- 
residents :  diphtheria,  3 ;  tuberculosis,  1. 

The  Massachusetts  Homeopathic  Hospital. 
— The  annual  report  of  the  Massachusetts 
Homeopathic  Hospital  for  the  year  ended  De- 
cember 31,  1916,  records  an  ever-increasing 
number  of  patients  who  yearly  visit  this  insti- 
tution for  medical  treatment.  The  main  hospi- 
tal cared  for  8305  patients,  the  John  C.  Haynes 
Memorial  for  1346,  the  Sunny  Bank  Home  for 
186,  Nash  House  for  86  and  the  Out-Patient 
Department  for  14,443  patients.  New  ambu- 
lances have  been  purchased  for  both  the  main 
hospital  and  the  contagious  department,  and  an 
improved  x-ray  machine  purchased  and  installed 
at  the  main  hospital.  The  training  school 
graduated  36  pupils  and  accepted  64.  A  new 
clinic  for  venereal  diseases  has  been  opened. 
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Hospital  Bequest. — By  the  will  of  the  late 
Mary  Jewett  Bishop  of  Cambridge,  Mass.,  the 
Cambridge  Hospital  receives  a  bequest  of  $10,- 
000  and  the  Cambridge  Anti-Tuberculosis  As- 
sociation receives  $2000. 

Commonwealth  Military  Emergency  Hos- 
pital.— At  the  formal  opening  of  the  Common- 
wealth Military  Emergency  Hospital,  attended 
by  the  Lieutenant-Governor,  the  Massachusetts 
Public  Safety  Council  and  Army  and  Navy  offi- 
cers, an  interesting  demonstration  was  given  of 
the  manner  in  which  the  hospital  can  be  oper- 
ated to  meet  the  demands  of  an  emergency. 

"Lieutenant  Colonel  William  A.  Brooks,  chief 
surgeon  of  the  State,  who  conceived  the  idea  of 
the  hospital,  had  general  supervision  of  the 
demonstration.  A  major  from  each  regiment  of 
the  State  Guard  and  several  nurses,  in  charge  of 
Miss  Elizabeth  Beden,  attended  to  the  reception 
of  the  'patients'  in  the  different  wards.  One- 
half  of  the  Ambulance  Company,  under  Captain 
Cunningham,  had  been  called  out  and  looked 
after  the  ambulances,  of  which  twelve  were  used. 
Two  quartermasters,  Captains  Hyde  and  Lap- 
ham,  from  the  State  Guard,  also  were  on  duty. 

One  of  the  wards  was  made  up  with  beds  com- 
plete, simply  to  show  what  the  wards  will  look 
like  when  in  apple-pie  order,  so  to  speak.  The 
other  wards  that  were  used  had  to  be  gotten 
ready  the  same  as  for  an  emergency.  Mattresses 
were  rushed  in  ambulances  from  the  storage 
rooms  and  were  put  on  the  bedsteads,  then  the 
sheets  were  put  on  and  the  beds  'made  up.'  It 
will  be  impracticable  to  keep  the  beds  ready  all 
the  time,  owing  to  the  dampness  due  to  conden- 
sation under  the  glass  roof. 

The  ambulances  were  driven  in  from  the  rear 
entrance  to  the  hall  and  carried  their  patients 
direct  to  the  wards,  where  they  were  unloaded 
(perfectly  healthy  men  representing  the  pa- 
tients in  this  instance)  and  after  an  examination 
were  taken  to  the  operating  room.  Everything 
was  carried  out  as  if  the  patients  had  been  real 
sufferers  from  injuries  in  an  explosion,  a  fire  or 
some  other  disaster,  and  the  speed  with  which 
the  victims  were  handled  elicited  praise  from  the 
spectators." 


ilhr  fHaasarhnafttfl  iHrMral  Swirttj. 


District  Correspondents. 
Berkshire,  A.  P.  Merrill,  M.D.,  Pittsfield. 
Bristol  North,  Arthur  R.  Crandell,  M.D.,  Taunton. 
Bristol  South,  Edwin  D.  Gardner,  M.D.,  New  Bedford. 
Essex  North,  T.  N.  Stone,  M.D.,  Haverhill. 
Essex  South,  H.  P.  Bennett,  M.D.,  Lynn. 
Hampden,  Laurence  D.  Chapin,  M.D.,  Springfield. 
Hampshire,  E.  E.  Thomas,  M.D.,  Northampton. 
Middlesex  South,  William  C.  Hanson,  M.D.,  Belmont. 
Norfolk  South,  Daniel  B.  Reardon,  M.D.,  Quincy. 


NOTES  FEOM  THE  DISTRICT  SOCIETIES. 

Franklin  District  Medical  Society. — The 
following  is  a  copy  of  a  note  suggested  to  be 
sent  from  secretaries  of  District  Medical  So- 
cieties to  members  who  have  entered  the  federal 
service. 

Dear  Doctor:  You  have  answered  a  call  to 
patriotic  service,  have  enlisted  under  the  govern- 
ment for  military  and  humanitarian  duties  and 
are  preparing  for  or  fulfilling  the  various  com- 
missions for  which  experience,  training,  and  na- 
tural capacities  fit  you.  You  were  our  profes- 
sional neighbor  in  this  hilly  rural  section,  where 
the  aged  are  as  plentiful  as  the  youth.  The  vig- 
orous youth  of  a  great  country  have  been  mo- 
bilized to  stay  the  ravages  of  a  social,  a  political, 
a  national  disease  that  threatens  democracy, — 
homes,  hopes,  nations,  the  stability  of  institu- 
tions,— for  life  and  strength  and  character  of 
such  are  dependent  upon  the  healthy  interplay, 
and  respect  for  the  constructive  service  of  the 
individual  and  the  cooperative  worker.  Such 
assemblage  of  virile  young  men  as  surround  you 
must  be  impressive  and  stimulating.  You  min- 
ister to  their  physical  and  mental  health.  You 
have  also  the  privilege  of  moral  and  spiritual 
leadership.  With  all  the  liabilities  incident  to 
army  life,  the  stress,  the  strangeness,  you  have 
a  power  for  influencing  the  individual,  much  to 
be  coveted ;  you  have  a  part  in  the  weaving  of  a 
quality  of  human  fabric  that  protects  its  own 
life  and  interests,  and  those  dependent  upon  it, 
from  the  organization  of  another  human  fabric 
representing  a  nation  which  has  been  greedily 
assuming  a  power  and  influence  out  of  accord 
with  the  ideals  of  the  times,  progress  and  true 
brotherhood.  Would  to  God  there  were  a  way 
of  staying  the  perils,  the  frightfulness,  the  de- 
struction of  life  and  limb  from  the  device,  the 
momentum,  the  enginery — the  fruit  of  concep- 
tions of  national  lust — in  some  other  way  than 
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by  all  this  sacrifice.  Our  society  voted  at  its 
last  meeting  to  look  after  your  membership  dues 
while  you  are  in  the  service  and  of  course  will 
be  pleased  to  hear  from  you  in  any  way.  To 
keep  intelligently  in  touch  with  you  will  be  a 
privilege  for  us  and  we  hope  a  help  and  service 
to  you,  and  as  secretary  for  the  unexpired  term, 
I  desire  to  convey  in  part  expressed  wishes  of 
our  members. 

Paul  W.  Goldsbuey,  Treas. 


THE  MASSACHUSETTS  VENEREAL  DIS- 
EASE PROGRAM. 
(PART  IV.) 
By  Lyman  Asa  Jones,  M.D., 

Director,  Division  of  Hygiene,  State  Department  of 
Health. 

{Continued  from  page  209.) 

Venereal  disease  reporting,  measures  to  pro- 
vide increased  facilities  for  diagnosis  and  treat- 
ment, and  repressive  measures,  phases  of  the 
Department's  program  already  discussed  in 
these  columns,  look  toward  the  more  immediate 
control  of,  and  prevention  of  venereal  disease. 

Educational  measures,  the  final  phase  of  the 
Department's  program,  though  of  value  in  the 
work  to  be  immediately  undertaken,  look  rather 
to  the  future.  They  constitute  not  the  least  im- 
portant part  of  the  program,  since  the  success 
of  all  other  measures  will  be  greatly  increased 
by  the  active  support  of  public  opinion,  and 
public  opinion  will  not  be  well  directed  unless  it 
is  intelligent,  founded  upon  knowledge  of  the 
facts. 

The  plans  worked  out  for  the  reporting  of  the 
disease  are  in  themselves  educational,  and  pro- 
vide especially  for  the  instruction  of  the  pa- 
tient suffering  with  gonorrhea  or  syphilis,  since 
each  physician  is  required  to  give  the  patient  a 
circular  explaining  what  the  disease  is,  what  its 
consequences  are,  explaining  the  importance  of 
proper  treatment  and  giving  necessary  detailed 
directions  for  preventing  the  further  spread  of 
the  disease. 

The  proposed  clinics,  scattered  throughout  the 
state,  for  which  arrangements  are  already  well 
advanced,  will  also  serve  as  educational  centers, 
where  information  may  be  secured  and  where 
approved  forms  of  treatment  may  be  demon- 
strated. The  clinics  will  also  serve  as  agencies 
through  which  arsphenamine,  the  Department's 
substitute  for  salvarsan,  will  be  distributed. 

Small  framed  placards,  giving  information 
concerning  venereal  diseases  and  indicating  clin- 
ics where  advice  and  treatment  may  be  obtained 
are  in  preparation.  It  is  the  intention  that 
such  placards  shall  be  posted  in  public  toilets 


or  other  suitable  places  in  the  vicinity  of  the 
clinics  just  mentioned. 

For  general  distribution,  the  Department  has 
prepared  a  small  pamphlet,  setting  forth  plainly 
and  with  authority,  what  the  venereal  diseases 
are,  their  importance  as  a  public  health  problem, 
their  consequences  and  how  they  may  be 
avoided.  Copies  of  this  pamphlet  may  be  had 
upon  request. 

Knowledge  of  this  subject  may  also  be  spread  in 
the  community  through  lectures  before  suitable 
audiences.  For  the  benefit  of  the  public  it  is 
not  necessary  that  such  lectures  go  into  details 
in  many  instances,  but  statements  as  to  what 
these  diseases  are,  what  their  dangers  and  conse- 
quences, may  properly  become  matters  of  com- 
mon knowledge.  The  department  is  prepared 
to  supply  to  a  limited  extent,  lectures  in  which 
this  topic  will  be  considered. 

As  a  part  of  their  regular  work,  local  boards 
of  health  may  properly  engage  in  health  educa- 
tional work.  Each  board  of  health  should  be 
prepared  to  furnish  correct  information  about 
health  matters  or  to  direct  those  who  inquire  to 
trustworthy  sources  of  information  or  advice. 
This  includes  information  regarding  venereal 
diseases. 

"Work  of  this  character  could  well  be  provided 
through  a  physician  to  the  board  of  health, 
whose  appointment  in  cities  is  authorized  under 
the  present  law. 

Educational  measures  for  the  prevention  of 
venereal  diseases  should  include  also  the  instruc- 
tion of  college  and  normal  students  as  to  the 
relation  of  these  diseases  to  public  health,  and 
the  dangers  which  they  threaten  to  community 
health. 

It  will  mean  much  for  the  campaign  against 
these  diseases  when  the  opinion  of  the  commun- 
ity will  permit,  in  newspaper  or  magazine,  a 
proper  consideration  of  these  venereal  diseases, 
not  in  a  morbid  or  prurient  manner,  but  merely 
on  the  same  plane  as  the  discussion  of  fire  dan- 
gers, accidents  in  industry,  or  any  other  serious 
problem  which  threatens  the  public  welfare, 
which,  after  all,  is  nothing  but  the  welfare  of 
each  individual  constituting  the  public. 


THE    BRITISH   MARRIAGE   RATE  AND 
THE  WAR. 

The  London  Lancet  for  November  24.  1917, 
contains  the  following  interesting  account  of  the 
rise  and  fall  of  the  marriage  rate  in  the  United 
Kingdom  during  war  times. 

"The  Presidential  address  of  Sir  Bernard 
Mallet,  the  Registrar-General  of  Births,  Deaths, 
and  Marriages,  delivered  on  Tuesday  last  at  the 
Royal  Statistical  Society,  dealt  in  a  valuable 
manner,  because  of  his  clearness,  with  those 
large  questions  of  racial  advance  or  decline 
which  may  dictate  the  fate  of  the  world  at  the 
close  of  a  devastating  war.  On  the  subject  of 
the  marriage-rate  of  this  country  he  was  partic- 
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ularly  interesting.  For  England,  Scotland,  and 
Wales  he  indicated  that  a  fortunate  rise  in  mar- 
riage-rates has  taken  place,  though  this  rise  ap- 
pears to  have  been  in  continuation  of  one  which 
had  already  become  apparent  before  the  war 
broke  out.  The  marriage-rates  were  not,  as  a 
matter  of  fact,  increased  at  first  by  the  out- 
break of  war,  but  at  the  beginning  of  1916  oc- 
curred a  sudden  rise,  due  to  marriages  con- 
tracted by  young  soldiers  in  an  army  which  was 
rapidly  nearing  its  present  immense  size.  The 
rise  was  not  continued  throughout  the  year,  but 
has  had  its  effect.  Sir  Bernard  Mallet's  sum- 
mary of  the  actual  figures  shows  that  200,000 
people  in  England  and  "Wales  have  been  married 
between  August,  1914,  and  June,  1917,  who  in 
the  ordinary  course  of  events  would  not  have 
been  married ;  the  corresponding  figure  for  Scot- 
land he  puts  at  8000,  while  in  Ireland  the  num- 
ber of  marriages  has  remained  fairly  constant, 
not  appearing  to  be  materially  greater  than  the 
normal  in  the  period  from  August,  1914,  to 
June,  1917.  These  British  figures  Sir  Bernard 
Mallet  finds  to  be  in  complete  contrast  with  those 
prevailing  in  Germany,  and  for  the  contrast  he 
gives  two  reasons.  The  first  is  that  an  enormous 
German  Army,  being  thoroughly  prepared, 
rushed  on  to  foreign  soil  at  the  outbreak  of  war, 
while  the  bulk  of  the  British  Army  remained  for 
some  time  under  training  at  home,  so  that  the 
men  enjoyed  opportunities  for  marriage  that 
were  largely  denied  to  the  German  Army.  The 
rise  in  our  marriage-rates  being  practically  de- 
pendent upon  the  size  of  the  Army,  the  second 
reason  for  its  occurrence  has  been  the  payment 
of  substantial  separation  allowances  and  pen- 
sions. The  effect  which  has  already  been  pro- 
duced by  the  war  marriages,  or  rather  by  the 
abnormal  number  of  marriages  which  took  place 
in  the  year  ending  March,  1916,  has  had  a  real 
influence,  at  any  rate  for  the  time,  in  arresting 
the  decline  of  births,  which  has  been  a  feature 
in  the  statistical  records  of  all  civilized  coun- 
tries for  some  years.  It  is  of  good  omen  to 
learn  that  this  decline  has  not  affected  the 
United  Kingdom  to  anything  like  the  extent  to 
which  it  has  affected  Germany  and  Hungary." 


A  NEW  HIPPOCRATIC  MANUSCRIPT. 

In  the  issue  of  the  British  Medical  Journal 
for  November  17,  1917,  is  noted  as  follows  the 
description  of  some  recently  discovered  frag- 
ments in  Greek  of  works  belonging  to  those  at- 
tributed to  Hippocrates : 

"Of  two  classical  works  attributed  to  cele- 
brated medical  authors,  probably  neither  was 
really  written  by  the  assigned  author.  These 
are  the  Trepl  eftSotidSwv  of  the  pseudo-Hippocrates 
and  the  pseudo-Galen's  commentary  upon  the 
first  seventeen  chapters  thereof  extant  in  an 
Arabic  version.  The  Hippocratic  treatise  is  of 
far  the  higher  importance  because  of  its  ex- 
treme antiquity,  it  having  been  alluded  to  by 


Plato  and  numerous  authors  down  to  recent 
times,  while  the  information  which  it  affords  of 
ancient  pathological  theories  is  useful.  There  is 
a  Greek  Codex  of  the  work  in  the  Bibliotheque 
Nationale ;  also  a  Latin  version  there  and  in  the 
Ambrosian  Library.  Our  reference  to  the  Heb- 
domad is  prompted  by  the  fact  that  some  frag- 
ments of  the  Greek  recension  were  discovered 
recently,  and  these  have  been  studied  and  as- 
signed to  the  proper  places  in  the  Paris  Greek 
text  by  Dr.  von  W.  H.  Roscher,  of  the  Univer- 
sity of  Athens.  Unfortunately,  his  book,  'Die 
Hippokratische  Schrift  von  der  Siebenzahl'  is 
published  at  Paderborn,  and  so  not  at  present 
available  for  scholars  here.  It  is  a  curious 
thing  that  among  110  palimpsests,  found  in  va- 
rious libraries  during  the  last  century,  from 
which  some  valuable  portions  of  classical  liter- 
ature have  been  recovered,  only  one  containing 
eight  pages  of  the  'Mulomedicina'  of  Vege- 
tius,  which  is  in  the  St.  Gall  library,  is  of  a  med- 
ical character.  Probably  medical  works  were  too 
useful  for  their  parchments  to  be  sold  to  the 
scribes  to  be  cleaned  and  used  over  again  for 
theological  polemics,  and  sermons  of  the  early 
fathers." 


ORTHOPEDIC  SURGERY  IN  WAR. 

On  January  2,  1918,  Dr.  Sir  Robert  Jones  de- 
livered before  the  Hunterian  Society  of  Lon- 
don an  address  on  "Orthopedic  Surgery  in 
War  Time,"  of  which  the  following  brief  sum- 
mary from  the  British  Medical  Journal  will 
serve  to  give  an  idea  of  the  substance.  Interest 
in  this  address  is  augmented  by  the  large  part 
which  American  orthopedic  surgery  is  taking 
and  is  to  take  in  the  development  of  this  new 
surgical  department  in  relation  to  war. 

"Sir  Robert  Jones  contrasted  preventive  with 
corrective  orthopedics.  The  former  is  the  task 
of  every  surgeon  in  the  field,  and,  in  so  far  as  it 
meets  with  success,  it  limits  the  necessity  for  the 
corrective  practice  of  the  trained  orthopedic 
surgeon,  part  of  whose  work  is  the  deliberate 
infliction  of  the  original  injury  and  the  treat- 
ment of  the  case  over  again.  He  paid  a  tribute 
to  the  work  of  the  surgeons  in  France,  who,  he 
said,  had  shown  greater  initiative  and  had  made 
more  progress  than  we  had  at  home.  But  gun- 
shot wounds  of  the  femur  remain  one  of  the 
great  tragedies  of  the  war,  both  by  reason  of 
the  mortality  from  shock  and  the  frequent  de- 
formity and  shortening ;  and  the  lecturer  rightly 
devoted  an  important  section  of  his  address  to 
an  analysis  of  the  causes  of  failure  and  thei 
means  desirable  to  effect  a  drastic  improvement. 
Efficient  fixation  and  continuity  of  treatment 
should  be  the  two  guiding  principles  in  frac- 
tured femur,  to  be  put  into  practice  by  what  Sir 
Robert  Jones  called  efficient  'team  work,'  in- 
cluding the  trained  nurse  and  orderly,  as  well  as 
the  surgeon ;  and  the  patient  should  not  be  lost 
sight  of  at  any  stage  of  his  via  dolorosa  from 
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the  regimental  aid-post  until  the  War  Office 
finds  hiin  fit  again  for  service  or  hands  him  over 
to  the  Ministry  of  Pensions  to  be  made  a  self- 
supporting  and  independent  citizen.  Many  of 
the  suggestions  outlined  in  the  address  have,  we 
understand,  already  been  adopted  at  the  front, 
and  there  are  few  more  striking  object  lessons 
of  the  war  than  the  orthopedic  team  work,  in 
organizing  which  Sir  Robert  Jones  has  had  so 
large  a  share. ' ' 


A  BRITISH  TRIBUTE  TO  DR.  JANEWAY. 

In  a  recent  issue  of  the  Journal  we  published 
a  brief  obituary  notice  of  the  late  Dr.  Theo- 
dore C.  Janeway,  of  Baltimore.  The  following 
more  extended  sketch  from  the  British  Medical 
Journal  deserves  republication  as  evidence  of 
the  personal  and  professional  esteem  in  which 
Dr.  Janeway  was  held  by  his  British  colleagues : 

"Professor  Janeway  was  about  forty- five 
years  of  age,  and  was  the  son  of  Dr.  Edward  G. 
Janeway,  a  distinguished  consultant  physician 
of  New  York  City,  who  died  about  ten  years 
ago,  and  was  one  of  the  leaders  of  the  medical 
profession  in  the  United  States.  After  taking 
his  degree  at  Yale  University,  he  studied  medi- 
cine and  graduated  from  the  College  of  Physi- 
cians and  Surgeons  in  New  York.  He  became 
a  teacher  almost  from  the  day  of  his  graduation, 
and  at  various  times  was  connected  with  the 
leading  New  York  hospitals,  including  Bellevue, 
St.  Luke's,  and  the  Presbyterian.  On  the  re- 
tirement of  Dr.  Walter  James  he  was  appointed 
to  the  Chair  of  Medicine  at  Columbia  Univer- 
sity, New  York.  Four  years  ago,  when  a  lib- 
eral grant  from  the  Rockefeller  Foundation 
made  it  possible  for  the  trustees  of  the  Johns 
Hopkins  University,  Baltimore,  to  place  the 
Chairs  of  Medicine,  Surgery,  and  Pediatrics 
on  a  whole-time  basis,  Professor  Janeway  was 
called  to  occupy  the  Chair  in  Medicine  in  that 
university,  a  chair  previously  held  by  Sir  Wil- 
liam Osier  and  Professor  L.  F.  Barker,  and 
which  he  occupied  at  the  time  of  his  death.  This 
decision  on  the  part  of  the  trustees  of  that  in- 
stitution initiated  a  new  departure  in  medical 
education  in  the  English-speaking  world. 

Professor  Janeway  was  an  enthusiastic  inves- 
tigator, and  availed  himself  of  the  clinical  mate- 
rial and  laboratories  in  the  various  institutions 
he  was  successively  connected  with  for  carrying 
out  the  researches  he  became  interested  in.  Ha 
was  one  of  the  pioneers  in  the  study  of  the  ef- 
fect of  disease  on  arterial  blood  pressure,  and 
about  ten  years  ago  published  an  excellent  vol- 
ume on  the  subject.  At  the  time  of  his  death 
he  was  actively  engaged  on  a  revision  of  this 
work.  His  contributions  to  medical  literature 
have  been  very  numerous  and  important.  He 
has  published  noteworthy  papers  on  diabetes 
mollitns,  dealing  with  the  metabolism  and  treat- 
ment of  the  disease.  In  recent  years  he  had 
been  especially  interested  in  the  study  of  ne- 


phritis, utilizing  the  newer  methods  of  studying 
this  disease,  such  as  Ambard's  coefficient,  the 
estimation  of  the  non-protein  nitrogen  in  the 
blood,  and  the  various  forms  of  functional  renal 
tests,  as  a  means  of  determining  the  prognosis 
and  of  ascertaining  the  best  dietetic  treatment 
in  each  individual  case.  He  published  several 
papers  on  this  important  subject.  As  a  member 
of  the  Board  of  Trustees  of  the  Rockefeller  In- 
stitute in  New  York,  he  was  keenly  interested 
in  the  investigations  carried  on  there  by  Cole 
and  his  associates  concerning  the  various  strains 
of  the  pneumococcus  and  the  specific  serum  ther- 
apy of  pneumonia — the  disease  from  which  he 
himself  unfortunately  succumbed. 

Professor  Janeway  was  also  to  the  front  in 
the  popular  fight  against  tuberculosis,  and  was 
ever  ready  to  give  his  assistance  in  the  campaign 
being  waged  against  this  devastating  disease. 
His  interest  in  this* subject  was  further  mani- 
fested by  the  part  he  took  in  the  establishment 
of  the  Post-graduate  School  for  the  Study  of 
Tuberculosis  at  Saranac  Lake,  New  York,  in 
memory  of  Dr.  Trudeau,  and  by  the  fact  that 
for  the  last  three  years  he  was  president  of  the 
Laennec  Society  at  the  Johns  Hopkins  Hospital, 
Baltimore,  a  society  organized  there  by  Sir  Wil- 
liam Osier  some  fifteen  years  ago  for  the  study 
of  tuberculosis.  Before  this  society  nearly  all 
the  leading  students  of  tuberculosis  in  the 
United  States  have  presented  papers. 

When  the  United  States  declared  war  on 
Germany  in  April,  1917,  Professor  Janeway  was 
called  into  active  service  in  the  Army  Medical 
Corps,  of  which  he  had  been  for  several  years 
a  member.  Until  a  week  before  the  Johns  Hop- 
kins University  Unit  sailed  for  France,  in  the 
latter  part  of  June,  1917,  it  was  his  intention 
to  go  with  the  unit  as  chief  of  the  medical  divi- 
sion. His  friends  insisted,  however,  that  he 
could  probably  serve  his  country  better  by  re- 
maining in  the  United  States  as  head  of  the 
department  of  medicine  in  the  Johns  Hopkins 
University  and  in  an  advisory  capacity  to  the 
Government.  With  considerable  reluctance  he 
was  persuaded  to  remain,  and  since  then,  with 
the  rank  of  major,  he  has  occupied  a  desk  in  the 
office  of  Surgeon-General  Gorgas  at  Washing- 
ton, where  his  scientific  training  and  organizing 
.ability  have  been  of  the  greatest  service  to  his 
country. 

As  a  bedside  teacher  and  clinical  lecturer. 
Professor  Janeway  had  few  equals.  He  was  a 
fluent  speaker  and  a  clear  thinker,  and  had  a 
remarkable  memory  for  recalling  cases  pre- 
viously observed  in  order  to  elucidate  phases  of 
the  particular  subject  under  discussion.  He 
possessed  the  admiration  and  devotion  of  all  his 
friends  and  confreres  in  the  University.  In  his 
death  the  Johns  Hopkins  Universitv  sustains  a 
severe  loss,  especially  at  a  time  when  a  new  de- 
parture in  medical  education  was  being  given 
its  first  trial,  and  when  every  other  important 
medical  school  in. the  United  States  was  watch- 
ing the  experiment. 
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Professor  Janeway's  home  life  was  charming. 
His  was  a  devoted  family.  His  house  was  a  i 
rendezvous  for  the  younger  medical  men  and  i 
for  the  senior  medical  students.  All  busy  men 
usually  find  time  for  one  or  more  hobbies.  Pro- 
fessor Janeway  was  very  fond  of  amateur  pho-  i 
tography  and  of  music.  For  many  years  he  had 
been  accustomed  to  spend  his  vacations  with  his 
family  at  a  delightful  summer  colony  in  the 
Adirondack  Mountains  in  Essex  County,  New 
York,  where  he  was  able  to  indulge  himself  in 
his  chief  exercise,  that  of  long  walks.  Those 
who  knew  him  well  mourn  a  sincere  and  devoted 
friend,  and  our  sympathies  go  out  to  every 
member  of  his  family  in  their  sorrow. 

Sir  William  Osier  writes  : 

'The  death  of  this  distinguished  teacher  from 
pneumonia,  at  the  early  age  of  forty-five,  is  a 
severe  loss  to  scientific  medicine,  and,  following 
so  soon  upon  that  of  Dr.  Mall,  is  another  hard 
blow  to  the  Johns  Hopkins  Medical  School.  Dr. 
Theodore  Janeway's  life  justified  a  singularly 
fortunate  birth  and  breeding.  The  son  of  an 
unusually  able  physician,  Dr.  Edward  G.  Jane- 
way — a  strong-fibered,  honest  man,  who  rose  to 
the  first  rank  in  the  United  States — nature  and 
nurture  combined  to  make  his  path  easy.  Con- 
nected at  first  with  the  New  York  University, 
in  1909  he  became  professor  of  medicine  at  Co- 
lumbia, and  began  a  successful  reorganization 
of  the  methods  of  teaching  and  investigation. 
He  collected  able  young  assistants  from  differ- 
ent parts  of  the  country,  and  it  is  not  too  much 
to  say  that  by  precept  and  example  he  put  a 
new  spirit  into  clinical  medicine  in  New  York. 
His  "Clinical  Study  of  Blood  Pressure,"  pub- 
lished in  1905,  admirably  illustrated  the  appli- 
cation of  physiological  methods  to  bedside  prob- 
lems. With  a  first-class  training  and  great  en- 
ergy, he  soon  became  recognized  as  the  leader  of 
the  younger  group  of  physiological  clinicians 
who  have  been  quietly  but  surely  upbuilding 
and  transforming  American  medicine.  When, 
in  1914,  the  Johns  Hopkins  Medical  School  ac- 
cepted the  Rockefeller  bequest  on  condition  that 
a  certain  number  of  the  clinical  professors 
should  be  whole-time,  Dr.  Janeway  was  nat- 1 
urally  the  choice  in  medicine.  He  entered  upon 
a  novel  and  untried  position,  but  judgment  is 
strongly  in  favor  of  the  experiment  as  carried 
out  by  Dr.  Janeway.  With  ample  private 
means,  rare  constructive  ability,  and  a  keen  ca- 
pacity for  research,  there  were  combined  in 
him  all  the  elements  for  a  successful  whole-time 
teacher.  He  upheld  and  extended  the  ambition 
of  the  clinic  to  be  not  alone  a  school  to  train 
men  in  the  knowledge  of  disease,  but  in  the 
methods  of  dealing  with  its  unsolved  problems. 
The  published  work  of  the  past  three  years 
shows  that  he  and  his  pupils  were  engaged  in 
the  best  type  of  clinical  research.  When  the 
United  States  declared  war  he  was  among  the 
first  called  to  cooperate  with  Surgeon-General 
Gorgas  in  reorganizing  the  medical  department 
of  a  great  civilian  army.    He  became  deeply  in- 


terested in  getting  the  young  American  physi- 
cians trained  to  meet  the  many  novel  conditions 
of  practice  in  France,  and  only  a  few  weeks  ago 
the  writer  had  a  long  letter  from  him  full  of 
plans  and  details.  His  death  is  a  sad  loss  to  us 
all — the  cruelly  premature  death  of  a  man  who 
has  a  great  work  in  hand.'  " 


LETTSOM  AND  THE  LONDON  MEDICAL 
SOCIETY. 

In  the  issue  of  the  British  Medical  Journal 
for  January  12, 1918,  appears  a  valuable  and  ex- 
haustive account  by  Dr.  Sir  St.  Clair  Thompson, 
of  John  Coakley  Lettsom  and  the  foundation  of 
the  medical  society  which  bears  his  name.  This 
was  delivered  as  a  presidential  address  before 
the  Medical  Society  of  London  in  October,  1917, 
and  the  following  representative  extracts  from 
it  may  serve  as  a  less  complete  sketch  of  the 
medical  life  of  London  in  the  late  eighteenth 
and  early  nineteenth  centuries  and  of  one  of  its 
more  distinguished  figures: 

"John  Coakley  Lettsom  was  one  of  twins, 
and  was  born  in  1744  and  died  in  1815.  The 
following  sketch  of  his  career  may  be  more  in- 
teresting if  we  recollect  that  he  had  no  great 
social  or  family  influence,  that  he  never  attend- 
ed any  noted  school  or  had  a  regular  university 
course,  that  he  was  not  a  Fellow  of  the  College 
of  Physicians,  that  he  never  held  any  Court 
appointment,  and  was  not  on  the  staff  of  any 
well-known  London  hospital.  He  may  have  had 
his  good  turns  of  fortune,  but  he  had  few  ad- 
vantages in  his  birth,  education,  and  upbring- 
ing, and  the  success  of  his  evidently  healthful, 
happy,  vigorous  and  useful  career  was  due  al- 
most entirely  to  his  own  application,  his  keen- 
ness in  his  profession,  his  love  of  humanity,  the 
breadth  of  his  interests,  his  zest  for  life,  and  his 
happy  disposition. 

He  was  born  in  the  West  Indies  and  may 
have  had  some  native  blood  in  his  veins,  for  he 
refers  in  a  letter  to  the  suggestion,  without  de- 
nying it,  that  he  had  the  'volatility  of  the  Cre- 
ole, with  the  plodding  industry  of  the  German.' 
He  had  no  sister,  and  as  he  was  sent  to  England 
at  the  early  age  of  six  we  cannot  claim  much 
home  influence  in  forming  his  character.  He 
never  saw  his  father  again.  He  was  sent  to  a 
small  school  of  40  or  60  boys  at  Penketh,  in 
Lancashire,  kept  by  a  member  of  the  Society  of 
Friends,  for  he  belonged  to  a  Quaker  family, 
and  he  lies  buried  in  the  Friends'  Burial 
Ground,  Little  Coleman  Street,  Bunhill  Row. 
While  at  this  school  he  came  under  the  influence 
of  the  well-known  Quaker  minister,  Samuel 
Fothergill,  of  Warrington,  the  younger  bro- 
ther of  the  celebrated  Dr.  John  Fother- 
gill, of  London,  and  from  this  more  or 
less  accidental  acquaintance  we  can  trace  an  in- 
fluence on  the  career  of  Lettsom  and  the  origin 
of  our  own  Fothergillian  gold  medal.    At  this 
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small  day-school  Lettsom  remained  only  until 
the  age  of  fourteen,  and  during  this  time,  if  he 
learned  little  Latin  and  less  Greek,  he  had  the 
much  greater  advantage  of  acquiring  a  knowl- 
edge and  love  of  nature  by  being  allowed  and 
encouraged  to  join  in  the  usual  country  sports 
of  schoolboys  of  a  former  generation.  Follow- 
ing the  hounds  on  foot,  sometimes  assisted  by 
pole-jumping,  bathing  and  swimming,  the  use 
of  bow  and  arrow,  fishing,  sliding,  and  long 
days  spent  in  nutting  or  bird-nesting,  not  only 
helped  to  form  a  vigorous  and  active  constitu- 
tion, but  gave  a  keenness  in  observation,  a  re- 
sourcefulness in  emergencies,  a  quickness  of 
eye,  and  a  love  of  fellowship  with  nature,  which 
the  present  generation  runs  the  risk  of  losing, 
with  its  exaggeration  of  formal  games  confined 
within  monotonous  playing  grounds. 

Lettsom 's  education  finished  in  his  fourteenth 
year.  His  father  was  dead,  and  his  mother  in 
the  far  "West  Indies  had  married  again.  He 
was  then  sent  to  Liverpool  for  a  business  train- 
ing, but  at  the  end  of  a  year  circumstances 
arose  which  resulted  in  his  being  apprenticed  as 
a  pupil  to  Abraham  Sutcliff,  a  surgeon  and 
apothecary  at  Settle,  in  Yorkshire.  If  the 
school  in  Lancashire  helped  in  the  promotion  of 
Lettsom 's  physical  vigor  and  powers  of  observa- 
tion, it  is  to  his  five  years'  residence  in  York- 
shire that  we  may  ascribe  the  opportunity  for 
the  acquisition  of  a  love  of  learning,  much  book 
lore,  habits  of  work,  training  of  memory,  and 
the  faculty  of  managing  patients.  His  master, 
Sutcliff,  was  an  excellent  classical  scholar, 
though  quite  self-taught,  and  under  his  guid- 
ance he  made  such  progress  in  Latin  that  he 
was  able  to  study  in  that  language  the  works  of 
Boerhaave,  Winslow,  and  others.  We  should 
remember  that  in  the  eighteenth  century  Latin 
was  still  a  living  language,  for  Lettsom,  like  all 
physicians  of  the  time,  could  follow  lectures  in 
it  at  foreign  universities,  discuss  medical  mat- 
ters with  colleagues  of  various  countries  in 
Latin  and,  by  its  medium,  submit  himself  for  a 
diploma  at  Leyden.  He  records  that  he  'attend^ 
ed  the  lectures  of  Innes,  Sinclair,  Plummer, 
and  Rutherford  in  that  language  (i.e.,  Latin), 
in  which  I  was  pretty  well  qualified  to  maintain 
a  conversation  or  dispute.'  "With  a  party  of 
friends,  he  shared  the  expense  of  procuring  a 
French  master  from  London,  so  that  he  not 
only  could  read  the  language  with  ease,  but 
could  speak  and  write  it  fairly  well. 

At  the  end  of  his  five  years  in  Settle,  and  at 
the  age  of  twenty-two,  Lettsom,  in  1766,  started 
for  London,  where  he  was  without  a  relation  and 
did  not  know  a  friend.  His  subsequent  career 
is  so  well  epitomized  in  a  letter  he  wrote  twenty- 
five  years  later  that  I  cannot  do  better  than 
transcribe  it : 

'London,  December  31st,  1791. 
Medicine  is  rather  a  practical  than  a  brilliant 
art  and  depends  upon  study  as  much  as  genius. 
Poverty  led  me  to  physic.    I  was  placed  with  a 
country  apothecary,  whose  fee  was  moderate.  I 


had  no  particular  predilection  for  medicine.  I 
never  possessed  genius;  my  memory  was  bad;  I 
made  dictionaries  and  tables  of  my  own  inven- 
tion; to  assist  memory,  I  formed,  indexes  of 
what  I  read,  and  by  industry  acquired  some- 
thing. I  came  to  London,  and  saw  Dr.  (John) 
Fothergill,  my  ambition  was  inflamed,  and  I 
dared  to  say,  London  shall  be  my  theatre;  but 
having  no  more  money  than  to  carry  me 
through  the  hospitals,  I  could  not  attend  many 
lectures,  and  upon  this  depended  my  improve- 
ment; for  instead  of  hearing  and  learning  of 
lectures,  I  was  compelled  to  learn  at  the  bed  of 
sickness.  Here  I  saw  nature,  and  learnt  my  art 
without  the  leading-strings  of  professors.  I 
acquired  an  early  habit  of  behaving  with  kind- 
ness to  the  sick,  and  having  known  want,  I  knew 
how  to  sympathize  with  distress.  After  two 
years  in  an  hospital,  I  went  to  the  "West  Indies 
to  get  assistance  to  bring  me  upon  the  theatre 
I  now  act.  Six  months  abroad  enabled  me  to 
visit  London,  Edinburgh,  and  Leyden,  and  ulti- 
mately to  sit  down  in  the  first  city ;  and  I  know 
not  why  any  other  person,  with  £500,  may  not 
do  the  same. 

Yours  respectfully, 

J.  C.  Lettsom.' 

This  is  a  good  letter  with  a  brave  ring  in  it, 
revealing  much  of  our  Founder's  character, 
both  by  what  it  states,  and  also  by  what  it 
omits.  Lettsom  does  not  mention  in  this  letter 
that  though  he  returned,  for  the  first  and  only 
time  in  his  life,  to  his  native  island  to  get  assist- 
ance, his  first  action  on  arrival  in  the  "West 
Indies  was  to  free  the  fifty  slaves  he  had  inher- 
ited. Apart  from  these  slaves,  and  a  small  por- 
tion of  land,  he  was  not  possessed  of  £50  in  the 
world. 

The  'assistance'  which  he  went  to  seek  on  the 
Island  of  Tortola  he  himself  created  by  starting 
practice  there  at  the  age  of  twenty-three,  and  in 
the  short  space  of  five  months  he  amassed  the 
surprising  sum  of  £2000.  He  must  surely  have 
had  a  keen  sense  of  the  business  side  of  his  pro- 
fession if  at  this  age,  as  a  first  start,  and  in  an 
insignificant  "West  Indian  Island,  he  could  earn 
from  his  profession  at  the  rate  of  £4800  per 
annum.  His  income  later  on  was  equally  aston- 
ishing. 

But  his  large  practice  and  all  these  multi- 
farious occupations  did  not  exhaust  Lettsom 's 
boundless  activity.  His  various  interests  and 
his  general  culture,  added  to  his  hospitable  and 
cheerful  character,  brought  him  into  contact 
with  many  of  the  most  celebrated  people  of  his 
generation. 

Lettsom  was  associated  with  some  of  the  most 
celebrated  men  of  his  time,  an  age  rich  in  his- 
torical personalities.  "We  have  seen  how  he 
was  frequently  received  by  King  George  III: 
he  records  his  impressions  of  hearing  Pitt  and 
Fox  speak  in  the  House  of  Commons ;  he  corre- 
sponded with  'General  Washington,  of  Amer- 
ica',' Dr.  Rush  of  Philadelphia,  and  with  Benja- 
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min  Franklin;  Sir  Charles  Linne  (Linnaeus) 
wrote  to  him  in  Latin ;  he  studied  under  Dr. 
Akenside  (the  author  of  the  'Pleasures  of  Imag- 
ination,' whom  he  found  'the  most  supercilious 
and  unfeeling  physician  he  had  hitherto 
known')  ;  amongst  the  founders  of  the  Royal 
Humane  Society  (1774  he  came  in  contact  with 
Dr.  Oliver  Goldsmith,  Dr.  Heberden,  and  Wil- 
liam Pox;  he  interrogated  George  Bidder,  the 
remarkable  eight-year-old  boy  who  lived  in  St. 
Bartholomew  Close,  who  could  not  write  and 
scarcely  read,  yet  made  long  arithmetical  calcu- 
lations (May  17th,  1815)  ;  he  came  across  Jo- 
anna Southcott,  and  attended  Lady  Hunting- 
don; he  met  Braham  at  musical  parties,  and  he 
dined  with  Wilkes,  Boswell,  and  Lee  the  Amer- 
ican; he  knew  the  celebrated  Lady  Hamilton 
and  was  very  grateful  to  her  for  her  kindness 
to  his  son  when  visiting  Naples;  Sir  William 
Hamilton,  'loaded  with  years  and  honors,'  vis- 
ited him  at  Grove  Hill ;  it  is  not  clear  if  he  ever 
met  Lord  Nelson,  but  the  great  sailor  expressed 
his  '  respect  and  admiration '  over  several  of  the 
letters  written  by  Lettsom;  amongst  his  inti- 
mate friends  were  Edward  Jenner,  of  Berkeley, 
in  Gloucestershire,  and  Babington,  who  neariy 
invented  the  laryngoscope.  Boswell,  whose  verses 
I  have  already  quoted,  was  a  frequent  visitor  at 
Grove  Hill,  and  Dr.  Samuel  Johnson  must  often 
have  called  in  there  on  his  way  to  tea  with  Mrs. 
Thrale  at  Streatham. 

As  I  have  said,  Lettsom 's  good  income,  which 
he  spent  so  generously,  was  earned  by  constant 
hard  work.  As  early  as  the  age  of  23  he  records 
that  he  seldom  prescribed  for  fewer  than  50,  and 
often  twice  as  many,  patients  before  breakfast. 
When  he  was  38  he  writes  that,  'sometimes  for 
the  space  of  a  week,  I  cannot  command  20  min- 
utes' leisure  in  my  own  house.'  A  year  later  he 
writes,  'since  1769,  when  I  first  settled  in  Lon- 
don, I  have  not  taken  one-half  day's  relaxation, 
and  I  cannot  get  to  Grove  Hill  above  once  a 
fortnight, '  In  1791  (he  was  then  aged  47),  he 
observes,  'during  the  last  19  years  not  one  holi- 
day have  I  taken,  and  this  will  probably  be  the 
last  of  my  life,  unless  sickness  compels  me  to 
seek  leisure.'  The  'holiday'  here  referred  to 
consisted  in  travelling  by  coach  to  Margate, 
spending  two  hours  on  important  business 
there,  and  returning  the  same  day — 144  miles 
in  the  day  and  night.  In  another  letter  he 
records  that  his  practice  had  not  suffered  him  to 
sleep  in  his  own  bed  for  13  following  nisrhts. 
and  he  evidently  spent  much,  not  only  of  his 
days,  but  of  his  nights,  in  his  travelling  coach, 
for  one  correspondent  reproached  him  for  'con- 
verting his  carriage  into  a  dormitory  and  a 
suttling-booth. '  His  carriage  served  him  for 
still  another  purpose;  he  was  a  voluminous 
writer,  and  yet  nearly  all  his  letter-writing  was 
done  in  his  carriage.  He  used  up  three  pairs 
of  horses  daily.  When  we  recall  the  condition 
of  the  roads  in  the  eighteenth  century,  the  pace 
at  which  his  coach  must  sometimes  have  trav- 
elled, and  the  non-invention   of  stylographic 


pens,  it  is  astonishing  to  glance  at  the  number, 
length,  and  completeness  of  the  letters  which 
have  been  preserved,  and  to  read,  when  he  was 
60  years  of  age,  that  '  my  professional  duties  in- 
cessantly occupy  me,  and.  compel  me  to  write  all 
my  essays  in  my  carriage.' 

If  all  these  strenuous  days  and  nights  had 
been  devoted  solely  to  his  extensive  practice, 
we  should  not  be  surprised.  But  his  interests 
and  self-imposed  duties  were  spread  over  a 
large  variety  of  subjects,  and  he  rendered  im- 
portant public  services  as  a  philanthropist.  In 
1770  he  founded  the  General  Dispensary  in 
Aldersgate  Street  (the  first  of  its  kind  in  Lon- 
don) ;  he  established  the  Sea-Bathing  Infirmary 
at  Margate;  he  was  one  of  the  founders  of  our 
own  Society;  he  was  an  active  member  and  a 
lecturer  of  the  Philosophical  Society;  he  was 
one  of  the  founders  of  the  Royal  Humane  So- 
ciety ;  he  was  a  friend  and  supporter  of  Edward 
Jenner  and  an  active  supporter  of  the  recently 
introduced  vaccination  for  smallpox;  the  reform 
of  prisons  was  responsible  for  his  friendship 
and  admiration  for  John  Howard,  and  the 
amelioration  of  the  condition  of  the  poor  and 
helpless  was  his  constant  care.  He  was  the  first 
man  to  introduce  into  England  the  mangel 
wurzel,  as  is  jestingly  referred  to  in  the  verses 
I  have  quoted,  and  he  always  kept  up  his  in- 
terest in  botany,  agriculture,  and  fossils.  He 
wrote  a  book  called  the  'Naturalist's  Compan- 
ion,' which  ran  through  three  editions.  He 
pointed  out  the  use  of  birds — even  crows — and 
of  moles  in  Nature's  economy,  and  pleaded  for 
their  preservation.  He  anticipated  our  cult  of 
the  open  window  and  the  researches  of  Leonard 
Hill  when  he  wrote  his  'Essay  on  the  Effects  of 
Heated  and  Stagnant  Air.' 

Soup-kitchens  met  with  his  entire  approval; 
the  manner  of  preparing  the  various  kinds  of 
soups  is  minutely  noted  in  his  pamphlet,  and 
the  best  receipts  are  given  for  various  articles 
of  diet.  Alas,  that,  after  some  125  years,  our 
soups  should  still  be  execrable  and  our  cuisine  a 
by-word  amongst  the  nations !  In  1798  he  pub- 
lished a  tract  entitled  'Hints  Respecting  the 
Effects  of  Hard  Drinking.'  In  1795  he  wrote 
a  tract  on  'Hints  Respecting  the  Chlorosis  of 
Boarding  Schools,'  with  advice  as  to  games, 
diet,  clothes,  cleanliness,  etc.  He  was  greatly 
interested  in  the  history  of  medicine.  The 
Kadaververwertungsanstalt  in  Germany,  about 
which  there  has  recently  been  some  commotion 
in  our  press,  would  appear,  from  a  letter  of  Lett- 
som's,  to  have  been  anticipated  by  124  years. 
In  1793  he  writes:  'A  friend  of  mine  has  lately 
discovered  the  art  of  changing  human  flesh  into 
spermaceti  candles.  This  is  not  a  fable.  He 
means  to  light  up  the  large  room  of  the  Royal 
Society  with  the  leg  of  a  man.  I  advised  him 
to  go  to  the  swamps  of  Dunkirk,  where  he  might 
find  materials  sufficient  to  supersede  all  the  tal- 
low of  Russia.  If  this  project  succeed  we  shall 
refine  on  the  custom  of  the  ancients  in  burning 
their  dead.    We  may  burn  our  friends  over  a 
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supper  or  pipe.  This  scheme  may  puzzle  the 
Materialists  about  collecting  the  remains 
against  the  last  day.' 

Certainly  his  constant  'succession  of  em- 
ployments,' his  enormous  practice  by  day  and 
by  night,  his  long  coach  journeys,  his  multi- 
farious social  engagements,  his  hospitable  en- 
tertainments, the  care  of  his  garden,  his  volum- 
inous correspondence,  and  his  extensive  publi- 
cations fill  one  with  wonder.  When  we  recol- 
lect that  this  full  life  was  lived  without  our 
modern  aids  to  despatch  in  the  way  of  secre- 
taries and  stenographers,  telephones  and  tele- 
grams, railways  and  motor  cars,  one  is  the  more 
astonished. 

This  being  Lettsom's  personal  appearance, 
what  was  there  in  his  manner  of  work  to  explain 
all  he  got  through  ?  His  biographer  gives  as  the 
following  explanation:  'To  a  naturally  good 
capacity  he  united  the  greatest  degree  of  per- 
severance. This  enabled  him  to  surmount  va- 
rious obstacles  that  in  the  course  of  his  practice 
naturally  occurred.  The  want  of  a  good  mem- 
ory obliged  him  to  be  methodical,  and  by  great, 
and  it  may  be  said  a  truly  surprising,  regular- 
ity, he  so  economized  his  time  as  to  be  capable 
of  engaging  in  the  immense  variety  of  occupa- 
tions alluded  to.'  These  notes  to  help  his  de- 
fective memory  are  elsewhere  referred  to  as 
amounting  to  no  less  than  40,000.  Lettsom,  al- 
though a  keen  and  independent  observer,  a 
ready  writer,  and  a  frequenter  of  our  Medical 
Society,  never  made  any  striking  contribution 
to  medical  science.  He  had  no  great  hospital 
appointment;  he  had  no  pupils  to  spread  his 
fame ;  and  he  had  no  position  at  the  Court  or  in 
the  College  of  Physicians  to  give  him  prestige. 
His  success  in  practice  must  have  been  due  to 
his  own  personality,  his  sincerity,  his  great  in- 
dustry, and  his  direct  influence  upon  his  pa- 
tients. It  is  abundantly  evident  from  his  let- 
ters that  he  enjoyed  not  only  the  exercise  of  his 
art  but  the  opportunity  it  gave  his  broad  hu- 
manity to  be  a  real  comforter  and  friend  to  his 
patients.  He  evidently  had  the  happy  knack  of 
getting  on  easy  terms  with  his  patients ;  he  had 
Mirabeau's  'don  terrible  de  la  familiarite,'  for 
he  writes,  'I  would  rather  be  familiarly  happy 
than  acquire  distant  veneration.' 

It  was  possibly  this  equable  temperament,  and 
this  placidity  in  the  presence  of  disaster,  which 
led  to  the  well-known  lampoon: 

'When  any  sick  to  me  apply, 

I  physicks,  bleeds,  &  sweats  'em; 

If  after  that  they  choose  to  die, 
What's  that  to  me, 

I  Lettsom.' 

His  pliability  may  have  led  to  his  beinc:  cari- 
catured in  the  Westminster  Magazine  of  Sep- 
tember, 1782,  under  the  title  of 'Dr.  Wriggle  or 
the  art  of  rising  in  physic'  He  philosophically 
refers  to  this  as  'Very  complimentary.' 

As  a  fervent  disciple  of  his  friend  Edward 
Jenner,  he  warmly  espoused  the  cause  of  vacci- 


nation at  a  time  when  it  was  still  abused  and 
opposed,  with  the  result  that  'in  Germany  vac- 
cination had  nearly  extinguished  the  smallpox' 
and  'was  more  general  in  every  part  of  Europe 
than  in  England.'  Evidently  this  British  dis- 
covery of  medicine  in  the  eighteenth  century 
met  with  the  same  reception  in  its  native  land 
as  did  Lister's  in  surgery  in  the  nineteenth 
century.  His  support  of  the  Humane  Society, 
his  enthusiasm  for  the  improvement  of  prisons, 
his  divagations  into  the  work  of  the  Philosoph- 
ical Society,  certainly  show  no  self-seeking,  did 
not  improve  his  professional  status,  encountered 
strong  opposition,  and  required  much  courage. 
His  crusade  for  the  mangel  wurzel,  as  is  seen  in 
Boswell's  verses,  only  exposed  him  to  ridicule. 
He  did  not  flinch  at  opposing  fashion,  or  fear 
to  show  that  he  had  a  frugal  mind,  when  he 
animadverted  upon  the  practice  of  wearing  the 
hair  powdered,  as  unnecessarily  consuming  a 
vast  quantity  of  flour.  He  undertook  the  un- 
grateful task  of  exposing  quackery.  Courage 
could  never  have  failed  him,  and  it  must  be  due 
to  his  suaviter  in  modo  that  he  was  able  to  do 
so  much  and  yet  preserve  his  position  and  his 
friends.  An  instance  of  this  courage  in  private 
life  is  shown  by  the  charming,  delicate,  and 
feeling  letter  he  wrote  to  his  friend  Boswell,  de- 
ploring that  'in  scenes  of  pleasure  which  I  have 
cordially  enjoyed.  .  .  I  have  observed,  not 
merely  a  too  frequent  use  of  the  glass,  but  that 
mixture  of  liquors  which,  as  a  professional  man, 
I  can  add,  tends  to  injure  the  best  human 
fabrick. '  This  required  courage  as  well  as  tact, 
and  was  done  in  such  an  evidently  sincere  and 
friendly  way  that  we  are  glad  to  see  that  Bos- 
well in  his  reply  wrote :  '  I  am  not  cheerful  at 
present;  the  visible  wearing  away  of  Sir  Joshua 
Reynolds  depresses  me  much;  and,  besides,  I 
have  not  been  so  attentive  as  I  should  be  to  your 
most  friendly  recommendations  as  to  regimen. 
Spero  meliora.' 

Lettsom's  vitality  must  have  been  enormous. 
Although  as  early  as  his  thirty-ninth  year  he 
talks  of  'the  buffetings  of  his  slender  habit  and 
weak  constitution,'  yet  in  his  sixty-sixth  year 
he  writes,  'I  am  as  alert  as  in  the  days  of  my 
youth.'  Still  he  is  sufficiently  anxious  at  times 
about  his  health  to  write,  'I  fancy  immediately 
upon  illness  that  I  am  going  to  the  Majority; 
but,'  he  at  once  adds,  'feeling  some  little  com- 
fort in  having  done  something  in  the  world, 
which  persuades  me  that  I  shall  meet  my  prede- 
cessors with  pleasure,  I  soon  sleep  my  distem- 
pers off.'  He  must  have  been  a  sound  sleeper, 
for,  as  I  have  already  narrated,  he  often  did  not 
have  20  minutes'  leisure  in  a  week:  he  passed 
19  years  in  London  without  a  single  holiday; 
and  from  the  age  of  23  he  was  'in  perpetual  ex- 
ertion' in  his  profession. 

To  such  a  temperament  as  Lettsom's  death 
came  as  he  would  have  wished  it — swiftly  and 
mercifully.  On  Oct.  22,  1815— Waterloo^  year- 
he  assisted  at  a  post-mortem  examination,  re- 
maining for  two  hours  in  a  cold  room.  Next 
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day  lie  felt  chilly  and  unwell.  On  the  25th  he 
wrote  a  note  saying  he  had  had  a  rigor,  fol- 
lowed by  a  dreadful  night,  but  that  he  was  up 
and  intent  on  seeing  a  few  patients.  He  added, 
'For  the  last  27  years  I  have  not  been  confined 
by  illness.'  Two  days  later  he  was  urged  to 
seee  Dr.  Babington,  but  answered  'that  he 
should  be  better  in  a  few  days,  and  that  he 
wished  for  no  one  to  attend  him.'  His  daunt- 
less spirit,  in  spite  of  the  entreaties  of  his 
friends,  took  him  out  to  see  a  poor  patient  in 
Whitecross  Street,  but  on  his  return  he  had  to 
be  lifted  from  his  carriage,  and  that  evening 
took  to  his  bed.  Even  here,  and  in  spite  of  ex- 
cruciating pain,  which  prevented  him  from 
turning  without  assistance,  he  was  eager  to  get 
reports  on  his  patients  and  to  make  arrange- 
ments to  attend  the  approaching  anniversary  of 
the  Philosophical  Society.  On  the  following 
day,  Oct.  30,  he  appeared  improved,  but  died 
on  November  1,  1815,  only  five  days  after  he 
had  been  out  to  visit  his  last  patient. 

I  have  completed  this  sketch  of  our  Founder's 
life  before  describing  when  and  how  our  Med- 
ical Society  came  into  existence.  Lettsom's 
multifarious  writings  were  frequently  issued  in 
the  form  of  short  pamphlets  to  which  he  gave 
the  title  of  'Hints.'  On  June  23rd,  1773,  he 
issued  a  pamphlet  entitled  'Hints  on  the  Estab- 
lishment of  a  Medical  Society  of  London.'  The 
vigor  with  which  he  followed  up  design  by  ac- 
tion is  shown  by  the  fact  that  the  Society  was 
inaugurated  that  same  year,  and  the  complete- 
ness with  which  he  planned  his  scheme  is  dem- 
onstrated by  observing  that  the  'statutes'  he 
drew  up  in  24  pages  are  in  such  order  and  de- 
tail that  there  will  be  found  but  trifling  points 
of  difference  when  we  compare  them  with  our 
present  rules  of  145  years  later.  After  an  in- 
troduction, in  which  he  says  that  societies  'ex- 
cite a  generous  ardor  in  liberal  minds  and  raise 
even  envy  itself  into  useful  emulation'  and  that 
'the  principal  part  of  our  knowledge  must  be 
ever  derived  from  comparing  our  observations 
with  those  of  others,'  he  points  out  the  advan- 
tages of  discussion,  the  usefulness  of  honorary 
rewards,  and  the  virtue  of  a  medical  library. 
We  still  follow  Lettsom's  original  design  in 
numerous  details  of  the  Society's  regular  exist- 
ence. Naturally,  having  received  the  distinc- 
tion of  following  the  illustrious  Lettsom  in  this 
honorable  chair,  I  turned  with  particular  inter- 
est to  inform  myself  of  his  directions  to  the 
Presidents  of  all  time.  I  note  that  the  Pres- 
ident 'shall  regulate  all  debates,  and  prevent 
any  from  being  prosecuted  upon  trivial  sub- 
jects,' and  that  'all  members  shall  pay  implicit 
obedience  to  the  President  in  the  execution  of 
his  office'!  The  only  one  of  Lettsom's  statutes 
which  we  appear  to  have  quite  neglected  is  No. 
4,  Chapter  IV,  where  it  is  enacted  that  'the 
President,  whilst  in  the  chair,  shall  be  covered, 
except  when  addressing  himself  to  the  whole 
Society'  ! 


The  early  meetings  of  the  Society  were  held 
in  Lettsom's  house,  in  Sambrook  Court,  Basing- 
hall  Street,  and  its  first  home  was  in  Crane 
Court,  Fleet  Street.  Here  the  Medical  Society 
remained  until  1788,  when  Lettsom  presented 
it  with  the  freehold  of  a  house  in  Bolt  Court, 
Fleet  Street,  where  it  was  established  until 
1850.  The  house  was  valued  at  £2500.  It  is 
rare  for  benefactors  to  make  such  handsome 
gifts  during  their  lifetime.  The  shifting  of 
the  centre  of  medical  life  more  westward  led  to 
our  then  taking  a  house  in  George  Street, 
'Hanover  Square,  and  we  were  finally  es- 
tablished in  our  present  house  in  1871.  The 
fine  picture  in  this  room  shows  a  group  of  the 
Founders  of  the  Society,  the  central  figure  be- 
ing Lettsom  standing  up  in  the  act  of  present- 
ing the  deeds  of  our  Bolt  Court  house  to  the 
President.  This  oil-painting  by  Samuel  Medley 
is  a  valued  possession  of  our  Society.  Medley 
was  the  better  able  to  execute  this  as  he  was  the 
associate  and  intimate  companion  of  Lettsom, 
Sims,  Babington,  Blair,  Hooper,  and  Jenner. 
The  painting  contains  22  life-like  portraits  of 
our  Founders,  most  of  them  being  the  leading 
medical  men  of  the  period.  It  is  doubtful  if 
there  exists  another  medical  picture  containing 
so  many  actual  portraits  of  well-known  individ- 
uals. Edward  Jenner  is  represented  standing 
close  to  the  left  shoulder  of  the  President.  It 
will  be  noticed  that  his  figure  is  smaller  than 
the  others  and  somewhat  out  of  perspective. 
This  is  because  Jenner  was  not  one  of  the  orig- 
inal Founders  and  did  not  appear  in  the  picture 
as  originally  painted.  His  portrait,  in  consid- 
eration of  his  celebrity,  was  painted  in  later.  It 
will  be  noticed  that  the  President  is  seated,  and 
following  Lettsom's  'Hints,'  he  remains  covered 
and  is  wearing  his  cocked  hat. 

The  Fothergillian  medal,  'in  gold  of  10 
guineas  value,'  was  founded  by  Lettsom  in  a 
letter  addressed  to  the  Fellows  of  the  Society  on 
May  25th,  1784.  In  1791  Lettsom  himself  won 
the  prize  essay  for  the  Fothergillian  gold  medal. 
He  delivered  the  annual  oration  in  1778,. choos- 
ing as  a  subject  'History  of  the  Origin  of  Med- 
icine.' He  said  he  had  to  deliver  this  oration 
at  short  notice,  but  was  able  to  effect  it  by  the 
facility  with  which  he  could  refer  to  his  40,000 
notes !  How  did  he  manage  it  in  those  days  be- 
fore card-filing  systems  were  invented?  On 
March  8th,  1804,  he  again  delivered  the  annual 
oration,  'On  the  Origin  of  Vaccine  Inoculation, 
with  a  Biographical  Account  of  Dr.  Jenner,'  to 
whom  the  Fothergillian  gold  medal  was  then 
presented. 

In  1850  the  Society  perpetuated  the  name  of 
our  founder  by  establishing  the  Lettsomian  lec- 
tures. 

The  published  records  of  the  Society's  work 
appeared  under  the  title  of  'Memoirs'  or  'Pro- 
ceedings,' and,  later  on,  under  the  present  one 
of  'Transactions.'  We  find  they  exist  from 
1787  to  1805,  and  from  1810  to '1817,  but  be- 
tween these  two  periods  there  is  a  hiatus.  Sub- 


244 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[February  14.  1918 


sequently  there  appeared  only  one  volume  in 
1846  and  another  in  1861.  The  publication  of 
the  'Transactions'  was  resumed  in  3872  and  has 
continued  annually  ever  since. 

As  our  'Transactions'  covered  the  period  of 
the  Peninsular  and  Waterloo  campaigns,  I 
looked  through  them  to  see  in  what  way  they 
reflected  the  military  medicine  and  surgery  of 
the  period.  I  confess  to  considerable  surprise 
in  not  finding  a  single  communication  reflecting 
the  wars  in  which  our  country  was  then  en- 
gaged. This  is  striking  when  we  remember  that 
in  the  session  of  1915-16  every  single  communica- 
tion made  to  the  Society  was  on  a  war  subject, 
with  the  exception  of  the  annual  oration  by  my- 
self on  'Shakespeare  and  Medicine.'  But  it  is 
also  noticeable  that  the  Boer  War  is  reflected 
in  our  'Transactions'  by  one  solitary  communi- 
cation on  'Typhoid  Fever.'  This  shows  that 
our  previous  wars  have  been  of  the  nation's  life 
a  thing  apart — the  present  world  war  embraces 
our  whole  existence. 

I  had  occasion  last  year  in  'Shakespeare  and 
Medicine'  to  point  out  that  our  Society  possesses 
the  only  record  of  the  nature  of  the  death  of 
our  national  poet.  It  is  curious  that  we  also 
possess  a  record  of  the  death  wound  of  our  na- 
tional hero,  Nelson.  The  Minute  Book  of  the 
Medical  Society  for  Dec.  23rd,  1815,  contains 
the  following:  'A  letter  was  read  by  Dr.  Gilles- 
pie from  the  surgeon  on  board  the  Victory,  who 
dissected  the  wound  of  the  late  Admiral  Nelson, 
describing  the  progress  of  the  musket  ball.  It 
passed  through  the  left  shoulder,  penetrating 
one  lobe  of  the  lung,  and,  after  perforating  the 
vertebrae,  was  lodged  in  the  surrounding  mus- 
cles. ' 

The  rest  of  the  chronicles  of  the  Medical  So- 
ciety, and  all  that  it  has  done,  are  they  not  writ- 
ten in  the  handsome  volumes  of  the  'Trans- 
actions'— a  storehouse  of  interest  and  instruc- 
tion to  all  our  members? 

In  this  sketch  of  our  Founder  I  hope  I  have 
succeeded  in  strengthening  the  loyalty  of  all 
Fellows  to  the  oldest  Medical  Society  in  London, 
and  in  conveying  to  your  minds  the  attractive 
picture  of  the  Founder  which  I  have  received 
from  a  perusal  of  his  life  and  letters.  It  is  well 
summarized  by  his  biographer,  who  describes 
Dr.  John  Coakley  Lettsom  as  'good,  humane, 
benevolent.  We  have  lost  in  him  the  sensible4 
firm,  and  upright  friend,  the  able,  honest,  and 
experienced  physician,  and  the  pleasing,  in- 
structive companion  of  a  social  hour.'  Our  So- 
ciety need  seek  for  no  better  exemplar." 


SOCIETY  NOTICE. 
Worcester  District  Medical  Society. — The  next 
regular  meeting  will  be  held  Wednesday,  February 
13,  at  4.15  p.m.,  in  G.  A.  R.  Hall,  Worcester. 
Program : 

1.  Experiences  of  an  American  Surgeon  in  a  Brit- 
ish Base  Hospital.    By  Major  Kendall  Emerson. 

2.  The  Halifax  Disaster.  Illustrated  by  Lantern 
Slides.    By  Major  Peter  O.  Shea. 

Ernest  L.  Hunt,  Secretary. 


(Enrwapnnlirttrp. 

AMERICAN  DOCTORS  IN  ENGLAND. 

Milton,  Mass,  Jan.  9,  1918. 

Mr.  Editor: — 

The  following  word  has  just  been  received  from 
one  of  the  large  cities  in  Essex  County,  England,  a 
region  which  has  received  many  air  raids  and  where 
a  large  contingent  of  men  is  constantly  in  training. 
It  gives  a  glimpse  of  what  manner  of  men  we  have 
given  to  the  hospital  service  and  how  warmly  they 
are  welcomed  and  appreciated. 

"It  seems  so  fine  that  England  and  America  are 
allies,  now,  both  working  for  the  same  great  cause. 
We  were  all  so  rejoiced  when  America  joined  in  the 
war  and  our  hopes  are  centered  in  that  splendid  Old 
Glory. 

"My  sister,  Mrs.  G.,  is  on  our  local  Food  Control 
Committee  and  finds  it  interesting,  if  very  hard.  work. 
Her  special  province  is  inspecting  potatoes.  She  has 
been  meeting  some  of  the  American  doctors  who  are 
stationed  here  at  the  military  hospital  and  she  has 
invited  them  to  her  house.  Everyone  is  so  pleased 
with  these  doctors  and  they  are  everywhere  welcomed. 
Everyone  notices  and  comments  upon  their  courteous 
manners  not  only  to  outsiders,  but  to  the  non-com- 
missioned officers  and  privates  in  the  ranks,  so  very 
kind,  friendly  and  entirely  informal.  Some  of  the 
R.M.C.A.  have  told  me  how  pleasant  they  were  to 
work  under,  so  alert  and  practical,  treat  people  as 
on  an  equality  and  have  absolutely  no  'side'  or  'swank' 
about  them.  My  sister  is  struck  with  their  attitude 
toward  women,  and  judges  by  them  that  all  American 
women  receive  both  courtesy  and  consideration. 

"At  my  sister's  suggestion,  the  Mayor  and  Mayoress 
paid  the  American  doctors  an  official  visit  of  welcome 
at  the  hospital.  It  was  a  jolly  visit,  a  good  tea  being 
served  in  the  doctors'  little  sitting  room  which  was 
full  to  overflowing.  They  had  started  decorating  for 
Thanksgiving  Day,  and  there  were  bits  of  holly  hung 
on  nails  around  the  bare  walls.  The  Mayor  then 
invited  all  the  American  doctors  to  a  tea  at  the  Town 
Hall  on  Thanksgiving  Day,  specially  to  be  held  in 
their  honor, — the  first  official  notice  ever  taken  of 
the  great  American  day.  The  Aldermen  and  their 
wives  were  asked  to  meet  them,  and  the  regalia  and 
civic  treasures  were  laid  out  for  their  inspection. 
(A  magnificent  building,  rich  in  splendid  paintings 
and  historical  relics.)  The  doctors  had  a  hearty  re- 
ception. They  were  taken  out  to  see  the  City  lions, 
especially  the  Castle,  with  its  ancient  dungeons,  the 
old  Priory  and  the  beautiful  Abbey  gateway.  As  they 
moved  up  the  street  they  caught  sight  of  our  Ameri- 
can flag  father  had  hung  from  the  window.  Off  went 
their  hats  and  they  looked  so  pleased  Afterwards, 
my  sister  had  them  to  late  supper  and  the  table  was 
decorated  with  my  own  tiny  American  flags  which 
you  sent  over.  So  you  see  how  much  we  think  of 
your  fine  medical  men  over  here." 

Mary  Ftfield  King. 


RECENT  DEATHS. 
Dr.  Edward  Page,  the  last  surviving  member  of  the 
first  dental  class  to  graduate  from  Harvard  Univer- 
sity, died  in  January.  Dr.  Page  was  born  at  Groton, 
Mass.,  Dec.  4,  1826.  He  was  graduated  from  Harvard 
Medical  School,  and  was  one  of  the  organizers  and 
first  president  of  the  Harvard  Dental  Alumni  Associa- 
tion and  treasurer  from  1874  to  1880.  He  was  treas- 
urer of  the  Massachusetts  Dental  Society  from  1869 
to  1897. 

Charles  Parker  Lyman,  M.D.,  died  at  Los  Angeles, 
Calif.,  on  February  2.  Dr.  Lyman  was  born  in  1S47 
and  for  fifteen  years  was  Dean  of  the  Harvard  School 
of  Veterinary  Medicine  at  Cambridge,  Mass,  He  re- 
tired from  that  position  in  1902.  Dr.  Lyman  is 
survived  by  his  widow,  a  daughter  and  a  son,  Dr. 
Richard  P.  Lyman  of  Lansing,  Mich. 
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ACUTE  LOBAR  PNEUMONIA* 

By  F.  C.  Shatttjck,  M.D.,  Boston, 
and 

C.  H.  Lawrence,  M.D.,  Boston. 

In  1889  Coolidge  and  Townsend  published  an 
analysis  of  1000  consecutive  eases  of  lobar  pneu- 
monia, comprising  all  those  treated  at  the  Mass- 
achusetts General  Hospital,  from  1822  to  that 
date.  This  paper  presents  an  analysis  of  all 
cases  of  lobar  pneumonia  treated  at  the  same 
hospital  from  1889  to  1917,  and  a  comparison  of 
statistics  with  those  obtained  from  the  earlier 
material. 

Our  series,  as  compared  with  Coolidge  and 
Townsend 's,  may  be  said  to  represent  the  results 
of  the  new  regime  in  medicine  as  contrasted  with 
the  old.  Until  near  the  end  of  the  period  cov- 
ered by  the  former  paper,  treatment  was 
heroic,  and  the  fresh  air  and  cold  air  methods 
had  not  been  introduced.  Living  conditions, 
especially  those  influencing  the  respiratory  tract, 
were  extremely  different — crowded  trolley  cars, 
factories  and  tenements:  steam  heat  and  poor 
ventilation,  were  not  the  prominent  factors  in 
the  spread  of  respiratory  infections  that  they 
have  since  become. 

Even  the  nationality  of  the  hospital  class  has 
changed  markedly  since  1889.  Immigration 
had  not  then  reached  the  great  heights  it  at- 

*  A  sequel  to  the  paper  published  by  Coolidge  and  Townsend  in 
1889,  and  based  on  the  cases  of  the  Massachusetts  General  Hospital 
from   1889  to  1917. 


tained  prior  to  the  outbreak  of  the  present  war, 
nor  were  so  many  different  nationalities  repre- 
sented by  the  incoming  aliens. 

It  is  our  purpose,  in  this  paper,  to  determine 
what  the  effect  of  all  these  changes  has  been 
upon  pneumonia  as  seen  at  the  Massachusetts 
General  Hospital,  by  comparing  our  findings 
with  those  of  Townsend  and  Coolidge,  and  to 
bring  their  work  down  to  the  present  time. 

From  the  hospital  records  for  the  twenty- 
eight  years  between  the  dates  mentioned  above, 
we  have  collected  3,291  cases  of  lobar  pneu- 
monia, while  in  the  sixty-seven  years  covered  by 
the  other  paper  the  total  was  exactly  one  thou- 
sand cases.  These  figures  immediately  suggest 
that  pneumonia  is  actually  increasing  in  in- 
Table  I. 
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cidence,  but  it  must  be  remembered  that  the 
total  number  of  medical  eases  admitted  to  the 
hospital,  and  its  capacity  have  greatly  increased. 
The  preceding  table  shows  the  number  of  med- 
ical cases  admitted  to  the  hospital  each  year,  the 
number  of  cases  of  pneumonia  admitted  each 
year,  and  the  number  of  deaths  among  the  lat- 
ter during  the  past  twenty-eight  years. 

The  ratio  of  pneumonia  cases  to  total  medical 
cases  is  shown  graphically  in  Chart  I. 

Chart  I. 


Fercentaac  of  cases  of  Fneumoaia,  to  total  Mediiol  Cases.  By  Years- 

A  study  of  this  chart  indicates  that  there  has 
been  no  very  marked  change  in  the  yearly  in- 
cidence of  pneumonia,  and  shows  further,  that 
the  number  of  cases  in  any  one  year  is  subject 
to  marked  fluctuation.  From  1900  to  1910  the 
average  number  of  cases  was  higher  than  in  the 
previous  decade;  in  the  seven  years  since  1910, 

Chart  II. 
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tients  come.  Further,  that  class  is  gradually  be- 
coming less  averse  to  going  to  a  hospital,  so  that 
it  seems  possible  that  an  increasing  percentage 
of  pneumonia,  as  compared  with  other  medical 
diseases,  is  being  sent  to  the  hospital  for  treat- 
ment. It  does  not  seem  probable,  however,  that 
this  is  enough  to  account  for  the  whole  increase 
mentioned  above.  Nor  can  it  be  laid  to  in- 
creased efficiency  in  diagnosis.  Lobar  pneu- 
monia is  usually  not  difficult  to  recognize,  and 
was  probably  diagnosed  as  accurately  in  1870  as 
it  is  today.  It  must  be  concluded,  therefore, 
that  there  is  a  definite,  though  not  remarkable, 
increase  in  the  disease,  for  which  no  definite  ex- 
planation appears.  Changed  conditions  of  hous- 
ing, and  overcrowded  stores,  workshops  and 
street  cars  are  probably  contributing  factors. 

Of  even  greater  interest  is  the  question  of  mor- 
tality. Chart  III  gives  the  percentage  of  mor- 
tality from  pneumonia  by  years,  from  1889  to 


Chart  III. 


PERCENTAGE  CP  CASES  OF  PNEUMONIA  TO  TOTAL  NEDICAL  CASBS.   1H  DECADES. 

the  average  number  has  again  fallen.  Refer- 
ence to  Chart  II,  however,  indicates  that  there 
has  been  an  actual  increase  in  the  number  of 
cases  of  pneumonia,  as  compared  to  the  number 
of  total  medical  cases,  during  the  past  five  dec- 
ades. In  the  1870-1879  period  the  ratio  was 
2-)-,  which  was  not  materially  different  from  the 
preceding  periods.  Thence  it  rose  steadily, 
reaching  the  figure  of  74-  between  1900  and 
1909,  and  falling  only  to  6+  during  the  last 
seven  years. 

It  is  possible  that  a  fraction  of  this  increase 
in  the  incidence  of  pneumonia,  may  be  doe  to 
an  increased  use  of  the  hospital  for  the  treat- 
ment of  that  disease  as  compared  with  others. 
The  percentage  of  tenement  dwellers  is  con- 
stantly increasing,  and  pneumonia  is  a  disease 
not  advantageously  treated  in  the  crowded  quar- 
ters from  which  the  majority  of  the  hospital  pa- 
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1917.  It  will  be  seen  that  there  are  marked 
variations  in  the  yearly  mortality  rate,  the  high- 
est being  almost  40%  in  1896,  the  lowest  about 
16c/c  in  1906.  In  general,  the  trend  is  slightly 
downward — at  no  time  during  the  past  five  years 
has  the  rate  reached  a  point  as  high  as  was  main- 
tained during  the  first  five  years  of  the  period 
under  consideration.  During  the  past  five 
years,  however,  the  hospital  has  opened  a  special 
medical  department  for  children,  with  a  result- 
ant increase  in  the  number  of  cases  of  pneu- 
monia during  the  period  of  life  when  the  mortal- 
ity is  low,  and  this  factor  must  be  considered  in 
accounting  for  the  general  decrease  in  mortality 
during  that  time. 

If  the  yearly  mortality  rates  are  collected  by 
decades,  and  the  results  thus  obtained  compared 
with  those  given  in  Coolidge  and  Townsend's 
figures  for  the  period  1822  to  1889,  it  will  be 
seen  that  there  has  been  a  fairly  steady  increase 
in  the  mortality  rate  from  pneumonia  during  the 
past  ninety-five  years.  The  rise,  however,  tends 
to  diminish  as  time  goes  on. 

Coolidge  and  Townsend  noted  this  increase 
from  decade  to  decade  in  1889,  and  in  an  at- 
tempt to  explain  it,  analyzed  each  case,  noting 
the  age,  sex,  race,  previous  health,  temperance 
or  intemperance  in  the  use  of  alcohol,  and  also 
the  presence  or  absence  of  complications.  They 
further  noted  the  month  of  the  year  in  which 
each  case  occurred,  the  site  of  the  lesion  in  the 
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Terccata^  of  Deoitu.  from.  Tneamorua.  to  O.U.  cases  of 
Fneivmorao,    bi(  I)eco.d.es- 

lung,  and  the  duration  of  fever  till  death  or  re- 
covery. 

A  similar  analysis  of  this  series  of  cases  has 
been  made,  for  the  purpose  of  explaining,  if  pos- 
sible, differences  in  the  two  groups.  Each  factor 
will  be  considered  in  the  same  order  as  that  used 
by  Coolidge  and  Townsend.  Chart  V  gives  the 
total  number  of  cases  of  pneumonia  in  each 
month  during  the  years  1889-1916  inclusive. 

Chart  V. 
'Tliruliiii 


In  Ux\  a,.. 


volved,  show  similar  figures.  Onr  figures  for 
relative  frequency  of  right  and  left  sided  in- 
volvement are:  right,  56.2%  ;  left,  36.4%.  Their 
corresponding  figures  are :  right,  63.9%  ;  left. 
34.8%.  Our  figures  show  a  slightly  diminished 
incidence  of  double  pneumonia,  but  the  differ- 
ence is  only  4.3%. 

Table  II. 


There  is  no  significant  difference  between  the 
curve  shown  here  and  that  plotted  by  the  pre- 
vious writers.  In  their  chart,  the  highest  point 
was  reached  in  April  instead  of  March,  and  the 
lowest  in  July  instead  of  August,  but  the  dif- 
ferences in  each  case  are  insignificant.  Tt  is  our 
experience,  as  it  was  theirs,  that  the  percentage 
of  mortality  by  months  is  too  irregular  to  be  of 
any  value  in  explaining  the  general  mortality. 

The  site  of  lung  involvement  shows  no  par- 
ticular change  during  the  past  ninety-five  years. 
Our  table  contains  combinations  of  lobes  not 
mentioned  by  Coolidge  and  Townsend,  such  as 
right  upper  and  middle,  and  right  lower  and 
middle  lobes,  and  for  these  we  are  largely  be- 
holden to  the  roentgen  ray.  But  the  relation 
of  right  to  left  sided  involvement,  and  the  per- 
centage of  cases  in  which  both  lungs  were  in- 


U>fl  loeoc  Job© 
»l£ht  loner  lobo 
RLjht  upper  lobe 
Both  lunge 
entire  right  lurw 
Rljht  lowor  and  ssl-Ml 
Left  upper  lobe 
Entire  left  lunf, 
Right  Diddle  lobe 
Sight  upper  end  Blddl 
Bight  upper  end  loeer  lob 
Totel  ceeoe  rlrtit  elded  1 
Total  caeea  left  aided  In 


Number  of  Ca 
276 
23B 


Loba 


53? 
343 


of  Total. Oled 

*».2  ee 

24.0  68 

11.7  27 

7.4  «S 

7.4  2« 

8.8  17 
3.7  18 
3.3  17 
3.2  6 
2.0  7 

1.9  7 

ee.2  167 

38.4  87 


Mortality 
24.8  < 

28.0  ■ 
24. S  * 
82.3  • 
37.8  • 
32.8  • 

34.2  ' 

83. 1  * 
16.1  ' 
38.8  " 
83. a  • 
22.8  • 

28.3  " 


Mortality,  as  affected  by  the  site  of  the  lesion, 
shows  but  little  difference  in  the  two  series.  The 
mortality  for  involvement  of  the  right  side  is 
slightly  greater  in  our  series  than  in  theirs. 

Although  the  site  of  lung  involvement  is  no 
aid  in  explaining  changing  mortality,  it  pre- 
sents two  interesting  points  for  consideration. 
First,  the  right  side  is  involved  twenty  per  cent, 
more  often  than  the  left.  That- this  may  be  due 
to  anatomical  factors  is  suggested  by  the  facts 
that  the  right  lung  is  also  more  frequently  in- 
volved in  tuberculosis,  and  that  effusions  into 
the  pleural  cavity  are  more  often  right  than 
left  sided.  The  difference  in  blood  and  lymph 
circulation  to  the  two  sides  perhaps  accounts  for 
the  effusions,  while  the  straighter  right  bronchus 
may  make  infection  of  the  right  lung  easier  than 
the  left. 

It  is  likewise  interesting  that  though  the  right 
lung  is  so  much  more  frequently  involved,  the 
death  rate  for  the  two  sides  is  practically  the 
same.  The  reasons  for  this  seem  more  apparent. 
Involvement  of  the  left  lung  imposes  a  greater 
mechanical  embarrassment  upon  the  heart  by 
reason  of  the  solidification  so  near  it.  Moreover, 
analysis  of  cases  collected  during  the  past  five 
years  shows  that  pericarditis,  a  complication 
with  high  mortality,  occurs  much  more  frequent- 
ly in  left  than  right  sided  pneumonia.  In'  our 
series,  70%  of  the  pericarditis  was  associated 
with  left  sided  lesions. 

The  time  at  which  death  is  most  likely  to  oc- 
cur during  the  disease  has  varied  little  since 
1822.  Coolidge  and  Townsend  found  that  more 
deaths  occurred  during  the  eighth  day  than  any 
other;  in  our  series  the  seventh  showed  the  high- 
est figure,  but  difference  between  that  and  the 
eighth  is  slight  and  is  insignificant  when  the  dif- 
ficulty in  many  cases  of  accurately  determining 
the  onset  of  the  disease  is  considered. 

The  duration  of  fever  in  the  cases  that  recov- 
ered showed  the  same  variation,  as  may  be  seen 
from  the  table.  Again  the  differences  are  in- 
significant. Termination  by  lysis  or  crisis  was 
noted  in  266  of  our  cases.  Of  these  192  ended 
by  crisis,  74  by  lysis.    Coolidge  and  Townsend's 
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Table  III. 

Day  cf  Deith. 


let  day 

2nd  " 

3rd  " 

4  th  "' 

8th  " 

etn  ■ 

7th  • 
8th  " 
9th  " 
10th  " 
11th  " 
12<h  " 
13th  " 
14th  " 
3rd  week 
4th  week 
Sth  week 


1 


27 


Percent 
0.4 
0.6 
2.0 

s.o 

10.0 

10.8 

16.0 

10.0 
9.8 
6.2 

e.o 

4.8 

0.8 
0.4 
6.6 
2.4 
0.4 


of  Caeee 

0 

0 

7 

7 
19 
14 
19 
31 
28 
.22 
17 
10 

7 

9 

?3 


Percent 

0 

0 

3 

3 

7 

8 

7 
13 
11 

9 

7 

4 

3 

4 

9 


figures  for  212  cases  were:  Crisis  128,  lysis  84. 
No  definite  conclusion  can  be  drawn  from  these 
small  series. 

Table  IV. 

Duration  of  Favor, 
1089-1017.  1822-1889 
Ho.  or  Caooe     Porcont.     -Ho.  of  Caaee  Peroent 


0.7 
1.4 
8.3 
11.0 
18.0 
17.3 
10.7 
9.7 
7.7 
4.4 
4.0 
2.1 
0.9 
0.8 
0.7 
0.9 
0.1 
0.7 
0.8 
2.8 


18 
38 
68 
178 
119 


2.3 
6.3 
8.4 
17.7 
ie. e 
18.4 
12.0 
7.0 
4.4 
2.9 
3.9 
1.9 
0.7 
0.7 
0.8 
0.3 
0.4 
0.6 
1.9 


CQOlldtje  ft  Townsend. 


An  analysis  as  regards  relative  incidence  in 
males  and  females,  shows  that  the  former  are 
much  more  prone  to  the  disease.  Nearly  68% 
of  our  cases  were  in  males.  In  the  former  series, 
72%  of  all  cases  occurred  in  men,  and  this  ratio 
seems  to  hold  in  British  private  practice.  The 
greater  exposure  of  males  to  cold,  wet,  and  ex- 
treme fatigue,  their  greater  tendency  to  alcoholic 
excess  and  the  greater  frequency  with  which 
men  are  sent  to  the  hospital,  would  account  for 
the  difference. 

Table  V. 


No.  Of  Ca 

my  l,  .1869  to 

Jan  1,  1900  678 

Jan  1,  1900  to 
•    J.n.  1,  1910.  958 

Jan.  1,  1910  to 

Jan.  1,  1917  886 

Total 

v»7.  1,  1889  to 

/an.  1,   1917,  908<*«7.0f! 


Died  Uortal  f  So.  of  Cae 
181.         31.4  188 


Dlod  Sortal  JC 
£8  30.1 


97e-ee.9!C 


Coolidge  and  Townsend  found  the  mortality 
the  same  in  the  two  sexes.  Our  figures  show  a 
slightly  higher  mortality  for  males — 30.7% 
against  26.8%  in  females.  Here  again  alcohol, 
and  perhaps  arteriosclerosis,  will  explain  the  dif- 
ference. 


Chabt  VI. 
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The  factor  of  age  in  determining  the  mortality 
from  pneumonia  is  more  important  than  any 
other.  As  shown  by  Chart  VI,  the  mortality, 
after  the  first  ten  years,  increases  markedly  with 
each  decade  up  to  the  seventh,  when  it  becomes 
about  stationary.  In  our  own  series,  the  mortal- 
ity is  slightly  higher  in  the  first  decade  than  the 
second.  In  the  cases  from  1822  to  1889  the  op- 
posite was  the  case.  This  is  probably  due  to  the 
increased  admission  to  the  hospital  of  children 
of  the  poor,  among  whom  general  nutrition  is 
not  good.  Coolidge  and  Townsend 's  figures  are 
based  on  ten  cases,  of  which  one  died.  Our  series 
comprises  476  cases,  showing  the  great  relative 
increase  in  patients  under  ten.  Of  those  who 
died  in  the  children's  medical  department  (these 
figures  are  based  on  60  cases  collected  since  that 
department  opened)  88%  were  under  one) year 
old,  an  additional  8.7%  were  poorly  nourished. 
Subtracting  these  cases  we  should  find  the  mor- 
tality for  the  first  decade  3.3%,  and  the  mortal- 
ity rate  would  be  a  straight  line  from  beginning 
to  end. 

Our  figures  agree  with  those  of  the  previous 
writers  until  the  sixth  decade  is  reached.  At 
this  point,  theirs  fall  abruptly,  while  ours  con- 
tinue upward.  The  authors  of  the  previous 
paper  explain  the  break  in  their  line  by  the 
statement  that  60%  of  their  patients  in  that  dec- 
ade showed  neither  complication  nor  intemper- 
ance, and  further  state  that  a  similar  chart, 
based  on  412  cases  in  their  more  recent  years, 
did  not  show  the  break.  It  is  to  be  concluded, 
then,  that  there  is  not  a  diminished  mortality 
from  pneumonia  in  the  sixth  decade,  but  the  re- 
verse. Indeed  it  will  be  seen  that  the  increase 
in  mortality  is  greater  than  for  any  other  decade. 
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Table  VI. 

■ay  1 

ids? 

to  Jan    1,  1917. 

Act 

or  Patient  No 

Caaoi 

i      f,  of  Total  No  ■ 

Died 

Mortal. 

Vni 

er  10  year? 

476 

13.5 

66 

13.8 

10 

to  19 

329 

11.8 

33 

9.1 

20 

"  29  " 

626 

23.6 

116 

18.3 

so 

■  39  " 

680 

20.8 

169 

29.1 

40 

■  49 

431 

14.0 

154 

36.6 

50 

"59  " 

292 

10.4 

145 

49.6 

BO 

"69  " 

100 

2.7 

72 

72. 

Over  70  " 

49 

1.4 

34 

70.8 

Total  2892 

Is  there  an  explanation  for  this  marked  in- 
crease? We  feel  that  it  lies  to  some  extent,  at 
least,  in  the  development  of  arteriosclerosis  as  a 
prominent  factor  in  man's  existence  at  about 
that  time.  It  is  true,  of  course,  that  arterio- 
sclerosis is  a  process  of  insidious  onset  and  grad- 
ual development,  hut  it  is  equally  true  that  its 
effects  are  most  marked  after  sixty.  To  deter- 
mine its  effect  upon  the  course  of  pneumonia, 
we  analyzed  the  cases  during  the  past  five  years. 
Ten  cases  of  pneumonia  were  found  which 
showed  well  marked  arteriosclerosis,  according 
to  the  records.  Of  these  eight,  or  eighty  per 
cent.,  died.  It  seemed  fair  to  believe,  therefore, 
that  it  is  an  important  factor  in  the  greatly  in- 
creased mortality  of  the  sixth  decade ;  and  in 
default  of  other  explanation,  the  alleged  in- 
creasing incidence  of  arteriosclerosis  in  the  com- 
munity may  be  advanced  as  one  factor  contri- 
buting to  the  increasing  death  rate  from  pneu- 
monia. It  is  probably  less  important  in  hospital 
patients  than  in  private  practice. 

Chart  VII. 
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Since  age  is  so  important  a  factor,  our  cases 
were  plotted  according  to  their  average  age,  by 
years  and  by  decades.  No  positive  conclusions 
can  be  drawn  from  this  chart.  There  has  been 
a  steady  decline  in  the  average  age  of  patients 
admitted  since  1889.  This  is  partly  due  to  the 
increasing  number  of  children  admitted.  The 
table  furnishes  no  explanation  of  the  increasing 
death  rate. 

This  conclusion  is  opposed  to  that  of  Coolidge 
and  Townsend,  who  found  an  increasing  age 
average  from  decade  to  decade,  and  who  believed 


it  an  important  factor  in  accounting  for  the  in- 
creasing mortality. 

The  effect  of  previous  health  and  temperance 
of  the  individual  is  noted  in  Table  VII.  The 
interesting  conclusion  to  be  drawn  from  this 

Table  VII. 


Influence  of  Previous  Hea!til_A-Hlfilt. 


No. 

of  Caeee 

Died 

Fatal  Percent 

1. 

Delicate 

144 

66 

38. 0 

8. 

lleolthy  A  Intemperate 

169 

60 

37.7 

3. 

Hoalthy  4  Temperate 

366 

B4 

23.0 

4. 

Healthy 

161 

32 

19.6 

5. 

.Intemperate 

56 

29 

62.7 

Healthy  (3+4) 

626 

116 

22.0 

lntemp.  (8-t-B) 

214 

89 

41.6 

table  is  that  intemperance  in  the  use  of  alcohol 
increases  the  mortality  among  otherwise  healthy 
individuals  until  it  practically  equals  that 
among  those  of  delicate  health.  That  increasing 
intemperance  cannot  be  advanced  as  an  explan- 
ation of  the  increasing  death  rate,  is  shown  by 
the  fact  that  Coolidge  and  Townsend  found  109 
intemperate  patients  in  their  series,  while  in 
ours,  comprising  three  times  as  many  individ- 
uals, only  214  were  noted.  The  evidence  af- 
forded by  these  figures  is,  of  course,  not  very 
definite,  since  the  possibility  of  error  is  great. 
There  is,  however,  no  ground  for  believing  al- 
coholism to  be  on  the  increase  among  the  patients 
studied.  Our  mortality  figures  as  influenced  by 
previous  health  and  temperance  are  essentially 
the  same  as  those  of  Coolidge  and  Townsend. 

Table  VIII. 


Ifey  1 

,  1FS9  to 

Jan.  1. 

1017. 

r  Host  Coslon  Compltcotlons  In 

316?  Case 

o  of  Pnouaonla  In  Order  of  Frequency. 

Diocese 

'  Vo.  Ca 

...  *c 

f  Total  Vumbor 

Died 

iort.l.jt 

Eapyemo 

100 

3.1 

29 

29.0 

Alcoholics 

70 

2.2 

48 

68.6 

Acuta  Otitis  Jedlo 

ei 

2.2 

7 

8.6 

Acuta  Fibrinous  Pericarditis 

60 

1.7 

37 

74 

Pleurisy  with  Efruslon 

40 

1.2 

4 

10 

Periear-lltla  with  Effusion 

24 

0.97 

22 

91.6 

Typhoid  Fewer 

22 

0.86' 

14 

63.6 

33 

1.0 

IS 

64.5 

Acute  Arthritis 

10 

0.90 

6 

26.3 

Acute  Endocarditis 

17 

0.64 

16 

68.6 

Abeceee  of  Lung 

12 

0.46 

7 

68.6 

PhlaMtla 

14 

0.44 

1 

7.1 

Dilatation  of  Heart 

10 

0.31 

10 

100.0 

Pulmonary  Tuberculosis 

11 

0.34 

2 

18.1 

Kenlrwltls 

11 

0.34 

11 

100.0 

Post-febrile  Insanity 

S 

0.60 

0 

0.0 

Acute  Baphrttls 

6 

0.18. 

0 

0.0 

PnexsaothoraJt 

2 

0.08 

0. 

0.0 

Pyopneumothorax 

2 

0.06 

I 

100.0 

0  ran*  re  no  of  Uin* 

1 

0.04 

1 

100.0 

Subdiaphragmatic  Abacees 

1 

0.04 

0 

0.0 

no.  CAa.t. 

Died 

Mortal  f 

Total  Ho.  Casea  (May  1,  1689 

to  Jan.  1 

1817  > 

3167 

633 

26.3 

lo.  Cases  with  explication. 

Acute  and 

Chronlo 

666 

299 

43.4 

Uncomplicated  Cases 

2460 

334 

21.6 

21.7?  of  3167  coooo  had 

coipllcat 

it.  And  chronlo 

The  frequency  with  which  various  complica- 
tions of  pneumonia  occur,  and  their  effect  upon 
the  outcome  of  the  disease,  is  shown  in  Table 
VIII.  The  list  does  not  comprise  all  complica- 
tions found.  For  the  sake  of  conciseness,  those 
complications  which  had  or  might  be  expected 
to  have  no  influence  upon  the  course  of  the  dis- 
ease, have  been  omitted  from  the  table.  All 
complications,  however,  were  used  for  purposes 
of  obtaining  the  final  figures. 
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It  is  extremely  hard  to  compare  our  table  with 
that  compiled  by  Townsend  and  Coolidge.  In 
their  series  of  1000  cases,  empyema  was  noted 
six  times,  with  a  mortality  of  50% .  In  our 
series  of  3000  cases,  empyema  occurred  100 
times  with  a  mortality  of  29%.  Endocarditis, 
found  17  times  in  our  series,  is  not  mentioned  in 
theirs.  The  total  figures  show,  however,  that 
16.1%  of  their  cases  had  complications,  acute 
or  chronic,  against  21.7%  in  our  series.  Prob- 
ably some  at  least  of  this  increase  must  be  as- 
cribed to  increased  accuracy  of  the  hospital 
records,  as  it  is  hard  to  believe  that  such  com- 
plications as  endocarditis,  jaundice,  and  otitis 
media  did  not  occur  before  1889.  The  mortality 
in  our  series  of  complicated  cases  was  43.4%  ;  in 
the  former  series,  36.6%.  It  would  be  unsafe, 
however,  to  ascribe  to  this  factor  the  increased 
mortality  from  pneumonia,  for  refinements  in 
diagnosis,  both  ante  and  post  mortem,  have  un- 
doubtedly swelled  our  list  of  complications, 
while  the  mortality  rate  for  almost  all  the  com- 
plications which  can  be  compared  in  the  two 
periods  has  diminished  since  1889. 

In  641  cases  of  pneumonia  in  the  last  five 
years  of  our  series,  forty-two,  or  6.5%,  had  had 
previous  attacks  of  the  same  illness.  Of  these, 
fourteen,  or  33  1-3%,  died.  Thirty-six  of  the 
series  had  had  one  previous  attack ;  ten  of  these 
died.  Three  had  had  two  previous  attacks ;  two 
of  these  died.  Two  patients  had  had  three,  and 
two,  four  previous  attacks.  There  was  no  mor- 
tality in  these  two  groups.  None  of  these  cases 
happened  to  be  complicated,  delicate,  or  alcohol- 
ic. It  appears,  therefore,  that  previous  attacks 
of  pneumonia  slightly  raise  the  mortality  rate, 
but  our  series  is  too  small  to  be  more  than  sug- 
gestive. 

Table  IX. 


Key  1,  1660  to  J 

an.  1, 

917.  (lnc 

luelve). 

No.  Ceeee 

Fatal . 

%  Petal 

Americans  Unclud. 

Cnnadlane  4  Colored) 

1610 

428 

C8.4 

lrlnh 

499 

173 

34.8 

ether  Foreigners 

779 

170 

21.8 

Sot  Recorded 

39 

28 

68.6 

fcnfjlleh 

99 

26 

28.1 

Included 

1  tallonf 

269 

46 

18.6 

In 

Jen 

211 

40 

18.9 

Other  Foreigners" 

Germane 

38 

13 

34.2 

Seede 

40 

10 

26.0 

Scotch 

22 

6 

22.7 

Ctnadlano  (born  abroad  ) 

156 

48 

29.1 

Colored 

42 

17 

40.4 

From  Hay  1,  1900  t 

o  Jan.  1,  1917. 

Ajrjerlce.no  (Exclurt. 

OmnedlonB  i  Colored) 

1036 
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24. 

The  influence  or  race  upon  mortality  remains 
to  be  considered.  In  our  series,  35.3%  of  the 
patients  were  born  in  the  United  States,  and 
this  class  of  patients  showed  a  death  rate  of 
24% .  Seventeen  per  cent,  were  Irish,  with  a 
death  rate  of  34.6%.  Fifty-one  per  cent,  were 
classed  as  "other  foreigners"  with  a  mortality 
of  21.8%.  Tn  Coolidge  and  Townsend 's  series, 
46.3%  were  Americans,  with  a  mortality  rate  of 
22%  ;  37.1%  were  Trish,  with  a  mortality  rate 
of  25%  ;  11.9%  were  classed  as  "other  foreign- 
ers" with  a  mortality  rate  of  30%  .    Since  1889. 


therefore,  the  mortality  rate  among  Americans 
has  increased  2%,  among  the  Irish  9.6%,  and 
among  "other  foreigners"  it  has  diminished 
8.2%.  The  relative  number  of  Irish  admitted 
has  diminished  markedly,  that  of  "other  foreign- 
ers" has  sharply  increased.  Among  these  latter 
in  our  series,  the  Italians  and  Jews  were  the 
most  numerous,  and  had  the  lowest  death  rates — 
less  than  19%.  The  former  were  almost  all 
young,  vigorous  men.  The  low  mortality  among 
the  Jews  is  probably  another  example  of  their 
racial  resistance  to  pulmonary  disease.  The  in- 
crease in  the  "other  foreigners"  group  should 
be  expected  to  lower  the  death  rate,  and  may 
account  somewhat  for  the  drop  noted  during  the 
last  seven  years  in  Chart  III.  Apparently, 
however,  it  has  not  made  its  influence  felt  upon 
the  rate  calculated  by  decades,  though  it  may 
explain  the  slight  fall  noted  during  the  past  two 
such  periods. 

It  is  interesting  to  note  the  susceptibility  of 
the  Irish  race  to  pneumonia  as  well  as  to  tuber- 
culosis. Malnutrition  and  alcohol  would  seem 
to  be  contributing  factors.  It  may  also  be  in- 
teresting to  note  the  number  of  different  races 
represented  among  "other  foreigners,"  some 
twenty-five  in  all,  and  collected  during  the  past 
five  years,  and  from  the  pneumonia  patients 
only. 

Table  X. 

Nationalities  RjS|>r?3eritei!  onrnj  fV.euMcnle.  Ceeee  In  Peet  Five  Years. 


Americano 
Caned lano 
lrleh 

ftueelan  Jeee 
ltallane 

en-llol 
Crenke 
Go  mane 
Swedee 


Scotch 

Polleh 

Fortapeeo 

Turkleh 

Auetrlen 

Flnnleh 

-.  >  rlane 


Denes 

S.  Asjerleene 

French 

Horw««le>n» 

"est  Indiana 

Rouaanlana 

Juraenlena 

New  South  ftalee 


To  sum  up  the  probable  effects  on  the  mortal- 
ity rate  of  the  factors  thus  far  considered,  it 
may  be  said  that  since  1889,  the  deaths  from 
pneumonia  have  increased  somewhat  faster  in 
males  than  females;  that  the  age  of  the  patient 
has  practically  the  same  effect  now  that  it  had 
then ;  that  intemperance  as  a  factor  in  the  mor- 
tality has  not  increased  among  the  patients  in 
our  series,  and  that  the  relative  number  of  in- 
temperates  is  smaller  in  our  series  than  in  Cool- 
idge and  Townsend 's.  The  same  is  true  of 
delicate  cases,  while  the  relative  number  of  com- 
plicated cases  has  probably  not  increased  actu- 
ally to  any  great  extent,  though  more  complica- 
tions are  noted  since  1889  than  formerly. 

The  death  rate  by  decades  for  all  patients  has 
shown  practically  no  rise  since  1889.  During 
the  past  seven  years  there  has  been  a  slight  de- 
cline, caused  probably  by  the  steadily  increasing 
numbers  of  young  foreigners  among  whom  the 
death  rate  is  low. 

The  increased  death  rate  among  the  Irish  and 
Americans  may  be  due  in  part  to  alcohol, 
especially  among  the  former,  and  in  part  to  the 
more  rapid  vascular  aging  of  the  present  day. 
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If  age  be  as  important  as  our  tables  indicate, 
and  if  "a  man  is  as  old  as  his  arteries"  then 
vascular  degeneration,  which  is  believed  to  be  in- 
creasing at  present,  may  account  for  the  in- 
creased death  rate  from  pneumonia  in  these  lat- 
ter decades,  as  compared  with  the  first  half  of 
the  previous  century.  The  apparent  arrest  dur- 
ing the  past  twenty  years  of  the  upward  trend 
of  the  mortality  curve  may  be  due  to  treatment, 
or  can  be  explained  by  the  change  in  the  make- 
up of  population. 

Conclusions. 

1.  In  the  four  thousand  odd  cases  of  lobar 
pneumonia  treated  at  the  Massachusetts  General 
Hospital,  from  1822  to  1917  (inclusive),  the 
mortality  has  gradually  increased  from  10%  in 
the  first  decade  to  28%  at  the  present  time. 

2.  Since  1881  there  has  been  no  significant 
change  in  the  death  rate. 

3.  The  number  of  cases  classed  as  delicate 
or  intemperate  has  been  decreasing  during  the 
same  period. 

4.  The  apparent  increase  in  complicated 
cases  is  probably  due  to  increased  accuracy  of 
diagnosis  and  recording. 

5.  The  relative  number  of  foreign-born  pa- 
tients is  increasing,  the  mortality  among  them 
diminishing. 

6.  The  death  rate  among  American-born 
patients  has  increased  slightly,  as  has  the  mor- 
tality among  men  as  compared  to  women.  This 
may  be  due  to  a  corresponding  increase  in  vascu- 
lar diseases  during  the  period  studied. 

7.  The  mortality  rate  for  pneumonia  in  the 
entire  series  has  shown  no  permanent  important 
change. 

8.  Treatment  has  done  nothing  toward  di- 
minishing the  mortality  from  pneumonia  in  the 
past  ninety-five  years.  Bleeding,  purging,  fresh 
air — the  result  has  been  the  same.  Of  particular 
interest  is  the  evidence  offered  by  our  figures 
upon  the  effect  of  alcohol.  Its  habitual  use,  dur- 
ing health,  in  more  than  moderate  amounts,  is 
shown  to  diminish  the  patient's  chances  of  re- 
covery. But  the  mortality  rate  among  those  pa- 
tients who  were  given  large  amounts  of  alcohol 
during  their  illness,  is  no  higher  than  among 
those  given  no  alcohol  and  large  amounts  of 
fresh  air.  Our  figures  do  not  indicate  that  al- 
cohol is  harmful  to  those  sick  with  pneumonia. 
They  suggest  that  the  effect  of  the  drug  varies 
with  the  conditions  under  which  it  is  given,  and 
that  it  is  not  poisonous  to  those  who  have  high 
temperatures  and  are  taking  insufficient  nourish- 
ment. 

9.  No  change  is  to  be  expected  in  the  results 
of  treatment  until  a  specific  is  discovered  which 
will  neutralize  the  toxins  of  the  pneumococcus. 

10.  The  results  from  the  serum  now  in  use 
are  encouraging,  but  limited,  and  until  its  use 
becomes  accepted,  the  treatment  of  pneumonia 
must  be  that  best  suited  to  the  individual.  No 
routine  treatment  has  been  justified  by  its  re- 
sults. 


RECENT  TREATMENT  OP  LOBAR  PNEU- 
MONIA.* 
By  Thomas  F.  Leen,  M.D.,  Boston, 

Physician-in-Chief,  Carney  Hospital,  Boston;  Assist- 
ant in  Medicine,  Harvard  Graduate  School  of 
Medicine. 

Prom  a  pathological  standpoint  of  lobar  pneu- 
monia, we  all  are  aware  of  its  definite  stages  of 
pulmonary  congestion,  consolidation,  and  resolu- 
tion, or  some  consequent  local  metastatic  infec- 
tion. As  well  clinically,  we  are  familiar  with 
its  clean-cut,  self-limited  picture,  ending  in  re- 
covery or  death,  and  that  no  longer  do  we  con- 
sider it  simply  as  a  lung  infection,  no  more  than 
we  do  typhoid  an  infection  of  the  intestine 
alone,  but  as  a  general  constitutional  disease, 
with  local  manifestations.  But  when  we  come 
to  its  treatment,  which  is  only  symptomatic  and 
supportive,  and  difficult  and  doubtful,  there  we 
are  halted  for  a  cure.  Why  does  one  of  our 
athletic,  healthy  young  men  die  in  a  few  days 
of  the  disease,  and  a  weakling,  physically,  re- 
cover? We  don't  know  how  infection  takes 
place,  how  the  organisms  are  related  to  the  le- 
sions and  symptoms,  how  the  patient  recovers, 
and  what  makes  the  possibility  of  recovery  and 
cure.  Some  of  these  questions  are  slowly  being 
solved  on  theoretical,  biological,  and  experi- 
mental grounds,  and  the  work  already  done  ex- 
perimentally and  biologically  by  investigators, 
particularly  at  the  Rockefeller  Institute,  headed 
by  Cole,  is  the  most  illuminating,  tangible,  and 
progressive  that  has  ever  been  given  to  physi- 
cians in  this  most  important,  infectious  disease, 
where  we  have  been  practically  helpless.  We 
shall  consider  only  the  newer  methods  of  treat- 
ment and  the  grounds  on  which  they  are  based. 

When  I  speak  of  lobar  pneumonia,  I  mean 
pneumonia  of  one  or  more  lobes,  or  a  part  of  a 
lobe,  where  pneumococci  are  found  in  the  le- 
sions ;  for,  as  you  know,  occasionally  the  bacillus 
of  influenza  and  the  bacillus  pneumoniae  may 
be  the  cause  of  similar  lesions  as  well.  A  ques- 
tion has  arisen  as  to  whether  the  diplococcus 
pneumoniae  is  the  primary  cause  of  the  disease, 
for  a  diplococcus  not  differentiated  from  it  is 
found  in  lobar  pneumonia,  and  organisms  with 
identical  characteristics  seem  to  be  normal  in- 
habitants of  the  mucous  membrane  of  the  throat 
and  mouth,  it  being  present  in  226  out  of  398 
examined.  But  their  association  with  the  lesion 
and  their  frequent  invasion  of  the  blood  show 
they  play  a  strong  part  in  the  process  and  prob- 
ably the  most  important  in  prognosis,  just  ■  as 
streptococci  do  in  smallpox  and  scarlatina,  the 
natural  infection  being  due  to  specific  etiolosric 
agents.  Experimentally,  Wadsworth  in  1904, 
in  a  series  of  rabbits  caused  lobar  pneumonia  by 
pneumococci,  and  at  present  this  view  has  been 
generally  accepted. 

On  reviewing  the  history  of  the  pneumococ- 
cus, we  must  remember  that  it  is  not,  as  for- 

*  Read  before  the  Waltham  Medical  Club,  December  6,  1917. 
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merly  thought,  to  be  one  race  or  strain,  but  a 
species  of  many  races.  Kruse,  in  1891,  identi- 
fied 81  different  strains  or  races  morphologically, 
culturally,  and  in  virulence.  The  next  impor- 
tant landmark  so  to  speak,  was  the  discovery  by 
Schottmiiller,  ten  years  ago,  of  what  he  called 
the  streptococcus  mucosus,  associated  with  lobar 
pneumonia,  having  as  characteristics  a  very 
large  capsule  and  certain  biological  features,  one 
of  which  is  the  formation  of  a  sticky,  glutinous 
exudate.  As  it  was  more  related  to  the  pneu- 
mococcus  than  the  streptococcus,  it  has  been 
called  the  pneumococcus  mucosus,  causing  a 
very  severe  and  fatal  pneumonia  with  a  mortal- 
ity from  45  to  66%.  Apart  from  this  particu- 
lar strain,  all  pneumococci  were  thought  to  be 
generally  the  same  until  Neufeld  and  Handel  of 
Germany,  in  1912,  first  laid  the  foundation  upon 
which  all  later  work  was  done.  They  tested  a 
so-called  univalent  serum  against  various  races 
of  pneumococci.  In  experiments  on  mice,  it 
protected  against  15  strains,  and  against  other 
strains  the  serum  had  practically  no  effect.  These 
atypical  strains  were  not  serum-fast,  since  the 
serum  obtained  during  convalescence  from  one 
of  the  patients  from  whom  one  of  these  organ- 
isms had  been  isolated,  protected  mice  against 
the  homologous  strain  and  also  against  one  of 
the  atypical  strains,  but  did  not  protect  against 
the  typical  strain.  They  then  produced  an  im- 
mune serum  against  one  of  the  atypical  strains, 
to  see  whether  all  atypical  strains  could  be  af- 
fected by  this  immune  serum,  but  found  this  not 
to  be  true.  Later,  they  found  the  second  im- 
mune serum  which  protected  against  only  three 
of  the  atypical  strains  isolated  by  them,  but 
failed  to  protect  against  three  other  strains. 
These  latter  three  strains  they  further  showed 
to  be  individual  in  their  reactions,  and  not  hav- 
ing access  to  many  pneumonias  to  obtain  cul- 
tures, they  could  not  determine  the  frequency 
of  the  atypical  types,  nor  study  the  biological 
groupings  of  the  organisms. 

The  report  of  this  important  work  was  the 
stimulating  influence  of  the  Rockefeller  Insti- 
tute to  study  all  races  isolated  from  lobar  pneu- 
monia; and  Dochez  and  Gillespie  immunized 
rabbits  to  each  race,  studying  their  immunity 
reactions.  They  found  a  number  of  the  races 
were  similar  and  that  all  this  group  agglutin- 
ated by  the  serum  obtained  by  the  immunization 
cf  animals  to  one  of  them,  and  such  a  serum  pro- 
tected mice  from  infection  with  any  one  of  the 
group.  A  second  smaller  series  was  also  found 
to  have  common  immunological  characteristics, 
but  these  characters  were  entirely  distinct  and 
different  from  those  of  the  first  group.  Finally, 
a  considerable  number  of  races  were  found  with 
no  common  immunological  features,  each  race 
appearing  distinct.  These  facts  corroborated 
the  work  of  Neufeld  abroad  but  were  based  on 
more  elaborate  and  extensive  research. 

To  identify  these  groups  or  types,  the  first 
described  was  called  Type,  or  Group  I ;  the  sec- 
ond smaller  series,  Type  II,  the  pneumococcus 


mucosus  of  Schottmiiller,  Type  III;  and  the 
group  of  pneumococci,  having  no  common  im- 
munological characteristics, — a  heterogeneous 
group, — Type  IV.  Under  Type  II,  further  sub- 
division of  a  few  strains  have  been  very  recently 
made:  Ila,  lib,  IIx,  with  the  details  of  which  I 
shall  not  take  up  your  time.  Therefore,  the 
etiological  agents  in  all  cases  of  pneumonia  are 
not  the  same,  for  there  are  many  races  or  kinds 
of  pneumococcus  causing  the  disease,  types  of  a 
single  species.  Similar  examples  we  see  in 
typhoid  fever,  in  the  differentiation  of  para- 
typhoid A  and  B,  culturally  and  immunologic- 
ally different,  the  differentiation  of  meningo- 
cocci, and  within  the  year,  the  typhoid  bacillus 
has  been  differentiated  into  more  strains,  ac- 
counting for  the  non-protection  of  inoculated 
patients  with  typhoid  vaccine  of  one  strain,  the 
patient  coming  down  with  typhoid  fever  from 
another  strain.  Already  is  it  well  known  that 
bacillary  dysentery  is  not  due  to  one  strain,  but 
to  any  one  of  four, — the  Shiga,  Flexner,  Strong, 
or  Y,  and  only  the  anti-serum  of  that  particular 
infecting  strain  can  cure  the  patient.  Recently, 
Noguchi  in  his  work  on  the  Treponema  pallidum 
of  syphilis  has  differentiated  several  strains  of 
that  organism.  The  clinical  manifestations  of  in- 
fection by  these  different  groups  of  pneumococci 
are  not  identical,  certainty  as  regards  severity, 
as  shown  by  mortality  statistics. 

Mortality. 

Rockefeller  Pens.  Hosp. 

(Cole)  (Lewis) 

Cases  due  to  group  or  type       Cases  Deaths  Per  Cent. 

95  cases 

1   57  38%  33% 

II    44  30%  27% 

III   17  11%  3% 

IV   32  21%  36% 

Incidence  of  the  Disease. 

Rockefeller  Pens.  Hosp. 

Cases  due  to  group  or  type  Cases  Deaths  Per  Cent.  Per  Cent 

I    28  7  25%  29% 

II.    25  9  36%  27% 

III.  (Pneumococcus 

mucosus)  ...         17       8       47%  67% 

IV.  (Heterogene- 

ous)   33      2        6%  11% 

Total  No.  of  cases  103 

Stillman. 

Past  five  years  at  Rockefeller,  454  cases  of  lobar  pneumonia. 

Cases  due  to  group  or  type 

I.   

II  

Ila  

lib  

Tlx  

III.  (Pneumococcus 

mucosus)  . . . 

IV.  (Heterogene- 

ous)   

From  a  prognostic  standpoint,  the  determin- 
ation of  type  alone  is  of  considerable  impor- 
tance.   Type  III  is  the  least  frequent  but  most 


Cases 

Per  Cent. 

151 

33.26% 

133 

29.29% 

6 

1.32% 

4 

0.88% 

9 

1.98% 

59 

12.99% 

92 

20.26% 
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severe,  with  a  mortality  from  45  to  66%.  Types 
I  and  II  are  less  severe  but  most  frequent,  with 
a  mortality  of  about  30%,  and  Type  IV  very 
mild  and  fairly  frequent  in  incidence,  with  a 
mortality  around  15%. 

Perhaps  what  I  have  said  already,  you  may 
consider  is  only  for  the  bacteriologist  and  of  no 
importance  to  us  physicians  and  our  patients. 
Certainly  in  treatment  of  patients  with  pneu-- 
monia,  all  possible  means  of  stimulation  and  all 
known  methods  for  increasing  the  natural 
powers  of  resistance  by  non-specific  measures 
should  be  employed,  but  the  progress  made  •  in 
specific  serological  work  is  what  I  want  to  draw 
particularly  to  your  attention  from  the  curative 
standpoint,  and  a  knowledge  of  it  and  its  ap- 
plication to  our  cases  determines  a  lessening  of 
our  high  mortality  in  lobar  pneumonia.  From 
present  knowledge,  it  would  appear  that  the 
growth  of  bacteria  in  the  blood  is  the  most  seri- 
ous part  of  the  pneumonic  process,  and  it  seems 
that  this,  at  least,  is  influenced  by  the  appear- 
ance of  circulating  antibacterial  substances. 
Since  1891,  immune  serum  was  made,  but  proved 
very  inefficient,  so  much  so  that  in  1904  Anders 
collected  535  cases  of  pneumonia  treated  with 
serum,  and  he  reported  there  was  no  justifica- 
tion for  its  use.  Why  it  failed  we  know  now, 
smee  a  pneumococcus  immune  serum  is  effective 
only  against  the  type  of  organism  used  in  the 
process  of  immunization.  If,  for  instance,  im- 
munization is  carried  out  with  organisms  of 
Type  I,  judging  from  experimental  studies,  it 
will  have  no  effect  on  any  infection  to  one  of  the 
other  types  of  pneumococci.  The  same  is  refer- 
able to  a  serum  produced  by  the  injection  of 
pneumococci  of  Type  II.  If  immunization  is 
carried  out  with  one  of  the  organisms  of  Type 
IV,  the  serum  can  have  no  effect  on  any  infec- 
tion except  that  due  to  the  same  race.  In  other 
words,  the  serum  must  be  univalent  and  not 
polyvalent. 

To  render  a  serum  useful  in  any  type  of  pneu- 
monia, it  is  necessary  to  produce  one  with  high 
protective  power  against  the  type  of  organism 
concerned,  to  have  a  satisfactory  method  of 
standardization  of  such  serum,  and  to  have'  a 
method  for  quickly  determining  the  type  of  or- 
ganism in  each  case.  Sera  of  high  protective 
power  against  organisms  of  Types  I  and  II  have 
been  produced  by  the  immunization  of  horses  by 
properly  spaced  doses  of  living  pneumococci. 
No  satisfactory  protective  serum  for  Type  III 
has  been  made,  and  the  use  of  one  in  this  type 
of  infection  is  without  justification.  As  Type 
IV  is  composed  of  strains  each  immunologically 
different  from  the  other,  no  one  serum  can  be 
made  for  all  the  members  of  this  group,  but  each 
organism  can  produce  an  active  immune  serum 
for  its  particular  strain.  For  the  standardiza- 
tion of  the  immune  serum  mice  have  been  used, 
and  a  method  for  the  rapid  determination  of  the 
type  of  organism  has  been  employed.  This  is 
important  to  clinicians  and  must  be  carried  out 
in  every  case  to  determine  whether  the  infecting 


organism  is  amenable  to  immune  serum.  A  few 
sputa  are  collected  in  a  clean  receiver,  or  if  no 
sputum  may  be  had,  a  vein  is  tapped,  or  the  area 
of  consolidation  is  punctured  and  the  blood  or 
sputum,  after  being  emulsified  by  the  bacteri- 
ologist with  sterile  salt  solution  or  bouillon,  is 
injected  intraperitoneally  in  a  mouse,  it  being  an 
animal  very  susceptible  to  pneumococci.  Four 
or  five  hours  later,  the  peritoneal  cavity  is 
washed  out  with  salt  solution  and  the  exudate 
cells  are  removed  by  slow  centrifugalizing,  and 
the  bacteria  from  the  supernatant  fluid  by  rapid 
centrifugalization.  The  bacteria  are  washed  in 
salt  solution,  and  this  salt  solution  emulsion  is 
tested  for  its  agglutinative  power  by  adding 
equal  amounts  of  it  and  Type  I  serum,  and  like- 
wise of  it  and  Type  II  serum.  If  within  one- 
half  hour  the  organisms  in  the  first  mixture  ag- 
glutinate, it  is  a  strain  of  Type  I,  and  its  im- 
mune serum  given  intravenously ;  or  if  it  is  ag- 
glutinated by  Type  II  serum,  then  it  belongs  to 
that  type  and  No.  II  serum  must  be  given. 
Therefore,  the  type  must  always  be  determined 
and  immune  serum  in  amounts  of  80  to  100  cc. 
given  intravenously  every  6  to  8  hours  till  the 
patient's  condition  changes. 

Generally,  after  giving  the  injections,  a  re- 
action occurs,  the  temperature  usually  rising  and 
then  falling,  except  in  fatal  cases,  not  neces- 
sarily remaining  low.  It  shortens  the  course  of 
disease,  the  patient  feels  better,  and  intoxication 
lessens.  The  serum  causes  increased  agglutin- 
ins in  the  blood,  which  may  be  demonstrated 
three  minutes  after  injection.  "Where  the  ad- 
ministration of  subsequent  doses  has  not  led  to  a 
prompt  increase  of  agglutinins  in  the  blood 
above  the  previous  level,  the  fall  in  temperature 
has  been  longer  delayed,  and  more  serum  has 
been  required. 

In  fatal  cases  there  is  an  increased  invasion 
of  blood  by  pneumococci  and  extension  of  the 
local  lesion,  and  recently  it  has  been  determined 
that  large  amounts  of  soluble  inhibiting  sub- 
stances in  the  blood  preventing  the  action  of  im- 
mune serum  and  being  so  large  in  amount,  that 
no  practical  amount  of  immune  substances  can 
neutralize  them.  In  such  cases  the  serum  may 
prolong  life,  but  the  infection  and  intoxication 
may  be  so  great  at  the  start  that  although  the 
infection  may  be  kept  down  by  the  serum,  the 
intoxication  cannot  be  removed,  the  patient  suc- 
cumbing to  this.  Hence  the  importance  of  giv- 
ing very  large  doses  of  immune  serum  at  the  be- 
ginning is  apparent. 

It  is  impossible  to  produce  a  serum  against 
Type  II  pneumococci  to  be  as  active  in  the  test 
tube,  or  in  the  living,  as  is  the  serum  against 
Type  I  organisms,  for  the  horse  serum  against 
Type  I  infection  is  of  such  a  strength  that 
0.2  c.cm.  will  regularly  protect  a  mouse  against 
0.1  c.cm.  of  virulent  culture,  and  it  has  been 
impossible  to  produce  an  immune  Type  II  serum 
of  any  greater  activity  than  that  0.2  c.cm.  will 
protect  the  mouse  against  0.01  c.cm.  Moreover, 
the  active  Type  I  serum  usually  causes  agglut- 
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ination  of  homologous  organisms  in  dilutions  of 
1-400  or  over ;  the  Type  II  serum  usually  causes 
agglutination  in  dilutions  no  greater  than 
1-200. 

During  infection  not  only  must  efficient  im- 
mune substances  be  added  to  bring  about  a  con- 
centration sufficient  to  sensitize  all  the  bacteria, 
produce  their  agglutination,  opsonization,  etc.; 
but  in  addition  there  must  be  a  sufficient  amount 
administered  to  neutralize  any  soluble  sub- 
stances present  in  the  serum,  which  has  the 
property  of  neutralizing  and  fixing  the  immune 
substances.  The  nature  of  these  fixing  sub- 
stances is  not  positively  known.  But  Dochez 
and  Avery's  demonstration,  in  pointing  out  the 
production  of  precipitable  substances  in  the 
blood  and  urine  of  infected  patients  and  animals, 
makes  it  possible.  They  are  responsible  for  the 
fixation  phenomena.  This  substance  is  a  pre- 
cipitin, which  early  in  the  growth  of  the  pneu- 
mococcus  is  formed  as  a  readily  soluble  sub- 
stance, diffusing  into  the  culture  medium ;  and 
in  human  and  animal  infections,  is  present  in 
the  circulating  blood,  whence  it  passes  through 
the  kidneys  into  the  urine.  It  is  not  yet  certain 
that  this  substance  is  responsible  for  the  intox- 
ication that  accompanies  lobar  pneumonia. 

The  precipitin  reaction  may  be  demonstrated 
in  the  urine  of  infected  animals  or  pneumonio 
patients,  even  as  early  as  12  hours  after  the  in- 
itial chill,  whence  a  marked  precipate  occurs  by 
mixing  it  with  the  serum  corresponding  in  type 
with  the  organism  with  which  the  animal  or  pa- 
tient was  infected.  This  specific  substance  is 
not  destroyed  by  boiling,  and  is  of  protein 
nature.  This  reaction  is  found  in  pleural 
fluids,  pericardial  exudates,  and  the  spinal 
fluid  of  pneumococcus  meningitis.  The  amount 
of  precipitin  substance  in  the  urine  seems 
to  be  a  measure  of  the  severity  of  the  in- 
fection, for  the  mortality  is  high  when  it  is  pres- 
ent, and  most  recover  when  absent.  This  spe- 
cific precipitin  test  in  the  urine  is  of  consider- 
able prognostic  value.  These  observers,  further- 
more, believe  that  this  substance  bears  some  rela- 
tionship of  the  property  of  capsule  develop- 
ment ;  for  Type  III  the  mueosus  organism  pos- 
sessing the  largest  capsule  forming  most  of  this 
substance ;  Type  II,  which  has  smaller  capsules, 
producing  less:  and  Type  I,  having  small  cap- 
sules, still  less,  and  very  little  if  any  in  Type  IV. 

If  the  patient  is  treated  early,  before  large 
amounts  of  the  fixing  substance  are  present,  a 
moderate  amount  of  serum  may  be  sufficient, 
even  though  the  grade  of  blood  infection  be  con- 
siderable. On  the  other  hand,  if  the  pneumonia 
has  continued  for  a  considerable  time' and  large 
amounts  of  the  soluble  fixing  substance  are  pres- 
ent in  the  blood,  the  amount  of  serum  may  be 
very  large;  and  to  repeat,  though  the  infection 
may  be  checked,  the  resulting  intoxication  de- 
stroys the  patient.  Hence  you  see  how  impor- 
tant it  is  to  treat  very  actively  at  the  start  in 
order  to  neutralize  all   these  substances  and 


entirely  and  immediately  to  overcome  the  dis- 
ease. 

As  a  result,  Cole  advises  the  treating  of  all 
patients  with  Type  I  infection  with  large  initial 
doses  and  to  repeat  every  six  to  eight  hours  as 
long  as  may  be  necessary.  It  is  possible  that  the 
Type  II  serum  is  less  effective  than  No.  I  serum, 
not  only  because  its  concentration  of  immune 
bodies  is  less  than  Type  I  serum,  but  also  because 
the  power  of  pneumococci  of  this  type  to  pro- 
duce fixing  substances  is  more  highly  developed 
than  is  that  of  pneumococci  of  Type  I. 

As  after  the  injection  of  any  foreign  serum, 
there  results  more  or  less  anaphylaxis,  the  usual 
serum  sickness,  in  10  or  12  days,  and  it  may  be 
acute  even  after  one  small  dose  in  susceptible 
persons,  causing  suffusion  of  the  face,  respira- 
tory difficulty,  and  vomiting.  If  this  occurs 
while  the  serum  is  being  slowly  administered,  it 
should  be  discontinued  and  in  4  to  5  hours  a 
somewhat  larger  dose  tried  again.  Progress  is 
being  made  on  concentration  of  the  sera,  the  im- 
mune bodies  being  contained  in  a  part  of  the 
globulin  fraction  of  the  protein.  As  a  result, 
smaller  doses  of  horse  serum  will  be  given  and 
less  serum  sickness  will  occur.  The  random  em- 
ployment of  immune  serum  and  vaccines  is  to 
be  frowned  on,  since  the  future  usefulness  of  anti- 
pneumococcus  serum  depends  upon  our  careful 
determination  of  its  use  in  proper  cases  with 
organisms  homologous  to  the  serum  used.  Suf- 
fice it  to  say,  that  the  treatment  of  pneumonia 
due  to  Type  I  organisms  by  the  homologous 
serums  has  reduced  the  mortality  of  this  type 
of  infection  from  30%  to  8%.  This  speaks  well 
for  the  future,  and  Cole  suggests  that  a  polyval- 
ent serum  for  all  pneumonias  is  possible  and  will 
be  produced  later. 

Is  there  a  medicine  that  acts  specifically  in  the 
disease  as  salvarsan  does  in  syphilis,  and  quinine 
in  malaria?  Morgenroth,  and  his  associates,  in 
1911,  while  working  on  various  organic  quin- 
ines discovered  that  one  of  them,  ethylhydro- 
cuprein  or  optochin,  exerted  some  protective  and 
curative  action  on  mice  infected  with  pneumo- 
cocci and  that  in  the  test  tube,  in  weak  solu- 
tions, these  organisms  were  destroyed.  With 
this  as  a  basis,  much  progress  has  been  made 
since  grouping  of  the  pneumococci  was  deter- 
mined. Moore  and  Chesney  have  reported  32 
cases  treated  at  the  Rockefeller  Hospital  in  con- 
junction with  allied  experimental  work.  To 
cure  pneumonia  or  pneumococcal  septicaemia 
with  this  drug,  there  must  be  produced  a  pneu- 
mococcal action  in  the  blood  serum,  to  main- 
tain it  as  constantly  as  possible  over  a  period  of 
time  sufficiently  long  to  insure  the  destruction  of 
all  the  infecting  pneumococci,  and  the  concen- 
tration of  the  drug  in  the  body  to  be  harmless 
to  any  part  of  it.  These  have  been  pretty  well 
fulfilled.  It  has  a  positive  bactericidal  action 
on  the  organisms  in  the  blood  and  should  be 
given  as  early  as  possible  in  the  disease  on  ac- 
count of  the  fewer  organisms  in  the  blood.  But 
those  in  the  lung  lesions  apparently  are  not  af- 
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fected.  as  they  are  mechanically  protected  by 
tlie  exudate  from  the  action  of  the  blood.  The 
doses  must  be  large  at  first  to  prevent  the  organ- 
isms from  acquiring  a  condition  of  resistance  or 
"fastness"  to  the  drug  which,  if  occurring,  makes 
later  large  doses  of  no  avail.  This  has  been  shown 
experimentally  to  be  so,  for  cultures,  by  slowly 
increasing  doses  for  10  to  12  days,  could  grow  in 
comparatively  high  concentration  from  the  drug 
The  best  method  of  administration   is  by  the 
mouth,  as  doses  so  small  as  to  have  little  bacter- 
icidal action  when  given  intravenously,  cause  seri- 
ous toxic  symptoms,  and  subcutaneous  doses  cause 
much  discomfort  by  painful  infiltration  of  the 
tissues.    Optochin  hydrochloride  (Merck)  given 
by  mouth  in  capsules  is  absorbed  so  quickly  that 
there  is  a  rapid  appearance  of  the  bactericidal 
action  in  the  serum.    For  the  average  person  of 
135  pounds  (62  kgm.).  1.5  grams  (25  grains) 
should  be  given  in  24  hours  to  cause  bactericidal 
action  ;  or  at  least  0.024  gm.  (grain  1-3)  per  kilo 
of  body  weight  per  24  hour.1}.    The  first  day  an 
initial  dose  0.45  gm.  (grains  TV*),  and  every 
three-hour    intervals    thereafter    0.15  (grains 
2i/2 ),    for   seven  doses;  and  subsequent  days 
ten   doses   of   0.15   gm.,    each    at   2y2  hour 
intervals.    Camphor    has  been   shown   to  di- 
minish  the   curative   effect   of  optochin  and 
should  not  be  used.    No  particular  diet  is  neces- 
sary.   It  is  a  white  powder,  soluble  in  distilled 
water  but  not  in  salt  solution.  Experimentally 
it  has  been  found  that  3%  hours  after  giving 
0..")  gm.  of  the  drug,  it  is  possible  to  detect  the 
specific  inhibitory  action  in  the  patient's  blood: 
it  is  absorbed  faster  than  it  is  eliminated  in  the 
urine  and  there  results  a  positive  balance  in  the 
body.    Fluid  aspirated  after  death  from  a  peri- 
cardial sac  was  found  to  be  sterile  and  to  have  a 
bactericidal  action  on  pneumococci,  showing  it 
passes  through  serous  surfaces.    On  account  of 
lack  of  knowledge  of  its  proper  dosage,  some 
serious  toxic  symptoms  were  reported,  but  re 
cently  they  have  been  minimized  to  a  great  de- 
gree.   They  are  principally  referable  to  the  eye 
and  ear.    Vomiting  has  been  reported,  due  prob- 
ably to  the  extremely  bitter  taste.    Ringing  and 
roaring  sounds  in  the  ears,  and  partial  deafness 
transient  in  type,  disappear  when  the  drug  is 
stopped.    The  eye  symptoms  are  more  serious, 
and  out  of  787  treated  cases  which  have  been  re- 
ported. 414%  have  had  transient  amblyopia  or 
amaurosis.    Oliver  reports  one  case  of  perman- 
ent, almost  complete  blindness,  the  patient  re- 
ceiving 5  grains  (0.3  gm.)  every  three  hours,  the 
total  amount  being  7.7  gm.,  greater  doses  than 
that  usually  given.    In  all  other  reported  eye 
changes,  discontinuance  of  the  drug  cleared  up 
the  symptoms.    Dilatation  of  the  pupils  suggest- 
ing some  amblyopia,  should  be  watched  for,  and 
it  is  important  that  ophthalmoscopic  examin 
ation  be  done   often   to   determine   any  eye 
changes,  and  if  any  found,  the  drug  be  dimin- 
ished or  discontinued.    The  more  the  daily  dose 
is  subdivided,  the  less  frequent  are  the  visual 
disturbances. 


Leschke  and  others  report  favorable  results 
from  optochin  treatment  in  pneumococcal  septi- 
cemia. At  Rockefeller  there  was  no  consider- 
able shortening  of  duration  of  the  disease  under 
its  use.  In  787  reported  cases  treated  with  the 
drug,  there  was  a  mortality  of  12.96%,  and  iu 
Moore  and  Chesney's  corrected  series  19%, 
where  the  mortality  expected  was  calculated  to 
be  33%.  In  all  these  cases  empyema  occurred 
in  1.9%.  These  figures  are  encouraging,  and 
even  if  the  drug  can't  destroy  all  the  pneumo- 
cocci in  the  infected  area  when  present  in  tho 
blood  in  a  concentration  sufficient  to  produce 
bactericidal  action  in  the  serum  in  viiro,  never- 
theless, if  it  can  prevent  a  spread  of  the  disease 
process  to  healthy  lung  and  prevent  septicemia, 
or  metastatic  complication,  its  use  may  be  help- 
ful, as  the  involvement  of  hitherto  healthy  lung 
constitutes  great  danger  to  the  patient. 

The  usage  of  optochin  and  anti-pneumoeoccus 
serum  simultaneously  in  Group  II  pneumonias, 
since  the  serum  alone  was  disappointing,  ha.« 
been  shown  by  Moore  to  give  markedly  increased 
protective  value  to  the  serum.  This  would  seem 
to  suggest  that  in  the  specific  treatment  of  pneu- 
monia, perhaps  even  more  favorable  results  may 
be  expected  from  the  use  of  optochin  and  the. 
type  of  homologous  anti-serum,  than  by  either 
of  these  remedies  separately.  Time  and  experi- 
ence may  make  us  change  the  dosage  and  value 
of  this  drug,  but  to  repeat  the  statistics  as 
quoted,  of  787  cases  of  lobar  pneumonia  treated 
with  it,  with  a  mortality  of  12.96%,  with  an  ex- 
pected mortality  of  30r; .  surely  makes  it  worth 
while  for  our  study  and  consideration.  Further- 
more, Cole's  recent  report  of  72  consecutive  cases 
of  Group  I  pneumonia  treated  with  a  correspond- 
ing serum  intravenously,  with  a  mortality  of 
8.3%,  whereas  among  untreated  patients  in  tbia 
group  the  death  rate  was  25%,  bodes  well  for 
the  future  cure  of  this  most  important  infection. 
There  are  many  other  questions  in  pneumonia 
which  could  be  discussed  from  recent  literature 
with  great  profit,  but  if  I  have  stimulated  you  to 
study  and  consider  further  anti-pneumococcus 
serum  and  optochin  hydrochloride,  this  little 
talk  will  not  be  in  vain. 


RECRUITING  NOTES 
By  Harolu  W.  Dana,  Boston, 
Captain,  M.R.C.,  U.S.A. 

It  is  not  my  intention  to  offer  these  few  sug- 
gestions as  necessarily  representing  anything 
new  in  medicine,  and  certainly  to  most  trained 
military  physicians,  most  of  the  things  here  dis- 
cussed may  seem  to  be  a  matter  of  course.  Per- 
sonally, I  am  not  a  surgeon  nor  an  orthopedist, 
so  that  what  I  have  to  say  in  these  fields  will 
not  be  of  interest  to  specialists  along  those  lines. 
What  I  have  to  present  are  the  things  which 
have  impressed  me  as  a  newcomer  into  the 
sendee,  during  six  months'  work  as  an  examiner 
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of  recruits  for  the  Army,  and  cover  what  have 
seemed  some  of  the  more  difficult  points  for  the 
general  practitioner  to  decide. 

For  the  Army  the  Adjutant  General  has  fixed 
certain  standards  of  weight,  and  for  the  Draft 
Boards  the  Provost  Marshal  General  has  fixed 
other  and  similar  standards.  These  tables  of 
weight  give  a  normal  minimum  weight,  from 
which  the  examining  physician  is  allowed  certain 
discretionary  deductions  for  each  height.  This 
final  minimum  weight  is  to  be  accepted  only  in 
those  cases  where  the  examiner  considers  the 
candidate  thoroughly  sound  in  other  respects. 
If  we  consider  that  90%  or  more  of  all  adults 
have  had  tuberculosis  in  some  form  at  some  time 
during  life,  and  that  a  large  proportion  of  all 
chests  show  some  signs  of  a  past  or  present 
tuberculosis  of  the  lungs,  this  seems  to  me  one 
of  the  important  considerations  in  deciding 
whether  or  not  to  allow  a  candidate  who  is  be- 
low the  normal  weight  for  his  height  to  be  ac- 
cepted for  service,  If  a  man  be  of  good  weight 
the  presence  of  dulness  or  of  harsh  or  bronchial 
breathing  at  either  apex  without  symptoms  and 
without  rales,  is  of  no  importance,  probably ;  cer- 
tainly we  cannot  afford  to  consider  it  as  any  dis- 
qualification. On  the  other  hand,  such  signs 
would  influence  me  against  accepting  a  man  who 
was  much  below  the  normal  weight.  So  far  as 
T  know,  there  is  no  weight  in  excess  of  the  stand- 
ard, which  precludes  the  use  of  any  man  for 
some  branch  of  the  land  service,  provided  always 
that  he  is  not  too  obese,  is  active,  and  has  feet 
strong  enough  to  stand  up  under  his  weight. 
This  question  of  strength  of  feet  is  usually  the 
deciding  factor  as  to  the  acceptance  of  a  man 
above  190  pounds  in  weight. 

Since  other  conditions  than  tuberculosis  may 
cause  harsh,  high-pitched  inspiration,  and  crepit- 
ant rales,  it  may  be  advisable  in  some  cases  to 
have  a  re-examination  at  the  end  of  a  week.  It 
is  perfectly  practicable,  when  the  rush  of  work 
is  not  above  the  ordinary,  to  take  temperatures 
on  suspected  cases,  often  with  suggestive  results. 
Again,  since  blood  pressure  determinations  are  a 
routine  procedure  in  all  candidates  for  commis- 
sions in  the  line  of  the  army,  it  is  feasible  to  take 
the  blood  pressure  in  phthisis  suspects.  Person- 
ally, I  feel  that  a  low  systolic  pressure,  say  be- 
low 120,  with  a  pulse  pressure  below  25,  is  sug- 
gestive of  phthisis  and  in  any  case  indicates  a 
vitality  or  cardiac  competency  insufficient  for 
the  service. 

It  was  a  great  surprise  to  three  of  us  taking 
routine  blood  pressures  on  a  group  of  men  under 
thirty  years  of  age.  examined  for  line  commis- 
sions, to  note  the  number  of  tests  giving  140  and 
150  mm.  systolic  readings,  sometimes  repeated  in 
two  or  three  tests  in  the  same  person  at  different 
hours  or  on  different  days.  These  were  all  in 
men  who  showed  nothing  in  the  urine.  Several 
men,  indeed,  in  this  group  of  young  men  gave 
systolic  pressures  of  160  and  170.  I  am  inclined 
to  believe  that  in  some  at  least  of  these  cases  ex- 


citement was  a  factor  in  producing  this  increase 
of  pressure. 

Another  fact  which  I  have  found  to  be  not  un- 
common in  men  showing  nothing  else  abnormal, 
is  the  occurrence  of  high-pitched  inspiration 
without  other  signs,  at  the  base  of  the  left  lung 
behind.  The  cause  of  this  I  have  been  unable 
to  determine. 

Upon  what  grounds  shall  one  decide  whether 
the  applicant  in  question  has  a  functional  heart 
murmur?  In  the  instructions  issued  by  the  Ad- 
jutant General,  and  even  more  fully  in  those 
given  to  the  draft  examiners,  stress  is  laid  upon 
the  importance  of  secondary  signs,  such  as  en- 
largement of  the  heart,  edema,  cyanosis  or  dys- 
pnea, the  presence  of  secondary  signs  being  con- 
sidered essential  to  a  diagnosis  of  organic  dis- 
ease. Richard  Cabot  has  always  taught  his  stu- 
dents that  in  order  to  make  a  diagnosis  of  mitral 
regurgitation,  there  was  necessary,  in  addition  to 
the  systolic  murmur,  the  presence  of  either  an 
accentuated  pulmorric  second  sound,  or  proof  of 
enlargement  of  the  heart,  or  both.  Furthermore, 
there  has  always  been  great  comfort  to  me  in 
doubtful  cases,  to  find  the  murmur  propagated 
to  the  axilla  or  to  the  back  When  the  systolic 
murmur  could  be  heard  in  the  back.  I  felt  as- 
sured that  there  was  an  organic  lesion.  Recently 
I  have  seen  two  recruits  in  whom  the  x-ray 
shadow  of  the  heart  was  not  enlarged,  and  in 
whom  the  electrocardiogram  indicated  the  ab- 
sence of  any  organic  disease,  but  with  a  murmur 
which  was  plainly  audible  in  the  axilla  and  in 
the  back.  Since  then  I  have  seen  two  other  cases 
in  which  there  was  no  enlargement  of  the  heart 
to  percussion,  with  no  dislocation  of  the  apex 
downward,  with  no  increase  in  the  pulmonic 
second  sound,  but  with  a  systolic  murmur  loud- 
est at  the  pulmonic  area,  heard  at  the  apex  and 
transmitted  to  the  axilla  and  to  the  back.  Such 
cases  as  the  last  are  quite  common  among  the 
large  number  of  men  whom  I  have  examined  in 
the  past  six  months  and  are  very  unsettling  to 
one's  preconceived  ideas  as  to  the  signs  of  val- 
vular heart  disease.  It  has  been  suggested  to 
me  that  such  cases  as  I  have  cited  represent  con- 
genital heart  disease,  and  this  may  very  possibly 
be  the  explanation  of  cases  where  a  murmur  is 
transmitted  to  the  back,  without  enlargement  of 
the  heart  or  accentuated  pulmonic  second  sound. 
If  this  be  the  case,  however,  then  con- 
genital heart  disease  is  commoner  than  I  have 
been  accustomed  to  believe.  While  I  am  willing 
to  admit  that  a  loud  murmur  at  the  pulmonic 
area,  best  transmitted  to  a  point  related  to  the 
root  of  the  lung  in  the  back,  may  in  some  cases 
be  explained  as  being  of  auricular  origin,  which 
is  the  view  of  some  observers,  it  does  not  seem  to 
me  that  this  explanation  can  assume  a  normal 
mitral  valve ; — and  I  do  not  feel  that  this  theory 
covers  the  murmurs  heard  at  the  apex,  which  are 
transmitted  from  the  apex,  to  a  point  in  the  back 
corresponding  to  the  level  of  the  apex.  In  these 
questionable  cases,  the  apparent  myocardial  effi- 
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ciency,  as  evidenced  by  testing  the  effect  of  work 
upon  the  pulse  rate,  was  normal.  Of  one  thing, 
at  least,  1  am  certain,  and  that  is,  that  these  men 
with  such  murmurs  as  I  have  described,  without 
cardiac  enlargement  or  increased  pulmonic 
sound,  are  physically  fit  for  active  duty  in  the 
army,  and  have,  for  any  practical  purpose,  es- 
sentially normal  hearts. 

During  the  past  months,  1  have  seen  three 
eases  in  which  the  heart  was  enlarged  to  percus- 
sion, in  which  there  was  a  systolic  murmur  at 
the  apex  transmitted  to  the  back,  and  in  one  of 
them  there  was  a  dislocation  of  the  apex  beat 
downward.  Neither  the  fact  that  the  electro- 
cardiograph was  said  to  show  the  absence  of  a 
valve  defect,  nor  the  statement  that  the  x-ray 
proved  the  absence  of  cardiac  enlargement,  has 
satisfactorily  disproved  the  diagnosis  of  mitral 
regurgitation  which  I  made  in  these  cases.  It 
does  not  seem  to  me  that  the  electrocardiograph 
nor  the  x-ray  is  any  more  infallible  in  heart  dis- 
ease, than  we  know  to  be  the  case  as  regards  the 
x-ray  in  lung  and  gastro-intestinal  work.  Per- 
sonally I  still  cannot  believe  that  a  cardiac  mur- 
mur is  transmitted  to  the  back,  without  some  or- 
ganic change  from  the  normal,  either  in  the 
shape,  size  or  number  of  the  cardiac  orifices,  or 
in  the  valves.  To  my  mind,  having  the  candi- 
date lie  down  does  not  give  any  material  aid,  in 
most  cases,  in  differentiating  between  an  organic 
and  a  functional  murmur. 

The  question  of  tachycardia  as  an  indication' 
of  valvular  or  myocardial  disease,  and  the  "work 
test"  as  mentioned  above,  are  in  my  opinion  of 
relatively  little  use  except  in  the  stolid,  unemo- 
tional or  bovine  individual.  For  instance,  doc- 
tors and  dentists  whom  I  have  examined,  almost 
invariably  have  a  high  pulse  rate,  and  this  is 
also  true  of  a  large  proportion  of  candidates  for 
commissions.  While  in  theory  it  is  true  that 
when  a  rapid,  nervous  heart  is  put  under  the 
strain  of  added  work  it  will  steady  and  slow 
down,  in  practice  this  does  not  usually  seem  to 
be  a  fact.  Hence  while  tachycardia  is  set  down 
in  the  regulations  as  a  cause  for  the  rejection  of 
recruits,  and  probably  quite  correctly,  as  relating 
to  the  class  of  men  enlisting  in  peace  times,  it 
would  not  seem  to  me  to  apply  to  a  considerable 
number  of  candidates  for  the  army  at  present. 
In  any  event,  considerable  judgment  must  be  em- 
ployed in  estimating  the  importance  of  a  rapid 
heart  in  each  individual.  On  the  other  hand,  I 
feel  sure  that  in  some  cases,  the  only  remaining 
indication  of  a  previous  endocarditis,  where  the 
murmur,  as  so  frequently  happens  in  the  case  of 
children,  has  disappeared,  is  this  tachycardia  or 
the  presence  of  marked  excitability  under  emo- 
tional stimuli.  In  this  connection,  I  do  not 
mean  to  say  that  many  of  these  mitral  leaks  of 
childhood  do  not  clear  up  absolutely,  leaving  no 
signs  nor  symptoms  of  any  sort. 

Supposing  that  one  is  examining  such  a  candi- 
date with  a  systolic  murmur,  and  one  is  in  doubt 
as  to  whether  this  sound  is  heard  only  at  the  base 


of  the  heart,  or  whether  it  is  also  audible  at  the 
apex,  it  has  frequently  seemed  to  me  that  I 
could  hear  the  murmur  better  in  the  posterior 
axillary  line  at  a  level  one  inch  below  the  angle 
of  the  scapula ;  certainly  that  I  could  isolate 
and  identify  the  sound  better  at  this  location 
than  was  possible  at  the  apex.  To  me  it  has 
been  quite  surprising  to  see  the  number  of  ath- 
letes, swimmers,  distance  runners,  and  basket- 
ball players,  who  have  a  definite  valve  leak,  and 
yet  are  able  to  continue  competition.  It  would 
seem  as  if  such  men  could  be  used  for  some 
branch  of  the  service  for  clerical  positions. 

When  only  one  test  chart  is  used  for  the  pur- 
pose of  testing  vision,  it  is  sometimes  difficult 
to  determine  the  degree  of  sight  in  the  two  eyes, 
particularly  where  the  first  eye  tested  has  the  bet- 
ter vision.  One  man  who  was  being  tested  as  to 
his  eyesight,  was  almost  blind  in  his  left  eye,  but 
he  had  memorized  the  20/20  line  almost  per- 
fectly, so  that  he  could  read  the  letters  forward 
and  backward,  and  could  skip  every  other  letter 
successfully.  In  suspicious  cases  it  is  often  use- 
ful to  use  a  card  with  a  hole  cut  in  it  so  that 
only  one  letter  at  a  time  is  seen.  Also  a  second 
chart,  kept  under  cover  except  when  needed  for 
use,  is  a  help.  If  the  waiting  line  of  men  have 
the  opportunity  to  study  the  chart  or  to  hear 
the  reading  of  it  by  preceding  men,  it  aids  them 
to  memorize  the  letters.  Usually,  by  asking  the 
applicant  to  read  every  second,  third,  or  fourth 
letter  from  either  end,  one  can  avoid  errors. 
For  this  reason,  a  chart  with  a  large  number  of 
letters  on  each  line,  is  of  value.  Charts  for  the 
eye  test  vary  greatly  in  the  sharpness  and  clear- 
ness of  printing.  One  of  the  simplest,  cheapest, 
most  portable  and  certainly  not  the  least  ac- 
curate, of  the  color  vision  tests,  is  a  card  with 
eighteen  squares  of  colored  paper  on  it,  made 
by  Brown  &  Burpee  of  Manchester,  N.  H.,  and 
sold  by  the  Globe  Optical  Co.,  Boston,  Mass.,  for 
50  cents. 

A  good  many  men  who  have  been  rejected  for 
the  army  or  for  Plattsburg  on  account  of  hernia, 
have  this  defect  remedied  by  operation  and  pre- 
sent themselves  for  re-examination.  I  have 
been  inclined,  in  eases  where  the  result  was  good, 
to  accept  such  men  within  a  few  weeks  of  oper- 
ation. Surgeons  tell  me,  however,  that  these 
men  are  not  fit  for  army  work  in  the  field  under 
six  months  after  operation.  A  large  number  of 
men  have  relaxed  or  enlarged  inguinal  rings, 
and  in  some  of  them,  while  there  is  not  definite 
protrusion  of  the  bowel,  there  is  a  definite  im- 
pulse on  cough.  While  such  cases  do  not  repre- 
sent a  definite  hernia,  there  is  always  risk  of 
symptoms  occurring,  even  if  the  signs  do  not  in- 
crease; hence  such  applicants  should  be  viewed 
with  suspicion. 

To  me  as  a  medical  man,  a  candidate  who  has 
recently  been  operated  upon  for  varicocele,  or 
who  has  a  radical  operation  for  the  cure  of 
hydrocele,  and  who  presents,  as  all  such  patients 
do,  so  I  am  told,  a  much  infiltrated  condition  of 


258 


BOSTON  MEDICAL  AN. 


D  SURGICAL  JOURNAL 


[Febbuaby  21,  1918 


the  groin  and  scrotum  in  the  one  case,  or 
marked  thickening  of  the  epididymis  in  the 
other — sucli  cases,  I  may  say,  are  viewed 
by  me  with  deep,  inherent  distrust.  My  surgical  \ 
friends  tell  me  that  in  such  operations  one 
should  not  expect  complete  absorption  under  six 
or  eight  months,  or  even  longer,  and  candidates 
may  safely  be  accepted  in  spite  of  the  thicken- 
ing of  the  tissues. 

Another  difficulty  arises  as  to  what  should 
constitute  a  disqualification  on  account  of  foot 
defects.  The  presence,  merely  of  a  very  marked 
degree  of  flattening  of  the  auterior  or  posterior 
arch  of  the  foot,  is  not  a  disqualification,  since 
thoroughly  flat  feet,  strong  functionally,  and 
without  symptoms,  may,  and  usually  will,  carry 
weight  better  than  a  beautifully  shaped,  high 
arched  foot.  Again,  feet,  that  (so  far  as  the 
tracks  of  the  soles  upon  the  floor  are  concerned, 
seem  perfectly  normal)  may  occasion  a  disquali- 
fication of  the  applicant  because  of  marked 
pronation,  with  weakness; — "knock-ankle"  as 
Dr.  E.  H.  Bradford  has  termed  it,  and  eversion 
of  the  foot  upon  the  ankle.  Strength,  mobility, 
freedom  from  symptoms  and  a  consideration  of 
the  man's  weight  are  the  fundamental  points  in 
judging  the  competency  of  a  pair  of  feet. 
Some  of  the  flattest  arches  that  I  have  seen, 
have  been  in  men  of  very  light  build.  Symp- 
toms in  connection  with  the  feet  are  often  mis- 
leading, since  a  candidate  eager  to  enter  the  ser- 
vice will  deny  ever  having  untoward  symptoms 
of  any  sort: — on  the  other  hand,  real  or  alleged 
foot  troubles  are  a  favorite  cause  for  claim  for 
excuse  from  military  duty  or  for  a  discharge 
from  the  service.  Many  feet  that  are  flat  from 
the  wearing  of  improper  shoes  or  from  lack  of 
the  use  of  the  muscles  can  be  much  benefited  by 
muscle  training,  and  many  cases  of  pronation 
can  attain  a  high  degree  of  serviceability  by  the 
use  of  a  wedge  under  the  inner  side  of  the  heel, 
the  so-called  "modified  Thomas  heel."  This  is 
of  course  difficult  to  provide  in  the  case  of  sol- 
diers, who  wear  out  shoes  fast,  and  for  whom 
specially  altered  shoes  cannot  be  provided  in 
numbers.  In  this  connection,  I  have  been  inter- 
ested to  see  that  the  chief  orthopedic  authority 
of  the  British  Army,1  has  advised  that  all  sol- 
diers should  be  provided  with  shoes  the  heels  of 
which  are  higher  on  the  inner  side,  which  would 
seem  to  me  to  be  a  useful  and  feasible  suggestion. 

REFERENCE. 

1  Notes  on  Military  Orthopedics,  p.  44,  Colonel  Robert  .lones,  C.B., 
Inspector  of  Military  Orthopedics,  British  Army  Medical  Service. 
Paul  B.  Hoeber,  New  York,  1917.  (Abs'tracted  in  part  In  Jour- 
nal  American  Medical  Association,  Aug.  4,  1917,  p.  401.) 


THE  ARMY  SURGEON  OF  OTHER  DAYS. 
By  Howard  Dudley  King,  M.D.,  New  Orleans,  La. 

The  army  surgeon  of  the  present  day  is  a 
most  fortunate  individual  if  we  are  to  compare 
him  with  his  brother  of  the  sixteenth  century, 
w  ho  rendered  service  in  the  English  civil  wars. 
The  surgeon  of  those  times  was  poorly  paid,  and 


did  not  enjoy  either  rank  or  standing.  How- 
ever, in  many  instances  the  pay  was  fully  com- 
mensurate with  the  character  of  the  professional 
services  rendered.  In  one  respect  the  military 
surgeon  of  four  centuries  ago  fared  better  than 
his  more  modern  brother  in  that  he  was  a  non- 
combatant  in  the  fullest  sense.  The  medical 
man  did  not  figure  in  the  casualty  lists.  It  was 
rare  to  hear  of  a  fighting  Asclepiad,  and  still 
more  rare  to  find  a  physician's  name  among  tho 
killed,  wounded  or  missing.  All  throughout  the 
civil  wars  military  surgeons  appear  to  have 
been  treated  by  both  sides  as  non-combatants, 
and  to  have  enjoyed  certain  privileges  defined  by 
custom  rather  than  by  any  set  rules  or  regula- 
tions. When  in  the  field  they  wore  a  distinguish- 
ing badge,  and  to  the  credit  of  both  sides  the  in- 
signia was  accorded  the  fullest  respect.  No  sur- 
geon was  allowed  on  the  field  without  his  baldric. 
Military  surgeons  were  often  allowed  to  enter 
a  hostile  camp  or  fortress  in  order  to  treat 
wounded  men  of  their  own  side,  and  seldom  was 
the  privilege  abused.  Medical  men  falling  into 
the  hands  of  the  enemy  were  not  usually  re- 
tained as  prisoners,  and  in  many  cases  they 
made  no  distinction  between  Roundheads  and 
Cavaliers  if  human  suffering  was  to  be  relieved. 
As  an  example  of  the  goodfellowship  extended 
the  medical  men  of  those  days,  the  following 
anecdote  is  most  noteworthy.  In  1644,  Henry 
Johnson,  surgeon  of  the  King's  own  troops, 
wrote  as  follows  to  the  Parliamentary  Governor 
of  Newport,  Pagnell,  asking  for  the  relief  of  his 
apprentice  who  had  been  captured  in  a  skirmish 
at  Kidlington: 

"It  is  very  well  known  how  careful  I  have 
ever  been  in  dressing  your  wounded  men  when- 
soever they  have  fallen  into  our  hands.  There- 
fore, if  you  will  give  him  a  speedy  release  and 
safe  pass  to  Oxford  I  am  very  confident  that  the 
favor  shall  not  pass  without  an  endeavor  of  re- 
compense, for  if  at  any  time  any  chiruigeon  or 
wounded  men  of  yours  shall  fall  into  our  hands 
my  care  of  getting  releasement  or  dressing  those 
that  have  need  thereof  shall  manifest  how  great 
a  favor  you  have  done  to  your  obliged  servant." 

In  the  armies  raised  by  Parliament  there  were 
usually  two  or  three  medical  men  attached  to 
the  staff  of  the  general,  who  supervised  and  con- 
trolled the  medical  administration  of  the  whole 
army.  Aside  from  regimental  surgeons,  there 
were  also  a  score  of  assistants  and  medical  un- 
derstrappers. In  the  list  of  Essex's  army  there 
appear  a  "physician  to  the  train  and  person," 
Dr.  St.  John,  and  a  "surgeon  to  the  train  and 
person,"  Laurence  Lowe.  In  the  list  of  New- 
Model  the  names  of  four  medical  officers  appear 
among  the  staff,  two  physicians  to  the  army,  an 
apothecary  to  the  army,  and  a  surgeon-general 
to  the  army.  The  armies  in  Ireland  and  Scot- 
land had  each  attached  a  physician-general,  a 
surgeon-general,  and  an  apothecary-general,  and 
this  arrangement  survived  in  the  post-Restora- 
tion army. 
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The  chief  of  these  officials  was  the  physician- 
general,  who  was  usually  a  man  of  some  stand- 
ing, and  was  paid  accordingly.  The  rate  of 
pay  was  ten  shillings  per  day,  or  about  $2.50. 
Next  in  point  of  rank  and  pay  was  the  apothe- 
cary-general whose  salary  was  six  shillings  and 
eight  pence  a  day,  an  equivalent  in  our  money 
of  $1.50.  The  surgeon-general  was  not  alone 
last  in  rank,  but  also  in  pay.  His  remuneration 
never  exceeded  four  shillings  or  a  dollar  a  day. 
Cromwell's  surgeon-general  received  no  more 
than  the  American  private  of  today.  Each 
surgeon  had  a  couple  of  assistants  who  received 
about  forty-eight  cents  a  day.  In  1651  the  sur- 
geon's pay  was  advanced  from  a  dollar  a  day  to 
a  dollar  and  a  half,  or  six  shillings;  in  1655  it. 
was  fixed  at  five  shillings,  and  the  economists 
cut  off  one  of  his  assistants;  in  1657  the  sur- 
geon's pay  was  again  reduced  to  the  original 
four  shillings  a  day.  Whenever  the  matter  of 
economy  was  broached  in  Parliament  the  sur- 
geon's pay  was  juggled  with.  Monk,  who  was 
in  command  of  the  army  in  Scotland,  considered 
the  army  surgeons  underpaid,  and  ordered  those 
under  his  direct  command  to  be  enrolled  as  pri- 
vates in  order  to  give  them  an  additional  nine 
pence  or  eighteen  cents  a  day.  Dual  office  hold- 
ing in  military  circles  thus  is  not  of  recent 
origin.  However,  Monk  seems  to  have  been  ac- 
tuated by  kindlier  motives  than  countenancing 
petty  graft. 

Very  few  of  the  military  surgeons  of  the  six- 
teenth century  were  really  competent  men,  and 
not  many  attained  the  distinction  of  being  en- 
rolled in  the  Royal  College  of  Physicians.  Gen- 
eral Monk  vigorously  resented  one  of  Crom- 
well's appointments  in  the  person  of  a  certain 
Mr.  Fish,  surgeon  to  the  artillery  train.  Pish 
was  a  former  surgeon's  assistant  who  had  re- 
signed to  avoid  a  court-martial  for  misconduct. 
Monk  exercised  the  greatest  care  in  the  selection 
of  his  medical  officers. 

As  many  of  the  army  surgeons  were  men  of 
the  most  mediocre  ability,  it  was  customary  in 
important  cases  to  call  in  other  aid.  Parliament 
sent  a  special  physician  to  Northampton  to  at- 
tend Skippon,  who  had  received  serious  wounds 
at  the  battle  of  Naseby.  In  1651  Cromwell  fell 
ill  in  Scotland,  and  two  of  the  leading  medical 
men  of  London  were  immediately  despatched  to 
Edinburgh  by  the  Council  and  State.  These 
outside  practitioners  were  always  liberally  paid 
for  their  services. 

When  a  soldier  reached  a  hospital,  either 
through  illness  or  injury,  a  certain  proportion 
of  his  pay  was  stopped  to  pay  for  nursing  and 
drugs.  There  were  no  movable  hospitals  attend- 
ing ■  the  army  during  active  campaigning.  In 
1643,  Essex  sent  the  wounded  soldiers  from  the 
siege  of  Reading  up  to  London  for  treatment. 
An  order  of  Parliament  at  that  time  reads  "that 
the  Lord  General  hath  been  enforced  to  send 
back  many  sick  soldiers  to  be  billeted  in  some 
remote  houses  and  towns,  some  miles  distant 


from  London  till  it  shall  please  God  to  restore 
them  health  and  ability  to  again  return  to  his 
army."  The  badly  wounded  were  left  in  vil- 
lages near  the  battle  field,  where  a  small  pittance 
was  usually  paid  for  their  medical  care,  but 
most  frequently  they  were  left  to  their  own  de- 
vices. 

Throughout  the  first  and  second  civil  wars  the 
London  hospitals  supplied  the  only  permanent 
provision  for  the  cure  of  sick  and  wounded  sol- 
diers. St.  Bartholomew,  Bridewell,  St.  Thomas, 
and  Bethlem,  the  most  famous  of  London's  hos- 
pitals at  that  time,  were  freed  by  Parliamentary 
Act  of  all  taxes  and  assessments  on  the  ground 
that  they  treated  many  of  the  wounded  soldiery. 
In  a  short  time  these  institutions  proved  insuffi- 
cient for  the  care  of  the  soldiery,  and  it  became 
necessary  to  build  special  military  hospitals. 
Army  hospitals  were  now  established  in  various 
parts  of  Ireland,  Scotland,  and  even  in  Flan- 
ders. As  to  attendance  on  the  patients,  there 
were  no  hospital  orderlies  in  those  days,  and  the 
nursing  was  entirely  done  by  women.  These 
nurses  were  by  special  order  chosen  from  the 
widows  of  soldiers.  The  various  hospitals  drew 
up  rigid  regulations  governing  the  conduct  of 
both  nurses  and  soldiers.  A  soldier  who  got 
drunk  or  used  profane  language  was  fined,  and 
a  repetition  of  the  offense  meant  expulsion.  A 
nurse  who  neglected  her  duty,  or  "made  any  dis- 
turbance by  scolding,  brawling  or  chiding"  was 
punished  in  much  the  same  way  as  the  drunken 
soldier.  If  a  soldier  married  a  nurse  both  were 
to  be  expelled  at  once. 


(Eltmral  ippartmwt. 

GONORRHEA    IN   YOUNG   MALE  CHIL- 
DREN, AND  ITS  TREATMENT. 

By  Walter  D.  Bieberbach,  M.D.,  Worcester,  Mars. 

Urethro-vulvo-vaginitis,  due  to  gonococcus,  in 
young  female  children  is  not  a  rare  disease  and, 
especially,  this  is  more  true  among  the  poor  and 
children  that  are  housed  in  institutions.  It  is 
easily  seen  that  young  female  children  can 
readily  contract  this  disease  from  parents  or 
other  older  members  of  the  home  by  direct  con- 
tagion or  indirectly,  through  the  agency  of 
towels,  wash-rags,  fingers,  toilets  or  bed  clothing. 
Then  it  has  been  shown  that  when  one  case  is  in- 
troduced into  an  institution  the  disease  spreads 
rapidly,  probably  by  the  medium  of  the  bath, 
toilet  or  towels.  This  is  an  affection  which  re- 
cent studies  have  shown  to  be  much  more  pre- 
valent than  has  generally  been  believed,  and  it  is 
not  uncommon  for  a  physician  to  see  several  of 
these  cases  during  the  year.  However,  gonor- 
rhea in  the  male  child  is  a  rare  disease,  at  least 
in  boys  under  twelve  years  of  age ;  in  this  re- 
spect affording  a  marked  contrast  to  gonorrheal 
urethro-vulvo-vaginitis  observed  in  the  opposite 
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sex.  The  cause,  as  suggested  by  some  authors; 
is  au  attempt  at  intercourse,  often  suggested  by 
a  much  older  female. 

I  believe  tbat  it  is  the  general  opinion  of  the 
physician  that  very  exceptionally  the  contagion 
may  be  mediate  by  means  of  fabrics  or  by  for- 
eign bodies  previously  infected,  being  intro- 
duced within  the  urethra.  Such  cases,  I  believe, 
do  exist,  as  I  will  demonstrate  in  a  boy  four 
years  of  age,  who  was  referred  to  my  services 
at  the  Worcester  City  Hospital.  Too  much 
careful  attention  cannot  be  paid  to  inflammatory 
conditions  of  the  prepuce  or  penis,  and  this  is 
true  when  one  is  dealing  with  a  long  foreskin 
where  a  phimosis  exists.  When  these  conditions 
present  themselves  and  there  is  a  pussy  dis- 
charge, it  is  wise  to  examine  carefully  the  dis- 
charge microscopically  to  try  to  find  out  what 
form  of  a  micro-organism  we  are  dealing  with. 

It  has  been  shown  that  in  the  normal  urethra 
there  are  micro-organisms  identical  in  all  re- 
spects with  the  gonococcus.  Identification  of 
these  micro-organisms  under  the  microscope  is 
not  a  proof  of  the  specific  infection,  and  this  is 
more  apt  to  be  true  if  the  child  is  suffering  from 
a  phimosis  where  retained  secretions  are  liable 
to  cause '  an  infection  of  the  urethra.  Should 
an  organism  be  seen  under  the  microscope  that 
resembles  the  gonococcus,  then  one  should  resort 
to  cultivation  on  artificial  media  and  pos- 
itively prove  the  nature  of  the  infection.  There- 
fore, it  is  wise  in  all  such  cases  carefully  to 
search  for  the  gonococcus,  since  simple  irrita- 
tive urethritis  is  by  no  means  uncommon  and  is, 
in  the  beginning  of  its  course,  not  to  be  dis- 
tinguished clinically  from  true  gonorrhea. 

I  have  had  in  the  last  short  while  the  experi- 
ence of  falling  flat  in  my  diagnosis  in  which  two 
male  children  were  referred  for  circumcision 
for  phimosis,  later  to  find,  folowing  the  opera- 
tion, that  I  was  dealing  with  a  case  of  gonor- 
rheal infection.  One  takes  too  much  for 
granted  that  such  a  condition  could  not  exist  in 
children  of  six  and  four  years  of  age,  and  this 
led  me  to  believe  that  I  was  dealing  with  a 
simple  urethritis,  the  primary  cause  being  a 
tight,  long  prepuce  producing  balanoposthitis. 
However,  this  one  point  shows  that,  regardless 
of  age,  one  should  first  proceed  in  all  cases  with  a 
microscopical  examination,  as  in  children  of  this 
age  gonorrhea  is  generally  contracted  in  the 
ordinary  manner. 

The  cases  that  I  will  report  will  show  that  it 
is  possible  for  the  male  child  of  very  young  age 
to  be  infected,  either  by  direct  or  indirect  con- 
tact. 

Case  1.  J.  P.  a  boy  of  six  years  of  age,  well 
developed  physically,  presented  a  marked  case  of 
phimosis.  There  was  considerable  narrowing  of  the 
preputial  orifice,  so  much  so,  that  it  was  impossible 
to  retract  the  foreskin  over  the  glans  penis.  About 
tlie  margin  of  the  prepuce  was  a  copious  offensive 
white  discharge.  The  foreskin  was  tender,  edema- 
tous and  swollen.  At  this  visit  a  diagnosis  was 
made  of  phimosis,  the  cause  being  balanoposthitis, 


due  to  a  long,  tight  foreskin.  The  treatment  advised 
was  circumcision,  and  on  the  following  day  the  child 
was  operated  upon.  On  account  of  the  marked 
edema,  circumcision  was  performed  under  ether. 
A  dorsal  incision  was  made  and  the  flaps  trimmed. 
The  edges  were  sutured  with  catgut.  Some  few 
hours  after  operation  the  child  was  unable  to  urin- 
ate. The  dressings  were  removed  and  the  external 
meatus  was  found  to  be  pointed  and  swollen  and 
glued  together.  On  separating  the  lips  of  the 
meatus,  there  was  a  free  flow  of  thick  white  pus, 
which  relieved  the  child,  thus  allowing  him  to  pass 
his  urine.  Microscopical  examination  of  the  pus 
showed  a  number  of  Gram-negative  diplococci,  both 
intra-  and  extracellular.  Cultures  were  made  which 
proved  the  presence  of  gonococcus. 

A  few  days  after,  the  mother  brought  to  the 
clinic  the  younger  child,  who  was  three  years  old, 
complaining  that  he  was  having  trouble  similar  to 
his  brother.  On  examination  he  presented  the 
same  condition  as  the  first,  except  that  the  foreskin 
could  be  retracted  over  the  glans  penis  showing  a  free 
urethral  discharge.  Microscopical  examination  of 
the  discharge  showed  the  presence  of  gonococci,  and 
they  were  found  on  culturing.  In  the  case  of  the 
boy  of  six  years,  both  urines  were  cloudy,  contain-/ 
ing  pus  and  a  number  of  shreds,  showing  that  he 
was  suffering  from  an  acute  antero-posterior  gonor- 
rheal urethritis.  The  first  urine  of  the  boy  of  three 
years  was  cloudy,  the  others  were  clear  and  the 
diagnosis  being  acute  anterior  gonorrheal  urethritis. 

An  attempt  was  made  to  learn  the  source  of  in- 
fection. The  mother  and  father  were  asked  to  sub- 
mit to  examination;  also  the  remainder  of  the  fam- 
ily, which  consisted  of  a  girl  thirteen  and  a  boy 
eighteen  years  old.  The  boy  was  a  step-brother  to 
the  other  two  children,  his  father  having  been  dead 
for  the  past  few  years  and  this  being  his  mother'- 
second  marriage. 

The  mother  and  father  denied  all  venereal  dis- 
ease and  on  examination  were  negative.  The  oldest 
boy  of  eighteen  gave  a  history  of  suffering  from  an 
acute  attack  of  gonorrhea  four  months  ago.  He 
had  been  under  the  care  of  a  physician,  and  one 
month  before  the  children  were  admitted  to  the 
clinic  he  had  been  pronounced  cured.  At  the  time 
of  my  examination  he  had  no  signs  or  symptoms  of 
the  disease,  and  from  my  examination  I  would  say 
that  he  was  cured.  A  gonorrheal  complement-fix- 
ation test  was  done  and  reported  as  negative. 

Examination  of  the  girl  of  thirteen  showed  that 
she  had  a  ruptured  hymen,  and  on  separating  the 
vaginal  wall  there  was  a  somewhat  free,  thin  greyish 
discharge,  which  on  microscopical  examination 
showed  the  presence  of  gonococci.  Smears  made 
from  the  urethra  were  negative.  From  the  absence 
of  the  acute  symptoms  and  the  microscopical  pic- 
ture, I  would  say  that  the  girl  was  suffering  from 
a  subacute  or  chronic  gonorrheal  infection. 

The  fact  that  the  three  children  were  suffering 
from  gonorrhea  was  all  tbat  I  was  able  to  obtain. 
It  was  impossible  to  get  a  clear  history  of  any  of 
the  cases. 

The  mother  and  father  could  give  very  little  in- 
formation as  to  the  source  of  the  infection.  They 
stated  that  the  boy  of  six  years  and  the  girl  of  thir- 
teen attended  school  every  day,  while  the  child  of 
three  was  kept  at  home.  Furthermore,  none  of  the 
children  were  away  from  home  for  any  length  of 
time.  I  thought  that  if  some  one  was  sent  to  the 
house  of  the  parents  to  investigate  their  mode  of 
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living,  we  might  be  able  to  come  to  some  opinion  as 
to  the  source  of  infection. 

The  case  was  reported  to  the  Society  for  the  Pre- 
vention of  Cruelty  to  Children  and,  through  their 
kindness,  a  female  agent  was  sent  to  investigate  the 
living  conditions  of  the  family.  Each  of  the  chil- 
dren was  questioned  closely,  but  no  information 
could  be  obtained  from  the  boys  that  were  suffering 
from  gonorrhea.  They  were  very  stubborn  and  re- 
fused to  answer  questions.  The  girl  of  thirteen  was 
taken  into  a  room  alone  and  after  careful  question- 
ing admitted  that  some  few  weeks  before,  while  the 
parents  were  away  one  afternoon,  the  oldest  boy  of 
eighteen  placed  her  on  his  lap  and  attempted  inter- 
course. Following  this  attack  she  suffered  consid- 
erable pain  and  for  some  time  afterwards  experi- 
enced a  burning  sensation  on  urination.  She  said 
nothing  to  her  parents  of  what  had  happened;  the 
reason  for  this  we  are  not  able  to  have  her  explain. 

On  the  day  of  the  examination  the  boy  of  eigh- 
teen learned  on  his  return  home  that  an  agent  of 
the  Society  had  been  to  the  house  to  investigate  the 
cause  of  infection.  Confronted  by  his  mother  on 
what  had  transpired,  he  immediately  turned  about, 
left  the  house  and  to  this  date  has  not  been  heard 
from. 

My  conclusions  as  to  the  source  of  infection  in 
this  case  was  that  the  boy  of  six  contracted  the  dis- 
ease from  the  girl  of  thirteen.  They  both  occupied 
the  same  bed  and  the  sexual  organs  of  the  male 
child  were  well  developed  and  much  larger  than  the 
average  child  of  the  same  years. 

The  younger  child  of  three  slept  with  the  boy  of 
six  on  different  occasions  and  probably  contracted 
his  infection  from  discharges  that  had  contaminated 
the  bed  clothing. 

The  girl's  infection  dates  back  to  the  time  that  she 
states  that  the  older  boy  of  eighteen  attempted 
sexual  intercourse  with  her.  At  that  time  the  boy 
was  suffering  from  subacute  gonorrhea  and,  I  be- 
lieve, infected  his  step-sister. 

In  this  case  we  have  the  direct  and  indirect 
method  of  infection,  the  older  child  receiving  his 
infection  from  the  female,  and  the  younger  child 
indirectly  from  coming  in  contact  with  some  article 
that  was  contaminated  with  the  discharge  of  the 
child  of  six  years. 

Case  2.  T.  Mc,  a  well  developed  boy  of  four 
years,  physically  and  mentally  normal.  He  was  ad- 
mitted to  the  service  for  circumcision.  Examina- 
tion. He  had  a  marked  phimosis  with  a  moderate 
lymph'angitis  extending  along  both  sides  of  the  shaft 
of  the  penis.  The  external  orifice  of  the  prepuce 
was  reddened,  and  on  stripping  the  foreskin  a  thin, 
white,  pussy  discharge  was  noticed.  A  diagnosis  of 
infected  balanoposthitis  was  made  and  circumci- 
sion was  advised.  At  this  visit  the  child  was  ether- 
ized and  circumcision  performed  by  the  dorsal  slit 
method.  Patient  was  discharged  and  advised  to  re- 
turn for  future  dressings.  Late  on  the  night  of  the 
operation,  I  was  called  to  the  patient't  house  and 
informed  that  the  child  was  unable  to  urinate  fol- 
lowing the  operation.  During  the  day  the  mother 
had  called  in  a  physician  to  relieve  the  retention, 
and  sedatives  and  hot  baths  had  been  given,  with  no 
results.  On  my  visit  I  found  the  child  to  be  suffer- 
ing from  pain,  walking  about  the  house,  straining 
every  few  minutes  in  an  attempt  to  urinate.  On 
stripping  the  urethra  there  was  a  profuse  white 
pussy  discharge,  of  which  I  made  several  smears, 
and  later  on  returning  to  my  office  found  that  they 


contained  many  intra-  and  extracellular  Gram-neg- 
ative diplococci.  At  this  visit  I  decided  there  was 
but  one  thing  to  do  in  relieving  the  child  and  that 
was  catheterization,  for  everything  had  been  done, 
such  as  hot  sitz  baths,  by  the  former  physician,  with 
no  results.  The  patient  was  placed  on  the  kitchen 
table  and  a  soft  rubber  catheter,  size  10,  french,  was 
inserted  into  the  anterior  urethra,  just  to  the  cut-off 
muscle,  and  the  urethra  was  gently  irrigated  with 
a  hot  2%  boric  acid  solution.  Following  the  an- 
terior irrigation  the  catheter  was  removed,  boiled, 
and  gently  introduced  within  the  bladder.  The 
bladder  was  relieved  of  10  ounces  of  clear,  normal 
urine  and  followed  by  slow  irrigation  with  hot  boric 
acid  solution.  The  child  was  immediately  relieved  and 
soon  fell  into  a  sound  sleep.  The  mother  was  ad- 
vised to  return  on  the  following  day  for  future 
treatment,  which  she  did,  and  stated  that  the  boy 
was  able  to  pass  his  urine,  but  was  obliged  to  urin- 
ate frequently,  about  every  hour.  At  examination 
this  time  I  was  able  to  get  pus  for  culture  which 
showed  a  gonococcus  growth.  The  urine  of  the  first 
and  second  glasses  was  cloudy  and  contained  pus, 
showing  that  the  child  was  suffering  from  an  acute 
antero-posterior  gonorrheal  urethritis. 

In  tracing  the  source  of  infection  in  this  case  T 
learned  that  the  mother  kept  boarders  and  that  in 
the  household  there  was  a  female  suffering  from 
gonorrhea,  and  one  male  with  an  acute  case  of  an- 
tero-posterior gonorrheal  urethritis  complicated 
with  an  acute  epididymitis.  The  child  used  the 
same  toilet,  and  was  in  the  habit  of  getting  into  bed 
with  these  members  that  were  infected.  Their 
habits  were  such  that  careful  examination  showed 
that  the  child  no  doubt  received  his  infection  by  in- 
direct contact,  coming  in  contact  with  some  infected 
object  such  as  toilet  or  bed  clothes.  In  this  home 
was  a  female  child  of  three  years,  and  special  in- 
structions were  given  as  to  prophylaxis  and  care  of 
the  child  so  as  to  prevent  infection.  With  all  care 
and  instruction  the  female  child  developed,  one  week 
later,  a  severe  urethro-vulvo-vaginitis. 

Care  and  Treatment  of  the  Boys. 

Prophylaxis  was  placed  on  all  cases.  The 
mothers  were  instructed  as  to  the  pussy  dis- 
charge and  ordered  to  burn  all  dressings.  They 
were  also  warned  of  the  dangers  of  gonorrheal 
ophthalmia. 

The  children  were  placed  on  a  non-stimulating 
diet,  excess  of  meat  was  avoided,  also  highly 
seasoned,  salty  food.  Liquids  were  restricted 
to  milk  and  water,  water  being  used  very  freely. 
For  the  purpose  of  catching  the  urethral  dis- 
charge and  keeping  it  away  from  the  clothing 
a  small  bag  was  made  in  which  the  penis  was 
carried.  Absorbent  cotton  was  placed  in  the 
bottom  so  as  to  catch  the  discharge. 

Therapeutic  Treatment. 

Internally  the  two  older  boys,  six  and  four 
years  of  age,  were  given  five  minims  of  thyre- 
sol  in  small  round  capsules  three  times  a  day. 
one  hour  after  meals,  while  the  boy  of  three  re 
ceived  but  two  a  day.  From  these  doses  their 
stomachs  and  kidneys  showed  no  irritation  and 
they  were  able  to  take  this  amount  during  the 
course  of  treatment,  with  rest  spells  in  between. 
Milk  and  water  were  forced  and  bowels  were 
kept  well  open. 
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Local  Treatment . 

Case  No.  1  was  carried  on  protargol  irriga- 
tion with  a  solution  of  1  -.8000  and  gradually  in- 
creasing the  strength  to  1 :4000.  Irrigation  was 
performed  by  inserting  a  soft  rubber  catheter, 
size  10,  french,  into  the  anterior  urethra  and 
gently  forcing  this  fluid  through  by  means  of  a 
large  hand  syringe.  Following  this  a  clean 
catheter  of  the  same  size  was  introduced  just 
behind  the  cut-off  and  the  same  solution  was 
forced  through  the  posterior  urethra  to  the  blad- 
der. When  the  child  complained  of  bladder  full- 
ness it  was  removed  and  the  child  was  allowed  to 
stand  and  empty  the  bladder.  This  line  of  treat- 
ment was  carried  out  every  second  day.  occasion- 
ally the  child  skipped  a  treatment  on  account  of 
the  mother  being  unable  to  come.  The  younger 
child  of  three  years  never  developed  a  posterior 
infection,  and  simple  anterior  irrigation  was 
carried  out.  This  child  cleared  up  in  four 
weeks,  while  the  one  with  the  posterior  infection 
took  six  weeks.  In  case  No.  2,  hot  potassium 
permanganate  was  used  in  increasing  strength 
when  at  about  the  sixth  week  the  case  was  at  a 
standstill,  both  glasses  still  hazy  and  there  was 
a  slight  daily  discharge.  The  treatment  was 
changed  to  silver  nitrate,  followed  by  a  marked 
improvement,  starting  with  1 :10,000  solution  and 
working  down  to  1 :4000.  This  last  was  fol- 
lowed by  discomfort  to  the  patient,  but  was  re- 
lieved, when  too  severe,  by  saline  irrigation, 
which  immediately  stopped  all  burning.  In 
seven  days  all  discharge  subsided  and  both 
glasses  of  urine  were  clear  and  sparkling.  After 
all  local  treatment  was  stopped,  both  children 
were  kept  under  observation.  Repeated  swabs 
were  taken  from  the  urethra  and  were  all  found 
at  each  examination  to  be  negative.  Urines  of 
three  glass  tests  were  clear  and  no  other  symp- 
toms present,  the  children  were  discharged  as 
cured.  During  the  course  of  treatment  the 
children  suffered  no  ill  effects.  They  held  their 
weight  and  apparently  did  not  seem  to  be 
greatly  disturbed.  By  being  very  gentle  and 
gaining  their  confidence,  I  found  no  trouble  in 
having  them  submit  to  treatment. 

I  believe  that  this  article  shows  the  importance 
of  microscopical  examination  in  children  suffer- 
ing from  phimosis ;  by  so  doing  one  is  in  a  posi- 
tion to  determine  at  the  first  visit  the  form  of 
micro-organism  that  is  present  and  at  the  same 
time  make  a  correct  diagnosis. 


£»omtg  Import. 

BOSTON  SURGICAL  SOCIETY. 

(Incorporated.) 

Meeting  No.  19. 

A  clinical  meeting  of  the  Boston  Surgical 
Society  was  held  on  Monday,  November  5,  1917, 
at  the  Carney  Hospital,  at  10  a.m. 


PAPILLOMATOUS     OVARIAN     CYST     WITH  TWISTED 
PEDICLE. 

Dr.  John  T.  Bottomley  operated  on  a  widow, 
36  years  old,  who  thirteen  months  before  had 
found,  in  the  right  lower  quadrant  of  her  ab- 
domen, a  round  mass  of  the  size  of  an  orange ; 
a  month  later  there  appeared  acute  symptoms 
which  indicated  the  presence  of  an  ovarian  cyst 
with  a  twisted  pedicle;  these  subsided  in  the 
course  of  a  few  days.  The  tumor  continued  to 
increase  in  size  till,  about  a  month  before  the 
woman  entered  the  hospital,  acute  symptoms 
again  developed  in  the  lower  abdomen;  these, 
too,  gradually  subsided  and  she  now  presents  a 
moderately  tender,  tense,  smooth  mass  rising  out 
of  the  pelvis  almost  to  the  level  of  the  umbilicus 
and  more  prominent  on  the  left  than  on  the 
right  side.  A  preoperative  diagnosis  of  "ovarian 
cyst  with  a  twisted  pedicle"  was  registered.  At 
operation  a  right  ovarian  cyst,  size  of  a  foot- 
ball, showing  many  evidences  of  recent,  as  well 
as  old,  inflammation,  with  a  thick,  short  pedicle 
twisted  IV2  turns  in  a  direction  opposite  to 
that  of  the  hands  of  a  clock,  was  first  removed. 
Its  papillomatous  nature  was  then  evident  and 
consequently  the  uterus  and  the  other  tube  and 
ovary  were  quickly  removed.  Suture  of  the  ab- 
dominal wound  without  drainage  concluded  the 
operation. 

Note.  The  discovery  of  the  papillomatous 
projections  made  the  other  step  of  the  operation 
necessary.  The  tumor  was  removed  through  an 
abdominal  incision  of  sufficient  length  to  ensure 
delivery  of  the  tumor  without  rupturing  it — 
something  much  to  be  desired  in  such  cases,  in 
the  handling  of  which  the  short  incision  should 
have  no  place.  The  pathologist  reported, 
"papillary  adenocystoma  of  both  ovaries  with 
hemorrhage  and  necrosis."  The  convalescence 
was  entirely  normal. 

"essential"  uterine  hemorrhage. 

Dr.  Bottomley  operated  on  a  widow,  39  years 
old,  with  one  child,  for  metrorrhagia  which  had 
been  almost,  constant  for  the  preceding  two 
months,  and  which,  despite  treatment,  had  been 
present  and  troublesome  for  about  a  year.  The 
physical  examination  showed  little  except  the 
general  signs  of  a  steady  loss  of  blood.  The  pre- 
operative diagnosis  was  put  down  as  "  'essen- 
tial' uterine  hemorrhage."  At  operation  the 
slightly  enlarged  uterine  fundus  and  the  left 
tube  and  ovary  were  removed;  the  right  tube 
and  ovary  were  left  in  situ. 

Note.  The  real  cause  of  the  bleeding  was  not 
disclosed  by  the  pathologist,  who  reported  only 
"slight  chronic  endometritis."  The  convales- 
cence was  uneventful.  Dr.  Bottomley  had  had 
the  patient  under  observation  for  a  year  before 
operation  and  was  unable  to  discover  the  reason 
for  the  bleeding,  which  was  not  permanently 
checked  by  any  of  the  usual  remedial  measures. 
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GALL-STONES  ;  STONE  IN  THE  COMMON  DUCT. 

Dr.  Bottomley  operated  on  a  woman,  52  years 
old,  who,  fifteen  years  before,  had  had  a  definite 
attack  of  biliary  colic.  Since  then  she  had  suf- 
fered from  what  she  termed  "indigestion"  until 
three  months  before  her  entrance  to  the  hospi- 
tal, when  she  had  a  very  severe  attack  of  pain 
in  the  upper  abdomen,  with  chills,  sweats  and 
jaundice ;  she  was  very  ill  for  nine  days  and 
then  gradually  grew  better.  She  is  said  to  have 
had  "sugar  in  her  urine"  for  the  past  year,  but 
in  none  of  the  urinary  tests  made  before  oper- 
ation was  sugar  found.  The  preoperative  ex- 
amination showed  nothing  of  note  except  a  very 
fat  abdominal  wall,  with  marked  tenderness  and 
some  muscular  spasm  in  the  right  hypochon- 
drium. 

At  operation,  a  gall-bladder  packed  full  of 
stones  was  removed;  a  single  stone,  felt  in  the 
hepatic  duct,  was  forced  down  into  the  common 
duct  and  removed ;  exposure  of  the  common  duct 
was  difficult  because  of  the  many  adhesions  pres- 
ent ;  the  pancreas  was  not  abnormal  to  palpa- 
tion ;  the  common  duct  was  drained. 

Note.  The  convalescence  was  not  noteworthy 
except  for  the  fact  that,  three  weeks  after  oper- 
ation, bile  was  still  escaping  from  the  drainage 
wound,  though  in  gradually  decreasing  quantity. 

PROCIDENTIA  ;    CYSTOCELE ;    RELAXATION    OF  THE 
PELVIC  FLOOR  WITH  RECTOCELE. 

Operation.  Watkin's  operation  for  proci- 
dentia and  cystocele ;  Crossen's  operation  for  re- 
laxation of  the  pelvic  floor,  attended  with 
rectocele. 

Dr.  F.  W.  Johnson  operated;  the  patient,  44 
years  old,  was  admitted  to  the  hospital,  com- 
plaining of  falling  of  the  womb,  backache  and 
general  weakness.  Her  mother  died  of  cancer 
of  the  stomach,  one  brother  died  of  tuberculosis ; 
the  patient's  previous  history  was  not  impor- 
tant, except  that  she  had  typhoid  fever  twenty- 
five  years  before,  and  said  she  had  been  treated 
for  "edema"  nine  years  previously  at  the  City 
Hospital.  She  had  been  married  twenty-four 
years,  had  had  nine  children,  the  oldest  23  years, 
the  youngest  4  years ;  she  had  never  miscarried ; 
her  last  menstrual  period  was  in  December,  1916. 
All  labors  had  been  normal,  as  had  the  puer- 
peria. — except  the  last  one,  when  she  said  she 
had  "heart  trouble." 

For  the  past  year  the  patient  had  noticed  that 
"the  womb  came  out  of  the  vagina";  at  first 
it  was  possible  to  replace  it.  but  not  in  the  last 
few  months ;  there  was  much  frequency  in  mic- 
turition, with  pain  and  dragging  in  the  sacral 
region. 

Examination  of  the  urine  showed  a  slight 
trace  of  albumen,  no  sugar,  sp.  gr.  1.010,  with 
pus  and  mucus  in  the  sediment.  Blood  pres- 
sure. S.  148.  D.  110;  hemoglobin  809f,  white 
blood  count  9000. 


Dr.  Johnson  operated  upon  a  second  case, 
showing  laceration  of  the  cervix ;  prolapse  of 
the  uterus;  cystocele;  relaxation  of  the  pelvic 
floor  with  rectocele. 

Operation.  D.  and  C.  Emmet's  amputation 
of  the  cervix;  Watkin's  operation  for  prolapse 
and  cystocele;  Crossen's  operation  for  relaxation 
of  the  pelvic  floor,  attended  with  rectocele. 

The  patient  was  40  years  old,  married  for 
thirteen  years;  she  had  had  six  children,  the 
oldest  12  years,  the  youngest  2  months ;  since 
the  birth  of  the  last  child,  "falling  of  the  womb" 
had  prevented  her  from  getting  about  for  or- 
dinary household  duties.  There  was  profuse 
leucorrhoea :  urine  examination  was  negative. 

OPERATIVE  NOTES. 

In  the  above  two  cases  the  prolapse  of  the 
uterus  and  the  cystocele  were  remedied  by  the 
Watkin's  operation  of  interposition.  This  op- 
eration should  not  he  performed  when  future 
pregnancies  are  anticipated. 

The  methods  employed  which  we  have  found 
by  experience  to  be  the  most  satisfactory  in  sep- 
arating the  vaginal  wall  (cystocele)  from  the 
bladder,  and  in  securely  fastening  the  uterus  in 
anteversion  to  the  anterior  vaginal  wall  after  re- 
moval of  the  slack,  are  described  below. 

Cystocele.  A  male  sound  is  passed  into  the 
bladder  and  turned  around  so  that  its  point 
pushes  the  bladder  downwards  and  forwards  in 
the  median  line,  and  towards  the  operator.  Just 
below  the  point  of  the  sound,  an  incision  is  made 
through  the  vaginal  wall,  care  being  taken  to  go 
through  the  fascia  of  the  anterior  vaginal  wall. 
This  incision  is  carried  laterally  as  far  as  needed 
to  take  in  the  slack  when  removing  the  redund- 
ant portion  of  the  anterior  vaginal  wall.  The 
sound  is  removed  and  the  tissue  on  either  side 
of  the  incision  is  grasped  by  two  strong-holding 
forceps  (Ochsner),  put  and  kept  firmly  on  the 
stretch,  while  a  long,  pointed,  curved  scissors 
(concavity  towards  the  operator)  is  worked  up 
under  the  fascia  until  the  point  of  scissors 
reaches  well  beyond  the  junction  of  the  bladder 
and  urethra.  As  the  scissors  are  removed  they 
are  opened.  The  anterior  wall  is  then  divided 
its  whole  length  by  straight  scissors.  This 
method  enables  you  quickly,  and  without  danger, 
to  remove  the  fascia  whollv  from  the  bladder, 
and  from  the  tissues  on  the  sides.  After  the 
uterus  is  delivered  it  is  fastened  to  the  ante- 
rior vaginal  wall,  everv  suture  including  the 
fascia.  It  is  only  by  utilizing  the  fascia  that  you 
nrevent  for  good  the  return  of  the  cystocele. 
Silkworm  gut  is  used  for  the  first  three  sutures, 
the  first  being  passed  through  the  fundus  uteri 
in  front  and  just  below  the  tubes.  These  sutures 
are  shotted  and  allowed  to  stav  in  place  one 
month.  No.  2  chromic  catgut  is  used  for  the 
^ther  sutures,  and  each  suture  goes  through  the 
vasrinal  wall,  including  the  fascia,  and  takes  up 
a  good  bite  of  the  uterus,  so  that  when. the  op- 
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eration  is  finished,  the  uterus  throughout  its  an- 
terior surface  down  to  the  cervix  is  sewed  to 
the  fascia  of  the  anterior  wall.  An  important 
suture  is  the  one  which  takes  up  the  bite  in  the 
uterus  at  the  junction  of  the  body  and  neck. 
When  tied,  this  suture  straightens  out  the  lower 
segment  of  the  uterus,  and  throws  the  cervix 
back. 

For  the  relaxation  of  the  pelvic  floor,  attended 
with  rectocele,  Crossen's  operation  is  done.  No. 
1  chromic  catgut  is  used  throughout  in  this  op- 
eration. 

The  bowels  are  not  moved  for  several  days.  The 
catheter  is  not  used  unless  necessary,  and  after 
each  voiding  the  parts  are  sprayed  off.  After 
forty-eight  hours,  a  short  vaginal  douche  of 
sterile  water  is  given  through  a  catheter,  morn- 
ing and  night.  For  diet,  the  white  of  an  egg 
in  one-third  tumbler  of  flavored  water  is  given 
every  three  hours  when  awake,  for  six  days. 
Water  ad.  lib. 

MYOMATA  UTERI. 

Dr.  Stephen  Rushmore  operated  upon  a  col- 
ored woman,  29  years  old,  who  had  been  married 
eleven  years,  but  had  never  been  pregnant.  Men- 
struation began  at  12  years,  had  always  been 
regular,  lasted  3  to  4  days,  never  profuse  or 
painful,  until  the  last  year,  when  the  flow  has 
increased  in  amount,  and  lasted  6  or  7  days, 
often  with  clots.  There  had  been  a  vaginal  dis- 
charge for  the  previous  four  months  with  drag- 
ging down  feeling  in  the  back  and  lower  ab- 
domen; patient  lost  15  pounds  in  the  last  four 
months.  The  urine  was  normal;  hemoglobin  75 
per  cent.,  and  blood  count  showed  11,000  leu- 
cocytes. 

Examination  showed  no  sign  of  infection  of 
the  urethra  or  vulvo-vaginal  glands;  the  outlet 
was  not  relaxed;  the  cervix  was  fairly  well  up 
in  the  vaginal  vault.  The  body  of  the  uterus  was 
irregular  in  outline,  hard,  firm,  rising  nearly  to 
the  umbilicus.  A  median  abdominal  incision , 
was  made  from  just  below  the  umbilicus  to  the 
symphysis.  The  liver,  stomach,  gall-bladder  and 
kidneys  were  normal.  Omentum  and  intestines 
adherent  in  the  pelvis  by  thin,  filmy  adhesions  to 
the  top  of  the  enlarged,  irregular  uterus.  These 
were  freed  and  the  intestines  packed  back  and 
many  adhesions  in  the  pelvis  of  the  enlarged 
uterus,  tubes  and  ovaries  were  cut.  In  the 
uterus  were  two  myomata,  one  near  the  right 
cornu,  about  one  and  one  half  inches  in  diame- 
ter, extending  into  the  right  broad  ligament 
somewhat.  The  second  was  about  three  and  one 
half  inches  in  diameter,  globular  and  extending 
into  the  left  broad  ligament.  On  account  of  the 
adhesions  and  the  impossibility  of  lifting  the 
uterus,  it  was  removed  first,  going  down  on  the 
left  side,  across  the  cervix  and  up  on  the  right 
side.  The  tubes  were  closed,  and  were  adher- 
ent, so  they  were  removed  with  the  right  ovary. 
The  left  ovary  was  so  adherent  that  only  part  of 


it  was  cut  away.  The  cervix  was  cupped  and 
closed;  raw  areas  were  closed  over  with  peri- 
toneum after  suspending  the  stump  of  cervix  to 
the  stumps  of  the  round  ligaments. 

The  vermiform  appendix  was  normal,  and  was 
removed,  inverting  tied  stump  through  purse- 
string  of  linen  thread  and  reinforcing. 

Closure  in  four  layers  with  catgut  and  silk- 
worm gut  in  fascia  and  skin. 

Comment.  Owing  to  the  shape,  size  and  posi- 
tion of  the  larger  myoma  and  the  adhesions  of 
the  tubes  and  ovaries,  it  was  difficult  to  expose 
the  ovarian  vessels,  so  that  the  incision  for  re- 
moval was  made  between  the  uterus  and  the 
left  tube  and  ovary.  Then  by  grasping  the  tu- 
mor with  heavy,  long-toothed  forceps,  it  was 
easily  rotated  in  the  pelvis,  exposing  the  left 
uterine  vessels.  These  were  tied  and  cut,  and 
the  incision  was  carried  across  the  cervix,  ro- 
tating the  uterus  still  further,  and  up  on  the 
right  side  between  uterus  and  tube  and  ovary. 
Where  space  is  limited  and  the  operator  can  see 
only  a  little  way  ahead,  by  working  close  to  the 
uterus  and  tumor,  injury  to  important  struc- 
tures can  generally  be  avoided.  When  the  larger 
mass  is  removed  there  is  plenty  of  room  for 
dealing  with  the  adherent  structures  laterally, 
which  also  are  near  the  large  blood  vessels. 

A  portion  of  the  left  ovary  was  not  removed 
because  it  makes  very  little  difference  with  these 
patients,  clinically,  whether  a  fragment  of  the 
ovary  is  left  or  removed,  and  leaving  it  is  much 
easier  than  digging  it  out  and  perhaps  getting 
raw  areas  which  require  packing  and  a  drain  to 
cheek  oozing  of  blood. 

The  stump  of  the  cervix  was  left.  In  the  first 
place,  the  probability  of  danger  from  the  cer- 
vical stump  is  slight,  but  the  danger  is,  of  course, 
a  very  serious  one;  cancer  may  develop.  Then 
the  post-operative  mortality  and  morbidity  is 
slightly  greater  after  pan-hysterectomy.  As  to 
the  advisability  of  removing  the  cervix,  opinion 
is  divided  at  present,  but  the  older  view,  pre- 
ferring leaving  in  the  stump,  still  prevails. 

A  cone-shaped  piece  of  cervix  was  removed 
before  closure.  By  many  this  procedure  is  pre- 
ferred to  the  use  of  the  cautery.  The  knife  gives 
two  clean  surfaces  which  heal  quickly  when  ap- 
proximated and,  by  carrying  the  incision  low 
into  the  cervix,  most  of  the  gland-bearing  area 
can  be  removed.  The  cautery  gives  a  slough 
which  must  separate  before  healing  takes  place 
and  which  may  easily  become  infected.  Further- 
more, it  does  not  seem  probable  that  the  use  of 
the  cautery  is  more  likely  to  prevent  carcinoma 
later  than  is  the  knife.  If  anything  is  thought 
necessary  to  prevent  carcinoma,  the  reasonable 
procedure  is  to  remove  the  cervix. 

The  stump  of  the  cervix  was  suspended  by  the 
stumps  of  the  round  ligaments.  This  gives  sup- 
port to  the  cervix,  important  in  multiparous 
women,  and  makes  covering  over  raw  areas  with 
peritoneum  easier,  appropriate  for  all  cases. 
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OLD   INFECTIOUS  ARTHRITIS   WITH   ANKYLOSIS  OP 
THE  METATARSOPHALANGEAL  JOINTS. 

Patient  gave  a  history  of  old  infectious  arthri- 
tis of  ten  years'  duration  in  which  the  joints  of 
the  toes  were  ankylosed,  all  of  the  metatarsal 
shafts  being  dislocated,  resulting  in  the  heads 
of  the  metatarsals  being  so  prominent  that  the 
patient  when  walking  bore  weight  directly  on 
the  heads,  and  causing  almost  total  incapacity. 

Dr.  W.  R.  MacAusland  (by  invitation)  oper- 
ated, making  a  semicircular  incision  on  the  bot- 
tom of  the  foot,  removing  the  distal  heads  of  all 
metatarsal  bones. 

Note.  Results  of  this  excision  are  most  satis- 
factory in  those  types  of  long-standing  arthritic 
cases  in  which  the  heads  ave  dislocated,  result- 
ing in  tender,  painful  forefeet. 

HYPER M OBILE   SEMILUNAR  CARTILAGE. 

Dr.  W.  R.  MacAusland  (by  invitation)  oper- 
ated upon  a  young  woman  who,  for  two  months, 
had  complained  of  pain  and  swelling  in  the  right 
knee;  the  pain  came  on  suddenly,  the  joint 
"caught"  when  walking  and  it  was  impossible 
to  fully  straighten  it.  She  had  been  in  the  hos- 
pital six  weeks ;  when  she  was  admitted  the  knee 
was  in  10  degrees  permanent  flexion ;  there  were 
pain,  sensitiveness  and  swelling  in  the  region  of 
the  internal  semilunar  cartilage,  and  there  was  a 
small  amount  of  fluid  in  the  joint;  x-rays  were 
negative.  Under  rest  and  strapping  there  had 
been  no  improvement. 

A  lateral  incision  was  made  on  the  inner  side 
of  the  knee  and  the  internal  semilunar  cartilage 
found  to  be  hypermobile.  Nothing  else  was  found 
in  the  knee  joint  to  account  for  symptoms.  This 
cartilage  was  removed  in  toto. 

Patient  since  that  time  has  made  a  satisfac- 
tory and  rapid  convalescence ;  90  degrees  motion 
in  knee  joint  and  walking  without  pain  at  the 
end  of  three  weeks. 

Note.  The  findings  of  persistent  swelling, 
tenderness,  and  pain  in  the  region  of  the  inter- 
nal semilunar  cartilage,  together  with  small 
amount  of  fluid,  and  particularly  limitation  of 
motion  in  complete  extension,  point  toward  in- 
jury of  the  internal  semilunar  cartilage.  It  is 
not  necessary  for  a  cartilage  to  be  actually  brok- 
en or  entirely  torn  from  its  attachment  to  give 
symptoms.  Removal  of  the  cartilage  in  toto 
gives  satisfactory  results. 

"Walter  C.  Howe,  Secretary. 


AMERICAN  PROCTOLOGIC  SOCIETY. 

Nineteenth  Annual  Meeting,  Held  at  New 
York,  N.  Y.,  June  4  and  5,  1917. 

The  President  in  the  chair. 
Officers  elected  for  the  ensuing  year: 
President,  Jerome  M.  Lynch,  M.D.,  New  York, 
N.  Y.  ' 


Vice-President,  E.  H.  Terrell,  M.D.,  Rich- 
mond, Va. 

Secretary-Treasurer,  Collier  F.  Martin,  M.D., 
Philadelphia,  Pa. 
Executive  Council : 

1.  Alfred  J.  Zobel,  M.D.,  San  Francisco,  Cal. 

2.  Jerome  M.  Lynch,  M.D.,  New  York,  N.  Y. 

3.  T.  Chittenden  Hill,  M.D.,  Boston,  Mass. 

4.  Collier  F.  Martin,  M.D.,  Philadelphia,  Pa. 
The  next  Annual  Meeting  will  be  held  in  Chi- 
cago, 111.,  June  10,  11,  1918. 

THE  PLACE  OF  THE  PROCTOLOGIST  IN  A  DIAGNOSTIC 
GROUP. 

By  Alfred  J.  Zobel,  M.D.,  F.A.C.S.,  San  Fran- 
cisco, Cal. 

(Abstract.) 

Dr.  Zobel  in  his  address  stated  that  the  char- 
ter members  of  the  American  Proctologic  Soci- 
ety were  the  pioneer  teachers  and  practitioners 
of  modern  proctology.  Through  the  efforts  of 
the  fellows  of  the  Society,  proctology  has  re- 
ceived recognition  as  a  specialty,  both  from  the 
American  Medical  Association  and  the  Amer- 
ican College  of  Surgeons. 

Attention  was  again  called  to  the  fact  that 
but  few  of  the  undergraduate  medical  schools 
give  any  adequate  instructions  in  entero-proc- 
tology,  by  qualified  men.  In  sharp  contrast  to 
this,  it  is  noted  that  in  every  postgraduate  med- 
ical school  in  the  country  there  is  a  department 
of  rectal  and  colonic  surgery,  whose  existence  is 
amply  justified,  not  only  by  the  number  of  pa- 
tients which  it  treats,  but  by  the  large  attend- 
ance of  postgraduate  students. 

It  is  urged  that  the  undergraduate  medical 
schools,  particularly  those  attached  to  univer- 
sities, should  take  heed  of  the  demands  and 
needs  of  modern  medicine,  and  that  they  should 
begin  to  realize  that  failure  to  impart  instruc- 
tion in  entero-proctology,  and  in  the  other  rec- 
ognized specialties  which  have  arisen  in  late 
years,  impairs  their  standing  as  thorough  teach- 
ing institutions. 

Up  to  about  twenty  years  ago,  all  the  medical 
needs  of  a  community  were  attended  to  by  the 
so-called  family  doctor.  But,  year  after  year, 
changes  have  been  going  on  until  today  is  the 
day  of  the  specialist. 

This  era  of  specialism  gives  evidence  of  the 
advancement  and  betterment  of  the  whole  pro- 
fession; it  means  far  more  efficient  service  ren- 
dered to  the  public  than  it  has  received  in  the 
past. 

It  now  requires  a  close  and  almost  undivided 
attention  to  that  subject  alone,  if  one  wishes  to 
keep  abreast  with  what  is  being  accomplished  in 
any  special  line  of  work. 

With  more  knowledge  and  longer  experience, 
the  specialist  better  realizes  the  close  relation- 
ship existing  between  his  particular  field  and 
all  the  other  parts  of  the  body.    He  further 
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learns  that  while,  from  devoting  his  entire  atten- 
tion to  his  own  special  work,  he  excels  therein, 
he  consequently  lacks  knowledge,  experience 
and  adeptness  in  that  of  others.  As  a  result, 
lately,  among  progressive  men,  there  has  arisen 
a  movement  to  form  what  is  known  as  "diag- 
nostic groups."  Group  diagnosis  is  not  a  new 
idea.  It  has  been  used  for  years  in  the  post- 
graduate schools,  which  are  the  only  institu- 
tions possessing  a  staff  of  clinicians  in  every 
specialty  of  medicine  and  surgery.  The  present 
movement  is  simply  an  elaboration  and  an  ex- 
tension of  the  original  idea. 

Every  diagnostic  group  should  include  spe- 
cialists in  every  branch  of  medicine  and  sur- 
gery. In  it.  should  be  an  entero-proctologist, 
with  training  and  experience  sufficient  to  war- 
rant the  interpretation  of  his  findings  being 
considered  of  some  value. 

The  Fellows  of  the  American  Proctologic  So- 
ciety have  repeatedly  urged  the  necessity  for  co- 
operation with  the  internist,  surgeon,  and  other 
specialists.  They  have  again  and  again  pointed 
out  that  anal,  rectal  and  colonic  lesions  often 
give  rise  reflexly  to  symptoms  which  may  be 
wrongly  attributed  to  disease  in  other  parts  of 
the  body,  and  vice  versa.  This  is  especially  true 
with  regard  to  the  reproductive  and  urinary 
organs  of  the  male  and  female.  Therefore,  in 
the  consideration  of  cases  presenting  symptoms 
in  these  parts,  it  is  equally  important  to  secure 
the  opinions  of  the  gynecologist,  urologist,  and 
proctologist  before  a  correct  and  final  diagnosis 
can  be  deduced. 

It  is  the  high-class  men  among  the  various 
specialists  of  medicine  and  surgery  who  best 
know  the  value  of,  and  mostly  insist  upon  the 
need  for  ano-recto-colonic  examinations.  They 
are  the  ones  who  best  understand  that  through 
long  and  varied  experience,  skill  in  the  use  of 
the  illuminated  pneumatic  sigmoidoscope,  and 
ability  to  interpret  correctly  what  is  seen,  the 
entero-proctologist  is  the  one  who  should  be  re- 
lied upon  to  do  this  part  in  the  diagnostio 
scheme. 

The  time  has  already  arrived  when  even  the 
laity  recognize  this,  and  they  are  now  quick  to 
take  cognizance  of  the  neglect  of  their  medical 
adviser  to  secure  for  them  an  expert  examina- 
tion of  the  rectum  and  colon. 

Every  diagnostic  group  should  include  a  com- 
petent proctologist.  Only  then  will  it  be  worthy 
of  the  name  of  "diagnostic  group." 

ADULT  RECTAL  PROLAPSE:  TWO  CASES  AND  A  CON- 
TRAST. 

By  Ralph  W.  Jackson,  M.D..  F.A.C.S.,  Fall 
River,  Mass. 
(Abstract.) 

Too  few  papers  have  appeared  from  the  pens 
of  proctologists  on  the  major  types  of  rectal  pro- 
lapse. The  subject  deserves  more  attention. 
Two  sharply  contrasting  cases  bring  out  the 


writer's  views  on  the  therapy.  The  first  was 
operated  four  times;  extensive  regional  cauter- 
ization resulting  in  recurrence ;  posterior  recto- 
pexy resulting  in  recurrence;  amputation,  re- 
sulting satisfactorily  as  regards  anal  prolapse, 
but  leaving  a  very  large  posterior  vaginal  her- 
nia, which  was  promptly  cured  by  cul-de-sac 
closure  with  sigmoid-utero-ventral  wall  suspen- 
sion. The  second,  and  less  favorable,  case  was 
promptly  cured  by  one  operation  identical  with 
the  final  operation  in  the  first  case.  The  pelvic 
floor  as  a  support  depends  on  the  sufficiency  of 
four  factors.  The  pelvic  fascia  is  variable  in 
strength  and  attachments,  varying  the  depth  of 
the  peritoneal  cul-de-sac.  The  strength  of  the 
levators  and  their  uplift  is  not  a  constant  thing. 
The  anal  and  vaginal  orifices  may  be  guarded 
by  sphincters,  peri-vulvar  muscles,  a  perineum 
and  levators  which  are  imperfect  through 
trauma  or  atrophy.  An  amount  of  adipose  pad- 
ding about  these  structures  is  essential,  but 
often  lacking.  The  rectum  has  imperfect  sup- 
port above  the  pelvic  floor,  and  its  anterior  wall 
none  at  all.  Prolapse  begins  here  from  external 
pressure,  or  begins  below  as  anal  protrusion,  but 
eventually  the  prolapse  contains  a  hernial  cul- 
de-sac.  Regional  cauterization  is  inadequate  to 
meet  any  such  faults.  Posterior  rectopexy  does 
not  support  the  primarily  offending  part.  Am- 
putation removes  the  troublesome  part,  but  does 
not  correct  the  faulty  factors,  which  may  allow 
recurrence  per  anum  or  per  vaginam.  Cul-de- 
sac  closure,  though  a  difficult  operation,  goes  far 
toward  such  correction,  and  suspension  helps. 
The  writer  would  summarize,  that  the  operation 
of  first  choice  for  these  very  troublesome  pro- 
lapses is  cul-de-sac  closure  through  the  abdomen, 
plus  some  form  of  suspension,  to  be  followed 
and  supplemented,  if  need  be,  later,  by  ampu- 
tation or  perhaps  some  plastic  work  on  the  ele- 
ments of  the  pelvic  floor. 

RELATION    OP     HEMORRHOIDAL     DISEASE    TO  THE 
HEALTH  BALANCE. 

By  William  M.  Beach,  A.M.,  M.D.,  F.A.C.S.. 
Pittsburgh,  Pa. 
(Abstract.) 

In  discussing  the  "Relation  of  Hemorrhoidal 
Disease  to  the  Health  Balance,"  Beach  sums  up 
as    follows : 

1.  The  deleterious  effect  upon  the  patient's 
mind  by  increasing  his  irritability,  and  making 
him  anxious  and  morose. 

2.  The  many  reflexes  coincident  with  ulcer- 
ated large  or  small  type  of  hemorrhoids. 

3.  The  influence  upon  the  so-called  vegeta- 
tive functions  of  the  body  and  intimate  associa- 
tions with  diseases  of  the  heart,  lungs,  liver  and 
kidneys. 

4.  The  refractory  or  retroactive  relationship 
in  most  cases  of  constipation. 

5.  The  tendency  of  neglected  cases  toward 
infections  and  cancer. 
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THE    PRINCIPLES    UNDERLYING    THE    CLAMP  AND 
OPERATION    FOR    INTERNAL  HEMORRHOIDS. 

By  W.  Oakley  Hermance,  M.D.,  Philadelphia, 
Pa. 

(Abstract.) 

The  author  calls  attention  to  the  purpose  of 
this  form  of  operation. 

First :   To  remove  actual  piles,  or  pathology. 

Second :  To  support  relaxed  pile-bearing  tis- 
sue and  mucous  membrane.  After  giving  minute 
details  as  to  his  technic,  he  insists  that  only  just 
enough  tissue  be  removed  to  care  for  the  pathol- 
ogy, being  sure  that  columns  of  mucosa  and  skin 
be  left  betwen  the  eschars,  thus  preventing  any 
undue  contraction  of  the  rectal  outlet.  Unless 
the  tissue  included  in  the  clamp  is  excessive,  it 
is  not  cut  off,  but  is  destroyed  by  the  careful 
application  of  the  cautery. 

Care  is  taken  that  multiple  strips  of  wet 
gauze  are  placed  under  the  clamp  to  prevent 
undue  radiation  of  heat  to  the  surrounding  tis- 
sues. Careful  placing  of  the  clamp,  thorough 
cooking  of  the  included  tissue,  combined  with 
the  crushing  produced  by  the  clamp,  is  de- 
pended upon  to  prevent  such  a  complication  as 
hemorrhage.  After  all  danger  of  secondary 
hemorrhage  has  passed,  the  insertion  of  a  gloved 
finger  will  overcome  the  tendency  to  contrac- 
tion. 

ORIGINAL  RESEARCH  WORK  ON  PRURITUS  ANI. 

By  Dwight  H.  Murray,  M.D.,  Syracuse,  N.  Y. 
(Abstract.) 

Dr.  Murray  read  his  seventh  annual  report 
on  original  research  work  in  Pruritus  Ani. 

He  said  that  he  did  not  feel  it  necessary  to 
continue  to  report  the  work  in  as  great  detail 
as  in  past  years,  because  so  many  men  in  the 
profession,  over  such  a  wide  area,  were  uni- 
formly reporting  a  confirmation  of  his  claims 
for  the  etiology  being  streptococcus  fecalis. 

He  said  that  he  is  working  with  Parke,  Davis 
and  Company  for  the  perfection  of  a  standard 
stock  vaccine  that  can  be  used  by  anyone  with- 
out the  trouble  to  make  cultures.  He  has  used 
some  of  this  stock  of  polyvalent  strain,  from 
eight  successfully  treated  patients,  and  the  pa- 
tients on  whom  it  was  used  seemed  to  improve. 
He  has  used  it  only  one  month,  therefore  full 
judgment  must  be  suspended  until  it  has  had  a 
longer  trial. 

During  the  past  year  he  found  the  patients 
all  getting  worse  at  about  the  same  time,  and 
finally  found  that  a  laboratory  worker  had 
been  deceiving  him  as  to  the  strength  and  kind 
of  vaccine ;  any  kind  of  bacteria  was  used,  and 
few.  if  any,  streptococcus  fecalis.  The  labora- 
tory worker  resigned  shortly  after  this,  and  on 
getting  the  work  in  the  hands  of  a  proper  man 
all  went  well  again. 


Dr.  Murray  reported  that  the  work  of  the 
past  year  had  still  more  strongly  proven  the 
correctness  of  the  bacterial  (streptococcus  fe- 
calis) infection  theory  as  the  etiology.  His  con- 
clusions of  the  work  are — 

First :  Conclusions  of  former  years  are  con- 
firmed, and  most  of  them  are  strengthened  by 
experience  of  the  past  year. 

Second :  The  troubles  I  have  had  with  the 
laboratory  worker,  as  shown  herein,  give  proof 
that  the  benefit  received  by  patients,  following 
the  use  of  streptococcus  fecalis  vaccine,  is  not  a 
coincident. 

Third :  Increasing  proof  that  if  rectal  pathol- 
ogy is  present  with  streptococcic  infection  of 
the  anal  skin,  an  operation  will  not  cure  the 
pruritus  ani. 

Fourth :  Increasing  proof  that  if  rectal  pa- 
thology is  present  without  a  streptococcus  infec- 
tion of  the  anal  skin,  an  operation  will  cure  the 
pruritus  ani. 

Fifth :  Continued  proof  that  there  may  be 
complicating  infections  of  the  anal  skin,  in  pru- 
ritus ani,  by  staphylococcus  or  B.  coli. 

Sixth :  Having  published  six  years  of  re- 
search work,  taking  into  account  the  report  of 
physicians  in  this  country  and  abroad  who  have 
confirmed  his  findings  as  to  the  skin  infection, 
he  feels  justified  in  now  claiming  that  the  et- 
iology of  pruritus  ani  is  a  skin  infection,  and 
that  the  streptococcus  fecalis  is  the  usual  bac- 
terium. 

ADENOMYOMA  OP  THE  RECTUM. 

By  Frank  C.  Yeomans,  M.D.,  F.A.C.S., 

Surgeon  to  the  Central-Neurological  and  Work- 
house  Hospitals;  Instructor  in  Surgery, 
College  of  Physicians  and  Surgeons,  Co- 
lumbia University,  New  York  City. 

(Abstract.) 

The  writer's  interest  in  adenomyoma  is  due 
to  the  following  case,  which  appears  to  be 
unique : 

Mrs.  V.,  French,  aged  37,  the  mother  of  two 
healthy  children,  was  seen  in  consultation  in 
September,  1916,  for  rectal  hemorrhage  and 
pain.  The  important  points  of  her  history 
were:  pulmonary  tuberculosis  (?)  six  years  be- 
fore, cured ;  menses  painful,  the  flow  diminish- 
ing; always  constipated  until  three  years  ago. 
Then  occurred  attack  of  diarrhea  lasting  five 
months,  and  thereafter  intermittent  attacks. 
Past  year  ten  to  twelve  movements  daily,  con- 
taining blood  and  mucus.  Pain  over  sacrum  is 
aggravated  at  menstrual  period  and  with  the 
diarrhea. 

Physical  Examination.  Pale,  but  well-nour- 
ished woman,  weighing  142  pounds.  Wasser- 
mann  of  the  blood,  negative.  Urine  normal. 
Chest  and  abdomen  negative. 

Rectal  Examination.  Three  and  one-half 
inches  up  on  anterior  rectal  wall,  just  above 
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cervix  uteri,  finger  feels  a  hard,  fixed,  fairly 
tender  mass,  the  limits  of  which  cannot  be  de- 
fined. Proctoscope  shows  a  superficial  ulcer- 
ation, size  of  a  quarter,  at  recto-sigmoidal  junc- 
ture. This  is  red,  clean,  and  bleeds  freely  on 
contact.  Vaginal  examination  negative,  except 
in  posterior  fornix  was  felt  the  same  mass  ap- 
parently the  size  of  a  guinea-hen's  egg. 

Operation.  Sept.  26,  1917.  Left  rectus  inci- 
sion. No  growths  were  found  in  liver  or  other 
abdominal  viscera.  The  tumor  was  located  in 
anterior  wall  of  sigmoid  just  above  its  juncture 
with  the  rectum,  and  extended  down  two 
inches  on  rectum,  cervix  uteri  and  posterior  vag- 
inal wall.  Lower  third  of  sigmoid  was  mobil- 
ized, including  small  portion  of  posterior  wall 
of  uterus  and  its  cervix,  and  superior  hemor- 
rhoidal artery  was  ligated.  Then  the  abdominal 
wound  was  closed,  and  in  lithotomy  position  the 
operation  was  completed  by  a  typical  Genu- 
Tuttle  extirpation  of  the  rectum,  including  the 
posterior  vaginal  fornix.  Patient  reacted 
promptly  from  the  immediate  shock  of  the  op- 
eration. Bowels  acted  on  third  day,  and  union 
of  sigmoid  to  peri-anal  skin  was  primary  except 
at  one  spot,  which  soon  granulated.  Patient  left 
hospital  in  three  and  a  half  weeks,  and  is  now 
well,  having  normal  anal  sensibility  for  bowel 
actions,  which  occur  once  or  twice  daily,  with 
normal  control.  Vaginal  and  rectal  examina- 
tions show  no  abnormalities. 

Interest  in  this  and  similar  tumors  in  this  lo- 
cation centers  in  their 

(a)  Origin.  Suggested  origins  are  uterine 
mucosa,  Wolffian  duets,  and  "embryonic  rests 
persisting  from  the  fusion  of  Muller's  ducts." 
The  author's  case  was  clinically  an  intestinal 
growth.  Dr.  James  Ewing,  after  careful  study, 
reported,  "the  most  likely  origin  is  from  super- 
fluous material  derived  from  that  portion  of  the 
lower  gut  which  continues  on  in  the  embryo  to 
the  bladder  and  allantois,  and  which  normally 
atrophies.  Persistence  of  a  portion  of  this  seg- 
ment would  furnish  a  source  of  smooth  muscle 
and  intestinal  epithelium.  I  do  not  think  the 
tumor  is  of  Miillerian  origin. ' ' 

(&)  Symptoms.  Varying  with  the  develop- 
ment and  site  of  the  growth,  the  symptoms 
would  be :  obstructive,  dysenteric  or  neuralgic. 

(c)  Diagnosis.  Tumor  imparts  a  rather  char- 
acteristic feel.  Apt  to  be  mistaken  for  infil- 
trating, inoperable  malignant  growth. 

(d)  Prognosis.    Histologically  it  is  benign. 
Clinically  it  may  be  malignant  from  the  symp 
toms  to  which  it  gives  rise,  or  actually  undergo 
malignant  change. 

(e)  Treatment.  Surgical  removal  at  the 
earliest  date  possible.  The  abdominal  route  is 
preferable,  but  if  tumor  is  at  recto-sigmoidal 
juncture  a  combined  operation  will  probably 
be  necessary  for  its  removal,  as  was  success- 
fully done  in  the  writer's  case. 


PELLAGRA,  THE  PELLAGROUS  INTESTINE,  AND  PERI- 
COLIC VEILS. 

By  John  L.  Jelks,  M.D.,  Memphis,  Tenn. 
(Synopsis.) 

Dr.  John  L.  Jelks  describes  recto-colonic  con- 
ditions in  pellagra,  gives  his  observations  in 
pellagra,  which  he  has  contended  for  seven 
years  is  an  infection,  which  begins  in  the  intes- 
tine in  a  similar  manner  as  does  typhoid  fever; 
and  contends  that  in  all  active  or  acute  cases 
of  pellagra  he  finds  pathology  in  the  intestines 
commensurate  with  other  symptoms. 

The  speaker  describes  the  prodromal  and  the 
late  symptoms,  and  both  the  early  and  late 
pathology  observed  by  him.  The  speaker  de- 
scribes the  intra-abdominal,  as  well  as  also  the 
gut  pathology,  in  the  different  stages. 

The  speaker  says  pellagra  seldom  develops  in 
sanitary  and  screened  homes,  and  believes  that 
sanitation,  isolation,  and  the  elimination  of  raw 
vegetables  as  a  diet,  and  effectual  screening, 
will  control  pellagra.  He  refers  to  the  fact  that 
the  negroes  and  poor  whites  in  his  section  have 
more  money,  and  more  to  eat  and  a  greater 
variety  of  diet  than  they  ever  had,  yet  that  pel- 
lagra is  increasing  rapidly  in  the  outlying  dis- 
tricts about  Memphis,  though  it  seldom  extends 
over  into  the  sewered  and  screened  section  of  the 
city  proper.  The  speaker  referred  to  a  recent 
ordinance  that  had  passed  in  the  city  of  Mem- 
phis, requiring  doctors  to  report  all  cases  of 
pellagra,  and  to  exercise  the  same  precautionary 
measures  in  these  as  in  cases  of  typhoid  fever. 

NEO-PROCTOLOGY :    A  GLIMPSE  INTO  THE  FUTURE. 

By   Jerome   Morley   Lynch,   M.D.,  F.A.C.S., 
New  York  City. 

(Abstract.) 

We  cannot  claim  for  proctology  that  it  is  a 
new  field  of  effort.  It  was  practised  centuries 
ago.  In  early  records  are  described  the  cutting 
of  a  fistula  and  the  ligature  operation  for  hem- 
orrhoids. While,  therefore,  technic  offers  no 
novelties,  physiologic  surgery  affords  a  most 
promising  field  for  the  further  development  of 
proctology. 

The  observations  of  the  ancients  were  remark- 
ably accurate,  and,  considering  the  limited 
amount  of  detailed  knowledge  at  their  com- 
mand, are  as  wonderful  examples  of  the  power 
of  human  induction  as  many  of  the  best  con- 
clusions of  the  modern  day.  Consider,  for  ex- 
ample, their,  decision  that  a  hemorrhoidal  flux 
was  in  some  cases  to  be  regarded  as  beneficent. 
Whether  or  not  the  cause  was  known  as  we 
understand  it  today,  to  be  hepatic  cirrhosis  or 
right  heart  engorgement,  still,  for  all,  the  ob- 
servation is  based  upon  as  sound  philosophy  as 
could  possibly  be  adduced  today. 
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It  is  well  for  us,  in  the  occasional  mental 
stock-taking  (which  is  periodically  forced  upon 
us)  to  bear  in  mind  that  the  tendency  of  modern 
scientific  instruments  of  precision,  together  with 
all  the  wonderful  array  of  laboratory  tests, 
while  of  indisputable  value,  are,  in  a  certain 
sense,  of  greater  value  to  the  patient  than  to 
the  physician,  for  they  certainly  tend  to  take 
from  the  latter  the  necessity  for  that  keenness 
of  perception  and  correlative  interpretation  of 
symptoms,  which  was  the  distinguishing  charac- 
teristic of  the  earlier  physicians,  whose  chief 
reliance  was  their  own  mental  activity. 

REPORT  OP  A  CASE  OP  IDIOSYNCRASY  TO  QUININE 
AND  UREA  HYDROCHLORIDE. 

By  Collier  F.  Martin,  M.D.,  Philadelphia,  Pa. 
(Abstract.) 

Martin  reports  a  case  of  toxic  symptoms  ap- 
pearing in  a  patient  from  an  injection  of  3  m. 
of  a  10%  solution  of  quinine  and  urea  hydro- 
chloride. The  symptoms  complained  of  by  the 
patient  were  swelling  of  the  hands  and  feet, 
and  numbness  of  the  extremities.  For  a  few 
hours  there  was  some  difficulty  in  respiration, 
associated  with  a  tendency  to  fainting  and  some 
nervous  perturbation.  Later  there  developed 
an  urticarial  rash,  covering  the  entire  body, 
associated  with  intense  itching.  The  attack 
subsided  in  about  two  days,  leaving  the  patient 
with  no  alarming  symptoms.  The  patient  has 
had  two  previous  experiences,  and  certainly 
should  have  informed  her  physician  of  her  sus- 
ceptibility. The  case  is  cited  simply  to  note  one 
of  the  complications  which  may  occur  when 
using  this  drug. 

THE   NON-SURGICAL    TREATMENT    OP  SPLANCHNO- 
PTOSIS. 

By  Rolla  Camden,  M.D.,  Parkersburg,  W.  Va. 
(Abstract.) 

Without  going  deeply  into  the  etiology,  pa- 
thology, and  symptoms  and  diagnosis  of 
splanchnoptosis,  attention  is  called  to  the  neces- 
sity for  treatment  first  along  conservative  lines 
of  medicinal,  personal  and  mechanical  aids  in 
this  condition,  rather  than  the  surgical  treat- 
ment usually  offered. 

Normally,  the  viscera  are  held  in  place  by 
their  respective  supports,  and  intra-abdominal 
pressure,  these  being  aided  by  proper  poise  of 
the  body. 

In  splanchnoptosis  the  poise  is  bad,  with  the 
resulting  loss  of  intra-abdominal  pressure  and 
of  supporting  visceral  attachments. 

Splanchnoptosis,  divided  into  simple  and 
complex:  simple  when  there  are  no  restraining 
adhesions  and  the  organs  are  returnable  to  their 
normal  positions;  complex  (extravisceral), 
when  they  are  retained  out  of  place  by  adhe- 
sions, and  are  not,  therefore,  returnable  to  their 
normal  places. 


Our  endeavor  should  be  to  restore  viscera  to 
their  normal  places  and  maintain  them  there. 
This  is  to  be  accomplished  by  personal  efforts 
of  the  patient  by  correction  of  posture,  certain 
abdominal  exercises,  massage,  vibration,  and 
hydrotherapy,  and  medical  treatment  as  indi- 
cated after  gastric  and  enteric  analyses. 

Other  means  are  external  or  mechanical,  such 
as  shoulder  braces,  abdominal  supports,  corsets, 
etc.,  modified  to  suit  the  patient  and  raising  foot 
of  the  bed. 

Attention  is  called  to  the  difficulty  of  obtain- 
ing proper  and  constant  support  to  thin  indi- 
viduals with  small  abdomens  and  prominent 
hip-bones,  with  suggestions  for  modifying  the 
usual  mechanical  aids  offered. 

NEGLECTED  RECTAL  EXAMINATIONS. 

By  James  A.  McVeigh,  M.D.,  Detroit,  Mich. 
(Abstract.) 

A  thorough  rectal  examination  is  a  source  of 
comfort  to  the  patient  and  satisfaction  to  the 
doctor.  It  enables  the  latter  to  make  a  correct 
diagnosis  and  advise  proper  treatment. 

Rectal  examinations  are  not  difficult,  and 
should  be  ocular,  digital,  and  instrumental. 
The  physician  should  never  accept  the  patient's 
diagnosis.  This  is  not  infrequently  done,  and 
such  an  unscientific  procedure  is  usually  pro- 
ductive of  unsatisfactory  result. 

Indifference  and  carelessness  on  the  part  of 
members  of  the  medical  profession  in  conduct- 
ing rectal  examinations  are  being  rapidly  less- 
ened, owing  largely  to  the  influence  of  the 
American  Proctologic  Society.  The  remedy  lies 
in  persistently  reminding  the  men  engaged  in 
general  practice  of  the  necessity  of  making 
thorough  rectal  examinations  whenever  indi- 
cated, and  the  men  who  are  following  this  spe- 
cial line  of  work  are  the  ones  who  must  be  most 
active  in  conducting  this  campaign  of  education. 


Sank  SftrifuiH. 


The  Healthy  Girl.  By  Mrs.  Joseph  Cunning, 
M.B.,  Lond.,  and  A.  Campbell,  B.A.  Lon- 
don :  Henry  Frowde  and  Hodder  and 
Stoughton. 

This  volume  is  intended  as  a  manual  of  per- 
sonal hygiene  for  school  girls,  and  is  well  writ- 
ten, at  once  from  the  scientific  and  popular 
standpoint.  It  is  divided  into  a  series  of  chap- 
ters dealing  with  various  bodily  functions,  and 
is  illustrated  by  a  series  of  twenty-one  text  cuts. 
It  should  be  a  useful  guide  to  place  in  the  hands 
of  girls  at  the  proper  age. 
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THE  MAN  WHO  STAYED  AT  HOME. 

ft*  •  •  • 

A  recent  popular  melodrama  which  has  met 
with  well-deserved  success  at  a  local  theatre  de- 
scribes the  difficulties  of  a  certain  man  whose 
duties  demanded  that  he  stay  at  home  and 
assume  the  role  of  a  slacker  in  order  to  do  his 
share  for  his  country.  His  position  was  a  diffi- 
cult and  at  times  a  painful  one.  He  was  mis- 
understood and  abused.  We  all  welcomed  the 
last  act  which  showed  this  man  in  his  true  light 
and  made  him  the  hero  of  the  play. 

A  situation  somewhat  analogous  to  this  exists 
in  the  medical  profession  of  this  country  at  the 
present  time.  A  large  number  of  physicians 
have  been  fortunate  enough,  and  we  use  the 
term  "fortunate"  advisedly,  to  come  within  the 
draft  age  or  to  have  already  joined  the  Medical 
Reserve  Corps  or  to  be  so  situated  that  the^y 
have  been  able  to  offer  their  services  to  the 
Army  and  Navy  or  elsewhere.    We  have  each 


of  us  attended  functions  to  honor  these  men  on 
their  departure  to  France  to  represent  us  in  this 
great  war.  We  have  sung  and  laughed  and  pre- 
sented gifts  on  such  occasions,  while  each  of  lis 
has  sincerely  envied  our  more  fortunate  bro- 
thers in  uniform.  While  neither  our  friends  over- 
seas, who  apparently  are  enjoying  their  hard 
work  and  new,  though  perhaps  rough,  experi- 
ences, nor  we  who  stay  at  home  with  increasing 
burdens  medical  and  financial,  and  decreasing 
supplies  of  sugar  and  coal,  need  any  sympathy, 
there  is  a  certain  group  of  physicians  who  do 
need  sympathy  and  encouragement.  We  refer 
to  the  superintendents  and  physicians  of  the 
sanatoria  for  consumptives,  institutions  for  the 
insane  and  others  in  Massachusetts.  The  life 
of  these  men  is,  at  the  best,  none  too  pleasant. 
They  and  their  families  live  in  an  atmosphere  of 
ill  health  and  disease — physical  or  mental.  The 
compensation  they  receive  is  inadequate,  to  say 
the  least.  They  are  only  too  often  harassed  and 
badgered  by  legislative  committees,  commissions 
to  investigate  and  report,  and  so-called  bureaus 
of  efficiency  and  economy,  whose  knowledge  of 
the  conditions  they  so  freely  criticize  is  far  too 
often  a  superficial  and  inadequate  one.  These 
men  have'  lost  many  of  their  best  and  most  effi- 
cient assistants  and  helpers,  who  have  entered 
the  Army  or  who  have  accepted  more  remu- 
nerative and  pleasanter  situations  elsewhere.  In 
the  Massachusetts  sanatoria  for  tuberculosis  we 
are  glad  to  note  that,  despite  the  pressure 
brought  to  bear,  none  of  the  superintendents  has 
handed  in  his  resignation.  The  same  may  be 
said  of  the  State  institutions  for  the  insane,  and 
in  fact  practically  all  of  our  State  institutions. 
At  some  of  our  largest  State  asylums,  normally 
having  a  staff  of  ten  to  twelve  physicians,  there 
are  only  three  or  four  physicians  left  to  do  the 
work.  In  addition  to  this  extra  work  thrown 
upon  their  shoulders  by  the  decreased  force  at 
the  institutions  themselves,  many  of  these  men 
are  serving  on  committees  for  reconstruction 
work  and  other  wrar  activities.  The  wTork  that 
these  men  are  doing  in  keeping  these  institutions 
up  to  the  highest  possible  standard  is  exactly  as 
important  as  the  work  of  their  more  fortunate 
brothers  overseas.  It  is  absolutely  essential  that 
our  campaign  against  consumption,  for  instance, 
should  be  continued  at  the  very  highest  possible 
efficiency,  so  that  when  the  time  comes  we  can 
make  provision  and  have  the  adequate  machin- 
ery in  operation  and  running  smoothly  to  care 
for  tuberculous  soldiers  from  overseas. 


Vol.  CLXXVIII,  No.  8]        BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


271 


This  is  the  work  that  these  superintendents 
are  doing.  They  have  stuck  by  their  posts. 
They  have  assumed  increasing  burdens,  and  are 
cheerfully  and  quietly  doing  the  duty  that  lies 
nearest  to  them,  and  are  doing  it  well.  They  do 
not  wear  uniforms,  nor  do  they  seek  nor  receive 
recognition.  The}'  are  the  men  who  are  staying 
at  home,  as  did  the  man  in  the  play.  Let  us 
hope  that,  sooner  or  later,  the  important  service 
that  they  are  doing  for  their  country  will  re- 
ceive the  recognition  it  deserves. 


WAR-RISK  INSURANCE. 

In  recent  previous  issues  of  the  Journal  we 
have  commented  editorially  from  time  to  time 
on  the  Government  plan  of  war-risk  insurance. 
There  has  been  some  uncertainty  in  this  connec- 
tion with  reference  to  the  question  whether  such 
insurance  was  intended  to  cover  partial  as  well 
as  total  disability.  The  following  letter  from 
Colonel  Straub  to  Dr.  George  "W.  Gay  of  this 
city,  would  seem  to  clear  up  the  matter  and 
settle  it  finally. 

"Headquarters  Northeastern  Department, 
Department      Surgeon's  Office, 
25  Huntington  Avenue,  Boston. 

February  4,  1918. 

My  dear  Dr.  Gay: 

In  the  letter  regarding  insurance  that  I  sent 
you  on  January  24,  there  seemed  to  be  a  dis- 
crepancy between  the  information  that  I  gave 
you,  and  that  which  you  had  received  from  the 
Deputy  Commissioner  of  Customs.  This  dis- 
crepancy is  to  be  explained  as  follows : 

Insurance  of  two  sorts  is  provided  by  the 
United  States  Government  for  its  soldiers  who 
die  or  who  are  disabled.  One  kind  of  insurance 
is  called  'compensation,'  and  practically  re- 
places the  former  pension  system ;  the  other  sort 
is  called  'war-risk  insurance.' 

This  'compensation'  is  payable  to  the  bene- 
ficiary, for  the  death  of  the  soldier,  or  to  the 
soldier  for  partial  or  total  disability ;  it  is  auto- 
matic in  its  operation,  since  the  soldier  receives 
the  benefits  of  compensation,  without  action  on 
his  part.  This  was  the  type  of  insurance  for 
partial  disability  that  I  referred  to  in  my  letter 
of  January  24  to  you. 

The  war-risk  type  of  insurance  is  taken  out  by 
the  soldier  himself  for  such  amount  as  he  chooses 


up  to  $10,000.  The  opportunity  to  apply  for 
this  form  of  insurance  expires  within  120  days 
of  entry  into  active  service.  This  'voluntary' 
insurance  is  payable  only  for  death  or  total  dis- 
ability. 

The  two  types  of  insurance  described  above — ■ 
one  automatic,  and  called  'compensation,'  and 
one  voluntary— are  entirely  distinct,  separate, 
and  supplementary  to  each  other.  That  is,  the 
monthly  payment  under  the  'compensation'  to 
the  soldier  who  is  permanently  disabled,  is  in 
addition  to  any  payment  which  he  may  or  may 
not  have  provided  for  himself  by  taking  out 
voluntary  war-risk  insurance. 

P.  T.  Straub, 
Colonel,  Medical  Corps,  II.  S.  A." 


PNEUMONIA. 

At  a  time  when  pneumonia  is  the  chief  cause 
of  death  in  our  armies  at  home  and  in  the  field, 
and  when  it  is  also  particularly  prevalent 
among  our  civil  population,  there  is  peculiar 
timeliness  in  the  two  leading  articles  of  this 
week's  issue  of  the  Journal.  The  paper  by  Dr. 
Shattuck  and  Dr.  Lawrence  summarizes  the  ex- 
perience of  the  Massachusetts  General  Hospital 
in  the  treatment  of  this  disease  during  the 
period  from  1889  to  1917,  and  is  a  sequel  to  a 
similar  paper  by  Drs.  Coolidge  and  Townsend, 
published  in  1889  and  abstracted  in  the  Jour- 
nal of  June  27,  1889  (Vol.  cxx,  p.  643).  Dr. 
Leen's  paper  is  a  study  of  strains  of  pneumo- 
cocci,  and  of  the  serological  treatment  appro- 
priate to  different  strains.  The  attention  of 
physicians  is  directed  to  these  two  articles  and 
to  the  progress  which  they  connote  in  the 
knowledge  and  treatment  of  pneumonia. 


MEDICAL  NOTES. 


WAR  NOTES. 

Death  Rate  in  Germany. — The  Maasbode,  an 
Amsterdam  daily,  publishes  a  report  of  death 
rates  in  Germany  from  its  Berlin  correspondent. 
From  the  beginning  of  the  war  up  to  the  end  of 
1916  there  were  over  a  million  more  deaths  in 
Germany  than  is  normally  the  case. 
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"For  the  first  three  years,  the  entire  loss  by 
mortality  is  said  to  have  been  3,700,000.  Thus 
instead  of  the  normal  increase  of  2,400,000  there 
was  on  August  1,  1917,  a  decrease  of  600,000  to 
which  another  700,000  was  added  as  a  result  of 
the  decline  in  birth  figures  that  "still  continues. 
The  absolute  decrease  in  the  population  after 
three  years,  therefore,  would  have  been  2% 
of  the  number  at  the  beginning  of  the  war. 

Other  phenomena  are  to  be  expected  for  the 
near  future.  Instead  of  14,000,000  the  men  be^ 
tween  the  ages  of  17  and  45  will  number  only 
12,700,000 ;  and  instead  of  800,000,  as  now,  the 
excess  of  women  over  men  will  be  2,100,000.  It 
is  not  yet  known  how  the  war  losses  will  be 
spread  over  the  various  ages,  but  it  looks  as  if 
there  will  be  1100  women  to  every  1000  men  of 
marriageable  age.  For  these  reasons,  and  in 
view  of  the  fact  that  there  will  be  a  large  num- 
ber of  invalids  among  the  men,  the  marriage 
chances  must  be  termed  greatly  reduced, — a  fact 
which  will  in  its  turn  produce  further  shiftings 
on  the  labor  market,  that  on  their  part  will  again 
react  on  the  population  movement. 

The  war  is  not  regarded — at  any  rate  by  ex- 
perts— as  harmful  to  infants.  Natural  feeding 
is  far  more  general  than  formerly  in  all  classes 
of  population,  and  the  results  are  good,  as  the 
food  authorities  apportion  to  the  mother  the 
food  for  the  child,  as,  for  example,  1  litre  of  milk 
per  day.  Infants  have  a  right  to  1  litre  of  milk 
daily,  50  grammes  of  sugar,  and  200  grammes 
of  flour  a  week  and  1  pound  of  oatmeal  a  month, 
and  can  do  well  on  that. 

The  food  question  becomes  more  difficult  in 
the  child's  second  year,  as  vegetables  and  fruits 
are  scarce,  at  any  rate  in  the  large  towns,  so 
that  the  potato  has  to  take  the  place  of  these. 
The  counsel  is  now  heard  more  frequently  to 
restrict  gymnastic  exercises  and,  following  the 
example  of  the  marmots,  to  substitute  the  food 
that  is  lacking  by  sleep,  and  to  see  that  the  chil- 
dren get  long  nights  of  sleep." 

"War  Relief  Funds. — Following  a  period  of 
relative  recent  inactivity,  the  sponsors  of  the 
New  England  Belgian  Relief  Fund  have  issued 
a  new  appeal  for  funds  to  continue  the  work  of 
relieving  destitution  among  Belgians,  whereso- 
ever dispersed.  This  work  will  continue  in  charge 
of  Mr.  Hoover.  In  issuing  this  fourth  annual 
appeal  Mr.  John  S.  Codman,  manager  of  the 
fund,  points  out  that  changed  conditions  re- 
garding shipping  give  opportunity  for  larger 
shipments  to  the  Belgians,  and  submits  the  fol- 
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lowing  summary  of  the  fund's  financial  opera- 
tions from  October,  1914,  to  December,  1917, 
inclusive  (three  years  and  three  months)  : 

RECEIPTS. 

Contributions   $660,112.31 

Interest    2,946.03 


Total   $663,058.34 

DISBURSEMENTS. 

Expended  for  relief — 

Food  and  clothing   $343,805.16 

Cash  distribution    246,167.95 

 $589,973.11 

Expense  of  collection  and  administration  of 
funds    37,293.09 

Cash  in  hands  of  treasurer,  Jan. 

1,  1918   $27,768.10 

Advanced  to  headquarters  and 
covered  by  assets  there  (see 

note)    8,024.04 

  35,792.14 


Total   $663,058.34 

Note — Assets  at  headquarters  on  Jan.  1,  1918,  as 
listed  by  the  auditors,  were  as  follows: 

Cash  on  hand    $8,132.14 

Inventory    9,280.30 

Equipment    400.00 

Accounts  receivable   1,640.45 

Insurance  unexpired    49.87 


$19,502.76 

Accounts  payable    1,525.94 


$17,976.82 

The  New  England  Belgian  Relief  Fund,  un- 
like many  other  relief  organizations,  has  no 
special  fund  contributed  to  cover  the  necessary 
expenses  of  collection  and  administration.  The 
figures  above  include  all  cash  contributions  and 
all  disbursements  for  expense,  such  as  advertis- 
ing and  other  publicity,  and  managerial  and 
clerical  expense  connected  with  the  collection  of 
money  and  its  expenditure  for  relief  purposes. 
It  will  be  noted  that  the  total  expense  is  $37,- 
293.09,  as  compared  with  total  receipts  amount- 
ing to  $663,058.34,  or  less  than  six  cents  out  of 
every  dollar  contributed. 

On  February  7,  the  totals  of  the  principal 
New  England  War  Relief  Funds  reached  the 


following  amounts: 

Belgian  Fund  $638,468.14 

Armenian-Syrian  Fund    278,875.37 

Polish  Fund    96.387.73 


Health  Conditions  at  Army  Camps. — The. 
Surgeon-General  reports  that  for  the  week  end- 
ed February  1  that  there  is  a  slight  decrease  in 
deaths  from  pneumonia.  The  total  number  of 
deaths  was  178,  pneumonia  being  responsible  for 
117  of  these.  The  Regular  Army,  as  usual,  had 
the  lowest  death  rate,  with  29.  There  were  69 
deaths  in  the  National  Guard  and  87  in  the 
National  Army. 
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BOSTON  AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During  the 
week  ending  Feb.  9,  1918,  the  number  of  deaths 
reported  was  312,  against  290  last  year,  with  a 
rate  of  20.78,  against  19.58  last  year.  There 
were  43  deaths  under  one  year  of  age,  against 
42  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were:  diphtheria,  92;  scarlet  fever,  56; 
measles,  125 ;  whooping  cough,  62 ;  typhoid 
fever,  2 ;  tuberculosis,  54. 

Included  in  the  above  were  the  following 
cases  of  non-residents:  diphtheria,  12;  scarlet 
fever,  9 ;  measles,  2 ;  tuberculosis,  5. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 6 ;  scarlet  fever,  2 ;  measles,  1 ;  whooping 
cough,  5 ;  typhoid  fever,  1 ;  tuberculosis,  23. 

Included  in  the  above  were  the  following  non- 
residents: diphtheria,  4;  measles,  1;  tuberculo- 
sis, 2. 

Appointment  of  Dr.  McBain. — Dr.  "Wil- 
liam H.  McBain  of  Maiden  has  been  appointed 
city  bacteriologist  and  physician  in  charge  of 
the  Maiden  contagious  hospital.  He  succeeds 
Dr.  C.  H.  Staples,  who  has  resigned. 

Resignation  of  Dr.  Allan  McLaughlin. — 
Dr.  Allan  J.  McLaughlin,  health  commissioner 
of  Massachusetts,  has  been  recalled  to  Washing- 
ton by  federal  authorities.  He  will  become  as- 
sistant surgeon-general  in  the  public  health  ser- 
vice of  the  United  States.  As  second  in  com- 
mand he  will  have  control  of  all  the  domestic 
health  work  in  the  United  States,  particularly 
with  respect  to  the  military  cantonment  areas. 
An  appreciation  of  Dr.  McLaughlin's  work 
since  he  has  been  in  this  state  appears  in  the 
daily  press. 

"Those  who  follow  the  cause  of  public  health 
and  sanitation  in  Massachusetts  will  regret  to 
learn  that  our  State  commissioner  of  health,  Dr. 
McLaughlin,  has  tendered  to  Governor  McCall 
his  resignation.  Four  years  ago  the  State 
House  was  the  scene  of  legislative  turmoil  over 
a  proposed  reorganization  of  the  State  Board  of 
Health,  which  for  more  than  a  quarter  of  a  cen- 
tury had  faithfully  served  the  State  and  won  for 
it  the  highest  place  among  all  similar  boards  in 
America.  Much  ignorant  and  ill-timed  crit- 
icism found  vent,  and  eventually  a  new  form  of 
organization  was  enacted  similar  to  one  which 
had  recently  been  successfully  inaugurated  in 
the  State  of  New  York.  A  Department  of 
Health  took  the  place  of  the  old  unpaid  Board, 


headed  by  a  paid  commissioner  and  a  Public 
Health  Council.  With  commendable  painstak- 
ing and  wisdom  Governor  Walsh  chose  for  the 
new  and  trying  position  Dr.  Allan  J.  McLaugh- 
lin of  the  United  States  Public  Health  Service, 
who  had  won  his  spurs  by  service  in  the  Phil- 
ippines, in  Europe  and  in  America. 

From  the  outset  Dr.  McLaughlin  showed  great 
sagacity  and  a  fine  appreciation  of  the  Mass- 
achusetts spirit.  He  surrounded  himself  by  a 
council  of  sanitary  leaders  wisely  selected,  to 
whose  opinions  and  advice  he  has  always  been 
ready  to  listen.  He  retained  as  the  heads  of 
such  departments  as  sanitary  engineering,  food 
and  drug  inspection  and  chemistry  the  experi- 
enced workers  of  the  old  board.  He  has  never 
played  politics.  He  has  inaugurated  new  meth- 
ods of  appointment  of  district  health  officers, 
new  methods  of  dealing  with  old  diseases,  new 
methods  of  public  health  education.  In  short, 
he  has  kept  the  standard  high  and  has  main- 
tained the  best  traditions  of  State  service  to  the 
public  health,  for  which  Massachusetts  has  long 
been  famous.  And  now  he  returns  to  the 
United  States  Public  Health  Service,  by  which 
he  had  only  been  lent  to  Massachusetts,  in  an- 
swer to  an  imperative  call  to  duty  at  th,e  office 
of  that  service  in  Washington.  The  care  of  the 
civilian  population  is  second  only  in  importance 
to  that  of  the  Army  and  Navy,  and  war  condi- 
tions have  put  so  many  new  and  heavy  burdens 
on  the  Federal  Public  Health  Service  that  its 
surgeon-general  has  summoned  Dr.  McLaughlin 
to  his  immediate  personal  staff  for  active  duty. 
He  will  take  with  him  the  respect  and  gratitude 
of  the  people  of  Massachusetts  for  his  faithful 
and  honorable  service  to  the  Commonwealth. 
His  resignation  also  lays  upon  the  governor  a 
heavy  burden  in  the  choice  of  a  worthy  succes- 
sor." 

The  Norfolk  District  Medical  Society. — 
A  regular  meeting  of  the  Society  will  be  held  at 
the  Homeopathic  Hospital,  Evans  Memorial 
Building,  80  E.  Concord  Street,  Tuesday,  Feb. 
26,  at  7  p.m.  sharp.  The  program  is  as  follows : 
Inspection  of  the  hospital ;  Business ;  Communi- 
cations; "The  Venereal  Problem — The  State 
Department  of  Health  Viewpoint,"  M.  E. 
Champion,  M.D.,  State  Dept.  of  Health;  "The 
Venereal  Problem — The  Army  Viewpoint," 
Lieut.  E.  M.  McKee,  S.C.N.A.;  "The  Venereal 
Problem — The  Navy  Viewpoint,"  Lieut.  H.  P. 
Stevens,  M.D.,  U.S.N.R, 
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STATED  MEETING  OF  THE  COUNCIL. 

A  stated  meeting  of  the  Council  of  the  Mas- 
sachusetts Medical  Society  was  held  in  John 
Ware  Hall,  Boston  Medical  Library,  Wednes- 
day, February  6,  1918,  at  12  o'clock,  noon.  The 
President,  Dr.  Samuel  B.  Woodward,  was  in  the 
chair  and  the  following  67  Councilors  present: 


R  A  K  X  STABLE, 

T.  F.  Greene. 

C.  W.  Milliken. 

R.  W.  Hastings. 

Bristol  South, 

Bradford  Kent. 

E.  F.  Gurry. 

T.  J.  Murphy. 

Essex  Xorth. 

J.  W.  Pratt. 

T.  K.  Healy. 

S.  H.  Rubin. 

R.  V.  Baketel. 

Victor  Safford. 

E.  H.  Noyes. 

R.  I).  Schmidt. 

J.  J.  O'Suilivan. 

H.  F.  R.  Watts. 

Essex  South, 

Plymouth, 

R.  E.  Bicknell. 

Gilman  Osgood. 

H.  K.  Foster. 

A.  E.  Paine. 

Hampden, 

Suffolk, 

E.  P.  Bagg,  Jr. 

H.  F.  Viekery. 

R.  A.  Greene. 

E.  S.  Roland'. 

E.  A  Knowlton. 

G.  W.  W.  Brewster. 

Middlesex  East, 

W.  L.  Burrage. 

E.  S.  Jack. 

E.  A.  Oodman. 

Middlesex  North, 

J.  A.  Cogan. 

W.  P>.  Jackson. 

F.  J.  Cotton. 

E.  G.  Livingston. 

(!.  A.  Craigin. 

M.  A.  Tighe. 

E.  G.  Cutler. 

Middlesex  South, 

It.  L.  DeNormandie. 

H.  T.  Baldwin. 

Albert  Ehrenfried. 

F.  E.  Bateman. 

C.  M.  Green. 

E.  H.  Rigelow. 

J.  L.  Morse. 

O.  H.  Cook. 

Anna  G.  Richardson 

A.  W,  Dudley. 

G.  G.  Smith. 

Edward  Melius. 

It.  M.  Smith. 

0.   E.  Mongan. 

A.  K.  Stone. 

E.  H.  Stevens. 

F.  B.  Talbot. 

F.  R.  Stuibbs. 

D.  F.  Walker. 

Julia  Tolman. 

Worcester. 

G.  W.  Whiting. 

R  W.  Greene. 

Alfred  Worcester. 

David  narrower. 

J.  H.  Young. 

A.  G.  Hurd. 

NORFOLK, 

G.  O.  Ward. 

E.  TT.  Briarham. 

S.  P..  Woodward. 

FT.  W.  Dana. 

Worcester  North, 

C.  B.  Faunce. 

J.  G.  TTenry. 

The  records  of  the  last  meeting  were  read  and 
accepted. 

Dr.  Charles  M.  Green  presented  the  following 
report  of  the  Committee  on  Membership  and 
Finance  as  regards  membership,  and  it  was  ac- 
cepted and  its  recommendations  adopted. 

Report   of   the    Committee   on    Memhership  and 
Fi nance  as  to  Membership. 
The  Committee  on  Membership  and  Finance  makes 
the  following  recommendations  as  to  membership: 

1.  That  the  following  named  Fellows  be  allowed 
to  retire,  under  the  provisions  of  Chapter  I,  Section 
5,  of  the  by-laws : 

Jesse  Howes  Averill,  of  Campello,  Brockton. 

Joseph  Ward  Battershall.  of  Attleborough. 

John  Shanahan,  of  Peabody,  with  remission  of  dues 
to  the  amount  of  $10. 

Samuel  Finley  Smith,  of  Indian  Orchard,  Spring- 
field. 

2.  That  the  following  named  Fellows  be  allowed 
to  resign,  under  the  provisions  of  Chapter  1,  Section 
7.  of  the  by-laws : 

Francis  Gilman  Blake,  of  Minneapolis. 

Herbert  Rutherford   Brown,  of  Rochester,  N.  Y.. 

with  remission  of  dues  to  the  amount  of  $5. 


William  Sohier  Bryant,  of  New  York. 
Herbert  Huskisson  Cornforth,  of  Fitchburg. 
Henning  Vitalis  Hendricks,  of  Traverse  City,  Mich- 
igan. 

Nellie  Louise  Lawrence,  of  Louisville.  Kentucky 
John  Alfred  Parsons  Millet,  of  Buffalo,  N.  Y.,  with 

remission  of  dues  to  the  amount  of  $5. 
Isaiah  Lovell  Pickard,  of  Concord  Junction,  with 

remission  of  dues  to  the  amount  of  .$5. 
.3.    That  the  following  named  Fellows  be  allowed  to 
change  their  district  membership,  without  change  of 
legal  residence,  under  the  provisions  of  Chapter  III. 
Section  3,  of  the  by-laws: 
Carleton  Eugene  Allard,  from  Suffolk  to  Norfolk, 
Louis  Adalore  Oliver  Goddu,  from  Norfolk  to  Suf- 
folk. 

Robert  Battey  Greenough.  from  Norfolk  to  Suffolk. 
For  the  Committee  on  Membership  and  Finance. 

Charles  M.  Green.  Chairman. 

The  petition  of  W.  J.  Brickley  to  be  restored 
to  the  privileges  of  fellowship  was  acted  on 
favorably.  As  a  Committee  to  consider  the 
petition  of  J.  T.  L.  Brennan  for  restoration  to 
the  privileges  of  fellowship,  the  Chair  nomi- 
nated and  the  Council  appointed:  Leonard 
Huntress,  J.  B.  O'Connor,  J.  P.  McAdams ;  and 
for  a  similar  petition  from  J.  E.  Clark:  E.  L. 
Young,  Jr.,  J.  D.  Barney,  E.  R.  Kelley. 

On  nomination  by  the  President  the  Council 
appointed  the  following  delegates : 

To  House  of  Delegates  American  Medical  Associa- 
tion, for  two  years  from  June  1. 

Principals:  J.  B.  Blake.  H.  G.  Stetson.  L.  F. 
Woodward. 

Alternates :  G.  Osgood,  L.  A.  Jones.  J.  F.  Burnham. 
To   Annual   Meetings  of  state   medical  so- 
cieties : 

Maine:  C.  W.  Harlow,  D.  C.  Dennett. 
New  Hampshire:    D.  N.  Blakely.  A.  A.  Taft. 
Connecticut:    C.  L.  Scudder.  E.  A.  Bates. 
Rhode  Island :    D.  Harrower,  J.  H.  Davenport. 

The  Treasurer  read  his  report  for  the  year 
1 91 7.   Dr.  Ray  W.  Greene  read  the  report  of  the 
Auditor,  including  a  letter  of  the  certified  pub- 
lic accountant.    Voted,  To  accept  the  reports  as  I 
read. 

Dr.  Charles  M.  Green,  for  the  Committee  on 
Membership  and  Finance,  presented  a  budget  \ 
and  two  motions.  He  explained  that  the  Society 
had  no  longer  a  balance  in  the  treasury :  that 
foreseeing  that  there  might  be  a  deficit,  his  \ 
Committee  had  recommended  a  year  ago  that 
ten  thousand  dollars  of  the  balance  be  placed  in 
the  permanent  fund,  and  that  by  the  action  of 
the  Council,  five  thousand  dollars  of  this  had 
been  so  invested ;  that  for  the  previous  year  the 
excess  of  expenditure  over  the  budget  had  been 
about  twenty-seven  hundred  dollars.  He  urged 
the  Society  to  live  within  its  income,  and  the 
Committee  had  submitted  a  budget  which  he 
thought  would  accomplish  that  purpose.  He 
pointed  out  there  were  three  alternatives  as  to 
the  disposal  of  the  balance  of  twenty-five  hun- 
dred dollars  in  the  treasury:  that  (a)  it  should 
remain  in  the  treasury;  (6)  be  a  dividend  to 
district  societies,  or  (c)  be  used  for  the  annual 
dinner.  On  motion  by  Dr.  Bateman  the  budget 
was  accepted  by  vote. 
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Dr.  Bateman  submitted  the  Committee's  mo- 
tion, No.  1,  amended  by  adding  the  following 
words  at  the  end,  ' '  if  requested. ' '  Motion  : 
"That  members  of  the  Massachusetts  Medical 
Society  in  active  military  or  naval  service  of 
the  United  States  Government,  or  of  its  allies, 
be  exempted  from  the  payment  of  annual  assess- 
ments during  the  present  war."  The  amend- 
ment was  lost  and  the  original  motion  was 
passed. 

The  questions  of  having  an  annual  dinner 
and  of  how  the  annual  dues  should  be  remitted 
were  discussed  by  Dr.  Ward,  Dr.  Jack,  Dr. 
Worcester,  Dr.  Bateman,  Dr.  Stone,  and  Dr. 
Green.  Dr.  Bateman  Moved,  That  the  dues  that 
have  already  been  paid  for  the  current  year  be 
returned  on  request.  This  motion  appeared 
to  be  lost  by  a  voice  vote,  but  when  the  vote 
was  doubted,  it  was  carried  by  a  standing  vote 
of  34  in  favor  and  15  opposed.  On  motion  by 
Dr.  Ward,  it  was  Voted,  That  $2500  be  distrib- 
uted pro  rata  to  the  district  societies  as  a  divi- 
dend, as  in  previous  years,  the  annual  dinner 
being  omitted  in  1918.  By  a  standing  vote,  33 
were  in  favor  and  19  opposed,  and  the  motion 
was  carried. 

Dr.  Green  presented  motion  No.  2:  "That  the 
several  district  societies  be  urged  to  take  meas- 
ures to  provide  money  wherewith  to  pay  to  the 
Massachusetts  Medical  Sociey  the  remitted  dues 
of  their  members  in  active  military  or  naval 
service,  to  the  end  that  the  activities  of  the  So- 
ciety may  not  be  seriously  curtailed,"  and  it 
was  passed  unanimously. 

Dr.  J.  H.  Young  for  the  Committee  of  Ar- 
rangements said  that  his  Committee  had  pre- 
pared a  tentative  program  for  the  annual  meet- 
ing, but  that  in  view  of  the  votes  of  the  Council, 
just  passed,  he  would  not  read  it,  but  he  would 
like  to  have  the  day  of  the  meeting  definitely 
determined.  On  motion  by  Dr.  J.  L.  Morse  it 
was  voted  that  the  meeting  be  held  on  June  18 
and  19.  Dr.  Melius  moved  that  the  Committee 
of  Arrangements  be  requested  to  arrange  for  a 
dinner  to  be  paid  for  by  those  who  attended  it. 
and  Dr.  Stevens  suggested  that  a  postal  card 
vote  would  show  the  number  of  Fellows  who 
would  attend  such  a  dinner.  The  motion  being 
put,  was  lost. 

On  nomination  by  the  President,  Drs.  E.  H. 
Stevens  of  Cambridge  and  A.  R.  Crandell  of 
Taunton  were  elected  to  fill  vacancies  in  the 
Committee  on  State  and  National  Legislation 
caused  by  the  resignations  of  Drs.  W.  H.  Robey 
and  J.  S.  Stone.  The  President  read  obituaries 
of  ex-President  Silas  Dean  Presbrey  and  Coun- 
cilor John  Quincy  Adams. 

The  President  spoke  of  the  work  being  done 
by  the  State  Department  of  Health  to  protect 
the  community  from  venereal  diseases.  He  said 
that  the  Department  now  has  a  bill  before  the 
Legislature  for  the  establishments  of  clinics  in 
venereal  diseases,  and  asking  for  an  appropria- 
tion of  $15,000.  The  Department  now  feels  that 
it  needs  $10,000  more  in  order  to  establish  prop- 


erly these  clinics,  and  it  would  ble  glad  to  have 
the  support  of  the  Massachusetts  Medical  So- 
ciety in  furthering  the  bill  before  the  Legisla- 
ture. The  President  asked  for  the  privileges  of 
the  floor  for  Dr.  C.  Morton  Smith,  and  they 
were  so  voted.  Dr.  Smith  said  that  the  attitude 
of  the  public  and  of  the  profession  toward  vene- 
real diseases  had  changed  in  recent  times.  At 
this  time  the  profession  should  act  in  unison  to 
favor  a  propaganda  for  the  further  abatement 
of  venereal  diseases.  The  State  Department  of 
Health  has  formulated  a  program  of:  (a)  vene- 
real disease  reporting;  (&)  extension  of  facil- 
ities for  making  diagnosis  and  early  treatment ; 
(c)  repressive  measures;  id)  education  of  the 
laity,  especially  young  adults,  as  to  what  they 
should  know.  He  thought  a  committee  could  be 
formed  to  work  with  the  State  Department  of 
Health  in  the  furtherance  of  these  objects,  and 
he  moved  that  a  committee  of  five  be  appointed 
by  the  President  to  consider  the  question  of  the 
prevention  and  cure  of  venereal  diseases,  and  it 
was  so  voted.  The  President  appointed  this 
committee:  Drs.  C.  Morton  Smith,  Paul  Thorn- 
dike.  F.  H.  Baker.  W.  C.  Quinby,  and  Nelson  C. 
Haskell. 

Dr.  A.  K.  Stone  read  the  following  report  of 
progress  of  the  Committee  on  Health  Insurance, 
and  asked  for  an  appropriation  of  $100  for  this 
Committee : 

The  Committee  on  Health  Insurance  has  at- 
tended hearings  and  has  caused  to  be  made 
stenographic  notes,  many  of  which  have  been 
published  in  The  Boston  Medical  and  Sur- 
gical Journal,  showing  the  general  temper  of 
the  hearings.  The  Massachusetts  Commission 
on  Social  Insurance  reported  to  the  Legislature 
against  social  insurance  and  in  favor  of  the  ex- 
tension of  health  work  in  the  State.  The  Com- 
mittee had  hoped  to  be  discharged,  but  House 
Bill  642  has  been  introduced  and  the  Committee 
will  have  to  remain  active  until  the  June  meet- 
ing of  the  Society.  All  are  notified  that  the 
hearing  on  this  bill  on  Industrial  Insurance  will 
be  held  February  27,  at  7  p.m. 

The  report  was  accepted,  and  the  request  was 
referred  to  the  Committee  on  Membership  and 
Finance,  which  receives,  under  the  By-Laws,  all 
requests  for  extraordinary  appropriations. 

Dr.  Mongan  presented  the  following  preamble 
and  resolution,  and  it  was  passed : 

"Whereas,  Recognizing  the  important  role 
that  food  will  play  in  winning  the  war  for  the 
Allies,  and  appreciating  the  greatness  of  the 
task  which  the  Food.  Administration  has 
assumed, 

"Br  Tt  Resolved,  That  we,  the  Council  of  the 
Massachusetts  Medical  Society,  most  urgently 
appeal  to  the  members  of  our  society  to  use 
every  effort  as  a  society  and  individually  to 
bring  home  to  the  people  of  Massachusetts  the 
grave  necessity  of  conserving  food." 
Adjourned  at  1.52  p.m. 

Walter  L.  Burrage, 
Secretary. 
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TREASURER'S  REPORT. 


Statement  Showing  the  Assets  and  Liabilities  of 
the  Massachusetts  Medical  Society 
December  31,  1917. 


Schedule  A 


Cash 


assets. 


New  England  Trust  Co  $1,054.14 

Old  Colony  Trust  Co   3,140.14 


$4,194.28 


Investments 

Shattuck  Fund 
Annuity  Policy  Mass.  Hosp. 

Life  Ins.  Co   9,166.87 

Phillips  Fund 

Mass.  3%%  Gold  Bonds  . .  10,000.00 

Cotting  Fund 

Deposit  in  Institution  for 
Savings  in  Roxbury  and  Vi- 
cinity   1,000.00 

Deposit  in  Provident  Insti- 
tution for  Savings  in  the 

Town  of  Boston    1,000.00 

Deposit  in  Suffolk  Savings 
Bank  for  Seamen  and 

Others,  Boston    1,000.00 

Fund  for  Professorship  of 

Military  Medicine 
Liberty  Bonds — Second  Is- 
sue 4%    300.00 

Permanent  Fund 
Annuity   Policy  of  Mass. 

Hosp.  Life  Ins.  Co   11,253.30 

Mass.  3%%  Gold  Bonds  ..  6,000.00 

Deposit  in  Franklin  Savings 

Bank  of  the  City  of  Boston  1,074.48 

Libertv  Bonds — First  Issue 

3%%    5,000.00 


$45,794.65 


Total 


$49,988.93 


LIABILITIES. 

Endoicment  Funds 

Shattuck  Fund  (G.  C.  Shat- 
tuck. 1854.  Balance,  1866)   ..  $9,166.87 
Phillips  Fund  (Jonathan  Phil- 
lips, 1860)    10,000.00 

Cotting  Fund  (B.  E.  Cotting, 
$1000,1876,1881,1887.)   ....  3,000.00 
Emmons  and  Associates  Fund  589.71 
Fund  for  Professorship  of 
Military  Medicine    300.00 


Surplus 

Balance  January  1,  1917    23,204.58 

Deficit  for  the  year  ScheduleB  3,727.77 


$23,056.58 


26.932.35 


Total 


$49,988.93 


Statement  Showing  the  Profit  and  Loss  Account  of  the  Massachusetts  Medical 
Society  for  the  Year  Ending  December  31,  1917. 

Schedule  B 

credit. 

Dues  paid  to  District  Treasurers 

Barnstable   •   $155.00 

Berkshire   3S0.00 

Bristol  North   .'   315.00 

Bristol  South   695.00 

Essex  North    820.00 

Essex  South    1,035.00 

Franklin    185.00 

Hampden    1,160.00 

Hampshire    295.00 

Middlesex  East    340.00 

Middlesex  North    559.00 

Middlesex  South    2,260.00 

Norfolk    2,504.00 

Norfolk  South   285.00 

Plymouth    495.00 

Suffolk    3,355.00 

Worcester    1,325.00 

Worcester  North    430.00 

Dues  paid  to  Treasurer  

Dinner  tickets   

Income  Shattuck  Fund  (Income  not  collected) 

Income  Phillips  Fund 
Massachusetts  3%  Bonds  

Income  Cotting  Fund 

Interest  Institution  for  Savings  in  Roxbury  and  Vicinity  (not  col- 
lected ) 

Interest  Provident  Institution  for  Savings  (not  collected) 
Interest  Suffolk  Savings  Bank  (not  collected) 


$16,593.00 

819.00 
687.00 


350.00 


Carried  forward 


$18,449.00 
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Brought  forward   

Income  Permanent  Fund 

Annuity  policy  Mass.  Hosp.  Life  Ins.  Co.  (not  collected) 

Massachusetts  Sy2%  Bonds   

Interest  Franklin  Savings  Bank  (not  collected) 
Liberty  Bonds  3%%  First  Issue  

Emmons  and  Associates  Fund 

Donations  for  salary  and  expenses  of  Society's  agent  . 
Homeopathic  Medical  Society 

Donation  for  Workmen's  Compensation  Committee  .... 
Income  from  Deposit  in  Banks 

New  England  Trust  Co  

Old  Colony  Trust  Co  

Total   


$210.00 
88.47 


171.20 
131.31 


$18,449.00 


298.47 

1,373.21 
200.00 

302.51 


$20,623.19 


General  Expense  DEBIT- 

President's  expense    $115.76 

Secretary's  expense    445.70 

Treasurer's  expense   150.50 

Librarian's  expense    64.23 

District  Treasurer's  expense    1,329.74 

Supervisors'  expense   29.38 

Censors'  expense   313.50 

Rent    750.00 

Salaries    1,605.00 

Delegates'  expense   27.12 


$4,830.93 


Boston  Medical  and  Surgical  Journal 

Guarantee   9,479.25 

Editor's  salary    300.00 


Total    9,779.25 

Less  rebate  for  the  year  1916    500.00  9,279.25 


Committee  expense 

Arrangements    2,900.53 

Membership  and  Finance    4.95 

Ethics  and  Discipline    5.64 

State  and  National  Legislation   118.41 

Public  Health    174.33 

Workmen's  Compensation    1,793.99 

Health  Insurance   127.72 


Annual  Dividend  to  District  Societies  . . 

Defence  of  malpractice  suits  

Cotting  Fund   

Emmons  and  Associates  Fund 
Salary  and  expense  of  Society's  agent 


Deficit  for  the  year 


AUDITOR'S  REPORT. 

In  the  absence  of  my  auditor  colleague,  Dr.  Ayer, 
I  have  made  an  examination  of  the  books  of  the 
Treasurer  of  the  Massachusetts  Medical  Society,  with 
the  aid  of  a  certified  public  accountant  who  reports 
as  follows: 

Boston,  February  1,  1918. 

Dr.  R.  W.  Greene, 
Auditor,  Massachusetts  Medical  Society, 
21  West  St.,  Worcester,  Mass. 
Dear  sir  : — 

In  accordance  with  your  instructions  I  have  audited 
the  books  and  accounts  of  the  Massachusetts  Medical 
Society  for  the  year  ending  December  31,  1917,  and 
enclose  herewith 
Schedule  A    Statement   Showing  the  Assets  and 
Liabilities  of  the  Massachusetts  Medi- 
cal Society,  December  31,  1917. 
Schedule  B    Statement    Showing   the   Profit  and 
Loss  Account  of  the  Massachusetts 
Medical  Society  for  the  year  ending 
December  31,  1917. 
The  cash  on  deposit  in  the  banks  has  been  reconciled 
with  the  bank  accounts  and  found  to  be  correct.  The 
disbursements  have  been  properly  verified,  and  all 


5,125.57 

  2,500.00 

  1,107.65 

  134.35 

  1,373.21  $24,350.96 

  $3,727.77 

Arthur  K.  Stone, 

Treasurer. 

) 

known  cash  receipts  during  the  year  have  beeu  proper- 
ly credited  on  the  books. 

Income  from  the  Shattuck  Fund,  invested  in  an 
annuity  policy  in  the  Massachusetts  Hospital  Life 
Insurance  Company,  income  from  the  Cotting  Fund, 
deposited  in  the  Institution  for  Savings  in  Roxbury 
and  Vicinity  and  the  Suffolk  Savings  Bank  for  Sea- 
men and  Others,  and  income  from  the  Permanent 
Fund,  invested  in  an  annuity  policy  in  the  Massachu- 
setts Hospital  Life  Insurance  Company,  and  deposited 
in  the  Franklin  Savings  Bank  of  the  City  of  Boston, 
were  not  received  until  after  January  1,  1918,  and 
will  be  treated  as  income  for  the  year  1918. 

I  have  not  examined  any  of  the  securities  belonging 
to  the  Society. 

Tours  very  truly, 

Horace  C.  Hartshorn, 
Certified  Public  Accountant. 

On  January  31st,  1918,  I  personally  examined  the 
securities  belonging  to  the  Society  and  found  them 
all,  as  listed  on  the  books  of  the  Treasurer,  in  a  safe 
deposit  box  of  the  Old  Colony  Trust  Co. 

Respectfully  submitted, 
Worcester,  Feb.  6,  1918.       Ray  W.  Greene,  Auditor. 
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BUDGET. 

The  Committee  on  Membership  and  Finance  sub- 
mits and  recommends  the  adoption  of  the  following 
budget  for  the  fiscal  year  1918: 


Income 

Estimate  of  the  Treasurer    $18,745 

Appropriations 

Salaries  of  officers: 

Secretary    $800 

Treasurer    500 

Librarian    400 

Editor    300 

Official  expenses  of  officers : 

President    100 

Secretary    600 

Treasurer    140 

Librarian    60 

District  Treasurers    1.200 

Censors   320 

Supervisors    30 

Delegates  to  meeting  of  A.  M.  A..  .  100 
Rent  of  accommodations  at  the  Medi- 
cal Library    750 

Boston  Medical  and  Surgical  Journal 

(appropriated  in  October)    9.000 

Defense  of  malpractice  suits    600 

Shattuck  Lecture    200 

Cotting  Lunches    200 

Standing  Committees: 

Committee  of  Arrangements  (an- 
nual meeting)    500 

Membership  and  Finance    5 

Ethics  and  Discipline   25 

Medical    Education    and  Medical 

Diplomas    25 

State  and  National  Legislation  . .  .  250 

Public  Health    75 

Contingent  expenses    65 


16,245 

f  to  remain  in  treasury,  or 
Balance  \  for  dividend  to  District  Societies  or 

[  for  annual  dinner    2.500 


$18,745 


The  Committee  recommends  the  passage  of  the 
following  motions : 

1.  That  members  of  the  Massachusetts  Medical 
Society  in  active  military  or  naval  service  of  the 
United  States  Government,  or  of  its  Allies,  be  ex- 
empted from  the  payment  of  annual  assessments  dur- 
ing the  present  war. 

2.  That  the  several  District  Societies  be  urged  to 
take  measures  to  provide  money  wherewith  to  pay 
the  Massachusetts  Medical  Society  the  remitted  dues 
of  their  members  in  active  military  or  naval  service, 
to  the  end  that  the  activities  of  the  Society  may  not 
be  seriously  curtailed. 

For  the  Committee  on  Membership  and  Finance, 

Charles  M.  Green.  Chairman. 


(©bttttarg. 


WTLLTAM  HENRY  LATHROP,  M.D. 

Dr.  William  Henry  Latitrop  died  at  his 
home  in  Lowell,  "December  22,  1917.  at  the  age 
of  77.  He  was  a  graduate  of  the  University  of 
Pennsylvania  medical  department,  in  the  class 
of  1865.  having  served  previously  as  acting  as- 
sistant snrgeon  in  the  United  States  Army.  He 


became  editor  of  the  Detroit  Review  of  Medicine 
and  Pharmacy  the  year  of  his  graduation  and 
held  the  position  until  1873;  then  he  served 
three  years  as  physician  to  the  Detroit  Retreat 
for  the  Insane,  moving  to  Lowell  in  1876  and 
joining  the  Massachusetts  Medical  Society 
From  1892  to  1900,  he  was  a  member  of  the 
Lowell  School  Board. 


CHARLES  DEXTER  SAWIN,  M.D. 

Dr.  Charles  Dexter  Sawin  of  Winter  Hill, 
Somerville,  died  at  the  Relief  Hospital,  Boston. 
February  8,  1918. 

Dr.  Sawin  was  born  in  Charlestown,  June  10, 
1857,  graduated  S.B.  from  the  Massachusetts 
Institute  of  Technology  in  1878  and  from  the 
Harvard  Medical  School  in  1883.  Then  he 
served  as  house  officer  at  the  Boston  City  Hospi- 
tal, becoming  physician  to  the  State  Prison  in 
1884,  and  serving  there  until  1891.  He  did 
much  work  in  accident  cases  of  a  medico-legal 
character.  In  1907  he  moved  to  Somerville.  In 
1885  he  married  Katherine  F.  Cole  of  Charles- 
town,  who  died  two  years  later,  and  in  1893  he 
married  Mabel  A.  Beattie,  of  Lancaster,  X.  H. 

He  was  a  Fellow  of  the  Massachusetts  Medical 
Society,  and  a  member  of  the  Boston  Medical 
Library. 


HORATIO  FRAXKLIX  COPELAXD,  M.D. 

Dr.  Horatio  Franklin  Copeland,  a  retired 
Fellow  of  the  Massachusetts  Medical  Society, 
died  at  his  home  in  Whitman  February  8.  1918, 
of  cerebral  hemorrhage. 

He  was  born  in  Easton,  Xovember  15,  1842, 
and  graduated  from  Harvard  Medical  School  in 
1865,  serving  then  as  IT.  S.  Assistant  Surgeon  at 
the  smallpox  hospital  at  Bermuda  Hundred. 
He  joined  the  Massachusetts  Medical  Society  in 
1878  and  settled  in  general  practice  at  Whit- 
man. He  was  a  member  of  the  American  Med- 
ical Association. 


RECENT  DEATHS. 

Dr.  W.  B.  Buell  of  San  Francisco  was  shot  and 
killed  in  his  office  by  Felice  Prato.  former  sergeant  in 
the  Italian  Army.  Dr.  Buell  was  chief  surgeon  of  the 
Union  Iron  Works  Hospital.  No  motive  is  known 
for  the  crime. 

Dr.  Carroll  G.  Verrett.  formerly  of  Boston,  died 
recently  at  his  home  in  Norfolk,  Va.  Dr.  Verrett's 
son,  Dr.  William  Verrett.  died  in  France  last  June 
while  serving  with  the  Harvard  Medical  Unit.  Dr. 
Verrett  is  survived  by  his  widow,  four  daughters  and 
five  sons. 

Charles  Seymour  Bradley.  M.D..  died  suddenly  of 
heart  disease,  January  10,  1918,  at  his  home.  71  Wal- 
nut Ave..  Roxbury.  He  was  born  in  Newtown.  Conn., 
October  6,  1S53.  receiving  his  degree  of  M.D.  from 
the  University  of  New  York  in  1873.  He  settled  first 
in  Westboro.  Mass..  where  he  practised  for  18  years, 
joining  the  Massachusetts  Medical  Society  in  1883. 
TTe  was  married  in  1S7S  and  is  survived  by  his  widow. 
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BACK  TROUBLES.  A  REVIEW  OF  THE 
PRESENT  SITUATION  FROM  A  SERIES 
OF  HOSPITAL  CASES ;  AND  A  DISCUS- 
SION OF  MUSCULO-LIGAMENTOUS 
CAUSES. 

By  Herman  W.  Marshall,  M.D.,  Boston. 

The  amassing  of  quantities  of  clinical  observa- 
tions and  methods  pertaining  to  back  troubles 
continues  with  medical  progress.  And  special- 
ists succeed  in  relieving  patients  now  through 
their  accurate  knowledge  of  special  details,  who 
otherwise  would  continue  to  have  backaches. 

Confusion  also  grows  simultaneously  in  de- 
gree and  extent  with  unwieldy  accumulations  of 
medical  data  relating  to  backs ;  so  also  many  pa- 
tients fail  to  have  their  troubles  relieved  prompt- 
ly now  because  they  are  treated  by  special  meth- 
ods of  extremely  limited  ranges  of  efficiency. 

Medical  progress  accordingly  should  be  recog- 
nized as  one  distinct  thing  and  the  welfare  of 
patients  may  be  quite  a  different  one,  especially 
immediate  welfares  of  those  suffering  at  the  pres- 
ent time. 

For  while  carefully  planned  and  executed 
scientific  clinical  studies  help  medical  progress 
and  presumably  will  be  of  benefit  to  patients 
sometime  in  the  remote  future,  yet  they  diminish 
the  chances  of  patients  now  for  successful  care 
when  they  mainly  add  to  existing  widespread 
confusion. 


EDITORIALS 

Centralization    of   Authority   versus    Unpaid    Boards  of 


Trustees   305 
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It  would  be  much  better  for  those  who  are  sick 
now,  perhaps,  if  all  original  scientific  investiga- 
tion could  be  stopped  awhile,  and  all  investiga- 
tors set  at  work  sorting  over  and  rearranging 
facts  that  have  collected,  but  which  remain 
poorly  understood.  Then,  on  completion  of  re- 
peated sortings  and  fittings  together  of  number- 
less isolated  facts  into  natural  groups,  according 
to  well-known  physiologic  and  anatomic  princi- 
ples, through  impartial  critical  studies,  pre- 
sumably more  correct  complete  diagnoses  and 
more  efficient  rational  treatments  would  occur 
more  generally. 

The  group  of  present-day  sufferers  is  far  too 
large  and  too  important  a  one  to  be  neglected  as 
it  is;  also  while  advantages  of  scientific  medical 
research  upon  the  majority  of  small  topics  re- 
mains so  doubtful  under  the  existing  conditions. 

It  is  interesting  to  observe  that  the  bulk  of 
knowledge  at  present  represents  an  accumula- 
tion of  numberless  scientific  studies  on  definite, 
easily  managed  special  topics,  as  the  latter  have 
been  followed  carefully  in  their  various  ramifi- 
cations and  bearings. 

Original  investigators  naturally  are  anxious  to 
show  how  great  the  clinical  importance  of  their 
selected  subjects  can  be ;  and  rarely  do  they 
dwell  with  equal  enthusiasm  on  the  insignifi- 
cance, under  other  conditions,  of  features  they 
have  been  working  on.  Yet  both  views  are  in- 
dispensable for  fair  estimates  of  average  normal 
values.  Therefore,  when  the  overwhelming  pre- 
dominance of  one-sided  extreme  clinical  studies 
is  considered  there  can  be  little  wonder  that  they 
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obscure  effectually  the  usual  significance  of  vari-  ; 
ous  factors  which  enter  into  complicated  back  1 
troubles.  ] 

Another  point  which  should  be  noted  is  the 
matter  of  group  diagnoses  and  treatments.  These  i 
have  been  tried  recently  to  improve  chances  of  1 
present  patients,  and  in  a  limited  number  of  in-  < 
stances  desirable  breadths  of  view  have  thus  been  j 
combined  with  unusual  accuracy  of  special  de-  < 
tails.  Undoubtedly  some  results  have  been  bet-  : 
ter  than  those  attained  by  single  physicians. 

In  fairness,  however,  it  must  be  admitted  that 
combined  defects  of  groups  of  extreme  special- 
ists outweigh  advantages  of  these  combinations 
very  frequently;  and  that  in  consequence  very 
many  patients  are  worse  off  than  if  they  adhered 
to  one  medical  adviser. 

Again,  it  is  interesting  to  compare  other  very 
simple  and  very  elaborate  methods  of  treatment, 
as,  for  illustration,  the  abbreviated  ones  which 
accident  insurance  companies  employ  with  in- 
jured workmen,  in  contrast  to  extensive  diversi- 
fied therapeutic  procedures  carried  on  by  large 
scientifically  conducted  hospitals.  It  will  be 
seen  there  are  benefits  and  dangers  in  simpli- 
city, as  well  as  possibilities  of  unnecessary  care 
and  too  much  attention  paid  occasionally  to  out- 
patients' back  complaints  in  hospitals. 

The  writer's  conclusions  from  the  foregoing  set 
of  facts  are  that  steps  in  medical  progress  of 
greatest  importance  immediately  for  patients 
are  impartial  critical  reviews  of  already  collected 
facts  and  data.  Rearrangements  of  masses  of 
unclassified,  apparently  contradictory,  clinical 
observations  are  absolutely  necessary  before  ade- 
quate working  theories  are  obtained  that  will 
explain  satisfactorily  many  individual  peculiar- 
ities that  come  to  notice,  or  allow  most  intelligent 
satisfactory  treatments. 

Accordingly  a  series  of  hospital  cases  has  been 
selected  to  assist  in  an  impartial  critical  review 
of  some  of  the  features  and  peculiarities  of  the 
present  stage  of  understanding  and  care  of 
troubles  of  the  back. 

Diversified  matters  discussed  in  this  paper  will 
be  taken  up  under  the  following  main  headings: 
(A)  Theoretical  Considerations;  (B)  Practical 
Results  of  Having  Correct  Theoretical  Concep- 
tions: (C)  Musculo-ligamentous  Back  Troubles 
and  Comparisons  with  Other  Back  Conditions; 
(D)  An  Analysis  of  a  Series  of  One  Hundred 
Hospital  Cases  of  Back  Troubles. 

(a)  theoretical  considerations. 

Postural  Variations  in  Spines  and  Anatomic 
Variations  in  Vertebrae — Backaches  are  recog- 
nized as  being  due  very  often  to  these  two  un- 
derlying causes.  The  first  relates  to  slightly 
variable  relationships  among  groups  of  bones  in 
vertebral  columns ;  and  the  second  deals  with  de- 
velopmental peculiarities  of  bones  of  one  person 
as  compared  with  corresponding  ones  in  other 
individuals;  but  peculiarities  of  muscles  and 
ligaments  enter  with  equal  clinical  importance, 


although  not  mentioned  in  these  anatomical 
terms,  in  each  instance  of  postural  spinal  pecu- 
liarity or  anatomic  vertebral  variation. 

After  acceptance  of  these  two  causes  for  back- 
aches, observers  feel  an  involuntary  surprise 
when  many  striking  cases  of  vertebral  variations 
or  postural  peculiarities  are  encountered  with 
no  abnormal  symptoms  at  all.  A  natural  tend- 
ency then  arises  to  discount  the  importance  of 
anatomic  features  and  to  conclude  hastily  that 
they  mean  very  little  or  nothing. 

Casual  observers  haven't  time  to  study  out 
the  fact,  that  it  is  the  physiological  balance  al- 
ways between  bones  and  their  musculo-ligamen- 
tous  supports,  which  determines  development  or 
non-development  of  pathological  manifestations  j 
and  that  it  is  never  safe  to  base  judgments  on 
anatomic  peculiarities  alone  no  matter  how  great 
they  are. 

True  relationships  can  be  summarized  correctly 
as  follows  from  careful  inspection  of  many  avail- 
able peculiarities  and  existing  conditions:  All 
anatomic  variations  of  vertebrae  possess  no  prac- 
tical significance  whatever  as  long  as  their  physi- 
ologic stays  remain  adequate,  and  many  persons 
presumably  go  through  life  carrying  anatomic 
anomalies  with  practically  no  trouble  at  all. 
Bony  peculiarities,  nevertheless,  always  remain 
latent  menaces  which  are  liable  to  assume 
pathological  importance  at  any  time  the  flexible 
supports  sufficiently  weaken  and  stretch. 

Postural  variations  in  spines  may  mean  very 
much  or  practically  nothing.  Their  presence 
proves  that  at  some  past  time  muscles  and  liga- 
ments have  stretched,  if  these  variations  do  not 
represent  congenital  ones ;  but  they  do  not  indi- 
cate in  any  way  of  themselves  whether  subse- 
quent increments  of  musculo-ligamentous 
strengths  have,  or  have  not,  compensated  per- 
fectly  for  changes  in  postures.  They  do  not  in- 
dicate whether  ligamentous  stretchings  which 
produced  them  were  slow,  continuous,  or  inter- 
rupted; whether  recent  rates  of  ligamentous 
weakening  have  become  rapid  suddenly,  or 
whether  there  have  been  no  recent  changes  at 
all.  It  is  impossible  to  estimate  strengths  of 
backs  safelv  from  variations  of  postures  alone; 
and  postural  peculiarities,  like  vertebral  anom- 
alies, possess  no  practical  significance  worthy 
of  consideration  as  long  as  supporting  muscles 
and  ligaments  are  adequate  for  their  tasks.  The 
physiologic  balance  between  degrees  of  postural 
variations  and  strengths  of  flexible  physiologic 
back  supports  furnishes  the  only  reliable  index 
i  of  functional  efficiency  of  different  postures. 

Hypertrophic  Arthritis  of  the  Spine — Hyper- 
■  trophic  or  osteo-arthritis  of  the  spine  repre- 
'  sents  the  sum  of  all  transient  mechanical 
l  stresses  and  strains ;  and  all  different  vascular 
•  influences  acting  on  it  which  shift  from  time  to 
i  time.  Tt  is  the  record  on  the  bones,  particularly 
'  around  joints  and  ligamentous  attachments,  of 
I.  these  combined  influences  in  the  individual's 
,  past  life.    Tt  includes  effects  of  various  past  in- 
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fectious,  mild  aud  severe;  metabolic  vascular 
peculiarities  aud  variations  from  time  to  time ; 
all  mechanical  injuries  as  well  as  ordinary 
pressures  and  strains  which  bones  are  subjected 
to  more  or  less  continuously.  It  is  not  a  specific 
trouble. 

If  one  physician  chooses  to  emphasize  only 
some  particular  infection  of  the  past  or  present 
time,  at  least  no  one  can  disprove  very  convinc- 
ingly the  possibility  of  his  contentions'.  The 
same  holds  true  for  enthusiasts  who  are  con- 
vinced of  the  great  importance  of  past  or  pres- 
ent metabolic  disturbances,  or  effects  of  un- 
known internal  secretions.  Physicians  with 
strong  leanings  toward  mechanical  origins  for 
hypertrophic  changes  can  always  point  confi- 
dently to  continuous  strains  sustained  as  a  part 
of  active  life,  and  to  innumerable  traumata  of 
greater  or  less  severity. 

However,  it  is  impossible  to  pick  out  any  long 
period  in  any  active  person's  existence  when  his 
joints,  bones,  muscles  and  ligaments  are  not  be- 
ing subjected  simultaneously  to  various  mechan- 
ical strains,  to  various  infectious  influences,  as 
are  indicated  by  constant  presence  of  excreted 
bacterial  products  in  the  urine  and  to  various 
metabolic  products  circulating  in  the  blood,  de- 
rived from  vital  activities  within  the  person's 
own  tissues.  Always,  therefore,  should  hyper- 
trophic arthritis  be  considered  the  total  sum  of 
a  large  number  of  mixed  causes  and  never  purely 
a  specific  disease. 

Sometimes  an  unusually  lively  bacterial  infec- 
tion produces  acute  joint  inflammations  and  is 
designated  as  infectious  arthritis,  that  is,  if  the 
person  is  young.  But  if  it  happens  to  come  late 
in  life,  after  accumulated  bony  changes  have  be- 
come appreciable,  then  probably  it  will  be 
termed  hypertrophic  arthritis,  although  the  un- 
derlying cause  remains  of  the  same  nature  as  the 
earlier  attack  of  infectious  arthritis  in  youth. 
At  least  the  diagnosis  of  infectious  arthritis  is 
found  practically  to  be  made  seldom  in  the  aged. 

A  condition  of  affairs  similar  to  the  one  exist- 
ing between  infectious  arthritis  and  hyper- 
trophic arthritis  also  is  observed  between  muscu- 
lo-ligamentous  strains  and  hypertrophic  arthri- 
tis. Diagnoses  are  likely  to  be  "back  strains"  un- 
til hypertrophic  changes  are  seen ;  then  the  latter 
obscure  the  former,  although  musculo-ligamen- 
tous  weaknesses  continue  to  be  main  causes  for 
pathological  symptoms.  In  hypertrophic  ar- 
thritis, as  with  postural  variations  in  spines  or 
anatomic  variations  in  vertebrae,  structural 
bony  features,  which  are  easily  recognized,  ob- 
scure other  equally  important  but  more  diffi- 
cultly understood  causes. 

Thoughtful  consideration  of  available  data  on 
this  subject  leads  to  the  following  conclusions: 

"Hypertrophic  arthritis"  is  an  overworked 
term  which  means  little  or  much  according  to 
the  manner  bony  overgrowths  have  developed. 

It  is  never  safe  to  estimate  the  importance  of 
any  condition  from  existing  degrees  of  bony 


overgrowths  alone;  for  serious  disability  may 
continue  with  only  slight  bony  changes ;  and 
surprising  recoveries  of  normal  functions  are 
compatible  with  extensive  bony  hypertrophies. 

Hypertrophic  arthritis  represents  the  result 
of  many  previously  acting  causes  usually  more 
than  it  indicates  the  underlying  cause  of  present 
pathological  back  symptoms. 

A  physiologic  balance  is  maintained  between 
vital  processes  going  on  within  bones  and  out- 
side influences,  namely,  those  exerted  on  bony 
structures  through  mechanical  activity  and  in- 
juries, vascular  and  nervous  channels. 

Hypertrophic  changes  help  to  show  with  what 
degree  of  success  bones  have  maintained  their 
normal  functions  and  appearances  through  past 
difficulties.  It  is  true  they  roughly  suggest 
probable  future  rates  of  change;  but  such  osse- 
ous hypertrophies  can  never  be  relied  on  very 
completely,  however,  as  indicators,  since  out- 
side acting  influences  sometimes  are  abruptly 
changed,  thereby  altering,  favorably  or  un- 
favorably, vital  processes  within  bones,  together 
with  future  hypertrophies  and  future  functional 
efficiencies. 

Bony  hypertrophies,  aside  from  the  actual 
mechanical  limitations  they  cause  occasionally 
in  joint  motions,  or  their  rare  pressure  effects 
on  nerves,  mean  practically  nothing  themselves 
as  long  as  other  factors  in  the  physiologic  bal- 
ance continue  favorable  in  the  future  for  bones 
and  ligaments. 

Limitations  of  Nomenclatures  Used  in  Diag- 
nosis of  Back  Lesions — Diagnoses  are  very  com- 
monly made  correctly,  but  they  refer  often  to 
such  small  special  features  that  they  do  not 
have  much  significance.  To  illustrate  this  point 
one  hundred  records  from  a  very  large  series  of 
back  cases  were  selected.  Diagnoses  from  hos- 
pital records  showed  hypertrophic  arthritis  in 
thirty-three  cases;  infectious  arthritis  in  thirty- 
four  cases ;  back  strains  in  thirty -three  cases. 
These  hundred  records  were  looked  through 
carefully  by  the  writer  for  occurrences  of  varia- 
tions in  vertebrae  of  sufficient  magnitude  to  be 
mentioned  in  x-ray  findings ;  and  for  definite 
traumata  associated  with  onsets  of  back  symp- 
toms. 

Enthusiasts  might  re-classify  these  hundred 
cases  in  other  ways.  Nineteen  might  be  consid- 
ered "traumatic  back  troubles."  Fourteen 
might  be  thought  of  as  "vertebral  anomalies"; 
and  most  of  them  could  be  designated  as 
"mixed"  lesions.  "Mixed"  is  an  undesirable 
word,  however,  and  it  seems  better  to  adhere  to 
descriptive  anatomical  or  physiological  terms. 

It  is  correct  to  speak  of  a  person  with  slouch- 
ing attitude,  drooped  shoulders  and  hollow  or 
twisted  back  as  an  illustration  of  faulty  posture. 
This  is  the  anatomical  conception.  Equally  cor- 
rect in  many  instances  is  the  term  "musculo- 
ligamentous  relaxation"  of  the  back,  which  lays 
emphasis  on  strengths  and  stretchings  of  physi- 
ological supports  of  the  spine. 
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One  hundred  back  cases 
showed  the  following 
facts : 


Hospital  Diagnoses 

Thirty-three  Hypertro- 
phic Arthritis  of  the 
Spine 


19 

x-rays 


Thirty-four  Infectious 
Arthritis  of  the  Spine" 


Thirty-three  Back  Strains  - 


14  cases  had  to  be  diagnosed  from  clinical  appear- 
ances without  x-rays. 
19  cases  had  x-rays   taken   sometime  during  their 
course  of  hospital  visits.    These  showed  the 
following  results : 
6  were  negative  for  hypertrophic  changes. 
13  were  positive  for  hypertrophic  changes. 
5  showed  vertebral  variations. 
1  showed  metastatic  new  growth  of  verte- 
brae. 

1  showed  beginning  tuberculosis  of  spine. 
1  showed  a  probable  fracture  of  a  vertebra. 
8  cases  were  associated  with  traumata  at  onset  of 
symptoms. 

8  cases  were  considered  back  strains  also,  at  some 
time  during  their  course.  No  diagnosis  of 
infectious  arthritis  was  made,  although 
numerous  foci  were  present.  Forty-nine 
years  was  the  average  age  of  these  33  pa- 
tients. 

'21  cases  were  diagnosed  from  clinical  histories,  with- 
out x-rays. 

13  cases  had  x-rays  taken  which  showed  the  following 
results : 

6  showed  positive  hypertrophic  bony  changes. 
3  showed  vertebral  variations. 
3  showed  obscure  bony  lesions. 
4  cases  were  considered  to  represent  back  strains 

also,  at  some  time  during  their  course. 
2  cases  were  associated  with  traumata  at  onset  of 
symptoms.   Thirty-three  years  was  the  aver- 
age age  of  these  34  patients. 
'24  cases  were  diagnosed  from  clinical  histories  with- 
out x-rays. 

9  cases  had  x-rays  taken  which  showed  the  follow- 

ing results : 

{1  showed  definite  hypertrophic  bony  changes. 
6  showed  vertebral  variations. 
1  suggested  spinal  tuberculosis. 
1  suggested  a  fracture  of  a  vertebra. 
9  cases  were  associated  with  definite  traumata  at 
onset. 

9  cases  had  foci  of  infection  which  justified  a  diag- 
nosis of  infectious  arthritis.  Thirty-three 
years  was  the  average  age. 


13 

x-rays 


If,  in  turn,  causes  of  musculo-ligamentous  re- 
laxations are  searched  for  in  the  blood  which 
supplies  back  tissues,  then  peculiarities  may  be 
spoken  of  in  terms  of  vascular  variations.  In 
some  instances  it  may  be  possible  to  go  further, 
and  to  designate  more  remote  causes  for  harm- 
ful vascular  combinations  or  peculiarities.  Per- 
haps some  abnormality  of  the  gastro-enteric 
tract  has  permitted  entrance  into  circulation 
of  unusual  substances  or  unusual  quantities  of 
normal  vascular  constituents  which  influence 
musculo-ligamentous  back  tissues.  Or,  possibly, 
kidneys  have  failed  to  remove  such  circulating 
substances,  allowing  them  to  accumulate  and 
produce  their  effects. 

Musculo-ligamentous  tissues  in  other  instances 
are  influenced  apparently  through  the  blood  by 
parasitic  bacteria  or  their  circulating  toxins,  at- 
tention being  called  to  the  infectious  nature  of 
the  process  or  to  the  location  of  the  remote  fo- 
cus. Many  organs  and  symptom-complexes  may 
be  loosely  connected,  more  or  less  remotely, 
thus  with  the  back  through  the  vascular  system 
and  reflex  nervous  mechanisms. 

Mention  should  be  made  in  passing  of  the 
clinical  grouping  of  cancer,  cachexia  and  back 


pain-;  other  forms  of  anemia,  with  rheumatic 
aches  and  back  weaknesses ;  specific  complaints 
like  nephrolithiasis  or  constipation  and  back 
symptoms ;  pregnancies,  irregularities  of  men- 
struation, retroflexions  of  uteri  and  other  pelvic 
disorders.  Neurologists  look  upon  certain  in- 
stances of  back  trouble  as  due  to  instability  or 
unusual  responsiveness  of  nervous  tissues  in 
psychoneuroses. 

The  writer  would  suggest  the  use,  therefore, 
of  as  broad  comprehensive  terms  as  possible  in 
designating  back  troubles,  now  that  so  many 
clinical  terms  have  developed.  And  it  is  im- 
portant to  realize  that  because  one  name  is  right 
as  far  as  it  goes,  another  name  for  the  same  con- 
dition is  not  necessarily  ■wrong. 

All  usual  aims  would  be  served,  if.  in  the 
hundred  instances  which  have  been  cited,  a 
simple  classification  of  "musculo-ligamentous 
back  troubles ' '  were  adopted ;  and  greater  pre- 
cision obtained,  when  desired,  by  additional 
clauses.  For  example,  "relaxed"  or  "irrita- 
tive" musculo-ligamentous  back  lesions;  or  "re- 
laxed musculo-ligamentous  back  trouble  as- 
sociated with  constipation  and  marked  postural 
defect";    or    "irritative  musculo-ligamentous 
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back  trouble  with  vertebral  variation,  hyper- 
trophic bony  changes  and  nephrolithiasis";  or 
"relaxed  musculo-ligamentous  back  changes 
with  simple,  mild  debility." 

Limitations  of  Clinical  Examinations — Ex- 
aminations sometimes  are  called  thorough  be- 
cause they  represent  a  great  amount  of  labor, 
and  because  they  are  so  in  comparison  with  ones 
made  in  the  past.  Yet  some  of  our  so-called 
thorough  examinations  are  inadequate  for  ac- 
curate testing  of  many  conditions,  as,  for  ex- 
ample, changing  strengths  of  sacro-iliac  lig- 
aments and  slight  displacements  of  sacro-iliac 
joints. 

It  would  be  convenient  if  strengths  of  sacro- 
iliac ligaments  could  be  measured  directly,  in 
order  that  comparisons  might  be  made  between 
different  joints,  or  in  the  same  joint  from  time 
to  time.  Much  clearer  ideas  would  become  pos- 
sible if  irregularities  of  sacro-iliac  joint  sur- 
faces, together  with  variations  in  their  sizes  and 
shapes,  could  be  estimated. 

With  these  data  available,  it  might  become 
easier  to  judge  how  serious  any  given  sacro-iliac 
strain  was  apt  to  be  from  degrees  of  ligamentous 
weakness  shown,  and  the  likelihood  of  slipping, 
as  indicated  by  surface  irregularities  and  out- 
lines of  joints;  for  some  joints  require  greater 
stretchings  of  ligaments  than  others  to  allow  un- 
locking of  opposed  elevations  and  depressions  on 
their  slightly  uneven  surfaces. 

It  would  add  greatly  to  precision,  also,  if  vas- 
cular variations  could  be  measured  from  time 
to  time  that  are  causes  of  ligamentous  changes 
from  time  to  time ;  but,  unfortunately,  there  are 
no  available  clinical  methods  suitable  for  rou- 
tine use  in  determining  amounts  of  all  the  nu- 
merous circulating  vascular  constituents;  nor 
for  identifying  circulating  bacterial  toxins 
which  are  assumed  to  act  on  the  joints. 

Our  ideas  on  these  matters  now  have  to  be  ob- 
tained indirectly  with  very  considerable  incon- 
venience and  effort.  And,  undoubtedly,  it  is 
owing  to  these  circumstances  that  sacro-iliac  dis- 
placements are  still  topics  for  discussion;  and 
that  relationships  between  lesions  of  internal  or- 
gans and  backs,  as  well  as  relationships  between 
mild  debilities  without  demonstrable  patholog- 
ical lesions  of  internal  organs  and  backs,  remain 
in  dispute.  Many  doctors  cannot,  or  will  not, 
take  time  and  trouble  to  puzzle  out  sacro-iliac 
peculiarities  from  data  at  hand;  and  they  are 
the  ones  who  are  the  disbelievers. 

It  is  not  possible  to  go  into  details  at  much 
length  here  concerning  the  evidence  for  mild  de- 
bilities being  causes  of  transient  weaknesses  of 
back,  muscles  and  ligaments.  Often  the  only 
clues  consist  of  a  few  ordinary  complaints  and 
physical  signs,  namely,  loss  of  appetite,  recent 
slight  losses  in  weight,  nervous  fatigue  or  worry 
and  mental  irritability,  slight  muscular  weak- 
nesses and  relaxations,  and  slight  secondary 
anemias. 


Strictly  scientific  physicians  state  that  it  is 
dangerous  to  build  the  science  of  medicine  and 
medical  progress  on  such  flimsy  clinical  founda- 
tions as  these;  and  they  state  the  truth.  Never- 
theless, patients,  who  are  sick  now,  often  can  be 
very  considerably  benefited  if  their  physicians 
will  only  attempt  to  understand  how  nervous  fa- 
tigue can  start  a  train  of  symptoms.  If  nervous 
fatigue  is  maintained  long  enough  it  can  upset 
digestive  and  excretory  functions  temporarily, 
cause  transient  accumulations  of  waste  products 
or  other  substances  in  circulation,  produce  mild 
anemias  and  temporary  musculo-ligamentous  re- 
laxations, and  go  so  far  as  to  induce  backaches. 
Such  physicians  then  can  have  the  satisfaction 
of  relieving  many  of  their  debilitated  patients 
quickly  by  prescriptions  of  rest,  diet  regulations 
and  tonic-eliminative  drugs,  the  latter  given  in 
accordance  with  well-established  physiological 
and  pharmacological  principles.  And  it  does 
not  seem  that  these  successful  medical  practices 
will  seriously  retard  medical  progress  in  the  fu- 
ture. 

For  those  who  do  not  yet  understand  sacro- 
iliac joint  slippings,  or  who  disbelieve  in  them, 
the  following  explanations  are  intended. 

Figure  1  shows  photographs  of  a  number  of 
anatomical  specimens ;  and,  as  the  pictures  were 
taken  under  the  same  conditions  by  the  writer, 
all  being  made  with  the  camera  at  the  same  dis- 
tance from  the  objects,  the  different  sizes,  shapes, 
and  surface  irregularities  of  sacro-iliac  joints 
are  strictly  comparable.  Outlines  of  articulating 
surfaces  have  been  made  clearer  by  dotted  lines ; 
but  original  shrivelled  cartilaginous  joint  sur- 
faces can  be  seen  still  with  cartilages  in  their 
actual  positions.  Obviously,  different  degrees 
of  resistance  in  slipping  of  joints  would  be  of- 
fered by  these  various  forms  and  surfaces. 

Confusion  that  arises  about  displacements 
comes  mainly  from  the  fact  that  no  laxity  of 
ligaments  can  ever  be  demonstrated  in  the  ma- 
jority of  instances ;  consequently,  casual  ob- 
servers declare  slippings  rarely  take  place.  Their 
ideas  only  are  a  little  careless  and  rough,  for 
they  imagine  too  gross  and  readily  recognized 
lesions. 

What  actually  takes  place  probably  is  as  fol- 
lows :  Some  patients  engaged  in  lifting  feel 
something  give  out  suddenly  in  lower  parts  of 
their  backs,  and  immediately,  without  thinking, 
they  relieve  the  strains  upon  their  backs. 

Strains  are  severe  enough  to  tax  ligaments 
nearly  to  limits  of  their  normal  inelastic 
strengths,  and  finally  these  limits  are  exceeded 
for  the  weakest  ligaments.  The  latter  really 
stretch  an  extremely  slight  amount  before  they 
rupture ;  and  the  moment  they  begin  to  lengthen, 
a  tendency  of  joint  surfaces  to  slip  increases  un- 
til actual  displacements  occur.  Such  disloca- 
tions are  extremely  minute,  however,  as  a  rule, 
because  strains  on  backs  are  instantaneously 
relieved.  The  weakened  sacro-iliac  ligaments 
are  able  to  contract  again  and  continue  to  hold 
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Fig.  1. 


joint  surfaces  immovably  in  their  new  relation- 
ships. Further  displacements  of  such  joints, 
which  have  slipped,  are  possible  only  by  repeated 
new  strains  of  sufficient  severity  to  overbalance 
again  the  limits  of  ligamentous  inelasticity. 
Ligaments,  although  weakened,  are  still  very 
strong,  so  there  are  no  outward  changes  ap- 
preciable after  minor  dislocations. 

Extremely  heavy  lifting  or  sudden  twistings 
are  necessary  to  produce  displacements  of 
sacro-iliac  joints  in  robust,  healthy  men ;  but  if 
an  individual  happens  to  remain  quiet,  and  his 
back  muscles  and  ligaments  weaken  steadily 
through  vascular  defects  from  debility  or  auto- 
intoxications, then  only  a  moderate  or  possibly 
a  slight  mechanical  strain  is  required  to  pro- 
duce displacements. 

Weakenings  of  ligaments  from  vascular  causes 
may  go  so  far  not  infrequently  that  back  symp- 
toms develop  without  appreciable  traumata, 
simply  from  strains  sustained  in  supporting  the 
weight  of  the  body.    Severities  of  back  injuries 


therefore,  are  not  very  satisfactory  indicators 
alone  of  the  probable  courses  which  resultant 
back  troubles  will  take.  Always  it  is  necessary 
to  take  into  consideration,  as  far  as  blood  tests 
and  general  examination  permit,  the  quality  of 
circulating  blood  and  its  defects. 

These  illustrations  serve  to  show  how  attempts 
have  to  be  made  to  circumvent  limitations  of 
clinical  methods,  and  how  that  failures  in  under- 
standing can  be  traced  sometimes  to  limitations 
of  human  patience  and  perseverance.  Further 
considerations  of  musculo-ligamentous  peculi- 
arities have  to  be  deferred  until  they  are  men- 
tioned in  the  section  on  musculo-liganientous 
back  troubles. 

(b)  practical  results  of  having  correct  theo- 
retical CONCEPTIONS. 

Orthopedic  belts,  braces,  jackets  and  exercises, 
then,  will  not  be  applied  indiscriminately  to 
every  case  of  vertebral  anomaly  or  postural  vari- 
ation.   It  will  be  realized  that  new  back  strains 
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may  be  brought  on  by  therapeutic  meddlings 
when  physiological  balances  between  bones  and 
their  musculo-ligamentous  supports  already  are 
in  favorable  states  of  equilibrium;  or  at  any 
rate,  that  treatments  are  unnecessary  under  these 
conditions. 

Operations  on  long  transverse  processes  of 
fifth  lumbar  vertebrae  will  not  be  attempted 
without  recalling  that  surgery  does  not  remove 
underlying  causes  for  ligamentous  weaknesses. 
Such  vertebral  processes  have  no  significance  as 
long  as  ligamentous  stays  do  not  stretch  and 
allow  them  to  impinge  on  adjoining  bones; 
therefore,  there  will  be  hesitation  in  still  fur- 
ther weakening  flexible  supports  of  bones 
through  additional  injuries  unavoidably  sus- 
tained in  surgical  measures. 

Vascular  peculiarities  responsible  for  tempor- 
ary weakenings  of  muscles  and  ligaments  will  not 
be  neglected  in  treatment,  as  so  often  happens 
now  when  mechanical  features  absorb  nearly  all 
attention. 

Patients  with  hypertrophic  arthritis  of  the 
spine  will  not  be  given  discouraging,  hopeless 
diagnoses  because  extensive  bony  overgrowths 
are  shown  in  x-rays.  They  will  be  examined 
and  treated  rationally  to  reduce  future  unfavor- 
able influences  acting;  and  possibilities  of  per- 
manent subsidence  of  severe  painful  symptoms 
will  be  recognized,  even  with  well-advanced 
hypertrophic  changes,  when  some  important 
cause  for  the  latter  can  be  removed. 

Generally,  there  will  be  better  balanced  ideas 
regarding  physiologic  alternations  of  exercise 
and  protection ;  dangers  of  too  much  care  or  too 
great  neglect ;  comparative  merits  of  different 
forms  of  apparatus,  and  numerous  small  details 
which  can  be  discussed  better  in  the  analysis  of 
the  series  of  hospital  cases. 

Briefly  summarized,  the  practical  result  of 
securing  correct  theoretical  conceptions  consti- 
tutes one  of  the  first  important  steps  towards 
gaining  efficiency  in  treatments  that  rightly 
can  be  expected  now.  Then  perhaps  there 
will  cease  to  be  so  much  confounding  of  wealth 
of  medical  data,  which  is  great,  with  skill  in 
directing  treatments  which  still  is  decidedly  poor 
in  very  many  instances.  We  have  very  little 
reason  now  to  pride  ourselves  on  our  ability  to 
care  for  back  troubles  properly,  when  there  are 
so  poor  general  agreements  as  to  a  practical 
working  hypothesis,  and  when  so  many  ineffi- 
cient one-sided  methods  of  limited  scope  still 
are  used  so  widely  without  adequate  general 
conceptions. 

(c)     SPECIAL    MUSCULO-LIGAMENTOUS  PECULIAR- 
ITIES AND  TESTS.   OTHER  LESIONS  OP  THE  SPINE. 

All  simple  postural  strains,  traumatic  strains, 
torn  ligaments,  myositis,  toxic  or  mixed  infec- 
tious back  lesions,  synovitis,  so-called  typhoid 
spines,  hypertrophic  arthritis  and  spinal  bony 
anomalies  will  be  grouped  in  a  single  compre- 


hensive class  of  musculo-ligamentous  back 
troubles.  This  is  advisable  because  differentia- 
tions are  so  difficult  or  impossible  often ;  also 
because  several  of  the  list  commonly  occur  si- 
multaneously; and  because  musculo-ligamentous 
features  always  are  very  prominent  in  all,  while 
other  special  peculiarities  possess  more  limited 
significances. 

However,  there  remain  to  be  mentioned  spinal 
fractures  and  dislocations,  tuberculosis  of  the 
spine,  vertebral  neoplasms,  spinal  cord  tumors 
and  nervous  disorders  which  have  such  well-de- 
fined natures  that  their  important  specific  sides 
overshadow  other  features,  including  musculo- 
ligamentous  ones. 

It  seems  appropriate,  accordingly,  to  discuss 
certain  characteristics  of  ligaments  and  muscles 
and  afterwards  the  other  mentioned  topics  in 
turn. 

Special  Ligamentous  Peculiarities — Use  and 
disuse  produce  opposite  effects  on  tissues,  includ- 
ing muscles,  ligaments  and  bones.  "With  use 
muscles  swell  in  size  and  increase  in  strength, 
bones  exhibit  rearrangements  of  their  internal 
structures  to  compensate  for  increased  strains, 
and  ligaments  hypertrophy  to  meet  their  in- 
creased physiologic  requirements.  "With  disuse 
muscles  shrink  and  become  less  strong,  bones 
show  rarefying  processes  in  their  structures,  and 
ligaments  slowly  weaken. 

Ligamentous  changes  are  most  difficult  to 
prove,  especially  small,  slow  variations  from 
time  to  time,  as  has  been  pointed  out  with  re- 
gard to  sacro-iliac  joints.  But  there  are  no  un- 
certainties about  great  changesl,  namely,  the 
ligamentous  stretchings  and  weaknesses 
which  occur  in  serious  joint  destructions  like 
tabetic  knee  joints.  Lesser  changes  presumably 
take  place  in  milder  troubles  in  similar  ways  al- 
though recognized  with  difficulty. 

Ruptures  of  ligaments  leave  them  with  frayed, 
ragged  ends.  In  more  gradual  changes  entire 
masses  of  ligamentous  fibers  elongate,  or  fibers 
slip  among  themselves  dislocating  previous  re- 
lationships; but  it  is  impossible  practically  to 
show  what  really  does  take  place  in  any  individu- 
al case. 

The  chemical  reactions  of  cloth  fibers  are  use- 
ful in  assisting  comprehensions  of  the  changes 
taking  place  in  ligamentous  strengths.  Different 
pieces  of  the  same  textile  fabric  which  have 
been  treated  in  different  ways  with  chemicals  or 
dye-stuffs  show  variations  in  strengths  subse- 
quently as  a  result  of  particular  kinds  of  treat- 
ments they  receive.  Possibly  all  look  the  same 
after  chemical  processes  as  before,  yet  on  testing 
them  some  are  found  to  remain  strong  while 
others  are  "rotted"  more  or  less. 

It  is  of  interest  that  connective  tissues,  includ- 
ing ligaments,  outside  of  the  body  react  in  char- 
acteristic ways  to  acids  and  alkalies,  swelling  and 
shrinking  according  to  chemical  reactions  of 
the  medium  in  which  they  are  immersed.  On  a 
commercial  scale  these  connective  tissue  peeuli- 
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arities  are  witnessed  in  "plumping"  processes 
associated  with  preparation  of  leather. 

From  these  comparisons,  it  is  not  difficult  to 
imagine  how  living  ligamentous  tissues  can  be 
influenced  in  chemical  or  physical  ways  by  vari- 
able compositions  of  blood  and  lymph  to  which 
they  are  subjected.  They  do  not  change  much  in 
outward  appearances,  but  presumably  some 
transitory  vascular  conditions  are  more  favor- 
able than  others  for  their  strength.  Some  un- 
favorable blood  conditions,  for  example,  those 
of  auto-intoxications  and  debilities,  apparently 
produce  transitory  weaknesses  analogous  to 
"rottings"  of  textile  fibers;  but  with  the  dif- 
ference that  strengths  are  slowly  regained  again 
after  objectionable  vascular  defects  pass  away. 

Finally,  as  signs  of  diminishing  vitality,  can 
be  observed  beginnings  of  uratic  deposits  or 
calcifications  in  and  upon  ligaments,  at  their 
points  of  insertions  where  mechanical  strains  and 
injuries  have  been  greatest. 

Clinical  Tests  for  Muscles  and  Ligaments — 
The  practical  dilemma  in  which  we  find  ourselves 
at  present  consists  of  our  inability  to  measure 
accurately  the  principal  functions  of  muscles 
and  ligaments,  namely,  their  strengths,  by  any 
routine  clinical  method.  Nor  can  we  measure 
clinically  now  those  unknown  vascular  peculiari- 
ties in  patients  which  are  producing  changes  of 
musculo-ligamentous  strengths  from  time  to 
time.  Even  our  estimates  of  the  severity  of 
traumata  experienced  are  comparatively  crude. 
How  then  can  it  be  expected  that  physiologic 
efficiencies  of  backs  can  be  judged  with  great 
precision ;  that  exact  states  of  physiologic  bal- 
ance, from  time  to  time,  in  different  individuals, 
between  bony  peculiarities  of  their  spines  and 
their  flexible  spinal  supports,  can  be  determined 
when  strengths  of  the  latter  are  so  imperfectly 
known? 

The  answer  is  that  at  present  accurate  ideas 
are  not  possible,  and  that  this  state  of  affairs 
must  remain  until  new  clinical  tests  are  devised 
for  measuring  muscular  and  ligamentous 
strengths ;  and  until  new  clinical  blood  tests  al- 
so are  discovered  by  which  identifications  and 
easy  measurements  of  innumerable  quantitative 
vascular  peculiarities  become  possible.  Mean- 
while, by  indirect  means,  we  must  continue  to 
gather  clues  of  musculo-ligamentous  peculiarities 
in  whatever  ways  now  are  available. 

Sizes  of  muscles  offer  an  opportunity  to  gauge 
roughly  their  extremes  of  weakness  and  strength. 
Peculiarities  of  postures,  when  not  due  to  de- 
velopmental variations,  draw  attention  to  pos- 
sibilities of  musculo-ligamentous  stretchings  of 
the  past,  from  which  individual  histories  of 
such  patients'  past  troubles  indicate  whether  ex- 
isting postures  mean  very  little  or  very  much. 
The  occupation,  and  history  of  injuries,  indi- 
cate roughly  how  much  any  particular  person's 
ligraments  and  muscles  have  had  to  resist.  Dis- 
tribution of  back  pains  roughly  suggests  what 
particular  group  of  muscles  or  ligaments  has 


been  strained.  Tenderness  upon  pressure 
is  an  extremely  important  symptom  in  the  lo- 
calization of  back  lesions ;  and  there  may  be  dif- 
fuse tenderness  throughout  irritated  muscle 
masses  at  times,  or  sharply  localized  tenderness 
at  other  times  over  ligaments  and  ligamentous 
attachments. 

X-rays  reveal  spinal  anomalies,  but  alone  they 
furnish  no  clues  whatever  as  to  whether  such 
bony  variations  are  to  be  considered  factors  of 
weakness  or  strength  or  how  they  influence  lig- 
amentous variations.  It  is  from  histories  of 
these  patients,  together  with  evidences  of  local 
trouble,  as  ^evealed  by  local  sensitiveness  to 
pressure,  that  x-rays  become  valuable  in  diag- 
nosis of  musculo-ligamentous  lesions. 

Further  information  of  a  certain  kind  regard- 
ing back  muscles  can  be  gained  from  local  spasm 
of  muscles  as  they  respond  to  irritations ;  while 
limitations  in  normal  ranges  of  back  motions  are 
indicative  of  back  defects  of  some  sort.  Simple 
blood  tests  reveal  anemias  and  possible  relation- 
ships with  back  weaknesses.  From  this  vascular 
point  of  view,  extending  to  various  organs  of  the 
body,  are  loosely  traced  probable  or  improbable 
relationships. 

The  list  of  indirect  clinical  tests  for  backs  thus 
can  be  enlarged  indefinitely,  each  adding  its  bit 
to  the  evidence  relating  to  musculo-ligamentous 
strengths  and  their  variabilities  from  time  to 
time.  But  each  is  likely  to  be  very  limited  in  its 
scope,  and,  therefore,  is  never  to  be  given  much 
weight  except  in  a  very  small  proportion  of  all 
cases. 

Fairly  good  estimates  of  strengths  of  backs 
can  be  secured  from  testing  individuals'  back 
lifting  powers ;  yet,  of  course,  weights  lifted 
show  as  much  regarding  the  integrity  of  the 
bony  spine  as  they  do  concerning  its  flexible 
stays.  Some  ideas  are  obtained  concerning  the 
efficiencies  of  both.  The  writer  makes  use  of  a 
rough  weight  lifting  test,  which  can  be  made 
easily  and  quickly  with  a  self-registering  dyna- 
mometer, that  occasionally  indicates  interesting 
differences.  Patients  simply  are  directed  to  lift 
as  hard  as  possible  on  the  dynamometer,  and  are 
cautioned  to  desist  as  soon  as  they  begin  to  feel 
uncomfortable  pain  or  weakness.  This  gives  an 
idea  of  the  strength  of  muscles,  ligaments,  and 
bones  taken  all  together  as  a  single  unit  which 
can  be  recorded  in  pounds.  Two  illustrative 
cases  will  indicate  what  differences  may  be 
found. 

A  stevedore  came  with  complaint  of  pain 
situated  low  in  the  back,  of  gradual  onset,  with- 
out trauma.  There  was  more  than  the  average 
lumbar  antero-posterior  curve.  Pains  were  mod- 
erate and  diffused  in  sacral  and  lower  lumbar 
regions.  Localized  tenderness  was  absent.  Back 
motions  were  cautiously  made  and  slightly  re- 
stricted. Back  muscles  stood  out  as  prominent, 
firm  ridges  on  each  side  of  the  deep  median 
furrow  of  the  back. 
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The  second  patient  also  was  a  middle-aged 
man  with,  very  prominent  lumbar  muscles,  with 
restricted  back  motions,  and  a  history  of  a  fall 
a  year  previously. 

When  the  first  one  lifted  on  the  dynamometer 
it  registered  three  hundred  pounds,  while  the 
second  patient  could  pull  only  ten  pounds  be- 
fore pain  and  weakness  were  felt  uncomfortably. 
An  x-ray  of  the  second  case  showed  an  old  im- 
pacted fracture  of  the  first  lumbar  vertebra. 
Further  examinations  revealed  in  the  first  man 
the  fact  that  all  muscles  were  prominent  and 
well  developed,  and  that  subcutaneous  fat  was 
very  scanty.  He  had  a  mild  musculo-ligamen- 
tous  back  strain,  but  also  had  development  of 
an  athlete  with  hard,  prominent,  yet  not  con- 
tracted, muscles  of  the  back.  The  second  man 
was  trying  unconsciously  to  protect  his  injured 
spine  by  reflex  muscle  spasm. 

Electrical  tests  have  been  devised  for  strained 
back  muscles,  and  although  not  commonly  used, 
they  do  help  in  favorable  instances  to  show  un- 
doubted functional  muscular  differences. 

An  apparatus  which  the  writer  uses  consists 
of  a  series  of  condensers,  plates  of  mica  coated 
on  both  sides  with  tin  foil  and  all  embedded  con- 
veniently in  paraffin,  so  that  an  electric  current 
can  be  passed  into  the  system  according  to  the 
need,  and  from  one  to  nineteen  of  the  various 
sized  plates  utilized.  When  the  current  enters 
the  connected  tin  foil  discs  on  one  side  of  the 
mica  plates  there  is  induced  a  momentary  cur- 
rent in  the  independent  system  of  discs  insu- 
lated by  the  mica  on  the  opposite  sides  of  the 
plates.  This  quantity  of  electricity, '  which  is 
momentarily  induced  by  making  and  breaking 
of  the  primary  electrical  circuit,  is  led  away 
to  muscles  where  it  may  cause  visible 
muscular  contractions  around  a  stimulating 
electrode  placed  on  any  selected  spot,  provided 
enough  units  have  been  thrown  into  the  series 
to  furnish  sufficient  electricity. 

The  advantages  of  the  apparatus  are  that  it 
provides  variable  definite  quantities  of  electri- 
city measured  in  a  reliable,  easily  regulated  man- 
ner. Extremely  minute  doses  (0.01  microfarad) 
are  tried  first  experimentally,  and  increased  in 
regular  way,  until  muscular  contractions  just 
begin  to  occur  in  response  to  stimuli.  Smallest 
quantities  required  to  cause  visible  contractions 
are  used  as  end  points  in  readings  and  these 
amounts  are  recorded. 

With  an  electrical  myometer  of  this  sort,  strik- 
ing differences  are  found  at  times  between  re- 
laxed erector  spinae  muscles  of  the  two  sides 
in  the  lumbar  region,  that  correspond  with  uni- 
lateral distributions  of  pain.  Increased  sensi- 
tiveness to  electrical  stimuli  is  found  in  some 
instances  in  gluteal  muscles  as  well  as  lumbar 
regions,  showing  that  we  must  not  narrow  down 
our  conception  of  back  strain  too  closely.  When 
spinal  muscles  are  contracted  reflexly  around 
some  irritated  spinal  segment  larger  doses  of 
electricity  are  required  to  obtain  direct  contrac- 


tions in  these  tense  muscles  than  in  relaxed  ones. 
Nervous,  apprehensive  patients  respond  with  re- 
flex muscular  contractions  occasionally  as  soon 
as  the  first  sub-minimal  dose  is  tried,  then  as 
the  amount  is  increased  there  appears  the  usual 
small  visible  contraction  around  the  stimulating 
electrode,  followed  quickly  by  the  second  reflex 
contraction  of  the  whole  muscle.  When  the 
electrode  is  brought  into  the  neighborhood  of  an 
irritated  sacro-iliae  joint  there  may  be  a  feeling 
of  nausea  produced,  with  no  muscular  contrac- 
tion. 

The  apparatus  is  used  by  taking  repeated  read- 
ings because,  similarly  as  in  estimating  the 
presence  or  absence  of  knee  reflexes,  it  is  neces- 
sary that  slight  variations  in  positions  are  tried 
before  correct  estimates  are  secured. 

There  are  many  limitations  to  the  applica- 
tion of  the  myometer,  and  many  patients  show 
no  differences  which  can  be  depended  on,  never- 
theless, it  is  useful  in  directing  attention  away 
from  bony  peculiarities  that  have  to  be  managed 
somehow  just  as  they  exist,  to  musculo-ligamen- 
tous  changes  that  can  be  rectified  and  which 
should  be  treated  by  every  reasonable  available 
means  as  quickly  as  possible  in  order  to  prevent 
development  of  chronic  weaknesses. 

In  concluding  the  discussion  of  musculo-liga- 
mentous  back  troubles  mention  has  to  be  made 
to  referred  back  pains.  Some  physicians  claim 
back  pains  represent  referred  nervous  phenom- 
ena originating  from  demonstrable  lesions  of 
internal  organs.  Others  are  equally  certain  that 
such  backaches  can  be  traced  to  definite  ab- 
dominal or  pelvic  lesions,  perhaps,  but  that  con- 
ditions essentially  represent  harmful  variations 
of  the  blood  which  produce  musculo-ligamentous 
relaxations  or  irritations  in  the  back. 

Neither  theory  can  ever  be  proved  or  dis- 
proved conclusively  because  both  possibilities  al- 
ways simultaneously  exist,  neither  one  can  be 
excluded  in  any  given  instance,  both  are  plausi- 
ble, and  perhaps  both  are  correct  at  times;  but 
there  the  matter  must  rest  at  present.  So  let 
us  admit  our  limitations  instead  of  unwisely 
engaging  in  useless  controversies. 

Fractures  and  fracture-dislocations  of  verte- 
brae. Fractures  and  fracture-dislocations  of 
the  spine,  of  special  interest  in  connection  with 
hack  troubles  here  under  consideration,  are  not 
obvious  fractures  accompanied  by  grave  spinal 
cord  lesions,  but  obscure  impactions  of  vertebral 
bodies,  or  fractures  of  transverse  processes  of 
vertebrae,  without  spinal  cord  injuries  and  with- 
out usual  signs  of  fractures.  These  can  be  diag- 
nosed positively  only  by  means  of  x-rays,  so  that 
many  of  them  have  been  diagnosed  in  the  past 
as  chronic  severe  cases  of  musculo-lieamentous 
back  injuries. 

The  topic  of  fractures  and  fracture-disloca- 
tions will  not  be  entered  into  in  detail ;  but  one 
instructive  unusual  case  that  was  examined  by 
the  writer  for  the  Massachusetts  Industrial  Acci- 
dent Board  will  be  cited  and  x-rays  given  to  il- 
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lustrate  some  of  the  possibilities  which  have  to 
be  thought  of. 

A  fifty-three-year-old  man  fell  18  feet  from 
a  staging  and  landed  on  his  buttocks  in  a  sitting 
posture  with  his  back  bent  forward.  He  went 
home  almost  immediately  after  the  accident  on 
an  electric  car,  and  within  a  few  days  an  x-ray 
was  taken  which  showed  no  definite  bony  spinal 
lesion.  He  was  given  a  combination  steel  back 
brace  and  abdominal-pelvic  belt  and  after  one 
year's  time  he  was  examined  by  the  writer.  At 
this  later  time  the  hack  brace  was  being  worn, 
and  there  was  a  very  slight  prominence  at  the 
fourth  lumbar  vertebral  spinous  process.  Back 
motions  were  limited  greatly.  He  could  not 
bring  a  hod  of  coal  upstairs  on  account  of  the 
feeling  of  back  weakness.  Pains  in  the  gluteal 
region,  of  which  he  had  constantly  complained, 
were  subsiding  but  were  still  quite  severe.  No 
pains  were  present  in  the  legs;  knee-jerks  were 
equal  and  very  lively;  tenderness  was  localized 
and  severe  at  the  lumbo-sacral  juncture.  Addi- 
tional x-rays  were  thought  advisable  and  were 
taken  by  Dr.  Arial  George  of  Boston.  They  re- 
vealed a  fracture-dislocation  of  the  fifth  lumbar 
vertebra  on  the  sacrum.  In  the  lateral  view, 
which  is  given  below,  and  which  was  taken 
through  the  pelvic  bones,  can  be  seen  a  surpris- 
ing degree  of  forward  dislocation  of  the  fifth 
lumbar  vertebra  which  could  not  be  identified  in 
anv  way  from  antero-posterior  plates  usually 
taken. 

Tuberculosis  of  the  Spine.  Typical  tubercu- 
lar lesions  of  the  spine  with  extensive  destruc- 


tions of  vertebrae  and  with  visible  bony  knuckles 
or  deformities  are  omitted  from  consideration, 
because  they  are  well  understood.  There  are 
some  cases  of  spinal  tuberculosis  in  adults,  how- 
ever, which  remain  latent  for  long  periods  be- 
fore appreciable  x-ray  changes  are  observed  in 
bones,  or  before  bony  deformities  become  evi- 
dent. 

These  patients  inevitably  receive  diagnoses  of 
infectious  arthritis,  back  strain,  or  hypertrophic 
arthritis  until  x-rays  show  true  natures  of  the 
lesions.  It  is  not  uncommon  to  have  some  tu- 
bercular patients  come  for  treatment  with  his- 
tories of  gradually  developing  back  pains,  with 
or  without  injuries,  and  to  have  back  muscles 
only  slightly  rigid  with  motions  limited  in  only 
moderate  degrees. 

In  these  patients  painful  symptoms  not  infre- 
quently subside  slowly  and  completely  with  pro- 
tection ;  and  then  the  patients  disappear  for  six 
months  or  a  year  or  more.  They  have  tubercu- 
lar infections  apparently  of  such  low  grades  of 
virulence  that  alternate  periods  of  back  pain  and 
freedom  from  pain  may  occur  for  years  before 
x-rays  finally  demonstrate  definite  and  often 
quite  extensive  tubercular  bone  disease  without 
deformity. 

One  practical  lesson  from  these  perfectly  re- 
liable clinical  facts  is,  that  all  suspected  sacro- 
iliac displacements  should  have  the  precaution 
taken  of  having  x-rays  made  always  before  forci- 
ble manipulations  are  attempted. 

Other  causes  for  hack  symptoms.  Neoplasms 
of  vertebrae  have  to  be  mentioned  which  are 


Fig.  2. — Fracture-dislocation  of  fifth  lumbar  vertebra  on  sacrum.  (Dorso- ventral  view.) 
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Fig.  3. — Fracture-dislocation  of  the  fifth  lumbar  vertebra  on  the  sacrum. 
(Lateral  view  taken  through  the  pelvis.) 


secondary  to  new  growths  in  the  body  elsewhere ; 
and  histories  of  the  latter  help  to  fix  suspicion 
on  the  probable  character  of  back  pains  in  these 
patients,  yet  x-rays  are  needed  to  make  diagno- 
ses positively. 

Primary  bony  new  growths,  sarcomata  of  the 
spine,  are  encountered  not  very  infrequently, 
and  like  tubercular  lesions,  they  await  x-ray  dif- 
ferentiations for  positive  proof  usually  of  their 
existence.  Commonly,  they  are  diagnosed  sacro- 
iliac strains,  infectious  arthritis,  or  hypertrophic 
arthritic  changes  until  detectable  bony  changes 
settle  their  characters. 

Spinal  cord  tumors,  particularly  new  growths 
of  coverings  of  caudae  equinae,  produce  low 
back  symptoms.  All  cases  with  bilateral  pains 
that  extend  into  both  legs  should  be  carefully 
investigated.  One  such  patient  which  the  writer 
saw  in  the  practice  of  another  physician  died 
very  suddenly  without  any  very  obvious  cause 
for  death  and  the  autopsy  showed  a  glioma  of 
the  cauda  equina.  The  patient  presented  the 
usual  clinical  appearance  of  a  severe  sacro-iliac 
lesion  aside  from  bilateral  leg  pains.  There 
have  been  instances  of  relief  from  operations 
with  removal  of  these  tumors  in  those  cases  in 
which  diagnoses  have  been  made. 


Syringomyelia  is  associated  with  irregular 
back  pains  that  are  mistaken  occasionally  for 
musculo-ligamentous  back  strains,  but  as  soon 
as  this  trouble  has  developed  enough  to  show  its 
characteristic  features  then  differential  diag- 
noses become  possible. 

Finally,  must  be  mentioned,  for  completeness, 
rare  cases  of  abdominal  aneurysms  which  erode 
the  spine  and  cause  severe  back  symptoms.  Lo- 
calized arteriosclerotic  changes  of  arteries  of 
spinal  cord  and  spinal  ganglia  also  are  said  to 
be  causes  of  very  severe  back  pains;  and  it 
seems  more  reasonable  to  the  writer  to  explain 
some  back  symptoms  in  this  manner  than  to  im- 
agine nerves  are  pinched  in  vertebral  foramina. 
Hemorrhages  into  cord  coverings  and  caudal 
neuritis  have  to  be  included  in  the  list  of  causes 
of  low  back  pains. 

(d)  an  analysis  of  a  series  op  one  hundred 
hospital  back  cases. 

Hospital  records  of  thirty-three  hypertrophic 
arthritis,  thirty-four  infectious  arthritis,  and 
thirty-three  back  strain  cases,  mentioned  already 
while  discussing  limitations  of  diagnoses,  will  be 
reported  further  here  in  a  single  group. 

Twenty-nine  of  the  hundred  cases  came  either 
once  or  twice,  mainly  for  diagnoses  or  x-rays. 
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Fig.  4. — Tracing  of  bones  in  Fig.  3. 


Sixty-four  of  the  hundred  cases  completed 
their  treatments  and  disappeared  in  a  year  or 
less,  coming  to  the  hospital  from  two  to  twenty- 
four  times,  averaging  six  or  seven  visits  before 
they  were  lost  to  observation. 

Seven  of  the  hundred  cases  required  one  year 
or  more  of  treatment,  owing  to  recurrences  of 
back  symptoms.  The  longest  time  was  two  years 
and  two  months,  and  even  then  relief  was  not 
obtained. 

Average  durations  of  treatments  among  the 
majority  of  cases  of  back  strains  and  infectious 
arthritis  were  six  or  seven  weeks.  In  the 
hypertrophic  group  of  older  patients,  ten  to 
eleven  weeks  of  treatment  were  required,  on  the 
average,  by  most  of  them. 

Among  these  hundred  patients  twenty  plaster 
jackets  were  put  on;  twenty-four  webbing  belts 
fitted;  adhesive  strappings  were  applied  to 
forty-four  patients;  leather  jackets  or  steel 
braces  given  to  seven  persons;  medico-mechanic- 
al exercises  prescribed  in  ten  instances;  hydro- 
therapeutic  treatments  taken  by  eighteen  pa- 
tients; and  twenty-nine  patients  received  drugs 
of  various  kinds.  Seventy-two  of  the  hundred 
were  examined  in  more  than  one  department  of 
the  hospital.  Ten  had  their  teeth  examined  by 
x-rays  for  infectious  foci,  and  seven  of  the  ten 
showed  negative  results. 

Plaster  jackets  were  put  on  within  a  few  days 
after  patients  first  made  their  appearances,  in 
fifteen  of  twenty  cases.  The  remaining  five  were 
deferred  until  moderately  severe  symptoms 
failed  to  respond  to  adhesive  strappings. 


The  usual  indications  for  plaster  casts  were 
x-ray  appearances  that  looked  suspiciously  like 
early  tubercular  spinal  lesions;  or  very  acute 
pains  with  marked  muscular  rigidity. 

Duration  of  wearing  jackets  varied  from  nine, 
days  to  ten  months,  depending  upon  different 
circumstances. 

Splitting  of  jackets  often  occurred  after  two 
or  three  weeks'  wear,  then  patients  continued  to 
wear  them  split  for  variable  lengths  of  times,  ac- 
cording to  individual  requirements,  while  belts 
were  being  made. 

Results  of  wearing  of  jackets.  Two  patients 
experienced  extreme  relief  immediately.  The 
majority  of  patients  were  relieved  more  slowly. 
One  patient  claimed  that  no  relief  was  obtained, 
one  said  the  jacket  made  his  pains  worse,  and 
one  never  returned  after  the  first  visit  at  which 
the  jacket  was  immediately  put  on.  One,  which 
subsequently  proved  to  be  malignant  disease  of 
the  sacrum,  was  relieved  greatly  for  nine  weeks 
previous  to  his  disappearance  from  hospital  ob- 
servation. 

Results  of  adhesive  strappings.  They  caused 
great  relief  promptly  in  one  to  seven  days  among 
six  patients  of  the  forty-four  which  were 
strapped.  The  majority  were  improved  more 
slowly.  No  relief  was  obtained  in  eight  cases, 
and  one  patient  stated  that  strappings  increased 
back  pains.  The  most  satisfactory  result  oc- 
curred with  complete  relief  in  twelve  days  from 
two  strappings  in  an  acute,  moderately  severe, 
type  of  back  strain.  Webbing  belts  very  com- 
monly were  substituted  for  strappings,  if  the 
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latter  failed  to  relieve  pains  completely  after  a 
few  weeks. 

Results  of  webbing  belts.  They  were  ordered 
after  adhesive  straps,  or  for  patients  whose  se- 
verer symptoms  had  been  partly  relieved  by 
plaster  jackets.  They  were  worn  very  variable 
lengths  of  times,  patients  commonly  ceasing  to 
return  to  the  hospital  as  soon  as  they  received 
their  belts,  while  symptoms  were  subsiding. 

Leather  jackets  and  steel  braces  were  pre- 
scribed seven  times  for  chronic  troubles  and 
faulty  postures.  They  duplicated  in  convenient 
forms  many  of  the  effective  features  of  plaster 
casts.  They  usually  are  worn  for  considerable 
periods. 

Hydrotherapeutic  baths,  given  to  eighteen  pa- 
tients, were  prescribed  immediately  in  seven  in- 
stances, one  to  nine  baths  in  twenty-five  days 
or  less.  Usually  when  they  were  combined  with 
tonic-eliminative  drugs  in  early  cases  there  fol- 
lowed prompt  relief  of  backaches  except  in  one 
case  of  associated  kidney  stone.  Ten  of  eighteen 
cases  were  prescribed  after  plaster  casts  had 
partially  relieved  the  pains,  or  after  Zander  ex- 
ercises had  been  tried,  or  webbing  belts  were 
producing  only  fair  progress.  Four  or  five  bath 
treatments  generally  were  taken  on  the  average ; 
but  one  patient  received  thirty-eight  in  one 
year  and  five  months. 

Results  of  hydrotherapeutic  baths.  Prompt 
relief  followed  in  several  cases,  and  all  patients 
were  more  or  less  improved  for  a  while,  at  least, 
also  no  unpleasant  effects  were  observed. 

Medico-mechanical  exercises  were  given  almost 
always  late  in  courses  of  treatments,  after  belts 
and  jackets  had  partly  relieved  pains  at  the  ex- 
pense of  increasing  stiffness.  From  one  to 
twenty-seven  treatments  were  received  in  times 
ranging  down  from  three  months  as  the  maxi- 
mum. The  majority  of  the  ten  patients  took 
only  three  or  four  on  the  average.  No  bad  re- 
sults were  reported  and  usually  patients  were 
partially  limbered  up  again. 

Medicines  were  given  in  medical  departments 
of  the  hospital  to  eight  patients  for  special  com- 
plaints. Aspirin  or  sodium  salicylate  was 
prescribed  to  eight  other  patients.  Mild  tonic- 
eliminative  drug  combinations  were  given  in  the 
orthopedic  department  to  twenty-one  patients  in 
order  to  rectify  obscure  vascular  conditions,  and 
thus  accelerate  restorations  of  musculo-ligamen- 
tous  strengths. 

Interpretations  of  Statistics;  Criticisms;  Gen- 
eral Conclusions — Statistics  presented  by  these 
hundred  cases  indicate  that  enough  was  done 
for  them,  and  that  a  sufficiently  varied  set  of 
therapeutic  measures  was  employed.  Fair  de- 
grees of  skill,  at  least,  are  shown  by  absence  of 
poor  results  in  most  cases;  and  exact  degrees  of 
skill  never  can  be  estimated  closely  from  sta- 
tistical data. 

Matters  of  very  vital  importance  from  stand- 
points of  patients'  welfares  at  the  present  time, 
however,  are  these  variable  degrees  of  dexterity 


which  are  shown  in  prescribing  therapeutic 
agents  and  courses. 

Many  learned  scientific  medical  men  allow 
their  interest  to  cease  to  a  great  extent  when 
transition  lines  between  medical  science  and  the 
art  of  medical  practice  are  reached.  On  the 
other  hand,  unlearned  practitioners  of  various 
sorts  often  study  closely  their  patients' comforts. 
By  adopting  certain  reliable  methods  originated 
by  careful  scientific  physicians,  non-scientific 
men  may  acquire  skill  greater  sometimes  in 
treating  patients  than  doctors  of  much  greater 
scientific  training,  who  neglect  this  final  step  in 
successful  medical  care.  For  not  infrequently 
patients  state  that,  after  trying  all  kinds,  they 
have  received  most  benefit  from  certain  doctors 
whose  reputations  are  not  the  best  because  of 
the  irrational,  fantastic  theories  they  hold.  Yet, 
undoubtedly,  certain  patients  really  are  re- 
lieved .by  unconsciously  skillful  practices  of 
these  questionable  individuals  who  do  not 
understand  why  they  succeed  and  who  offer  en- 
tirely wrong  explanations  for  benefits  received. 

This  state  of  affairs  should  not  exist  to  the 
extent  it  does;  and  there  should  be  as  much 
care  taken  with  patients'  welfares  by  the  best 
mentally  equipped/  medjical  men  as  there  is 
great  interest  shown  in  medical  science,  even 
though  art  in  practice  does  consist  of  under- 
standing and  applying  innumerable,  compara- 
tively uninteresting  details  of  familiar  methods 
and  remedies. 

Complete,  perfect,  theoretical  conceptions  of 
back  troubles  avail  little  practically,  when  there 
is  not  adequate  knowledge  of  such  exact  details, 
as,  for  example,  the  time  to  take  off  a  plaster 
jacket  that  has  been  put  on,  or  if  adhesive 
plasters  cannot  be  applied  in  a  way  to  reinforce 
weakened  back  muscles  and  ligaments.  The 
weakest  link  in  the  chain  of  procedures  deter- 
mines the  strength  of  the  whole  system  of  links. 

It  is  an  unfortunate  fact  that  a  considerable 
percentage  of  practitioners  still  do  not  know 
much  about  these  very  simple  matters:  There 
are  thousands  of  belts  and  braces  hung  loosely 
on  patients  now,  which  are  not  doing  their  in- 
tended work.  Medicines  are  prescribed  still  in 
routine  manner  very  often  with  greater  regard 
to  over-dosage  than  to  securing  their  desired 
physiologic  effects.  Strappings  are  applied 
many  times  without  much  thought  of  anatomy, 
or  muscular  arrangements,  nor  of  limitations  of 
strengths  of  straps. 

The  writer  believes  that  plaster  jackets  are 
left  on  usually  too  long  in  cases  of  musculo-liga- 
mentous  strains,  and  that  stiffness  from  long  im- 
mobilization retards  recoveries  very  frequently. 
Four  or  five  days  is  a  sufficient  time  to  give 
strained  or  irritated  tissues  a  chance  to  be  re- 
lieved appreciably.  Then,  jackets  should  be 
split,  and  afterwards  reapplied,  if  necessary,  a 
part  or  whole  of  the  time.  Splitting  also  al- 
lows applications  of  firm  adhesive  strappings 
under  them,  or  combinations  with  massage  and 
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hydrotherapy.  Wearings  of  jackets  resemble 
wearings  of  plaster  casts  after  fractures;  both 
may  be  extremely  desirable,  yet  both  are  liable 
to  result  in  extremely  undesirable  stiffness  if 
not  discontinued  soon  enough. 

Too  scanty  local  protection,  on  the  other  hand, 
is  observed  rather  commonly  among  industrial 
accident  cases.  Insurance  companies  find  that 
drawbacks  of  too  much  protection  in  the  ma- 
jority of  cases  are  greater  than  risks  from  mini- 
mum amounts  of  medical  care.  They  encourage 
injured  workmen  to  use  their  backs  as  soon  and 
as  much  as  possible.  And  some  of  the  latter 
have  delayed  recoveries  from  too  much  activity 
when  backs  are  weak. 

Combinations  of  adhesive  strappings  with 
tonic-eliminative  drugs  give  very  satisfactory 
results  in  cases  of  average  severity  and  of  aver- 
age duration.  They  are  better  than  either  one 
alone.  Drugs  and  diet  regulations,  in  combina- 
tion with  plaster  casts,  likewise  are  beneficial ; 
and,  in  fact,  very  few  patients'  conditions  are 
so  purely  mechanical  that  they  will  not  be  im- 
proved more  or  less  by  measures  that  improve 
qualities  of  circulating  blood.  Yet,  very  com- 
monly patients  are  treated  as  though  they  are 
only  defective  mechanical  machines. 

Manipulations  of  sacro-iliac  joints  happen  not 
to  have  been  made  in  any  of  this  series  of  cases ; 
nevertheless,  manipulations  occasionally  are  ex- 
tremely beneficial.  They  sometimes  terminate  in 
a  few  minutes  pains  that  have  lasted  for  months, 
and  some  patients  are  so  greatly  relieved  after 
moderately  forcible  manoeuvers  that  they  beg  to 
have  them  repeated.  Care  has  to  be  exercised, 
however,  with  forcible  manipulations  not  to  ag- 
gravate latent  tuberculosis  which  is  simulating 
sacro-iliac  troubles,  or  not  to  increase  existing 
strains  of  sacro-iliac  ligaments,  as  may  readily 
happen  when  patients  are  etherized.  Since 
it  is  impossible  to  detect  slight  slippings  of 
sacro-iliac  joints,  manipulations  have  to  be  made 
rather  blindly,  attempting  to  force  joints  back 
into  their  original  position  by  pressures  and 
pulls  in  directions  opposite  from  the  ones  which 
have  produced  displacements. 

Patients  who  have  felt  something  "give  way" 
in  their  backs  can  be  manipulated  gently  very 
soon.  Those  who  are  not  making  satisfactory 
progress  at  the  end  of  two  months  also  should 
be  gently  stretched  and  pulled  without  anes- 
thesia. Long-standing,  severe  cases  occasionally 
obtain  prompt  relief  from  the  continuous  pull 
of  extension  weights  attached  to  the  leg  while 
patients  lie  in  bed. 

All  variations  in  combinations  and  variations 
in  lengths  of  administrations  of  different 
therapeutic  measures  cannot  be  discussed  in 
this  paper,  although  upon  them  depend  shorten- 
ings or  prolongations  in  times  of  recoveries. 

Enough  has  been  said,  however,  to  show  that 
unsatisfactory  states  of  affairs  now  can  be  traced 
often  to  utterly  inadequate  theoretical  concep- 
tions or  to  inadequate,  bungling  treatments. 


There  is  a  justifiable  optimistic  view  possible 
from  contemplating  the  very  great  achievements 
of  medical  science  recently,  yet,  in  fairness,  a 
balance  has  to  be  struck,  with  some  pessimistic 
consideration  of  the  vastness  of  our  present  fail- 
ures. An  opinion  is  thus  reached  that  progress 
in  care  of  back  cases  is  being  slowly  made,  and 
that  there  are  tremendous  opportunities  for  im- 
provements with  the  facts  and  tools  at  hand, 
depending  simply  on  greater  carefulness, 
thoughtfulness  and  skill. 

In  conclusion,  the  writer  wishes  to  acknowl- 
edge his  indebtedness  to  Dr.  E.  6.  Brackett  of 
Boston,  for  many  privileges  at  the  Massachu- 
setts General  Hospital ;  and  to  Dr.  F.  D.  Donog- 
hue,  medical  adviser  to  the  Massachusetts  In- 
dustrial Accident  Board,  for  numerous  sugges- 
tions on  phases  of  the  subject  not  generally  con- 
sidered. 


LITHIASIS  WITH  BILATERAL  RENAL  IN- 
VOLVEMENT.* 
Bt  W.  F.  Beaasch,  M.D.,  Rochester,  Minn.. 
The  Mayo  Clinic,  Rochester. 

When  lithiasis  is  found  to  exist  with  bilateral 
renal  involvement,  certain  problems  of  diagnosis, 
prognosis  and  treatment  arise  which  merit  spe- 
cial consideration.  The  various  conditions  in 
which  such  involvement  is  present  may  be  as  fol- 
lows: 

1.  Bilateral  nephrolithiasis,  including  stone 
in  the  ureter  on  one  or  both  sides. 

2.  Lithiasis  in  one  kidney  and  disease  in  the 
other. 

3.  Lithiasis  in  a  solitary  kidney. 

4.  Lithiasis  in  a  fused  kidney. 

Bilateral  Nephrolithiasis. — On  reviewing  the 
records  of  the  Mayo  Clinic  from  Jan.  1,  1910,  to 
Oct.  1,  1917,  it  was  found  that  62  patients  had 
been  operated  on  for  bilateral  nephrolithiasis. 
During  the  same  time,  504  patients  with  uni- 
lateral lithiasis  were  operated  on,  making  a  per- 
centage of  12.3  of  bilateral  lithiasis  occurring  in 
the  operative  cases.  It  is,  however,  difficult  to 
determine  the  exact  proportion  in  which  bilateral 
nephrolithiasis  occurs  because  of  the  many  asso- 
ciated factors.  It  would  be  necessary  to  include, 
(1)  all  cases  of  bilateral  nephrolithiasis  and  ure- 
terolithiasis,  which  for  various  reasons  were  not 
operated  on,  (2)  cases  of  ureteral  stones  on  the 
opposite  side  previously  removed  by  operation 
and  cystoscopic  manipulation,  since  they  are  in 
fact  dislodged  renal  stones,  and  (3)  all  stones 
passed  spontaneously  from  one  or  both  kidneys 
and  ureters. 

General  Statistics. — In  the  series  of  62  pa- 
tients operated  on,  there  were  40  males  and  22 
females,  which  is  in  keeping  with  the  relative  oc- 
currence of  sex  as  noted  in  cases  of  unilateral 
lithiasis.    It  is  of  interest  that  lithiasis  should 

*  Presented  before  the  New  England  Branch  of  the  American 
Uroloffical  Association,  Boston,  November  16,  1917. 
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occur  practically  twice  as  often  in  the  male  as 
in  the  female.  This  relative  proportion  also 
holds  good  in  other  forms  of  chronic  renal  infec- 
tion, and  is  suggestive  of  the  infectious  etiology 
of  the  condition.  The  average  age  of  the  pa- 
tients was  forty  years,  and  the  average  duration 
of  symptoms  was  nine  years.  It  is  unfortunate 
that  the  symptoms  associated  with  lithiasis 
should  be  allowed  to  remain  without  treatment 
during  so  long  a  period.  Their  long  duration  is 
in  a  large  measure  responsible  for  the  compara- 
tively poor  prognosis  and  the  various  complica- 
tions so  frequently  seen  with  bilateral  lithiasis. 

Localization  of  Pain. — The  pain  was  localized 
definitely  to  both  sides  in  only  14  cases,  to  one 
side  in  26  cases,  and  in  14  cases  to  one  side  re- 
cently with  a  previous  history  of  more  or  less 
definite  pain  on  the  other  side.  Renal  pain  was 
absent  in  8  cases.  The  large  number  in  which 
the  pain  was  entirely  or  predominating  on  one 
side  (64.51  per  cent.)  should  emphasize  the 
necessity  of  making  a  complete  roentgenograph^ 
exposure  of  the  kidneys  and  ureters  on  both  sides 
in  every  case.  In  cases  in  which  the  pain  was 
absent,  attention  was  called  to  the  possibility  of 
nephrolithiasis  by  the  presence  of  microscopic 
pus  in  the  urine.  In  the  majority  of  instances 
the  kidney  causing  the  most  pain,  particularly  in 
recent  years,  was  found  at  operation  to  be  the 
better  of  the  two.  The  kidney  which  in  former 
years  had  caused  most  of  the  pain,  with  little  or 
no  pain  recently,  was,  in  the  majority  of  in- 
stances largely  destroyed,  and  a  nephrectomy 
was  necessary. 

Location  of  Stones. — The  location  of  the 
stones  in  cases  in  which  both  sides  were  oper- 
ated on  was :  pelvis  and  calices,  bilateral,  10 ; 
pelvis  and  calices  on  one  side  and  cortex  on  the 
other,  7 ;  pelvis  and  calices  on  one  side  (ne- 
phrectomy on  the  other),  9.  When  one 
side  only  was  operated  on  the  stones  were  found 
located  as  follows:  pelvis  and  calices,  14;  cortex, 
6.  There  were  7  nephrectomies  and  2  negative 
explorations.  No  attempt  was  made  to  localize 
the  stones  in  the  cases  of  pyonephrosis  with 
stones,  since  the  destruction  of  the  kidney-tissue 
was  so  great  that  it  was  impossible  to  determine 
their  exact  situation.  It  is  evident  that  in  cases 
of  bilateral  nephrolithiasis  the  majority  of 
stones  are  situated  in  the  pelvis  and  calices,  as 
in  cases  of  unilateral  stones.  Literature  on  the 
subject  would  lead  us  to  believe  that  stones  are 
most  commonly  situated  in  the  cortex  with  bi- 
lateral lithiasis,  but  judging  from  our  series,  such 
localization  is  less  frequent.  Many  cortical 
stones  described  as  such  in  the  operation  records 
were  probably  situated  originally  at  the  end  of 
the  calices. 

Estimation  of  Renal  Function. — Estimation  of 
the  combined  renal  function  may,  in  a  few  cases, 
be  of  considerable  aid  to  prognosis.  Phenol- 
sulphonephthalein  is,  for  all  practical  purposes, 
as  valuable  as  any  functional  test.  When  the 
return  in  two  hours  is  only  a  trace  or  persist- 


ently very  low,  the  prognosis  is  necessarily 
grave,  and  operation  is  usually  not  advisable 
unless  there  are  urgent  indications.  We  have, 
however,  observed  two  patients  in  whom  there 
was  a  persistent  low  phenolsulphonephthalein 
output,  5  and  8  per  cent,  respectively,  several 
years  after  operation.  When  the  phenolsul- 
phonephthalein return  is  moderately  low,  vary- 
ing from  20  per  cent,  to  40  per  cent.,  I  have  fre- 
quently observed  that  it  will  later  become  much 
higher  following  operation.  This  is  particularly 
true  in  the  presence  of  marked  infection  relieved 
by  drainage  subsequent  to  lithotomy,  and  it 
may  be  inferred  that  toxic  absorption  as  well 
as  reflex  irritation  may  be  the  cause  of 
temporarily  reducing  the  renal  activity.  A  high 
return,  50  per  cent,  or  more,  is  of  value  when 
clinical  symptoms,  or  the  general  appearance  of 
the  patient,  are  suggestive  of  renal  insufficiency. 
Particularly  is  this  true  in  the  presence  of 
marked  renal  infection  with  toxic  absorption, 
which  frequently  causes  symptoms  simulating  ad- 
vanced renalinsufficiency.  A  high  phenolsulphone- 
phthalein return  would  assure  the  existence  of 
one  good  kidney  at  least.  The  combined  func- 
tional test,  therefore,  is  of  practical  value  only 
with  a  normal  or  extremely  low  return  where 
the  clinical  appearance  is  doubtful. 

It  may  be  desirable  to  determine  the  compar- 
ative degree  of  function  remaining  in  the  two 
kidneys.  This  is  not  always  possible  but  fre- 
quently may  be  done,  (1)  by  the  size  and  char- 
acter of  the  stone,  (2)  by  cystoseopic  inspection, 
and  (3)  by  a  differential  functional  test. 

Radiographic  Data. — Very  large  stones,  and 
more  particularly  large  branched  stones  will,  as 
a  rule,  cause  so  much  tissue-destruction  that 
nephrectomy  will  be  necessary.  Occasionally, 
however,  the  amount  of  secreting-tissue  remain- 
ing is  surprising  in  spite  of  the  existence  of 
large  branched  stones.  The  difficulties  in  re- 
moving such  stones  entirely,  particularly  when 
soft  and  crumbling,  without  too  much  damage 
to  the  kidney-tissue,  are  considerable.  Single 
round  stones,  even  though  of  large  size,  may 
cause  comparatively  little  damage  to  the  kidney- 
substance,  and  usually  offer  a  better  prognosis. 
Multiple  stones,  particularly  when  of  large  size 
and  scattered  throughout  the  kidney,  usually  in- 
dicate complete  destruction  of  the  kidney. 

Cystoseopic  Inspection. — Such  inspection  may 
be  sufficient  to  determine  the  comparative  func- 
tional ability.  If  thick  pus  is  seen  exuding  oc- 
casionally, or  only  on  pressure,  the  destruction 
of  the  kidney  may  be  taken  as  very  evident  and 
ureteral  catheterization  will  be  unnecessary. 
When,  however,  the  urine  on  one  or  both  sides  is 
clear  or  only  moderately  cloudy,  a  differential 
functional  test  may  be  of  some  value.  As  I  have 
previously  stated,  pyelography  may  give  more  ac- 
curate data  as  to  the  extent  of  renal  destruction 
than  any  other  method.  When  the  pelvis  and 
calices  are  seen  to  be  markedly  dilated  and  ir- 
regular, it  may  be  inferred  that  comparatively 
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little  healthy  tissue  remains.  Pyelography 
should,  however,  be  employed  only  when  other 
methods  fail,  and  then  only  when  a  comparative 
estimate  of  renal  function  is  of  practical  value. 

Differential  Functional  Test. — The  irritation 
caused  by  stone  in  the  kidney  will  usually  inter- 
fere greatly  with  the  accuracy  of  the  estimate  of 
renal  function.  It  is  difficult  to  explain  the  vari- 
able degree  of  reflex  inhibition  of  secretion  ex- 
erted by  renal  stone.  One  kidney  containing  a 
stone  may  have  a  phenolsulphonephthalein  return 
of  but  4  or  5  per  cent,  in  fifteen  minutes,  while 
another,  with  a  stone  similar  in  size  and  position 
and  with  the  same  degree  of  infection,  may  have 
a  normal  return.  As  a  rule,  small  stones  of  recent 
origin  and  without  marked  infection,  will  cause 
comparatively  little  functional  disturbance.  Low 
functional  return  in  the  presence  of  stone  is 
usually  succeeded  by  a  normal  phenolsulphone- 
phthalein output  after  the  stone  has  been  re- 
moved. .Renal  functional  tests  can  give  us  only 
an  estimate  of  the  functional  activity  of  the  kid- 
ney at  the  time  of  the  examination,  and  not  what 
the  kidney  is  capable  of  doing  under  normal 
conditions.  Too  much  reliance  cannot,  there- 
fore, be  placed  on  the  amount  of  normal  tissue  in 
the  kidney,  as  shown  by  the  phenolsulphone- 
phthalein test.  This  was  well  illustrated  in  one 
of  our  recent  cases  with  stone  in  the  left  renal 
pelvis  in  which  the  differential  phenolsulpho- 
nephthalein estimate  from  the  left  kidney  was 
7  per  cent,  in  fifteen  minutes.  From 
this  it  might  be  inferred  that  considerable 
healthy  tissue  remained  and  a  conservative  oper- 
ation would  be  indicated.  At  operation,  how- 
ever, a  large  abscess  was  found  in  one  pole,  to- 
gether with  several  soft  areas  in  other  portions, 
so  that  a  nephrectomy  was  clearly  necessary. 
In  several  other  instances  in  which  branched 
stones  were  present  the  phenolsulphonephthalein 
return  was  surprisingly  good,  and  on  surgical 
exploration  the  kidney  was  found  to  be  so  mark- 
edly diseased  in  areas  that  a  nephrectomy  was 
obviously  indicated.  On  the  other  hand,  if  the 
phenolsulphonephthalein  return  is  zero  or  only 
a  trace,  it  may  usually  be  inferred  that  the  kid- 
ney is  so  largely  destroyed  that  a  nephrectomy 
is  indicated.  If,  however,  the  phenolsulphone- 
phthalein test  is  only  comparatively  low,  the 
functional  test  is  of  uncertain  value,  and  unless 
the  other  data  obtained  by  physical,  cystoscopic 
or  roentgenoscopic  examination  are  of  definite 
value,  surgical  exploration  only  will  determine 
whether  or  not  the  kidney  can  be  saved. 

INDICATIONS  FOR  OPERATION. 

After  it  has  been  decided  that  an  operation  is 
advisable  the  question  arises :  Which  of  the  two 
kidneys  should  be  operated  on  first?  Rules  as 
follows  may  be  made  : 

1.  In  the  presence  of  recent  acute  pain,  re- 
peated and  continuous  hemorrhage  or  toxic  ab- 
sorption from  advanced  renal  infection  referred 
to  one  kidney,  that  kidney  must  necessarily  be 
operated  on  first. 


2.  If  conditions  do  not  necessitate  this  oper- 
ation, the  kidney  with  the  better  function  should 
be  operated  on  first  in  order  to  take  advantage 
of  the  function  remaining  in  the  kidney  on  the 
other  side  during  the  acute  stages  following 
operation.  This  is  particularly  imperative  when 
the  stone  is  so  situated  that  the  drainage  from 
the  kidney  with  the  better  function  may  be  ob- 
structed. When  the  irritation,  infection  and 
danger  of  obstruction  have  been  removed  by  the 
lithotomy,  the  other  kidney  may  be  operated  on 
and  removed  if  it  seems  advisable. 

3.  In  cases  in  which  the  patient  is  in  excel- 
lent physical  condition,  and  the  stones  are  of 
moderate  size  and  advantageously  situated,  the 
renal  function  only  slightly  reduced  and  but 
little  or  no  infection  present,  both  stones  may  be 
removed  at  the  same  time. 


PATIENTS  NOT  OPERATED  ON. 

There  were  33  eases  in  which  a  very  evident 
diagnosis  of  bilateral  nephrolithiasis  was  made, 
and  the  patients  were  not  operated  on.  No  oper- 
ation was  advised,  for  various  reasons,  in  21 
cases,  and  in  9,  operation  was  advised  but  the 
patients  did  not  return.  Two  patients  were  op- 
erated on  for  coincident  malignancy  in  other 
parts  of  the  body,  and  in  one  case  the  patient 
is  awaiting  operation. 

Of  the  patients  regarded  as  inoperable  the 
predominating  symptoms  in  nine  were  those  of 
renal  insufficiency.  The  history  of  pain  was 
either  entirely  absent  or  of  secondary  impor- 
tance. Our  attention  was  called  to  the  possibil- 
ity of  renal  lithiasis  by  the  presence  of  pus  in 
the  urine.  It  was  found  necessary  to  make  a 
roentgenogram  in  every  case  in  which  there  was 
pus  in  the  urine,  even  if  there  had  been  no  his- 
tory of  pain.  While  this  necessitated  a  large 
number  of  negative  x-ray  exposures,  neverthe- 
less the  frequency  with  which  lithiasis  was  thus 
discovered  made  the  procedure  worth  while.  The 
renal  insufficiency  is  usually  the  result  of  long- 
standing infection.  Of  particular  interest  is  the 
fact  that  five  patients  in  this  group  com- 
plained primarily  of  gastric  symptoms  which 
were  frequently  the  only  subjective  evidence  of 
renal  insufficiency  to  be  noted.  The  clinical  data 
of  renal  insufficiency  differ  from  those  usually  ob- 
served with  the  ordinary  type  of  nephritis,  in 
that  there  is  no  increase  in  blood-pressure,  and 
little  or  no  evidence  of  other  circulatory  dis- 
turbance. In  practically  every  case  the  phenol- 
sulphonephthalein output  was  markedly  reduced, 
and  in  four  instances  the  estimate  was  either 
zero  or  a  faint  trace.  The  stone  was  exception- 
ally large  in  the  majority  of  instances,  which  ex- 
plains the  absence  of  acute  pain,  since  large 
stones  seldom  obstruct  urinary  drainage. 

In  five  other  patients,  although  there  was  more 
or  less  clinical  evidence  of  disturbance  of  renal 
function,  the  predominating  symptom  was  that 
caused  by  marked  secondary  infection.  Puru- 
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lent  urine  was  secreted  by  both  kidneys  and  the 
symptoms  were  marked  by  frequent  attacks  of 
chills  and  fever.  In  three  of  these  cases  there 
were  multiple  stones  of  variable  size,  and  it  was 
evident  that  their  removal  would  be  followed  by 
considerable  destruction  of  the  kidney-tissue.  It 
is  this  form  of  bilateral  nephrolithiasis  which  of- 
fers the  poorest  prognosis  following  operation. 
One  of  the  patients  with  multiple  large  stones  was 
allowed  to  return  home,  and  three  years  later 
was  reported  to  be  in  fair  health.  Had  she  been 
operated  on  and  the  stone  removed,  it  is  a  ques- 
tion whether  she  would  have  lived  as  long.  In 
the  other  two  patients  the  stones  were  small  and 
evidently  secondary  to  well-advanced  pyelone- 
phritis, the  symptoms  being  due  to  renal  in- 
sufficiency as  well  as  to  infection  in  one ;  the 
other  was  markedly  benefited  by  pelvic  lavage, 
but  because  of  the  absence  of  acute  symptoms, 
operation  has  been  deferred. 

Two  patients  had  bilateral  hydronephrosis, 
complicated  with  stones ;  a  point  of  unusual  in- 
terest, in  that  the  stones  were  very  evidently  of 
secondary  formation  in  a  primary  hydrone- 
phrosis. The  stones  were  small  and  round  and 
could  scarcely  be  the  etiologic  factor  of  the 
urinary  obstruction ;  they  were  evidently 
secondary  deposits  in  the  alkaline  residual 
urine.  Neither  of  these  patients  had  secondary 
complication  to  warrant  immediate  operation, 
and  when  last  heard  from  they  were  in  fair 
health. 

In  two  instances  the  stone  was  discovered  ac- 
cidentally. One  patient  complained  of  gastric 
symptoms  only,  and  was  operated  on  for  acute 
duodenal  ulcer.  The  other  had  symptoms  of 
marked  circulatory  disturbance  and  hyperten- 
sion. Operation  was  not  done  in  the  case  of  one 
patient  because  the  degree  of  cardiac  insuffi- 
ciency made  it  inadvisable.  One  patient  was 
discovered  to  be  pregnant  at  the  time  of  exam- 
ination, and  operation  was  deferred  until  after 
pregnancy  terminated.  The  patient  had  pre- 
viously gone  through  an  uncomplicated  preg- 
nancy without  symptoms  of  nephrolithiasis  and 
it  seemed  advisable  to  allow  the  pregnancy  to 
progress. 

Two  patients  had  been  previously  advised  of 
stones  in  both  kidneys,  but  they  had  not  had 
symptoms  of  any  kind  in  recent  years.  There 
was  little  or  no  evidence  of  infection  in  the 
urine  and  the  renal  function  was  but  slightly 
impaired.  Because  of  the  previous  history  and 
evident  tolerance  of  these  patients,  it  did  not 
seem  best  to  remove  the  stones.  In  the  presence 
of  large  or  multiple  stones  which  are  not  caus- 
ing acute  pain,  suppuration  or  hemorrhage,  the 
advisability  of  operation  is  questionable.  The 
patient  acquires  a  tolerance  to  the  stones  and 
will  often  have  a  better  prognosis  than  if  they 
are  removed.  If  the  stones  are  small  and  the 
function  is  not  too  greatly  diminished,  opera- 
tion may  be  advisable  in  spite  of  the  fact  that 
there  are   no  acute   symptoms.    If,  however, 


there  is  considerable  kidney-destruction,  the  re- 
moval of  large  stones  causes  so  much  damage  to 
the  kidney-tissue  that  death  frequently  results 
soon  after  operation.  The  possibility  of  stones 
recurring  and  then  being  situated  so  as  to  cause 
urinary  obstruction,  must  also  be  considered. 

Stone-Forming  Kidneys.  —  A  considerable 
group  of  patients,  with  pain  referred  to  both 
kidneys,  have. been  examined  who  gave  a  history 
of  having  passed  stones  repeatedly,  but  who  at 
the  time  of  examination  were  found  to  be 
negative.  Several  of  these  patients  had  passed 
a  stone  within  a  week  or  so  following  thorough 
examination,  including  repeated  roentgen- 
ography, cystoscopy,  and  pyelography.  With 
a  definite  history  of  colic  referred  to  the 
kidney,  in  spite  of  negative  roentgenographs 
and  cystoscopic  data,  a  negative  diagnosis 
of  lithiasis  should  be  made  with  cautiom 
The  inability  of  the  x-ray  to  show  this  type  of 
stone  would  lead  us  to  believe  that  the  occur- 
rence of  bilateral  lithiasis  is  more  frequent  than 
can  be  ascertained  by  our  present  methods  of 
diagnosis.  The  tendency  to  repeated  stone- 
formation  on  the  part  of  the  kidney  is  most 
interesting.  That  it  may  be  due  to  some  dis- 
turbance in  metabolism  is  suggested  by  the  fre- 
quency with  which  the  formation  ceases  after 
the  diet  has  been  corrected.  Several  of  the  pa- 
tients with  bilateral  nephrolithiasis  gave  a  his- 
tory of  having  passed  stones.  In  the  presence 
of  large  or  multiple  stones  it  is  probable  that  the 
stones  passed  spontaneously  have  been  either 
single  stones  from  a  group  or  portions  of  single 
large  stones. 

PATIENTS  OPERATED  ON. 

Both  kidneys  were  operated  on  in  33  patients 
and  one  only  in  29  patients.  Seven  of  the  29 
patients  were  advised  to  have  both  kidneys 
operated  on  but  they  refused.  In  the  remaining 
cases,  either  the  stone  was  so  small  that  it  was 
believed  that  it  would  be  passed  spontaneously, 
or  the  condition  of  the  patient  did  not  permit  of 
operation.  Five  of  this  group  passed  the  stone 
from  the  other  side  spontaneously.  The  de- 
struction of  renal  tissue  consequent  to  the  search 
and  removal  of  very  small  stones  is  so  great,  that 
it  is  usually  best  to  await  further  developments, 
providing  the  patient  can  be  kept  under  observa- 
tion. When  it  is  found .  advisable  to  remove 
such  stones,  pyelography  has  proved  of  great  aid 
in  their  identification  and  localization. 

Nephrectomy. — In  22  patients  a  nephrectomy 
of  one  kidney  was  found  advisable  because  of 
the  advanced  destruction  of  the  organ.  In  7  of 
these  patients  a  nephrectomy  alone  was  made: 
in  15  it  was  found  necessary  to  do  either  a  pel- 
violithotomy  or  nephrolithotomy  on  the  other 
kidney. 

POSTOPERATIVE  RESUL.TS. 

There  was  no  operative  mortality,  which  would 
indicate  that  patients  with  bilateral  nephro- 
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lithiasis,  when  properly  selected,  offer  no  greater 
operative  risk  than  with  unilateral  lithiasis. 
There  were  ten  deaths  reported  subsequent  to 
operation,  all  within  less  than  a  year,  the  major- 
ity presenting  clinical  evidence  of  renal  insuffi- 
ciency. 

i 

SUBSEQUENT  EXAMINATION. 

Twenty  patients  were  examined  at  varying 
times  following  operation,  and  recurrences  were 
found  in  5.  In  correspondence  with  other  pa- 
tients, 3  gave  a  history  of  having  passed  stones 
from  the  kidney  operated  on,  and  4  gave  a  his- 
tory of  severe  pain,  which  we  regarded  as  prob- 
ably due  to  recurrence,  thus  making  the  total 
number  of  recurrences  12  (19.35  per  cent.).  A 
previous  review  of  patients  with  unilateral  lith- 
iasis showed  a  total  recurrence  of  less  than  10 
per  cent.  It  is  evident,  therefore,  that  the  re- 
currence in  bilateral  nephrolithiasis  is  fully 
twice  as  great  as  with  unilateral  lithiasis. 

In  the  22  cases  in  which  it  was  found  neces- 
sary to  do  a  nephrectomy  because  of  calcareous 
pyonephrosis,  six  patients  died  within  a  year 
following  operation.  The  prognosis,  therefore,  in 
cases  of  advanced  calcareous  pyonephrosis  on 
one  side  is  very  grave.  Subsequent  examin- 
ations were  made  in  5  of  these  patients,  recur- 
rence being  noted  in  but  1.  Later,  letters  were 
received  from  3  patients,  all  of  whom  appear 
to  be  fairly  well. 

UNILATERAL  LITHIASIS  WITH  DISEASE  IN  THE  OP- 
POSITE KIDNEY. 

There  were  fifteen  cases  of  stone  in  one  kid- 
ney and  disease  in  the  other.  This  group  does 
not  include  a  large  number  of  cases  in  which  an 
occasional  pus-cell  was  found  in  the  catheterized 
specimen  from  the  opposite  kidney.  A  few 
pus-cells  are  easily  picked  up  by  the  ureteral 
catheter  from  the  bladder-fluid  and  should  have 
no  practical  significance,  provided  other  cysto- 
scopic  data  are  negative,  and  the  function  of 
the  kidney  is  found  to  be  normal.  But  with 
definite  evidence  of  infection  and  disturbance 
in  function  in  the  other  kidney,  the  question 
may  arise  whether  or  not  operation  would  be 
advisable. 

Among  the  various  conditions  found  in  the 
opposite  kidney,  pyelonephritis  to  a  moderate 
degree  was  found  in  6  cases,  pyonephrosis  to 
such  an  extent  that  the  kidney  was  functionless 
in  5,  hydronephrosis  in  3  and  tumor  in  1. 

PYELONEPHRITIS  IN  THE  OPPOSITE  KIDNEY. 

In  the  presence  of  pyelonephritis  in  the  other 
kidney,  it  is  advisable  to  ascertain  as  nearly  as 
possible,  its  functional  activity.  When  the 
.functional  test  is  normal  the  infection  may  dis- 
appear spontaneously  following  nephrectomy. 
When  the  function  is  moderately  low  it  is  ad- 
visable to  institute  pelvic  lavage  and  catheter 
drainage,  preliminary  to  operation.  Uncompli- 
cated pyelonephritis  is  usually  painless.  There 


was  no  pain  referred  to  the  kidney  with  pyelone- 
phritis except  in  one  instance,  and  the  patient 
gave  a  subsequent  history  of  having  passed  a 
small  stone,  with  colic  referred  to  the  kidney 
where  a  pyelonephritis  only  had  been  previously 
diagnosed.  When,  therefore,  a  pyelonephritis 
on  the  opposite  side  is  accompanied  with  pain 
even  though  the  roentgenographs  evidence  is 
negative,  we  must  suspect  the  possibility  of 
stone  lodged  either  in  the  ureter  or  kidney,  and 
an  exploration  may  be  justifiable.  Stone  second- 
ary to  a  chronic  pyelonephritis  is  not  a  rare 
complication  to  renal  infection,  and  was  found 
in  two  of  our  patients.  Removal  of  the  stone, 
however,  does  not  necessarily  effect  improvement 
in  the  pyelonephritis. 

In  two  patients  the  nephritic  element  predom- 
inated and  the  infectious  process  seemed  to  bo 
of  secondary  importance.  The  stone  was  re- 
moved from  the  cortex  or  end  of  the  calyx, 
and  it  was  hoped  that  its  removal  would  im- 
prove the  renal  function.  While  both  the  pa- 
tients made  a  good  temporary  recovery,  on  sub- 
sequent correspondence  and  examination  no  defi- 
nite  change  was  noted  in  the  condition. 

One  patient  had  a  peculiar  anomaly  in  that  hp 
had  a  reduplication  of  both  ureters  and  pelves. 
The  stone  was  situated  in  the  upper  pelvis  of  the 
left  kidney  which  was  independent  from  thp 
lower  pelvis.  The  stone  was  removed  by  bisec- 
tion of  the  kidney.  Pyelonephritis  remained  in 
the  lower  pelvis  and  was  also  present  in  both 
pelves  on  the  right  side.  The  patient  was  re- 
cently examined  (six  years  after  operation) 
and  was  found  in  a  fair  degree  of  health  in 
spite  of  the  persisting  pyelonephritis  which 
seemed  to  be  no  further  advanced  since  the  pre- 
vious examination. 

Inflammatory  destruction  of  the  kidney  con- 
taining, stone  was  so  advanced  that  nephrectomy 
was  necessary  in  three  cases;  the  pyelonephritic 
kidney  was  left  to  carry  on  the  function.  Sub- 
sequent data  from  two  other  patients  lead  us 
to  believe  that  they  are  in  a  fair  state  of  health. 
Whether  or  not  the  increased  function  in  the  re- 
maining kidney  had  any  therapeutic  effect 
would  be  difficult  to  determine. 

PYONEPHROSIS  IN  OPPOSITE  KIDNEY. 

With  pyonephrosis  in  the  second  kidney  the 
indications  for  operation  may  be  confusing: 
(1)  When  the  function  of  both  kidneys  is 
greatly  destroyed  and  there  are  no  acute  com- 
plications, the  condition  is  not  operable.  (2) 
When  there  is  even  a  small  amount  of  normal 
tissue  remaining  in  the  calcareous  kidney  and 
there  are  acute  symptoms  which  require  relief, 
nephrolithotomy  and  drainage  of  the  infected 
areas  are  indicated;  the  pyonephrosis  in  the  op- 
posite kidney  being  left  undisturbed.  (3) 
When  the  renal  stone  is  not  causing  any  acute 
disturbance  and  there  is  either  pain  or  evidence 
of  systemic  infection  from  the  opposite  kidney, 
immediate  nephrectomy  of  the  latter  is  indi- 
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cated.  In  this  series  there  were  a  number  in 
the  first  group,  which  have  been  previously  re- 
ferred to ;  there  were  2  in  the  second  group  and 
3  in  the  third  group.  The  prognosis  in  the  first 
two  groups  is  necessarily  very  poor,  all  patients 
being  reported  dead  within  a  few  months  after 
operation.  In  the  third  gi'oup  there  is  usually 
a  marked  improvement  in  the  condition  of  the 
patient.  This  is  usually  accompanied  by  im- 
provement in  the  function  of  the  remaining  kid- 
ney even  though  stone  is  present.  In  one  pa- 
tient, the  combined  function  rose  from  19  per 
cent,  before  operation  to  40  per  cent,  a  month 
after  operation.  The  predominating  symptoms 
in  3  of  the  patients  were  on  the  side  in  which 
the  stone  was  located  and  in  2  patients  on  the 
side  of  the  pyonephrosis.  The  discovery  of 
stone  in  the  latter  was  accidental. 

HYDRONEPHROSIS  IN  THE  OPPOSITE  KIDNEY. 

There  were  3  patients  with  hydronephrosis  in 
the  opposite  kidney  and  in  2  of  these  the  hy- 
dronephrosis was  bilateral  with  secondary  forma- 
tion of  stones.  From  the  long  duration  of  symp- 
toms, extending  back  to  childhood,  it  would  seem 
as  though  the  hydronephrosis  were  of  congenital 
origin,  although  unilateral  hydronephrosis  of  re- 
cent origin  with  secondary  stones  is  not  an  un- 
common condition.  In  one  patient  the  stones 
had  caused  so  much  infection  that  the  kidney 
was  largely  destroyed  and  a  nephrectomy  was 
necessary.  The  patient,  however,  died  three 
months  after  leaving  the  Clinic.  In  another 
case  a  pelyiolithotomy  was  done  and  the  patient 
reports  some  improvement  with  persistence  of 
pain  in  both  kidneys.  The  third  patient  was 
not  operated  on  and  reports  the  passage  of  nu- 
merous small  stones  and.  the  cessation  of  symp- 
toms a  short  time  after  being  dismissed.  It  is 
evident,  therefore,  that  in  the  presence  of  compli- 
cating hydronephrosis  a  conservative  operation 
is  indicated  when  possible. 

TUMOR  IN  OPPOSITE  KIDNEY. 

In  one  patient  a  tumor  was  found  involving 
the  opposite  kidney,  which  proved  to  be  sarcoma. 
A  nephrectomy  was  done  but  was  only  partially 
successful  since  there  was  infiltration  in  the 
surrounding  tissues.  No  further  operation 
seemed  advisable. 

STONE  IN  A  SINGLE  KIDNEY. 

In  7  patients,  with  only  one  kidney,  a  stone 
was  removed.  In  5  of  these  nephrectomy  had  been 
done  elsewhere  some  time  previously;  in  the 
other  2  there  was  no  evidence  of  the  existence 
of  the  opposite  kidney,  and  there  was  no  clinical 
evidence  of  previous  renal  disease,  so  it  may  be 
inferred  that  the  condition  was  congenital  soli- 
tary kidney.  In  3  of  the  5  cases  in  which  a  ne- 
phrectomy had  been  done,  this  was  necessary  be- 
cause of  pyonephrosis — in  1  because  of  hydrone- 
phrosis, and  in  1  because  of  acute  pyelonephritis. 


The  operations  performed  on  the  single  kidney 
were  nephrolithotomy  3,  and  pelviolithotomy  4, 
In  one  of  the  cases  of  nephrolithotomy  the  pa- 
tient was  operated  on  three  times  for  recurring 
stone,  extending  over  a  period  of  six  years.  The 
patient  died  seven  years  after  the  first  operation. 
One  other  patient  was  also  operated  on  for  re- 
peated stone,  but  is  now  alive  and  well.  This 
illustrates  the  great  degree  of  tolerance  which 
a  single  kidney  may  have  for  removal  of  recur- 
ring stone.  One  patient  developed  uremia  one 
month  after  operation  and  died.  One  patient 
had  a  subsequent  x-ray  examination,  which  was 
negative ;  there  were  no  subsequent  data  in  the 
remaining  three  cases. 

A  peculiarity  noted  in  several  of  the  cases  was 
the  high  phenolsulphonephthalein  output  of 
more  than  50  per  cent.,  in  spite  of  the  presence 
of  a  stone  of  considerable  size  in  the  kidney. 
Had  the  opposite  kidney  been  functionating,  the 
output  would  have  been  considerably  lowered  by 
the  presence  of  the  stone,  and  the  other  kidney 
would  have  been  performing  a  correspondingly 
larger  amount  of  work.  In  the  absence  of  the 
opposite  kidney,  however,  the  entire  function 
was  forced  upon  the  one,  and  the  stone-irrita- 
tion did  not  have  the  usual  effect.  There  was 
no  operative  mortality  in  this  group.  Two  of 
the  patients  have  since  been  reported  dead.  The 
others  are  living,  and  to  all  appearances  are 
in  comparatively  good  health. 

HORSESHOE   OR   FUSED  KIDNEY. 

•Five  patients  were  operated  on  when  lithiasis 
was  found  in  a  fused  or  horseshoe  kidney — in  4 
the  lithiasis  was  confined  to  one-half  of  the  kid- 
ney, and  in  1  there  was  a  stone  in  both  sides  of 
the  kidney.  In  2  patients  with  unilateral  in- 
volvement, secondary  infection  had  advanced  so 
far  that  bisection  of  the  kidney  was  necessary. 
In  2  a  pelviolithotomy  was  performed.  In  the, 
case  of  bilateral  nephrolithiasis,  heminephrec- 
tomy  was  necessary  on  one  side,  and  a  stone  was 
removed  from  the  lower  ureter  by  cystoscopic 
manipulation  on  the  other.  Three  of  these  pa- 
tients are  alive  from  one  to  five  years  after  oper- 
ation. 

SUMMARY. 

1.  In  17.2  per  cent,  of  the  patients  in  this 
series  there  was  bilateral  renal  involvement. 
The  percentage  of  bilateral  lithiasis  was  12.3. 

2.  Bilateral  as  well  as  unilateral  lithiasis  oc- 
:  curred  twice  as  often  in  the  male  as  in  the  fe- 
male. 

:      3.    Pain  in  bilateral  nephrolithiasis  was  uni- 
:  lateral  in  64  per  cent  and  absent  in  8  per  cent 
of  the  cases. 

!  4.  Bilateral  stones  were  found  most  fre- 
.  quently  in  the  pelves  and  calices. 

5.  Combined  renal  functional  tests  were  of 
•  practical  value  only  when  normal  or  extremely 
.  low. 

6.  To  ascertain  the  comparative  degree  of 
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function  in  the  two  kidneys,  the  functional  test 
was  of  value  only  when  it  was  zero  or  a  trace, 
normal  or  excessive. 

7.  The  functional  test,  x-ray  examination 
and  cystoscopic  inspection  may  be  insufficient  in 
determining  the  degree  of  healthy  renal  tissue 
remaining,  and  exploration  only  can  determine 
this. 

8.  Indications  for  operation:  (a)  The  kidney 
with  acute  complications  should  be  operated  on 
first;  (b)  without  acute  complications  the  kidney 
with  the  better  function  should  be  operated  on 
first;  (c)  occasionally  simultaneous  bilateral  op- 
eration is  advisable. 

9.  Patients  may  be  inoperable  because  of 
renal  insufficiency,  secondary  infection,  kidney 
destruction  or  constitutional  complications. 

10.  Patients  with  large  bilateral  stones  caus- 
ing no  symptoms  or  complications  are  better  off 
without  operation. 

11.  The  operative  mortality  in  this  series  was 
zero ;  the  total  number  of  deaths  after  operation 
10;  these  patients  died  less  than  a  year  follow- 
ing operation.  The  operative  mortality  with 
calcareous  pyonephrosis  is  much  greater  than 
with  other  forms  of  bilateral  lithiasis. 

12.  The  recurrences  in  cases  of  bilateral 
nephrolithiasis  was  20  per  cent;  in  unilateral 
lithiasis,  as  previously  reported,  it  was  10  per 
cent. 

13.  When  there  is  stone  in  one  kidney  the 
most  common  forms  of  disease  in  the  opposite 
kidney  are :  Pyelonephritis,  pyonephrosis  and 
hydronephrosis. 

14.  With  unilateral  lithiasis  the  opposite  kid- 
ney may  be  so  badly  diseased  that  a  preliminary 
operation  may  be  advisable  on  that  kidney. 

15.  Stone  secondary  to  pyelonephritis,  when 
removed,  prevents  further  renal  destruction  but 
is  not  of  curative  value. 

16.  When  the  nephritic  element  predomin- 
ates, removal  of  the  stone  is  not  of  much  thera- 
peutic value. 

17.  A  single  kidney  has  a  great  degree  of 
tolerance  for  repeated  operation  for  stone. 

18.  In  a  single  kidney  the  phenolsulphone- 
phthalein  output  usually  remains  high  in  spito 
of  the  presence  of  an  uncomplicated  stone  which 
is  probably  due  to  compensatory  hypertrophy. 

19.  Fused  or  horseshoe  kidneys  permit  of  re- 
peated operation  for  lithiasis  which  may,  if 
necessary,  include  hemi-nephrectomy. 


(Elttttral  Separtmpnt. 

FRACTURE  OF  THE  NECK  OF  THE  FE- 
MUR:   REPORT  OF  THREE  CASES. 
By  Chables  E.  Ayebs,  M.D.,  Worcesteb,  Mass. 

These  three  cases,  occurring  in  people  past 
middle  age,  and  treated  by  the  Whitman  abduc- 
tion and  fixation  method  with  such  satisfactory 
end-result  in  one,  and  anatomical  reposition  of 


fragments  in  all  three,  shown  by  x-ray,  leads 
me  to  report  them.  All  three  were  seen  shortly 
after  the  accident,  and  showed  the  typical  pic- 
ture of  fracture  of  the  neck  of  the  femur,  with 
eversion.  The  method  used  for  reduction  is  the 
method  described  by  Whitman,  as  follows:  Pa- 
tient, having  been  anesthetized,  is  placed  upon 
the  back,  the  head  and  shoulders  supported  by  a 
box  of  sufficient  size,  pelvis  resting  on  a  sacral 
support.  The  disabled  member  is  first  flexed  to 
disengage  folds  of  capsule  that  may  have  fallen 
between  the  fragments.  It  is  then  extended  and 
rotated  inward  to  the  normal  attitude,  and  un- 
der traction  and  counter-traction  the  shortening 
is  completely  overcome,  as  demonstrated  by 
measurements.  The  sound  limb  is  then  abducted 
to  the  limit  to  demonstrate  the  normal  individ- 
ual range  and  to  fix  the  pelvis.  The  limb  on  the 
injured  side  is  then  slowly  abducted  by  the 
assistant,  while  the  surgeon,  supporting  the  joint, 
pushes  the  thigh  upward  from  beneath,  to  force 
the  two  fragments  against  the  anterior  part  of 
the  capsule.  When  the  limit  of  abduction  has 
been  reached  the  capsule  will  be  tense,  thus  di- 
recting the  fragments,  now  in  a  horizontal  plane 
and  end  to  end,  toward  one  another,  and  finally 
forcing  the  contact.  The  fracture  is  as  if  it 
were  locked  by  internal  splinters,  and  it  is  only 
necessary  to  hold  the  limb  in  the  attitude  of 
complete  abduction  and  complete  hyperexten- 
sion  by  a  plaster  spica. 

Case  1.  Mr.  A.,  aged  64  years.  Occupation, 
stone-cutter.  Oct.  25,  1916.  In  the  evening,  while 
coming  home  from  work,  the  patient  started  to 
cross  street  and  was  struck  by  a  news  team  and 
knocked  down,  striking  on  right  hip.  He  was 
broug'ht  home  and  seen  shortly  afterwards. 

Physical  Examination. — Well  developed  and 
fairly  nourished  man,  past  middle  age,  very  ner- 
vous, showing  some  evidence  of  shock.  Heart 
action    soft    and    slightly    irregular.     Right  leg 


Fin.  1. — Case   1.   Before  reduction. 
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everted;  slight  bruise  on  thigh.    Slightest  move- 1 
ment   caused   intense  pain.     Measurement  shows 
right  leg  three-quarters  of  an  inch  shorter  than  the  ! 
left. 

X-ray  taken  the  following  morning  by  Dr.  A.  E. 
O'Connell  showed  typical  fracture  of  the  neck  of 
the  femur.  On  the  evening  of  the  26th,  under 
ether,  fracture  was  reduced  and  put  up  in  the  I 
typical  Whitman  abduction  position  in  a  long  plas- 
ter spica.  On  the  fourth  clay  patient  was  allowed 
to  sit  up  in  bed  with  right  leg  hanging  over  side. 


Fig.  2. — Case   1.    After  reduction. 


On  the  sixth  day  we  got  him  standing  with  weight 
on  cast  and  crutch  under  left  arm  for  balance.  Pa- 
tient walked  every  day  from  that  time  on. 

X-ray  was  again  taken  at  Dr.  O'Connell's  office, 
patient  going  in  taxicab,  and  the  reduction  is  here 
shown.    (Fig.  2.) 


Flo.  3. — Case  2.   Before  reduction. 


PIG.  4. — Case  2.    After  reduction. 


Cast  was  renewed  in  eight  weeks  and  a  new 
one  applied  after  four  weeks  more.  This  was  cut 
off  at  the  knee  to  allow  motion.  Cast  was  entirely 
removed  at  the  end  of  sixteen  weeks,  and  passive 
motion  begun  of  hip  and  knee. 

Present  Condition. — Man  is  working  in  a  wrench 
factory;  walks  without  perceptible  limp;  there  is 
no  shortening.  Patient  is  thoroughly  satisfied  and 
suffers  no  inconvenience. 

Case  2. — Mrs.  C,  aged  67  years.  A  well  devel- 
oped and  nourished  woman,  active  for  her  years. 
Three  days  previously  fell  from  bottom  step  of 
basement  stairs,  striking  on  left  hip.  Was  seen  by 
her  physician  and  referred  to  Memorial  Hospital. 
Examination  of  left  leg  shows  one-half  inch  short- 
ening, with  eversion  of  limb  and  typical  picture  of 
fracture  of  the  neck  of  the  femur. 


Fig.  5. — Case   3.    After  reduction. 
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X-ray  (Fig.  3)  shows  condition.  Under  ether, 
fracture  was  reduced  according,  to  Whitman  meth- 
od, and  plaster  spica  applied.  X-ray  taken  two 
days  following  shows  excellent  reposition  of  frag- 
ments. Patient  is  still  in  hospital,  but  suffers  no 
pain  and  is  up  every  day  in  wheel-chair. 

Case  3.  Mrs.  X.,  age  50,  a  well  developed  and 
nourished  woman.  Tripped  over  door-sill,  falling 
heavily  on  right  hip.  Seen  by  Dr.  Curley  of  Mil- 
ford  and  referred  to  Milford  Hospital.  Seen  in 
consultation  with  Dr.  Curley  three  days  after  in- 
jury. Patient  lying  in  bed  with  hip  slightly  flexed, 
abducted  slightly  and  everted.  Measurements  show 
right  leg  one  and  one-fourth  inches  shorter  than 
left.  Attempted  motion  painful,  and  picture  is 
typical  of  fracture  of  the  neck  of  the  femur. 

Unfortunately  the  x-ray  had  not  been  installed, 
so  we  were  unable  to  get  a  picture  before  reduc- 
tion. Patient  was  anesthetized  and  fracture  re- 
duced as  in  previous  cases  and  plaster  spica  applied. 
In  the  meantime,  the  x-ray  apparatus  having  been 
installed,  a  picture  was  taken  through  the  cast, 
showing  perfect  reduction.  Patient  is  now  at  the 
hospital,  sitting  up  in  bed  and  in  wheel-chair  with- 
out any  apparent  discomfort. 


AMERICAN  UROLOGICAL  ASSOCIATION. 

The  annual  meeting  of  the  New  England  Branch 
of  the  American  Urological  Association  was  held  at 
the  Harvard  Club  of  Boston  on  Thursday  evening, 
November  15,  1917.  Officers  were  elected  for  the 
ensuing  year,  and  Drs.  H.  H.  Howard  and  Pi.  C. 
Wiggin  were  elected  to  membership.  The  program 
was  as  follows: 

PRESENTATION  OF  SPECIMENS,  INSTRUMENTS,  ETC.,  AND 
REPORT   OP  CASES. 

Dr.  Quinby:  I  want  briefly  to  call  to  your  at- 
tention a  subject  old  and  yet  ever  new;  illustrated 
by  four  cases  with  specimens  of  the  commonest 
tumor  of  the  kidney,  the  so-called  hypernephroma— 
a  very  interesting  tumor  in  spite  of  the  fact  that  it 
is  so  common,  because  we  know  so  very  little  about 
it  pathologically.  I  have  selected  four  cases  illus- 
trating, in  the  first  place,  the  clinical  diversity 
shown  by  kidneys  bearing  such  tumors,  and  later 
I  have  just  a  few  words  to  say  on  some  of  the 
more  recent  pathological  ideas  regarding  this  type 
of  tumor. 

In  looking  for  the  signs  of  these  neoplasms  we 
are  usually  taught  to  expect  to  find  tumor,  hema- 
turia and  pain.  Very  often,  however,  one  or  the 
other  of  these  signs  and  symptoms  is  absent,  and' 
the  diagnosis  of  a  tumor  of  the  kidney  in  such  in- 
stances can  be  a  very  difficult  diagnosis  to  make. 
This  is  illustrated  by  one  of  these  cases.  I  will 
read  them  hastily,  only  mentioning  the  important 
points. 

The  first  was  a  woman  thirty-six  years  of  age, 
who  complained  of  a  tumor  of  the  abdomen.  She 
had  been  told  it  was  a  tumor  of  the  kidney,  and 
she  and  her  various  physicians  had  known  of  it  for 
nino  years.     Occasionally  this  mass  was  tender 


and  gave  slight  discomfort.  She  had  gone  through 
four  pregnancies,  the  last  one  being  two  and  a  half 
years  before  I  saw  her.  Since  the  last  pregnancy 
this  mass  had  increased  in  size.  She  had  lost  but 
little  weight.  The  diagnosis  was  confirmed  by  an 
injection  of  thorium,  which  showed  a  renal  pelvis 
so  deformed  that  there  was  hardly  a  suggestion  of 
the  outline  of  the  normal  calyx.  The  renal  func- 
tion, as  determined  by  the  phthalein  output,  was, 
on  the  left  side  11%,  and  on  the  right  side  10%  in 
half  an  hour,  illustrating  the  well-known  fact  that 
frequently  in  cases  of  kidney  tumor  the  divided 
function  is  of  no  significance.  The  total  function 
in  this  case  for  a  two-hour  period  was  64%.  The 
urine  was  entirely  normal,  excepting  for  an  occa- 
sional cast.  The  tumor  was  removed.  This  case  is 
typical  of  that  group  in  which  the  tumor  mass  is 
practically  the  sole  complaint. 

The  second  patient  complained  of  blood  in  the 
urine  and  had  lost  much  weight.  For  ten  months 
he  had  had  recurring  attacks  of  hematuria,  during 
which  his  bladder  would  fill  with  blood.  He  was  a 
cook  on  a  coasting  schooner,  and  so  would  go  to  a 
hospital  where  he  happened  to  be  in  port,  and  be 
catheterized,  and  then  go  on;  but  the  bleeding 
would  recur  in  a  few  weeks.  He  had  been  catheter- 
ized in  New  York  and  at  the  Boston  Relief  Hos- 
pital only  a  few  days  before  coming  to  the  Brig- 
ham  Hospital  for  hematuria.  He  presented  on  en- 
trance marked  strangury,  a  bladder  distended  up 
to  the  umbilicus,  and  complete  inability  to  empty 
it  of  the  blood  clots.  Instrumentation  showed  an 
exceedingly  tortuous  urethra  with  multiple  stric- 
tures, so  that  the  first  thing  to  be  done  was  a 
suprapubic  drainage  of  the  bladder  under  local  an- 
esthesia. This  was  followed  in  a  few  days  by 
nephrectomy  on  the  right  side.  A  tumor  mass  was 
found  attached  to  the  kidney,  which  had  penetrated 
through  the  capsule  and  was  adherent  to  the  retro- 
peritoneal tissues.  About  a  month  later  he  devel- 
oped a  fistula  in  the  wound,  undoubtedly  from  local 
recurrence  of  the  growth,  so  that,  as  a  third  opera- 
tion, I  made  a  laparotomy  and  found  that  the  intes- 
tine involved  was  the  descending  portion  of  the 
duodenum.  It  was  retroperitoneal,  of  course,  and 
in  a  position  exceedingly  hard  to  control,  on  ac- 
count of  the  friability  of  the  tissues  invaded  with 
neoplasm.  I  tried  to  sew  it  up,  but  was  unsuccess- 
ful. It  was  necessary  to  resect  the  pylorus  and  es- 
tablish a  posterior  gastro-enterostomy.  The  patient 
died  the  next  day.  This  second  case  is  illustrative 
of  the  group  in  which  hematuria  is  the  prominent 
symptom. 

In  the  third  case  the  symptoms  were  different. 
There  was  pain  in  the  back,  but  no  loss  of  weight 
and  no  hematuria.  It  occurred  in  a  woman  fifty- 
seven  years  of  age  who  had  passed  the  menopause 
seven  years  before.  She  complained  only  of  this 
pain  and  a  swelling  on  the  left  side.  On  examina- 
tion she  showed  a  mass  occupying  the  whole  left 
quadrant,  extending  two  or  three  inches  below  the 
umbilicus.  Here  the  renal  function  did  show  some 
change.  On  the  right,  the  normal  side,  it  was  15%, 
whereas  on  the  tumor  side  there  was  only  3%  in  a 
half  hour.  But  here,  again,  the  total  phthalein  was 
fairly  reasonable,  namely,  50%.  The  specimen 
shows  that  the  tumor  mass  had  been  extensively 
converted  into  large  blood  cysts,  and  it  was  only 
after  a  search  that  I  could  find  anything  charac- 
teristic of  hypernephroma  tissue.  This  case  is  illus- 
trative of  that  group  which  complain  of  pain. 
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Though  tumor  may  be  evident,  it  is  not  this  for 
which  the  patient  seeks  relief. 

The  fourth  case  illustrates  well  that  group  in 
which  it  is  hardest  to  come  to  an  accurate  diag- 
nosis. These  first  three  were  comparatively  easy, 
as  they  showed  either  pain  or  hematuria  or  a 
tumor.  The  patient  was  a  very  intelligent  man 
who  conducted  a  preparatory  school  for  boys.  He 
was  sixty-two  years  old  and  had  been  entirely  well 
until  three  weeks  before  entrance,  when  he  came  to 
the  hospital  complaining  of  a  severe  smarting  sen- 
sation in  the  skin  of  his  back  below  the  angle  of  the 
right  scapula.  He  said  it  felt  as  if  the  flesh  were 
raw.  A  few  days  later  he  had  the  same  sensation 
on  the  left  back  in  an  analogous  place.  The  sensa- 
tions came  on  forty  or  fifty  times  a  day  and  lasted 
a  few  minutes.  The  touch  of  his  clothing  caused 
discomfort,  but  pressure  and  motion  did  not  do  so. 
About  these  very  sensitive  areas  there  was  an  ache, 
which  at  times  radiated  around  to  the  front  at  the 
sternum.  He  also  complained  of  pain  in  the  right 
hip  joint.  There  was  no  hematuria,  and  he  pre- 
sented only  this  area  of  extreme  hyperesthesia  and 
a  continued  slight  pyrexia.  In  diagnosis  the  first 
thing  to  think  of  was  shingles,  in  which  the  rash 
had  not  as  yet  come  out,  but  that  is  not  very  often 
a  bilateral  affair,  and  as  he  was  further  observed  it 
was  immediately  seen  that  the  usual  time  for  the 
appearance  of  a  zoster  rash  had  passed.  The  rash 
usually  comes  out  much  earlier  than  three  weeks. 
Nine  days  after  his  entrance  to  the  hospital  we 
found  a  little  microscopic  blood  in  the  urine.  This 
led  to  exploration  of  his  kidneys,  and  it  was  found 
that  there  was  definite  bleeding  from  the  left  side. 
There  was  never  any  palpable  tumor,  though  one 
was  suspected  on  account  of  the  continued  pyrexia, 
otherwise  not  to  be  explained.  We  were  able,  how- 
ever, to  show  by  cystoscopy  a  very  definite  though 
small  amount  of  bleeding  coming  from  the  left 
side.  Exploration  of  the  left  kidney  showed  a 
tumor,  which  took  origin  more  in  the  cortical 
region  of  the  kidney  than  in  the  other  cases,  and 
which  had  already  made  many  metastases.  In  this 
instance  it  is  interesting  to  note  that  the  tumor  had 
spread  by  the  lymphatic  channels,  as  well  as  by  the 
venous,  and  had  penetrated  the  diaphragm.  The 
symptoms  were  caused  by  nerve-root  involvement  at 
about  the  sixth  dorsal.  Of  course,  extensive  opera- 
tion was  of  no  avail.  He  steadily  lost  in  weight 
and  strength,  and  died  within  thirty  days  of  the 
exploratory  operation.  Autopsy  showed  what  I  have 
just  mentioned,  that  is,  the  nerve-root  involvement 
which  caused  the  pain.  In  this  case  any  medical  or 
surgical  measure  must  come  too  late  because  the 
tumor  caused  no  symptoms  until  the  nerves  were 
involved  in  metastases. 

In  regard  to  the  pathology,  you  know  there  has 
been  a  considerable  amount  of  argument  advanced 
as  to  the  origin  of  such  a  tumor.  Dr.  Wilson  has 
put  forth  probably  the  most  reasonable  hypothesis 
regarding  their  origin.  He  says  that  they  are  not 
hypernephromata,  but  nephromata,  and  that  the 
tumors  take  origin  in  the  remains  of  the  embryonic 
renal  blastema  which  has  not  made  the  usual  con- 
nections with  the  Wolffian  duct,  as  it  grows  up  from 
below  to  unite  with  the  kidney  tissue.  The  pa- 
thologists have  considered  them  hypernephromata, 
following  Grawitz,  who  based  most  of  his  claims  on 
the  fact  that  they  contained  fat  and  were  similar 
in  structure  to  the  adrenal.  As  a  matter  of  fact, 
more  recent  histological  and  chemical  methods  have 
shown  that  they  do  not  contain  much  fat.  What 


was  considered  to  be  fat  is  glycogen,  and  the  clear 
transparent  cells  which  one  sees  are  clear  because 
the  method  of  fixation  dissolves  out  the  glycogen 
from  the  cell  bodies. 

During  the  investigation  of  tumors  by  the  various 
cancer  commissions  all  over  the  world,  it  was  at  one 
time  hoped  that  the  demonstration  of  mitochondria 
would  throw  some  light  on  the  question  of  malig- 
nancy. The  theory  was  advanced  that  benign 
tumors  had  mitochondria  in  them  and  that  cancer 
showed  none.  That  this  is  far  from  true  will  be 
shown  by  the  slide  which  I  have  under  the  micro- 
scope. For  we  know  that  these  hypernephromata 
are  always  malignant  but,  nevertheless,  their  cells 
contain  more  mitochondria  than  any  other  type  of 
tumor  thus  far  studied.  Thus  the  significance  of 
such  intracellular  bodies  is  still  a  matter  of  specu- 
lation. 

Dr.  Phelps  :  I  should  like  to  report  a  case  and 
show  a  picture  of  passing  interest.  A  girl  was 
admitted  to  the  hospital,  suffering  from  the  ordinary 
symptoms  of  a  cystitis.  The  cystoscope  revealed 
what  I  thought  was  a  small-sized  stone.  At  op- 
eration we  removed  an  ordinary  rubber  catheter, 
which,  as  near  as  we  can  find  out,  had  been  in  the 
bladder  for  about  five  months.  It  was  probably  in- 
serted to  produce  abortion,  by  some  one  not  familiar 
with  geography. 

Dr.  E.  B.  Young:  I  have  had  a  case  of  some- 
what the  same  nature  as  Dr.  Phelps.  This  is  a 
piece  of  gum  elastic  catheter  which  I  removed  from 
the  bladder  of  a  young  woman  twenty-three  years 
old.  It  was  inserted  by  the  patient  herself  to  pro- 
duce abortion. 

This  catheter  had  been  in  the  bladder  for  only 
two  days,  and  it  is  remarkable  for  the  amount  of 
encrustation  and  other  disturbances  which  it  showed 
in  that  short  time.  The  bladder  was  very  much  in- 
jected, tremendously  edematous,  and  the  folds  of 
mucous  membrane  practically  hid  the  catheter  en- 
tirely, so  that  I  was  lucky  to  find  it.  The  urin« 
was  smoky  and  foul.  The  patient  has  made  a  good 
recovery. 

Dr.  Gilbert  Smith  :  I  should  like  to  mention  the 
case  of  a  young  man  at  the  Massachusetts  General 
Hospital,  who  came  in  with  a  diagnosis  of  stricture. 
He  did  have  a  stricture,  which  was  apparently  trau- 
matic, and  he  denied  all  venereal  disease.  After  the 
stricture  was  cut  we  cystoscoped  him  because  there 
were  symptoms  of  stone  and  some  blood,  and  we 
saw  a  bougie  catheter  coiled  up  in  his  bladder 
for  its  entire  length.  We  removed  it  by  the  supra- 
pubic route,  under  local  anesthesia.  Careful  ques- 
tioning failed  to  elicit  any  definite  time  when  it 
was  put  in,  unless  it  was  twenty-three  years  before, 
when  he  said  he  was  in  the  hospital  for  a  broken 
leg  or  something  like  that,  and  had  been  unable  to 
urinate,  and  thinks  he  was  catheterized  at  that 
time. 

Why  the  bougie  catheter  was  used,  I  do  not 
know,  but  there  it  was,  and  it  was  quite  difficult 
to  remove.  It  was  not  very  much  encrusted,  but 
the  varnish  was  pitted,  and  the  thing  was  rough 
from  the  corrosive  action  of  the  urine. 

Dr.  Tenney  :  I  wish  to  report  an  interesting  case 
which  occurred  a  month  or  two  ago,  when  a  glass 
clinical  thermometer  was  removed  from  the  bladder 
of  a  young  woman  seventeen  years  of  age.  The 
thermometer  was  unbroken.     I  had  intended  to^ 
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bring  it  with  me  here  tonight,  but  I  forgot  it.  In 
the  center  is  an  encrustation  of  lime  salts  some- 
thing like  three-quarters  of  an  inch  in  diameter. 
This  thermometer  was  given  to  me  by  the  doctor 
who  removed  it,  and  he  pulled  it  out  by  main  force. 

Dr.  Keefe  :  I  should  like  to  mention  the  case  of 
a  young  man  who  had  a  hat  pin  with  a  black  head, 
partly  in  his  bladder  and  the  rest  of  it  in  the 
urethra.  We  could  not  grasp  it  with  the  forceps, 
so  I  forced  it  down  a  trifle  more  and  then  pushed 
the  point  of  the  pin  through  the  root  of  the  penis. 
I  then  pulled  the  hat  pin  out,  leaving  the  black 
head  and  reversing  the  direction  of  the  penis,  the 
head  of  the  pin  was  made  to  emerge  first  from 
the  meatus. 

Paper  by  Dr.  W.  F.  Braasch,  Mayo  Clinic : 

Lithiasis   with  Bilateral  Benal  Involvement* 

discussion. 

Dr.  A.  L.  Chute:  It  seems  perfectly  hopeless  to 
try  to  discuss  points  in  a  paper  that  has  been  so 
wonderfully  presented  as  this  one,  but  there  are 
just  two  or  three  things  I  would  like  to  mention 
very  casually  as  they  have  occurred  to  me. 

The  first  one  is  the  lack  of  symptoms,  that  Dr. 
Braasch  spoke  of  as  causing  one  to  think  of  stone 
in  the  kidney.  He  spoke  of  the  finding  of  pus  as 
being  sufficient  cause,  but  I  do  not  think  one  should 
wait  for  pus  in  the  urine  before  going  over  these 
patients  with  great  care.  There  is  a  possibility  of 
not  seeing  these  stones  with  the  most  careful  radio- 
graphic examination.  I  remember  a  case  I  spoke 
of  at  the  meeting  last  year,  which  had  been  missed 
with  the  radiograph.  The  picture  showed  the  out- 
line of  the  kidney  perfectly,  and  yet  there  was  ab- 
solutely nothing  to  be  seen  in  the  line  of  a  stone. 
When  I  cut  down  on  that  kidney  I  got  a  small, 
rather  longish  stone.  To  determine  why  we  had  not 
seen  it  we  tried  radiographing  the  stone  in  water. 
In  the  first  place,  it  proved  to  be  a  uric  acid  stone. 
Left  alone  on  the  plate  it  showed  a  good  shadow, 
but  in  water  it  showed  absolutely  nothing.  The 
reason  why  x-rays  were  negative  was  that  it  was 
lying  in  the  ureter  with  some  urine  around  it.  It 
shows  that  there  are  sometimes  definite  stones  that 
we  do  not  get  by  radiography,  and  that  where  symp- 
toms point  very  definitely  to  stone  in  the  kidney 
it  is  not  sufficient  to  get  a  negative  radiograph  and 
stand  by  and  do  nothing. 

Dr.  Braasch  spoke  about  leaving  the  stones  in  the 
kidney.  To  be  sure,  there  was  a  pretty  good  reason 
for  it  every  time  he  did  it,  yet  it  seems  to  me  one 
has  to  have  a  very  good  reason  for  leaving  them 
alone.  In  any  case  we  are  sounding  a  death-knell, 
so  to  speak,  and  it  is  only  a  question  of  time,  al- 
though in  some  cases  the  death-knell  would  be 
sounded  sooner  if  we  took  them  out  than  if  we 
left  them  in.  On  the  whole,  I  think  the  best  plan 
is  to  take  out  the  stone  as  soon  as  feasible.  Of 
course,  there  may  occasionally  be  some  reason  why 
we  have  to  put  it  off,  but  it  is  only  a  question  of 
time  when  the  kidney  is  going  to  be  destroyed. 

I  want  to  express  again  my  pleasure  in  Dr. 
Braasch's  paper,  and  my  great  interest  in  it. 

Dr.  Keefe  :  I  have  thoroughly  enjoyed  listening 
to  Dr.  Braasch's  lucid  presentation  of  his  subject. 
The  vast  experience  which  Dr.  Braasch  has  had  over- 
whelms me,  and  I  do  not  feel  that  I  can  add  any- 
thing that  would  be  illuminating. 

*  See  Journal,  page  292. 


Dr.  Trowbridge:  May  I  simply  make  an  allusion 
to  what  I  saw  three  weeks  ago  at  the  Mayo  Clinic? 
Dr.  Judd  was  operating  on  a  kidney,  and  he  said 
to  Dr.  Braasch,  "Is  there  any  stone  here, .  doctor  ?" 
Dr.  Braasch  said,  "Yes,"  and  I  was  rather  amused 
at  the  uncertainty  that  Dr.  Judd  felt  after  explor- 
ing the  kidney  by  making  a  slight  incision  in  the 
pelvis.  With  his  finger  he  brought  out  a  little 
stone,  and  I  felt  then  the  great  confidence  that  Dr. 
Braasch  had  in  his  cases,  and  how,  when  they  had 
been  examined,  his  conclusions  were  certainly  justi- 
fied. 

Dr.  F.  H.  Lahey:  I  have  nothing  to  add  to 
the  paper,  but  in  connection  with  Dr.  Quinby's 
case,  I  would  like  to  recall  to  your  attention  the 
method  of  treating  duodenal  fistulae,  which  occa- 
sionally occur  in  connection  with  right-sided  ne- 
phrectomy, by  means  of  an  electrically  driven  con- 
stant suction  pump.  Apparently  duodenal  fistulae 
are  rather  unusual,  but  they  occasionally  occur 
following  right-sided  nephrectomy,  and  I  think  we 
should  all  bear  in  mind  the  possibility  of  closure 
of  these  fistulae  by  the  constant  suction  pump.  This 
is  a  pump  which  is  worked  very  much  like  a  den- 
tist's pump,  constantly  keeping  the  fistula  clear  of 
fluid,  and,  particularly  in  small  ones,  allowing  them 
to  close,  and  bringing  about  a  cure,  which  could  be 
accomplished  in  no  other  way. 

Dr.  G.  O.  Clark:  I  would  like  to  ask  Dr. 
Braasch  how  many  true  cortical  stones  he  has  been 
able  to  demonstrate,  in  contradistinction  to  those 
formed  in  the  pelvis? 

Dr.  Gilbert  Smith:  I  wish  to  express  my  appre- 
ciation of  Dr.  Braasch's  coming  here,  and  of  his 
very  thorough  presentation  of  his  subject.  Of 
course  his  experience  has  been  very  much  greater 
than  that  of  any  one  of  us  in  regard  to  the  matter 
of  bilateral  stones. 

With  reference  to  cases  of  bilateral  stones  that 
should  not  be  operated  upon,  I  have  seen  two  cases 
that  I  remember  of  that  type.  One  was  a  man. 
who  made  the  choice  himself.  He  came  to  be 
cystoscoped  but  lost  his  courage.  He  had  such  huge 
calculi  in  both  kidneys  that  I  thought  removing 
them  would  require  nephrotomy  on  both  sides,  and 
would  probably  prove  fatal. 

The  other  case  was  that  of  a  woman  about  fifty- 
five  years  of  age  who  came  to  the  out-patient  clinic. 
She  had  a  pyuria  and  symptoms  of  cystitis.  There 
were  large  stones  in  both  kidneys.  Her  total  func- 
tion was  5%,  and  we  advised  her  not  to  have  any- 
thing done. 

The  question  of  recurrence  of  the  stone  is  very 
interesting.  It  seems  to  me  there  are  certain  tynes 
of  cases  which  might  be  called  malignant  lithiasis, 
because  if  a  stone  is  removed  one  year  the  patient 
comes  back  the  next  with  another  stone.  I  looked 
up  a  series  at  the  Massachusetts  General  Hospital 
to  find  something  about  the  composition  of  the 
stones  in  all  the  bilateral  cases  we  had  studied.  The 
series  was  small,  as  there  were  only  some  half-dozen 
cases  of  bilateral  stones.  I  found  they  were  com- 
posed of  calcium  and  triple  phosphates,  whereas  a 
larger  part  of  the  unilateral  stones  and  stones  in 
the  ureter  were  composed  of  oxalates.  The  phos- 
phatic  stones  are  the  more  rapidly  growing. 
We  have  tried  the  effect  of  putting  patients  on  a 
diet  to  prevent  the  formation  of  these  malignant 
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stones,  and  have  given  them  a  teaspoonful  of  chalk 
after  each  meal,  following  the  work  which  was  done 
at  one  of  the  United  States  Experiment  Stations  in 
Ohio,  which  proves  that  the  output  of  phosphates  in 
the  urine  is  very  much  decreased  if  you  can  form 
insoluble  salts  in  the  intestines.  I  do  not  know 
whether  it  will  prove  to  be  any  good  or  not.  It' 
seemed  wrong  to  let  these  patients  go  on  forming 
stones  without  doing  everything  possible  to  avoid  it. 

That  brings  me  to  another  point,  which  is  that 
it  is  the  surgeon's  duty  to  operate  with  the  idea 
of  preventing  recurrence.  For  instance,  one  might 
have  a  dilated  calyx  which  contains  a  stone. 
If  you  remove  the  stone  and  do  nothing  to 
the  calyx,  you  can  be  sure  there  is  retention  of 
urine  in  that  calyx.  I  think  that  in  some  cases 
drainage  of  the  kidney  pelvis  to  reduce  inflamma- 
tion is  good.  A  woman  we  did  a  few  months  ago 
had  a  pelvis  filled  with  fine  stone  and  gravel.  It 
was  solidly  filled  up  with  gravel,  and  the  walls  of 
the  pelvis  were  covered  with  incrustation.  We  got 
out  all  we  could  and  then  drained  the  pelvis  with 
rubber  tubes.  Of  course  she  had  a  fistula,  lasting 
for  three  weeks.  I  then  put  in  a  ureteral  catheter. 
The  fistula  closed  at  once,  and  she  went  home  with 
perfectly  clear  urine  from  that  kidney. 

In  preventing  the  recurrence  of  stone  after 
pyelotomy,  there  is  not  infrequently  a  pyelitis  re- 
sulting, even  if  there  was  none  before  operation. 
In  some  cases,  if  you  let  the  pyelitis  run,  the  in- 
flammation will  favor  the  formation  of  stone  in  the 
future.  One  should  try  to  prevent  that  by  seeing 
that  the  pyelitis  is  cleaned  up,  if  necessary  wash- 
ing out  the  kidney  pelvis  with  silver  nitrate  a 
number  of  times  to  clean  it  out.  In  a  couple  of 
cases  I  did  this,  and  the  urine  cleared  up  abso- 
lutely. 

I  want  to  again  thank  Dr.  Braasch  for  the 
pleasure  he  has  given  us  all. 

Dr.  L'Esperance:  I  wish  at  this  time  to  thank 
Dr.  Braasch  for  his  very  interesting  paper.  This 
interests  me  particularly  because  a  year  ago  I  passed 
a  renal  stone  from  my  right  kidney,  and  naturally 
what  interests  me  greatly  is  the  matter  of  recur- 
rence. This  stone  was  absolutely  symptomless  un- 
til I  received  a  slight  shock  from  a  fall  resulting 
from  stubbing  my  toe.  Following  it,  I  accidentally 
noticed  a  hematuria,  which  continued  for  four 
months.  It  was  impossible  to  demonstrate  the  pres- 
ence of  a  stone  by  x-ray,  until  Dr.  Dodd  took  pic- 
tures on  a  new  machine  recently  purchased,  and 
then  only  a  faint  shadow  could  be  seen.  In  con- 
sultation with  Dr.  Hugh  Cabot,  it  was  agreed  that, 
owing  to  the  size  of  this  renal  stone,  it  would  be 
passed  without  operation.  By  cystoscopic  exami- 
nation with  the  ureteral  catheter  in  place,  the 
position  of  the  stone  was  shown  to  be  about  one 
inch  from  the  orifice.  Following  several  attacks  of 
sharp  pain,  the  stone  was  successfully  passed 
through  the  urethra. 

At  the  present  time  recurrence  of  the  stone  is 
what  interests  me  mostly. 

Dr.  Quinby:  In  estimating  the  ability  of  the 
patient  to  withstand  operation,  I  do  not  doubt  that 
Dr.  Braasch  uses  other  methods  than  phthalein,  but 
I  want  to  make  a  plea  for  the  use  of  blood  urea  esti- 


mation in  doubtful  cases,  as  being  more  accurate 
in  some  instances  than  the  phthalein.  It  is  a  more 
delicate  test.  The  first  signs  of  improvement,  as 
also  the  signs  of  failing  renal  function,  are  most 
delicately  shown  by  the  nitrogen  content  of  the 
systemic  blood  stream  in  cases  where  both  kidneys 
are  involved.  In  unilateral  affections  of  the  kid- 
ney, when  the  opposite  kidney  is  doing  its  work 
well,  of  course  the  blood  urea  estimations  would  be 
normal. 

There  is  one  other  point.  I  want  to  go  on  record 
as  agreeing  heartily  with  what  Dr.  Smith  has  just 
said.  The  formation  of  stone  rests  on  two  main 
factors:  one  is  infection,  and  the  second,  stasis  in 
the  kidney  or  in  the  bladder.  We  should  not  only 
combat  the  infection,  but  also,  wherever  possible, 
surgically  try  to  put  the  kidney  in  a  condition 
where  it  will  drain  properly,  because  stasis  is  just 
as  important  as  infection  in  the  causation  of  stone 
formation. 

Dr.  Braasch  f  closing) :  I  wish  to  thank  the 
members  of  the  Society  for  their  generous  consider- 
ation of  so  long  a  presentation  of  statistics. 

As  to  the  existence  of  true  cortical  stones,  I  be- 
lieve that  they  occur  exceptionally,  and  then  only 
secondarily  to  a  localized  area  of  necrosis.  The 
majority  of  so-called  cortical  stones  have  their 
origin  in  the  minor  oalices,  and  as  they  enlarge 
they  invade  the  surrounding  cortex. 

The  type  of  stone  which  is  most  frequently 
missed  by  the  radiogram  is  the  very  thin,  flat  stone. 
If  in  taking  the  x-ray,  the  edge  of  the  stone  is  ex- 
posed to  the  radiogram,  it  may  easily  be  missed 
entirely.  As  Dr.  Chute  stated,  we  are  occasionally 
justified  in  surgical  exploration  of  the  kidney 
where  the  patient's  history  and  other  data  are 
strongly  suggestive  of  stone,  in  spite  of  a  negative 
radiogram.  However,  this  should  be  done  only  in 
exceptional  cases,  and  certainly  not  as  a  routine 
procedure. 

In  regard  to  the  value  of  the  blood-urea  estimate, 
I  have  not  discussed  this  because  we  have  not  em- 
ployed it  sufficiently  to  give  any  final  opinion. 
After  all,  however,  the  practical  value  of  all  renal 
functional  tests  is  not  very  great — so  far  as  helping 
us  to  determine  whether  or  not  we  shall  operate  is 
concerned.  Our  surgical  judgment  should  depend 
upon  the  data  derived  from  the  radiogram,  cysto- 
scope,  and  physical  examination — not  upon  the 
functional  test.  Where,  however,  the  clinical  ex- 
amination leaves  us  in  doubt  as  to  the  renal  func- 
tion, which  occurs  only  in  a  very  small  proportion 
of  cases,  the  functional  tests  may  be  of  value.  This 
is  particularly  true  in  the  presence  of  marked 
renal  infection,  where  toxemia  of  absorption  leaves 
the  patient  in  such  a  condition  that  he  appears  to 
be  much  sicker  than  he  really  is.  The  extremes  of 
phthalein  return  alone  are  of  practical  value.  If, 
on  repeated  tests,  only  a  very  low  phthalein  return 
(say  10%  or  less)  is  obtained,  the  advisability  of 
operation  in  the  absence  of  acute  complications  is 
questionable.  A  marked  degree  of  blood-urea  re- 
tention in  conjunction  with  an  extremely  low 
phthalein  return  would  be  an  additional  factor 
against  operating.  Froviding  that  there  are  definite 
surgical  indications,  I  do  not  believe  that  a  high 
blood-urea  retention  alone  should  render  the  case 
inoperable. 
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Operative  Gynecology.  By  Harry  Sturgeon 
Crossen,  M.D.,  F.A.C.S.,  Associate  in  Gyne- 
cology, "Washington  University  Medical 
School,  and  Associate  Gynecologist  to  the 
Barnes  Hospital;  Gynecologist  to  St.  Luke's 
Hospital,  Missouri  Baptist  Sanitarium,  and 
St.  Louis  Mullanphy  Hospital;  Fellow  of  the 
American  Gynecological  Society,  and  of  the 
American  Association  of  Obstetricians  and 
Gynecologists.  Seven  hundred  and  seventy 
original  illustrations.  St.  Louis:  C.  V. 
Mosby  Company. 

The  endeavor  of  the  author  has  been  to  pre- 
sent the  operative  treatment  of  gynecological 
disease  fully,  in  all  its  bearings.  He  says : ' '  The 
time  is  ripe  for  a  systematic  presentation  of 
the  various  operative  procedures  available  for 
the  treatment  of  each  gynecological  lesion. 
Gynecologic  surgery  is  entering  a  new  stage  of 
development.  The  past  may  be  designated  the 
period  of  invention  of  methods.  To  such  an  ex- 
tent has  this  been  carried  out  that  for  the  treat- 
ment of  uterine  displacement  alone  more  than 
one  hundred  operative  procedures  have  been  de- 
vised. The  new  stage  of  development  may  be 
designated  the  period  of  adaptation  of  operative 
methods  to  the  exact  pathological  conditions 
present  in  the  individual  patient.  The  period 
of  development  is  as  important  as  the  preceding 
one,  perhaps  more  so  when  considered  from  the 
standpoint  of  lasting  benefit  to  the  patient." 
The  details  of  general  surgical  technic  and  op- 
erations on  the  adjacent  organs  are  omitted. 

Within  these  narrowed  limits  the  subject  is 
covered  in  nineteen  chapters.  The  plan  of  the 
author  has  been  well  carried  out,  and  the 
handling  of  certain  topics  leaves  little  to  be  de- 
sired. Retrodisplacements  of  the  uterus  and 
prolapse  of  the  uterus  and  bladder  are  treated 
at  some  length,  and  the  catalogue  of  operative 
procedures  for  retrodisplacements  of  the  uterus 
is  exhaustive.  The  chapter  on  chronic  inversion 
of  the  uterus  shows  the  book  at  its  best.  Relax- 
ations of  the  pelvic  floor  are  fully  discussed,  but 
in  the  treatment  of  vesicovaginal  fistulas  one 
misses  references  to  certain  well-known  and 
long-tried  methods  of  exposure,  as  well  as  other 
resources  of  plastic  surgery. 

The  subjects  of  inflammatory  diseases  and 
new  growths  are  well  covered,  but  the  value  of 
bisection  in  pelvic  surgery  is  apparently  not 
fully  appreciated.  The  method  of  applying  the 
Wertheim  parametrial  clamps,  as  shown  in 
Figs.  453  and  454,  is  not  that  used  by  Wer- 


theim, and  is  distinctly  less  advantageous.  The  I 
ureter  should  be  freed  and  displaced  laterally, 
and  the  clamps  passed  under  the  ureter  from 
the  median  side.  The  Percy  heat  method  of 
treatment  of  cancer  of  the  uterus  is  well  de- 
scribed and  its  value  properly  estimated. 

Two  timely  chapters  are  on  gynecological 
surgery  in  nervous  patients,  and  on  medico- 
legal aspects.  These  serve  as  indicating  points 
which  deserve  attention,  rather,  as  complete  dis- 
cussions. 

The  balance  is  not  always  well  preserved. 
For  example,  the  exhaustive  list  of  operations 
for  retrodisplacements  of  the  uterus  would  bet- 
ter be  relegated  to  a  monograph  or  to  a  history 
of  gynecology.  The  space  devoted  to  ovarian 
transplantation  is  too  great  for  the  actual, 
though  perhaps  not  for  the  potential  value  of 
the  procedure.  The  list  of  operations  at  which 
a  foreign  body  has  been  left  in  the  abdominal 
cavity  may  not  be  too  long  to  emphasize  the 
danger  of  such  an  accident,  yet  it  seems  out  of 
place  in  this  book.  The  arrangement  of  the 
text  might  be  improved  by  considering  technic 
or  technique  and  indications  in  a  uniform  order. 

The  book,  in  addition  to  these  minor  faults, 
has  certain  major  virtues,  and  is  to  be  highly 
recommended.  The  descriptions  are  clear  and 
the  illustrations  are  abundant,  well-selected  and 
adequate.  In  matters  of  opinion,  the  surgical 
judgment  of  the  author  is  sound. 

The  press-work  represents  a  marked  advance 
from  the  author's  medical  gynecology  issued  by 
the  same  publishers. 

Candy  Medication.  By  Bernard  Hantus,  M.D., 
Professor-  of  Pharmacology  and  Therapeu- 
tics, University  of  Illinois.  St.  Louis:  C.  V. 
Mosby  Company. 

This  monograph,  presumably  the  only  book  on 
the  subject  thus  far  published  in  any  language, 
aims  to  present  the  author's  method  of  medica- 
tion through  the  medium  of  candy  tablets, 
which  he  believes  particularly  effective  in  the 
administration  of  drugs  to  children.  He  de- 
scribes the  method,  and  machine  required  for 
making  these  tablets,  and  the  uses  to  which  they 
may  be  applied.  He  enumerates  the  drugs 
which  may  be  administered  by  this  method,  and 
describes  the  method  of  constructing  formulae 
for  the  manufacture  of  the  tablets.  More  than 
half  the  book  consists  of  a  series  of  sixty-six 
prescriptions  arranged  in  a  formulary  with  full 
directions  for  the  manufacture  of  each.  The 
volume  closes  with  an  index  and  a  series  of  nine 
references  to  previous  writings  on  this  subject 
by  the  author,  and  by  Sawyer,  Fuller,  Schleimer, 
Wood  and  Lloyd.  The  subject  is  one  of  interest, 
and  its  practicability  would  seem  to  make  it  of 
value  in  the  pharmacology  and  therapeusis  of 
pediatrics. 
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CENTRALIZATION  OF  AUTHORITY  VER- 
SUS UNPAID  BOARDS  OF  TRUSTEES. 

In  these  war  times  the  atmosphere  of  strict 
military  discipline  and  the  centralization  of  all 
authority  is  very  much  in  the  air.  As  far  as  a 
fighting  force  like  an  army  is  concerned,  cen- 
tralization and  the  placing  of  authority  in  the 
hands  of  a  few  capable  persons  is  much  to  be  de- 
sired. It  does  not  necessarily  follow,  however, 
that  methods  which  for  many  years  before  the 
war  have  proved  their  usefulness  and  efficacy 
should  be  cast  to  one  side  and  entirely  done  away 
with  in  order  to  conform  with  present  military 
methods.  There  is  a  very  present  danger  of  this 
being  done,  however,  in  certain  important  in- 
stances, unless  the  medical  profession  protests 
against  such  an  unwise  procedure. 

Take,  for  example,  the  question  of  the  unpaid 
boards  and  commissions,  which  for  many,  many 
years  have,  in  Massachusetts,  demonstrated  their 
value.    There  has  been  criticism  in  the  past  of 


the  work  of  such  boards,  whether  they  have  been 
in  charge  of  institutions  for  the  insane,  for  the 
tuberculous,  for  delinquents,  or  others ;  but,  not- 
withstanding these  criticisms,  and  notwithstand- 
ing attempts  to  prove  that  this  method  of 
handling  affairs  is  inefficient  and  wasteful,  the 
fact  remains  that  these  unpaid  boards  of  trustees 
and  the  work  they  are  doing  have  stood  the  test 
of  time  and  stood  it  well ;  the  fact  remains  that 
our  state  institutions,  whether  for  the  insane, 
the  tuberculous,  or  delinquents,  stand  among  the 
best  in  this  country. 

The  report  of  a  Recess  Committee  on  Admin- 
istration and  Finance,  appointed  to  investigate 
and  report  on  the  question  of  the  consolidation 
of  various  boards  and  commissions  and  the  doing 
away  with  certain  unpaid  boards  of  trustees,  is 
before  the  Legislature  for  consideration.  Among 
others,  it  recommends  that  the  Board  of  Trus- 
tees of  Hospitals  for  Consumptives  be  trans- 
ferred to  the  State  Department  of  Health.  An- 
other bill,  emanating  from  New  Bedford,  based, 
we  believe,  on  personal  grounds  more  than  any- 
thing else,  recommends  the  abolition  of  the 
Board  of  Trustees  of  Hospitals  for  Consump- 
tives, and  that  its  duties  be  transferred  to  a 
special  bureau  of  the  State  Department  of 
Health.  The  chairman  of  the  Board  of  Trustees 
of  Hospitals  for  Consumptives,  and  the  other 
trustees  themselves,  would  heartily  welcome  any 
such  change  as  this,  which  would  relieve  them  of 
many  irksome  duties,  could  it  be  demonstrated 
that  such  a  change  would  benefit  the  cause  of 
preventing  tuberculosis  in  Massachusetts  and 
the  welfare  of  our  unfortunate  consumptives. 
We  do  not  believe,  however,  plausible  as  this 
scheme  sounds,  that  this  can  be  demonstrated. 
We  do  not  feel  that  this  Board  needs  any  de- 
fense; the  work  it  has  accomplished  during  the 
ten  years  of  its  existence  in  the  prevention  of 
tuberculosis  in  this  State  speaks  for  itself.  It 
is  well  to  bear  in  mind  certain  facts  concerning 
the  progress  that  has  been  made  in  fighting  tu- 
berculosis in  Massachusetts  during  the  past  ten 
years.  It,  likewise,  should  be  borne  in  mind  that 
the  State  Department  of  Health  has,  of  its  own 
accord,  and  wisely,  left  the  tuberculosis  prob- 
lem, to  a  very  large  extent,  in  the  hands  of  the 
Board  of  Trustees  of  Hospitals  for  Consump- 
tives, believing  that  by  so  doing  it  was  in  good 
hands. 

When  the  Board  above  mentioned,  of  which 
the  late  Dr.  Arthur  T.  Cabot  was  chairman  and 
the  guiding  mind  until  his  death,  took  hold  of 
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the  situation  there  was  one  state  sanatorium,  at 
Rutland,  with  350  beds.  The  number  of  other 
beds  in  the  state  of  Massachusetts  was  very  lim- 
ited. Since  that  time  the  state  sanatoria  at 
North  Reading,  Lakeville  and  Westfield  have 
been  built,  bringing  the  total  number  of  beds  in 
our  state  sanatoria  up  to  well  over  1000,  while, 
in  addition,  under  the  direct  supervision  of  the 
Board  of  Trustees  of  Hospitals  for  Consump- 
tives, local  tuberculosis  hospitals  have  been  con- 
structed, and  at  the  present  time  county  hos- 
pitals are  being  built,  which  will  bring  the  total 
number  of  beds  to  well  over  4000.  We  believe 
that  the  proportion  of  beds  to  the  population  is 
as  great  in  Massachusetts,  if  not  greater,  than 
any  other  State  in  the  country.  The  death  rate 
from  tuberculosis  per  100,000  population  in 
Massachusetts  in  1907  was  150.6.  The  present 
death  rate  is  119.5.  The  weekly  per  capita  cost 
at  the  state  sanatoria  up  to  the  present  war  was 
in  the  neighborhood  of  $9.00.  It  is  naturally 
more  at  the  present  time.  We  believe,  however, 
that  this  weekly  per  capita  cost  is  as  low,  if  not 
lower,  than  that  of  other  institutions  outside  of 
Massachusetts.  Despite  the  fact  that  the  state 
sanatoria  are  not.  limited  to  incipient  cases,  we 
believe  that  the  results  of  treatment  will  com- 
pare favorably  with  those  of  other  state  sana- 
toria elsewhere.  We  believe  that  it  would  be 
impossible  to  combine  in  any  single-headed  com- 
missioner, of  no  matter  how  high  a  standard,  the 
quality,  skill,  and  faithfulness  to  its  aims  and 
ideals  that  is  now  to  be  found  in  the  present 
board  of  trustees,  while  from  the  question  of 
dollars  and  cents  alone,  it  is  manifest  that  the 
cost  of  a  special  commissioner,  necessarily  at  a 
high  salary,  and  of  the  various  deputies  which 
he  would  have  to  have,  will  be  infinitely  greater 
than  the  expense  of  the  present  unpaid  board. 
Not  only  do  we  believe  it  unwise  to  make  such  a 
radical  change  as  this  at  the  present  time,  but, 
also,  we  believe  that  it  should  be  clearly  demon- 
strated that  such  a  change  would  be  beneficial. 
This  has  yet  to  be  done. 


STATE    QUOTAS    OF    BABIES    TO  BE 
SAVED  DURING  CHILDREN'S  YEAR, 

The  Children's  Bureau  of  the  United  States 
Department  of  Labor  announced  on  February 
25  the  number  of  lives  each  state  is  asked  to  save 
in  the  campaign  to  save  100,000  babies  and 
young  children  during  Children's  Year,  begin- 
ning April  6.   Announcement  of  the  purpose  to 


initiate  such  a  movement  was  made  some  time 
ago  by  the  Children's  Bureau  and  the  Child- 
Welfare  Department  of  the  Woman's  Com- 
mittee of  the  Council  of  National  De- 
fense, and  the  response,  which  has  surpassed 
all  expectations,  indicates  that  efforts  to  pro- 
mote the  health  and  welfare  of  children  are  to 
be  more  vigorous  this  year  than  ever  before. 

The  saving  of  100,000  lives  of  children  under 
five  is  only  one  part  of  the  program  for  the  wel- 
fare of  30,000,000  children  under  fifteen  in  this 
country.  It  is  realized  by  all  concerned  that  the 
standards  of  child  protection  must  not  be  re- 
laxed during  war  time,  and  the  United  States  is 
expected  to  profit  by  the  experience  of  other 
warring  countries,  where  the  importance  of 
safeguarding  childhood  is  emphasized  as  never 
before. 

The  movement  to  save  100,000  lives  of  babies 
and  young  children  in  the  United  States  during 
the  second  year  of  the  war  is  to  be  begun  by  a 
National  Weighing  and  Measuring  Test  begin- 
ning April  6,  the  anniversary  of  the  declaration 
of  war  by  this  country.  In  announcing  the 
quotas  the  Children's  Bureau  said: 

"In  order  that  each  State  may  feel  respon- 
sible for  a  definite  number  of  lives  to  be  saved, 
quotas  have  been  assigned  to  the  various  States, 
the  apportionment  being  made  on  the  basis  of 
the  population  under  five  according  to  the  1910 
census.  This,  of  course,  cannot  take  account 
of  the  varying  death  rates  in  the  different  States 
where  death  rates  are  known. 

In  about  half  the  States  of  the  Country,  com- 
prising nearly  one-third  the  population,  the  reg- 
istration of  deaths  was  not  sufficiently  complete 
to  warrant  their  inclusion  in  the  registration 
area  when  the  latest  reports  were  published. 
The  registration  of  births  is  seriously  deficient 
in  a  still  larger  number  of  States.  For  that 
reason  the  apportionment  of  quotas  of  infant 
lives  to  be  saved  could  not  be  made  upon  the 
basis  of  the  infant  mortality  rate,  which  is 
based  on  the  number  of  deaths  under  one  year 
and  the  number  of  recorded  births.  Thus  the 
only  basis  for  the  assignment  of  quotas  uni- 
formly applicable  to  all  the  States  is  the  popu- 
lation as  shown  by  the  Federal  census.  As  the 
effort  for  the  hundred  thousand  lives  applies 
to  the  specially  hazardous  period  of  life  under 
five  years  of  age,  the  quotas  are  calculated  upon 
the  basis  of  the  population  under  five. 

In  making  the  apportionment  on  this  basis  it 
was  realized  that  a  high  mark  is  thus  set  for 
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States  in  which  the  death  rate  among  young 
children  is  already  low.  On  the  other  hand,  the 
mark  set  may  be  low  for  some  States  where  the 
child  death  rate  is  excessively  high.  It  does  not 
appear  to  be  possible  to  avoid  some  situations  of 
this  kind  by  any  method  of  apportionment  that 
could  be  devised  with  the  data  now  at  hand.  If 
the  registration  of  births  and  deaths  were  com- 
plete in  all  the  States,  an  apportionment  of 
quotas  of  the  100,000  lives  to  be  saved  by  the 
various  States  could  be  made  upon  a  different 
basis. ' ' 

Plans  for  the  celebration  of  Children's  Year, 
of  which  the  saving  of  100,000  lives  is  one  fea- 
ture, are  being  developed  by  the  Children's  Bu- 
reau in  cooperation  with  the  Child-Welfare  De- 
partment of  the  Woman's  Committee  of  the 
Council  of  National  Defense.  The  safeguarding 
and  protection  of  children  is  looked  upon  as  a 
patriotic  duty  in  view  of  the  unavoidable 
wastage  of  human  life  incident  to  war.  It  is 
expected  that  the  5000  or  more  local  committees 
of  the  Child-Welfare  Department  of  the  Wo- 
man's Committee  will  be  able  to  carry  the  cam- 
paign to  every  community  in  the  United  States. 
This  is  looked  upon  as  essential  to  the  success 
of  the  movement,  for  in  the  last  analysis,  every 
community  must  save  its  own  babies  if  they  are 
to  be  saved  at  all.  State  and  Federal  agencies, 
either  official  or  voluntary,  can  make  plans  and 
offer  suggestions,  but  each  community  must  bear 
its  full  share  of  responsibility  in  making  the 
campaign  a  success. 


MEDICAL  NOTES. 

The  Brattleboro  Mutual  Aid  Association. 
— The  tenth  annual  report  of  the  Brattleboro 
Mutual  Aid  Association  for  the  year  ended  Octo- 
ber 1,  1917,  records  that  167  maternity  cases 
were  cared  for  during  the  year.  The  maternity 
nurse  made  365  prenatal  visits.  A  clinic  was 
held  at  the  Association  Home,  where  41  chil- 
dren under  five  years  of  age  were  examined  by 
the  physicians  and  dentists  of  the  town,  each  one 
giving  his  services  for  one  hour  or  more.  Those 
requiring  attention  were  later  visited  by  a 
nurse  and  advised  as  to  their  care.  The  great 
demand  for  trained  attendants  has  impelled  the 
Association  to  establish  a  school  called  the 
Thompson  School  for  Training  Attendants  in 
Household  Nursing.  Women  who  enter  this 
school  are  given  a  standardized  training  to  work 


for  household  nursing  organizations  under  grad- 
uate nurse  supervision.  These  attendants  or 
household  nurses  supplement  the  work  of  the 
graduate  nurse  and  take  the  place  of  the  second 
when  two  are  required.  They  also  help  to  care 
for  the  children  and  the  home  when  necessary 
during  the  mother's  illness. 

BOSTON   AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During  the 
week  ending  Feb.  16,  1917,  the  number  of 
deaths  reported  was  332,  against  287  last  year, 
with  a  rate  of  22.07,  against  19.37  last  year. 
There  were  45  deaths  under  one  year  of  age, 
against  45  last  year. 

Ths  number  of  cases  of  principal  reportable 
diseases  were:  diphtheria,  76;  scarlet  fever,  32; 
measles,  176;  whooping  cough,  52;  typhoid 
fever,  2 ;  tuberculosis,  59. 

Included  in  the  above  were  the  following 
cases  of  non-residents :  diphtheria,  7 ;  scarlet 
fever,  9 ;  tuberculosis,  10. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 4 ;  scarlet  fever,  1 ;  measles,  1 ;  whooping 
cough,  2 ;  typhoid  fever,  1 ;  tuberculosis,  22. 

Included  in  the  above  were  the  following  non- 
residents: diphtheria,  1;  tuberculosis,  2. 

Meeting  on  War  Surgery. — A  meeting  of  the 
Boston  Medical  Library  in  conjunction  with  the 
Suffolk  District  Medical  Society  was  held  in  the 
Library  on  February  13,  1918.  The  general 
subject  of  the  evening  was  War  Surgery.  The 
speakers  were  Col.  Dercle  of  the  French  Mission 
and  Maj.  Edward  Archibald  of  Montreal. 

Springfield  Academy  op  Medicine. — The  Feb- 
ruary meeting  of  the  Springfield  Academy  of 
Medicine  was  held  on  February  12.  Dr.  Wil- 
liam P.  Graves  of  Boston  spoke  on  ''Ovarian 
Organotherapy."  Dr.  Smith  began  his  course 
on  "Circulatory  Disease"  on  February  15. 

Effect  of  Cold  Weather  on  Death  Rates. 
— The  published  figures  of  the  Boston  Board  of 
Health  show  that  for  the  month  of  January  the 
death  rate  was  not  increased  by  the  severe 
weather,  but  was  better  than  usual.  The  rate 
was  nearly  8%  less  than  last  year,  and  many 
of  the  communicable  diseases  showed  a  marked 
decrease. 

"The  only  death  statistics  which  show  an  in- 
crease for  January  are  those  for  the  babies.  It 
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is  generally  believed  that  the  cold  and  possibly 
the  high  prices  of  food  are  responsible. 

The  number  of  deaths  of  babies  under  one 
year  in  January,  1918,  was  188,  as  compared 
with  167  in  January,  1917.  The  month  of  De- 
cember, 1917,  however,  showed  only  162  deaths, 
as  compared  with  176  in  December,  1916.  The 
number  of  deaths  of  persons  over  65,  who 
usually  suffer  severely  from  cold,  was  416  in 
January,  1918,  against  502  in  January,  1917. 
The  total  number  of  deaths  in  January  of  this 
year  was  1264.  Last  January  the  figures  were 
1365. 

Insanity  in  Massachusetts.— The  annual  re- 
port of  the  Massachusetts  Commission  on  Men- 
tal Diseases  for  the  year  ended  November  30, 
1916,  states  that  the  whole  number  of  mentally 
affected  persons  under  its  care  October  1,  1916, 
was  18,718,  being  1  such  person  to  every  201  of 
the  estimated  population  of  the  State.  Of  this 
number,  15,048,  or  80%,  were  insane;  2885,  or 
15%,  feeble-minded;  and  670,  or  3%,  epileptic 
(sane).  Their  increase  for  the  year  was  581. 
The  increase  of  such  persons  under  public  care 
for  the  year  was  575 ;  their  average  annual  in- 
crease for  the  last  five  years,  591.  The  causes 
of  insanity  assigned  by  the  physicians  of  the 
hospitals  were  physical  in  2036,  or  63.93%; 
mental  in  132,  or  4.14%;  unknown  in  997,  or 
31.30% ;  and  not  insane  in  20,  or  .63%. 


HENRY  MAUDSLEY,  M.D.  LOND.,  F.R.C.P. 
LOND.,  LL.D.  EDIN. 

The  Lancet  has  recently  published  an  exten- 
sive obituary  notice  of  the  late  Dr.  Henry 
Maudsley,  one  of  the  foremost  thinkers  and 
writers  in  the  world  on  mental  physiology  and 
pathology,  who  died  at  Bushey  Heath,  on  Jan- 
uary 23,  in  his  eighty-third  year.  The  following 
extracts  may  serve  to  give  an  adequate  idea  of 
his  life,  activities,  and  contributions  to  science: 

"The  third  son  of  the  late  Thomas  Maudsley, 
Henry  Maudsley  was  born  at  Rome,  near  Set- 
tle, Yorkshire,  in  1835,  and  was  educated  at 
Giggleswick  School  and  at  University  College, 
London.  He  graduated  in  1856  M.B.  of  the 
University  of  London,  winning  the  gold  medal 
in  surgery,  and  proceeded  to  the  M.D.  degree  in 


the  following  year.  His  early  bias  was  in  fa- 
vour of  surgery,  but  one  of  his  first  appoint- 
ments was  that  of  resident  physician  to  the 
Manchester  Royal  Lunatic  Hospital,  which  post 
he  held  from  1859  to  1862,  so  that  his  acquaint- 
ance with  his  special  subject  was  literally  as 
long  as  his  long  working  life.  In  1864,  having 
come  to  London,  he  was  appointed  a  physician 
to  the  "West  London  Hospital,  and  thus  obtained 
the  chance  of  acquiring  familiarity  with  general 
pathology.  In  1869  (the  year  in  which  he  was 
made  a  Fellow  of  the  Royal  College  of  Physi- 
cians of  London)  he  became  professor  of  medical 
jurisprudence  at  University  College,  a  post 
which  he  held  for  ten  years,  when  he  resigned 
in  order  to  concentrate  entirely  upon  the  re- 
sponsibilities of  a  large  and  important  practice 
as  a  psychiatrist. 

His  reputation  grew  as  much,  however,  from 
his  literary  as  from  his  practical  work.  As  far 
back  as  1862  he  had  been  appointed  editor  of 
Mental  Science,  a  journal  which  he  ably  con- 
ducted for  nearly  20  years.  His  first  original 
contribution  to  the  literature,  which  he  so  en- 
riched, of  mental  processes  in  health  and  dis- 
ease, was  comprised  in  his  Goulstonian  lectures 
on  the  'Relations  between  Body  and  Mind,  and 
between  Mental  and  Other  Diseases  of  the  Ner- 
vous System ' ;  these  were  delivered  and  pub- 
lished in  1870.  In  1874  he  wrote  'Responsi- 
bility in  Mental  Disease,'  which  has  gone 
through  five  editions;  in  1876,  'Physiology  of 
Mind,'  and  in  1879,  'Pathology  of  Mind,'  both 
of  which  have  passed  through  two  editions.  In 
1883  he  published  'Body  and  Will,'  and  in 
1887  'Natural  Causes  and  Supernatural  Seem- 
ings,-'  a  wonderfully  able  book,  whose  material- 
istic views  in  certain  places  gave  considerable 
shocks  to  the  orthodox.  In  1902  'Life  in  Mind 
and  Conduct'  appeared;  in  1903,  'Studies  of 
Organic  and  Human  Nature';  and  in  1908, 
'Heredity,  Variation  and  Genius.'  His 
latest  work,  'Organic  to  Human,'  appealed 
mainly  to  the  scientific  student  of  psychology 
and  sociology,  whether  without  or  within  the 
ranks  of  the  medical  profession.  It  must  in- 
deed be  considered  chiefly  as  an  important  con- 
tribution to  the  still  vexed  controversy  between 
the  warring  schools  of  'materialists'  or  'mechan- 
ists' on  the  one  hand  and  of  'vitalists'  or  'spir- 
itualists' on  the  other.  It  fixes  his  place  as  a 
scientific  thinker,  for  justly  preeminent  though 
he  was  as  an  authority  on  the  subject  of  insan- 
ity, and  much  as  his  other  work  owes  to  his 
practical  knowledge  and  experience  in  this  spe- 
cial study,  his  most  enduring  title  to  fame  will 
be  that  of  the  scientific  philosopher  who  in  his 
day  and  generation  consistently  and  persistently 
upheld  the  principle  of  the  unity  of  the  human 
organism  and  its  continuity  with  the  rest  of  na- 
ture's processes.  From  his  literary  work  alone 
he  gained  a  wide  reputation ;  he  was  an  honor- 
ary member  of  the  Medico-Psychological  Society 
of  Paris,  of  the  Imperial  Society  of  Physics, 
Vienna,  and  of  the  Medico-Legal  Society  of  New 
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York,  and  his  teachings  received  practical  en- 
dorsement in  all  parts  of  the  scientific  world. 

In  February,  3908,  Dr.  Maudsley,  who  had 
done  so  much  by  his  writings  for  the  advance- 
ment of  the  study  of  psychiatry,  made  the 
munificent  offer  of  £30,000  to  the  London 
County  Council  to  provide  a  hospital  for  the 
early  treatment  of  cases  of  acute  mental  dis- 
order, whereat  scientific  research  might  be  pur- 
sued and  an  educational  institution  provided  for 
medical  students.  He  had  already  communi- 
cated to  Dr.  F.  W.  Mott  his  intention,  and  Dr. 
Mott  pointed  out  to  him  the  desirability  of  asso- 
ciating such  a  hospital  with  the  University  of 
London  and  privately  communicated  this  wish 
of  Dr.  Maudsley  to  the  chairman  of  the  Asylums 
Committee.  Dr.  Maudsley 's  generous  proposal 
was  made  officially  to  Mr.  H.  P.  Harris,  then 
chairman  of  the  London  County  Council,  and 
in  a  letter  to  Mr.  Harris,  dated  Feb.  14,  1908, 
he  entered  clearly  into  the  motives  behind  his 
public  beneficence.  He  said  that  as  a  physician 
who  had  been  engaged  in  the  study  and  treat- 
ment of  mental  diseases  for  more  than  half  a 
century  he  had  been  deeply  impressed  with  the 
necessity  of  a  hospital  whose  main  ob- 
ject should  be  the  early  treatment  of 
cases  of  acute  mental  disorder,  with  the 
view,  so  far  as  possible,  of  obviating  the 
necessity  of  sending  them  to  the  county  asy- 
lums; the  promotion  of  exact  scientific  research 
into  the  causes  and  pathology  of  insanity,  with 
the  hope  that  much  may  yet  be  done  for  its  pre- 
vention and  successful  treatment;  and  the  pro- 
vision of  an  educational  institution  which  should 
offer  to  medical  students  the  opportunities  of 
getting  good  clinical  instruction  in  a  class  of  dis- 
eases of  which  under  existing  conditions  it  is  not 
easy  for  them  to  obtain  a  competent  knowledge. 

Dr.  Maudsley 's  gift  of  £30,000,  which  had  the 
inspiration  we  have  just  set  out,  having  been  ac- 
cepted by  the  London  County  Council,  a  site 
was  eventually  found  at  Denmark  Hill.  On  the 
outbreak  of  war  the  hospital  was  hastily  com- 
pleted, and  is  now  used  as  a  military  hospital 
for  the  treatment  of  war  psycho-neurosis,  and 
whatever  may  be  its  future  career,  posterity 
will  regard  its  originator  as  one  who  has  done 
much  to  break  down  the  artificial  barriers  which 
for  so  many  decades  separated  mental  from 
physical  disease: 

"We  close  this  notice  of  a  remarkable  man  with 
a  few  words  of  personal  reminiscence  from 
Colonel  Mott.    He  writes: 

'I  always  much  enjoyed  my  visits  to  Bushey 
Heath  as  I  profited  much  by  conversing  with  a 
man  who  was  a  broad-minded,  philosopher  with  a 
remarkable  intellect  and  memory.  In  fact,  he 
retained  all  these  faculties  to  the  very  end.  I 
conversed  with  him  only  the  Sunday  before  he 
died.  He  took  a  great  interest  in  the  hospital 
which  bears  his  name  and  which  owes  its  exist- 
ence to  his  great  generosity.  He  was  especially 
pleased  when  I  told  him  that  a  number  of 
American  officers  had  been  studying  the  psycho- 
neuroses  under  my  direction.    He  showed  a 


special  interest  in  my  personal  affairs.  He  told 
me  that  he  did  not  wish  to  live  any  longer ;  at 
the  same  time,  when  I  said  the  sun  would  shine 
again  and  I  hoped  he  would  live  to  see  what  had 
been  done  by  the  soldiers  in  making  the  gardens 
of  the  Maudsley  Hospital  fruitful,  he  brightened 
up.  For  he  thoroughly  agreed  with  me  that  em- 
ployment was  the  best  mode  of  treatment  in 
convalescence  of  these  cases.  I  often  had  propo- 
sitions to  make  to  him  regarding  the  hospital 
and  grounds,  the  pathological  laboratory,  and 
the  research  work  carried  on  there,  and  he 
would  criticize  my  remarks  with  much  force  and 
scientific  acumen,  partly,  I  think,  to  draw  me 
out,  partly  it  was  his  nature  not  to  accept  any 
statement  without  examination.  In  discussing 
general  topics,  such  as  politics  and  social  prob- 
lems, one  learnt  to  respect  greatly  his  shrewd- 
ness, wisdom,  and  knowledge  of  human  nature 
and  the  motives  of  men.  He  used  often  to  say 
to  me,  "You  are  an  optimist,"  and  I  retorted, 
"You  are  a  pessimist."  When  I  got  to  know 
him  intimately  I  found  an  extraordinarily 
kindly  nature  beneath  what  at  first  might  appear 
to  have  been  a  satirical  and  cynical  attitude  to- 
wards mankind  generally.  This  was  no  doubt 
due  to  the  fact  that  he  hated  sham,  humbug,  and 
vainglorious  people  of  all  grades,  religion  and 
professions.  His  wife  was  the  youngest  daugh- 
ter of  John  Conolly,  of  Hanwell,  a  great  pioneer 
in  lunacy  reform.  A  few  years  ago  he  contrib- 
uted a  sum  of  money  to  commemorate  Conolly 's 
name  at  Hanwell.  I  think  his  wife,  who  was  a 
very  sweet  woman,  must  have  helped  him  with 
the  idea  of  building  a  hospital.  He  told  me 
that  she  was  his  "foolometer" ;  by  that  he  meant 
he  read  over  his  MS.  to  her  and  confided  in  her 
his  plans.  Dr.  Maudsley  had  the  greatest  mind 
of  anybody  that  I  have  had  opportunity  of 
knowing  intimately.  His  knowledge  was  not 
only  profound  and  extensive,  but  accurate.  He 
was  a  great  Shakespearian  scholar,  and  this  is 
revealed  in  his  writings;  and  he  would  quote 
passages  not  only  from  the  Bible  and  Shakes- 
peare, but  from  most  of  the  great  authors  and 
poets,  so  that  after  dining  and  spending  the 
evening  with  him,  I  would  come  away  sometimes 
humbled,  but  always  mentally  refreshed.  He 
had  a  remarkable  knowledge  of  the  works  of  the 
great  philosophers,  ancient  and  modern,  and  he 
frequently  told  me  that  he  had  a  profound  admi- 
ration for  the  philosophy  of  Spinoza.  In  his 
early  days  he  was  apprenticed  to  Clover  at  Uni- 
versity College  Hospital,  and  it  was  interesting 
to  hear  his  opinion  of  the  members  of  the  staff 
of  the  hospital  in  his  time.  He  was  a  good  bowls 
player,  and  later  in  life  he  attended  Lord's 
cricket  ground  pretty  regularly,  and  I  was  sur- 
prised when  I  first  met  him  to  find  this  great 
philosopher  knew  far  more  about  the  style  of 
play,  the  capacity  for  run-getting  and  bowling 
of  well-known  cricketers  than  I  did.  It  is  said 
that  as  a  student  he  never  seemed  to  work,  and 
yet  he  carried  off  all  the  prizes  at  University 
College  Hospital.'  " 
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RETIREMENT  OF  GENERAL  KEOGH. 

The  British  War  Office  has  recently  issued  a 
communication  announcing  the  retirement  of 
Surgeon-General  Sir  Alfred  Keogh  from  the 
position  of  Director-General  of  the  British 
Army  Medical  Service: 

"It  is  with  great  regret  that  the  Secretary  of 
State  for  War  has  decided  that  the  time  has  come 
when  Surgeon-General  Sir  Alfred  Keogh. 
G.C.B.,  M.D.,  F.R.C.P.,  Director-General  of 
Army  Medical  Services,  must  be  permitted  to 
resume  his  duties  as  General  Executive  Officer 
to  the  Imperial  College  of  Science  and  Technol- 
ogy, and  he  will  be  replaced  at  the  War  Office 
from  March  1  next  by  Colonel  T.  H.  J.  C.  Good- 
win, C.M.G.,  D.S.6.,  Royal  Army  Medical 
Corps,  until  recently  the  Assistant  Director  of 
Medical  Services  to  the  British  Recruiting  Mis- 
sion in  America,  who  will  be  appointed  Acting 
Director-General  of  Army  Medical  Services. 

Sir  Alfred  Keogh 's  services  were  placed  by 
the  Governors  of  the  Imperial  College  of  Science 
and  Technology  at  the  disposal  of  the  War  Office 
at  the  beginning  of  the  war,  and  although  dur- 
ing the  last  three  years  they  have  on  several 
occasions  requested  that  he  should  return  to  his 
former  duties,  owing  to  the  development  of  mat- 
ters of  great  national  urgency  which  are  delayed 
by  his  absence,  it  has  not  hitherto  been  possible 
to  spare  him. 

It  is  very  largely  due  to  Sir  A.  Keogh 's 
intimate  knowledge  and  grasp  of  all  matters 
connected  with  the  Army  Medical  Services  and 
the  medical  profession  generally  that  the  medical 
needs  of  the  army  have  been  met  to  the  fullest 
extent  during  the  war.  and  he  has  been  able  to 
secure  the  assistance  and  advice  of  various  com- 
mittees of  eminent  consultants,  which  it  is  hoped 
will  continue  to  be  at  the  disposal  of  his  succes- 
sor." 

Commenting  on  General  Keogh 's  retirement 
and  the  appointment  of  his  successor,  the 
British  Medical  Journal  writes  in  part  as  fol- 
lows : 

"Sir  Alfred  Keogh  was  born  in  1857  and  re- 
ceived his  professional  education  at  Queen's  Col- 
lege, Cork,  and  Guy's  Hospital,  London.  He 
took  the  degrees  of  M.D.  and  M.S.  at  the  Royal 
University  of  Ireland  in  1878.  After  holding 
the  appointment  of  house-physician  at  the 
Brompton  Consumption  Hospital  he  entered  the 
medical  department  of  the  army  in  1879,  coming 
out  second  of  nearly  seventy  successful  candi- 
dates. This  was  the  first  batch  of  officers  com- 
missioned under  the  Warrant  of  1879.  For  a 
considerable  time  before  that  the  discontent  in 
the  service  had  been  so  acute  that  there  had  been 
the  greatest  difficulty  in  getting  suitable  men  to 
come  forward.  At  Netley  Sir  Alfred  Keogh 
won  the  Martin  Memorial  Gold  Medal  and  the 
Herbert  Prize,  and  passed  out  with  the  highest 
total  of  marks  of  all  the  candidates — army.  In- 


dian, and  naval.  His  first  tour  of  foreign  serv- 
ice was  in  Bermuda,  whence  he  proceeded  to 
India.  On  his  return  he  was  on  duty  at  the 
Royal  Arsenal,  Woolwich,  for  five  years ;  during 
that  period  he  gained  a  large  surgical  experi- 
ence. On  completion  of  this  appointment  in  the 
beginning  of  1894  he  was  sent  to  India,  where  he 
served  in  the  Madras  Presidency ;  later  he  was 
transferred  to  Barraekpore,  near  Calcutta, 
where  he  was  in  charge  of  the  Military  Hospital. 
He  was  also  civil  surgeon  there,  and  in  that 
capacity  had  large  opportunities  of  ordinary 
professional  work  among  the  operatives  in  the 
factories  and  civilian  population.  He  returned 
to  England  in  1899,  and  in  November  went  to 
South  Africa  as  Secretary  and  Registrar  of  No. 
3  General  Hospital,  which  was  at  Rondeboseh, 
near  Capetown,  in  the  early  part  of  the  war. 
When  Bloemfontein  was  taken  hospital  accom- 
modation was  required  on  the  lines  of  communi- 
cation, and  Colonel  Keogh  was  sent  to  Spring- 
fontein  with  half  of  No.  3  General  Hospital,  and 
while  there  he  was  for  a  short  time  principal 
medical  officer  of  the  lines  of  communication 
from  Bloemfontein  to  Norval's  Pont. 

He  was  soon  transferred  to  Pretoria  to  take 
charge  of  No.  2  General  Hospital,  which  he 
raised  to  a  high  state  of  efficiency.  In  Novem- 
ber, 1900,  it  had  1000  beds,  and  this  number  was 
maintained  till  the  following  March.  He  was 
also  Senior  Medical  Officer  of  'Howitzer  Camp,' 
which  included  the  Langman  Hospital,  and  di- 
rection of  the  sanitation  of  the  eastern  outskirts 
of  Pretoria.  At  the  end  of  1900  he  contracted 
enteric  fever,  and  was  invalided  home  in  Feb- 
ruary, 1901.  He  was  mentioned  in  Lord  Rob- 
erts's first  dispatch,  received  the  decoration  of 

C.  B.,  and  was  specially  advanced  from  the  lower 
to  the  higher  rate  of  Lieutenant-Colonel. 

When  the  reform  of  the  Medical  Service  of  the 
Army  was  undertaken,  he  was  invited  to  join 
Mr.  Brodrick's  Reorganization  Committee.  His 
work  as  a  member  of  that  was  of  the  highest 
value.  He  was  appointed  Deputy  Director-Gen- 
eral from  Januarjr  1,  1902. 

On  January  1,  1905,  he  was  appointed  Di- 
rector-General, and  retained  that  office  until 
1910,  when  he  was  appointed  Rector  of  the  Im- 
perial College  of  Science  and  Technology,  South 
Kensington.  During  his  first  period  of  office  as 
Director-General  the  medical  service  of  the  Ter- 
ritorial Force  was  organized,  and  the  system  of 
Territorial  hospitals  with  staffs  drawn  from  the 
civil  hospitals  in  the  various  localities  was 
brought  into  existence. 

Sir  Alfred  Keogh  retires  from  the  office  of 

D.  G.,  A. M.S.,  leaving  behind  him  the  reputation 
of  one  of  the  greatest  organizers  and  adminis- 
trators the  army  has  produced.  It  was  not  an 
accidental  coincidence  that  he  and  Sir  William 
Robertson  received  the  G.C.B.  on  the  same  day 
about  a  year  ago.  When  he  took  up  the  office 
for  the  second  time,  in  October,  1914,  he  knew 
that  he  had  undertaken  a  task  beset  with  diffi- 
culties.   He  succeeded  in  carrying  day  after 
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day  a  burden  of  responsibility  and  labour  which 
only  a  man  of  his  energy,  enthusiasm,  and  men- 
tal calibre  could  carry.  He  had  to  meet  at  once 
the  medical  needs — which  then  seemed  im- 
mense— of  the  new  armies  of  men  who  volun- 
tarily responded  to  Kitchener's  appeal.  The 
response  came  in  a  manner  redounding  to  the 
everlasting  honour  of  the  British  medical  profes- 
sion. The  response  must  have  heartened  Sir 
Alfred  Keogh  in  those  difficult  early  days  after 
Antwerp  and  the  first  battle  of  Ypres.  It  would 
have  been  made  whoever  had  been  in  his  place, 
but  it  was  made  more  readily  and  with  more 
confidence  because  he  was  there.  Men  at  such 
moments  do  not  stop  to  analyze  the  springs  of 
their  conduct,  but  there  can  be  little  doubt  that 
the  spontaneity  of  the  response  was  in  part  due 
to  the  feeling  that  Sir  Alfred  Keogh  was  one  of 
us;  that  through  his  long  years  of  military  ad- 
ministration he  had  never  forgotten  that  he  was 
a  doctor  first  and  a  soldier  afterwards.  He  has 
said  this  or  something  like  it  very  often,  and  his 
record  in  the  service  would  stand  as  evidence 
had  he  never  said  it.  The  work  of  the  enlarged 
Army  Medical  Service,  of  which  he  has  had  the 
central  direction,  has  been  greatly  successful  in 
the  prevention  of  disease,  in  the  treat- 
ment of  the  wounded  and  sick,  and  in 
their  transport  and  hospitalization.  The 
first  urgent  problem  of  the  war  on  the 
Western  front  was  raised  by  the  fre- 
quency of  wound  infections  of  extraordinary 
severity  and  of  types  which,  if  not  new,  were 
unknown  except  by  name  to  modern  surgeons. 
Then  appeared  at  once  the  wisdom  of  the  ap- 
pointment of  consulting  surgeons,  physicians, 
and  pathologists,  and  the  establishment  of  clin- 
ical and  research  laboratories  under  the  direc- 
tion of  skilled  men  of  the  younger  school.  In  all 
this  Sir  Alfred  Keogh  has  shown  a  quality 
which  distinguishes  a  great  from  a  good  admin- 
istrator, a  quality  which  he  shares  with  his  dis- 
tinguished colleague  in  France,  Sir  Arthur  Slog- 
gett,  of  encouraging  men  of  capacity,  in  the 
words  of  Harvey,  'ever  to  search  out  and  study 
the  secrets  of  nature'  at  the  bedside  or  in  the 
laboratory.  In  the  course  of  his  multifarious 
work  of  the  last  three  and  a  half  years  Sir  Al- 
fred Keogh  has  had  to  touch  the  fates  of  ten 
thousand  medical  men  of  all  ages,  dispositions, 
and  clinical  acquirements.  That  the  Army  Med- 
ical Service  has  during  these  times  always  suc- 
ceeded in  using  its  civilian  recruits  to  the  best 
purpose  would  be  to  claim  too  much.  It  is  not 
in  mortals  to  avoid  mistakes,  but  we  are  quite 
sure  that  throughout  it  all  the  retiring  Director- 
General  has  been  inspired  by  a  real  appreciation 
of  the  importance  of  scientific  methods,  by  a 
genuine  love  of  his  profession,  and  a  whole- 
hearted desire  to  do  the  best  possible  for  the 
armies  and  for  the  sick  and  wounded.  In  choos- 
ing Sir  Alfred  Keogh 's  successor,  the  precedent 
recently  created  in  other  branches  of  the  army, 
of  looking  to  the  younger  men,  has  been  fol- 
lowed.    Colonel    Goodwin,   who    entered  the 


K.A.M.C.,  in  1893,  is  not  yet  47.  He  served  with 
distinction  in  frontier  expeditions  in  India  and 
has  won  golden  opinions  in  this  war,  where  he 
served  in  France  from  the  earliest  stage,  as 
more  recently  in  America,  to  which  country  he 
proceeded  as  a  member  of  Mr.  Balfour's  mission 
last  spring.  He  has  a  difficult  succession;  we 
wish  him  every  success  in  the  high  office  to 
which  he  is  called." 


MEDICAL  MATTERS  IN  MESOPOTAMIA. 

The  British  Medical  Journal  has  recently 
published  the  following  extract,  relative  to  med- 
ical matters  in  Mesopotamia,  from  the  last  dis- 
patch of  the  late  Lieutenant-General  Sir  Stanley 
Maude : 

"During  the  five  months  ending  April  there 
had  been  continuous  fighting,  and  during  that 
month  the  enemy  was  driven  back  on  divergent 
lines  with  the  capture  of  3000  prisoners,  17 
guns,  and  a  considerable  quantity  of  rolling 
stock  and  booty.  All  objectives  had  been  secured, 
but  the  increasing  heat  rendered  it  necessary  to 
redistribute  the  troops  for  the  hot  weather, 
and  to  make  every  possible  provision  to  guard 
against  the  trying  hot  period  approaching.  The 
bulk  of  the  troops  were  withdrawn  into  reserve 
and  distributed  in  suitable  camps  along  the 
river  banks,  where  they  could  obtain  the  benefit 
of  such  breezes  as  blew,  and  where  a  liberal 
supply  of  water  for  drinking,  bathing,  and  wash- 
ing was  obtainable.  The  heat  was  intense  dur- 
ing the  later  part  of  June,  in  July,  and  at  the 
beginning  of  August;  consequently  movements 
could  not  be  undertaken  by  either  side  without 
grave  risk  of  incurring  substantial  casualties 
from  heat-stroke  and  heat  exhaustion.  The 
troops  enjoyed  a  well-earned  respite  during  the 
five  months  May  to  September.  Sports,  which 
are  so  essential  to  the  well-being  of  the  soldier, 
especially  when  temporarily  inactive  in  a  mili- 
tary sense,  were  freely  indulged  in,  with  bene- 
ficial results  to  the  health  and  future  fitness  of 
the  army  for  service  in  the  field.  Minor  opera- 
tions were,  however,  carried  out  during  May, 
June,  and  July,  and  on  July  8  Sinn  El  Zibban, 
on  the  Euphrates,  was  occupied.  A  further  ad- 
vance wras  interrupted  by  a  blinding  sand  storm 
and  a  heat  wave. 

Active  operations  on  the  Euphrates  were  re- 
sumed on  September  26,  and  Ramadie  was  en- 
tered on  September  29,  the  Turkish  commander 
and  his  staff  being  captured.  During  these  op- 
erations the  heat  by  day  was  considerable,  and 
as  they  were  conducted  at  some  distance  from 
the  river  they  were  only  rendered  possible  by 
the  excellence  of  the  arrangements  for  water 
supply.  The  captures  included  3454  prisoners, 
of  whom  145  were  officers,  13  guns,  12  machine 
guns,  2  armed  launches,  2  barges,  and  large 
quantities  of  arms,  ammunition,  equipment,  and 
stores.    The  dispatch  contains  the  following  ref- 
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erence  to  medical  arrangements.  Unfortunately, 
before  it  could  be  received  Sir  Stanley  Maude 
had  himself  succumbed  to  cholera. 

'The  health  of  the  troops  during  the  summer 
months  has  been  uniformly  satisfactory,  and 
many  of  the  diseases  from  which  we  suffered  in 
previous  years — such  as  cholera,  enteric  fever, 
and  scurvy — were  either  non-existent  or  negli- 
gible in  their  extent.  This  successful  result  was 
partly  attributable  to  the  untiring  work  of  the 
officers  employed  in  the  bacteriological  labora- 
tories, without  whose  valuable  assistance  the 
difficulty  of  dealing  with  the  epidemic  diseases 
would  have  been  considerably  increased.  But, 
although  better  conditions  as  regards  accommo- 
dation and  increased  facilities  for  combating  the 
heat  resulted  generally  in  a  far  lower  sick-rate, 
an  abnormal  heat  wave  which  swept  over  the 
area  in  July  was  responsible  for  a  heavy  cas^ 
ualty  list.  During  this  time  the  personnel  of  the 
medical  services  were  severely  taxed,  but  they 
resolutely  and  successfully  responded  to  the 
calls  made  upon  them.  All  ranks  redoubled 
their  exertions  as  the  situation  became  more 
difficult,  and  the  unremitting  labours  of  the 
nursing  sisters,  many  of  whom  suffered  in  health 
themselves,  were  worthy  of  the  high  record  for 
devotion  to  duty  which  the  nursing  service  has 
always  maintained.  The  very  practical  assist- 
ance rendered  by  the  British  Red  Cross  Society 
and  Order  of  St.  John  during  this  trying  period 
was  typical  of  the  valuable  services  so  consist- 
ently rendered  by  that  organization.'  " 


A  MEDICAL  DRAMATIST. 
A  correspondent  of  the  Lancet  has  recently 
contributed  to  that  publication  the  following 
communication  relative  to  Dr.  Michael  Clancy,  a 
little-known  medical  dramatist  of  the  eighteenth 
century : 

"In  the  scanty  list  of  dramatists  of  the  med- 
ical profession  one  seldom  sees  mention  of  Dr. 
Michael  Clancy,  who  was  born  at  Clare  about 
1700  and  educated  at  Trinity  College,  Dublin, 
and  who  afterwards  became  a  medical  student 
at  Bordeaux  and  graduated  Doctor  of  Medicine 
at  Rheims..  He  lived  many  years  in  Dublin,  had 
a  respectable  practice  and  a  good  reputation, 
but  lost  his  sight  in  1737. 

Being  incapable  of  following  his  profession, 
he  commenced  to  write  for  the  stage,  and  in  1739 
produced  at  the  Smock  Abbey  Theatre  in  Dub- 
lin a  tragedy  entitled  Tamer,  Prince  of  Nubia. 
His  next  attempt  was  a  comedy,  called  the 
Sharpers,  which  was  praised  by  Dean  Swift. 
Another  tragedy,  called  the  Extravagant  Zealot, 
was  produced  in  1746,  and,  according  to  the 
London  Advertiser,  was  greatly  applauded. 
This  same  year  he  staged  Tiresias,  the  Blind 
Prophet  in  Dryden,  and  Lee's  tragedy  of 
CEdipus,  and  King  George  II  granted  him  a  pre- 
mium of  £40. 


At  the  same  time  another  medical  dramatist, 
also  an  Irishman,'  had  some  vogue.  Paul  Hef- 
fernan  was  born  in  Dublin  in  1719  and  studied 
medicine  in  France,  where  he  took  the  degree  of 
Bachelor  of  Medicine,  probably  at  Bordeaux. 
He  was  no  brilliant  success  in  the  practice  of 
medicine,  but  was  concerned  in  a  political  paper 
called  The  Tinkler,  written  in  opposition  to  the 
famous  patriot,  Dr.  Charles  Lucas.  Garrick 
produced  a  farce  of  his  called  The  New  Hip- 
pocrates at  Drury  Lane  in  1761,  and  a  little 
piece  called  The  Lady's  Choice  was  brought  out 
at  Covent  Garden  in  1759.  The  celebrated 
Mrs.  Abingdon  produced  his  comedy  of  National 
Prejudice  for  her  benefit  in  1768.  Garrick 
stood  in  some  awe  of  him,  but  Croker  says  he 
had  only  very  moderate  ability,  and  a  ready 
vein  of  scurrilous  vulgarity.  Some  amusing  and 
extraordinary  anecdotes  are  related  of  him  in 
the  twenty-fifth  volume  of  the  European  Maga- 
zine." ^ 


VACCINATION  CERTIFICATES. 

The  Massachusetts  Medical  Society, 
Office  of  the  President, 

58  Pearl  St.,  Worcester,  Mass., 
Mr.  Editor:—  February  22.  1918. 

The  Committee  on  State  and  National  Legislation 
approves  of  and  has  worked  for  House  Bill  No.  752 
now  before  the  Legislature,  which  will  require  a 
vaccination  certificate  from  children  attending  private 
as  well  as  public  schools  in  the  state,  and  which  also 
provides  that  physicians  who  give  certificates  which 
state  that  a  child  ought  not  to  be  vaccinated  on  ac- 
count of  danger  to  its  health  must  at  least  see  the 
child  so  exempted  from  the  law  before  signing  such 
certificate. 

The  principle  involved  has  received  the  endorse- 
ment in  writing  of  the  presidents  of  practically  every 
college  and  university  in  the  state,  of  the  principals 
of  the  leading  academies,  of  the  Roman  Catholic  bish- 
ops of  Springfield  and  Fall  River,  of  His  Eminence 
Cardinal  O'Connell  and  of  the  State  Board  of  Health. 
I  ask  that  each  member  of  the  Massachusetts  Medical 
Society  constitute  himself  a  committee  of  one  to  im- 
press upon  his  senator  and  representative  the  im- 
portance of  supporting  this  measure  in  the  interest 
of  the  public  health. 

Samuel  B.  Woodward. 

President,  Massachusetts  Medical  Society. 


SOCIETY  NOTICE. 

New  England  Pediatric  Society. — The  fifty-sec- 
ond meeting  of  the  New  England  Pediatric  Society 
will  be  held  at  the  Boston  Medical  Library,  on  Fri- 
day. March  8.  1918.  at  8.15  p.m. 

The  following:  papers  will  be  read: 

1.  Pvloric  Stenosis. 

William  E.  Ladd.  M.D..  Boston. 

2.  Studies  of  Infant  Feeding.  X. 

The  Digestion  and  Absorption  of  Fats. 

A.  W.  Bosworth,  Boston. 
H.  I.  Bowditch,  M.D.,  Boston, 
Louise  A.  Giblin. 
From  the  Boston  Floating  Hospital  Laboratories. 

3.  Extremes  in  Infant  Feeding.  The  Present  Ten- 
dencies. Fritz  B.  Talbot.  M.D.,  Boston. 

4.  An  Original  Scheme  for  Demonstrating  Infant 
Stools.  J.  I.  Grover.  M.D.,  Boston. 

Light  refreshments  will  be  served  after  the  meeting. 

Charles  Hunter  Dunn.  M.D..  President. 
Richard  M.  Smith.  M.D..  Secretary. 
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SOME    ASPECTS    OF    FORENSIC  PSY- 
CHIATRY* 

By  J.  W.  Courtney,  M.D.,  Boston. 

The  accumulated  literature  of  psychiatric 
medicine  has,  in  our  day,  reached  such  enor- 
mous proportions  that  with  it  one  might  easily 
wall  about  a  fair-sized  city.  In  text-book, 
monograph  and  periodical,  the  every  word  and 
deed  of  individuals  whose  speech  and  conduct 
betray  the  insane  character  of  their  mental  op- 
erations, has  been  studied  from  every  conceiv- 
able viewpoint  with  such  meticulous  profundity 
that  the  medical  man  of  merely  average  powers 
of  application  is  overawed  by  the  evidence 
of  the  almost  superhuman  industry  and  appar- 
ently boundless  leisure  which  have  made  such 
studies  possible. 

It  is  no  part  of  the  purpose  of  this  paper  to 
attempt  to  estimate  to  what  extent  much  of  this 
deep  research  makes  possible  the  fundamental 
aim  of  every  true  physician — the  restoration  of 
his  mentally  sick  patients — or  to  enter  upon  a 
discussion  of  the  proper  designation  for  such 
groups  of  insane  phenomena  as  tend,  with  sig- 
nal frequency,  to  coalesce  clinically.  Each  of 
you  has,  I  am  sure,  his  own  well-formed  opinion 
on  the  first  point.  The  second  is  of  no  interest 
whatsoever  outside  the  purely  academic. 

*  Paper  read  by  invitation  before  the  Rhode  Island  Medico-Legal 
Society,  at  its  Quarterly  Meeting  held  at  the  Rhode  Island  Medical 
Library,  January  31,  1918. 


Some  of  us,  to  be  sure,  are  inclined  to  view 
with  regret  a  growing  mania  on  the  part  of  cer- 
tain present-day  psychiatrists  to  obscure  rather 
than  clarify  our  conception  of  mental  disorder 
by  the  attempted  establishment  of  unnecessarily 
fine  clinical  distinctions,  and  by  the  bestowal 
upon  these  distinctions  of  bastard  terms  of 
Anglo-Germanic  and  Greco-Latin  parentage. 
In  spite  of  this  misdirected  enterprise,  however, 
the  fundamental  facts  concerning  insanity  are 
the  same  today  as  they  were  at  the  inception  of 
mental  medicine,  and  the  lunatic  of  our  own 
times  reacts  to  his  disease  in  a  manner  identical 
with  that  of  the  lunatic  of  centuries  ago. 
Hence,  it  follows  that,  for  those  of  us  who  pos- 
sess the  proper  equipment  of  historical  knowl- 
edge and  sound  clinical  experience,  and  who  put 
to  the  best  and  fullest  use  our  faculties  of 
observation  and  logical  induction  and  deduction, 
there  should  be  but  little  difficulty  in  determin- 
ing, to  the  satisfaction  of  the  community  at 
large,  whether  a  given  act  which  has  brought 
an  individual  into  conflict  with  the  law,  is  the 
act  of  a  sane  and  responsible  person  or  of  one 
who,  according  to  the  standards  of  sound  science 
and  common  sense,  may  properly  be  adjudged 
insane  and  irresponsible.  This  is  particularly 
true  with  regard  to  those  individuals  who  are 
guilty  of  acts  of  violence  or  of  actual  homi- 
cide— at  least  this  is  the  thesis  I  shall  endeavor 
to  uphold. 

Even  the  mere  tyro  in  psychiatry  knows  that 
in  certain  types  of  mental  disorder  the  patient 
is  strongly  impelled  by  his  delusions  and  hal- 
lucinations to  harm  those  who  are  unfortunate 
enough  to  excite  his  insane  displeasure.  On 
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the  other  hand,  singularly  few  physicians  ap- 
pear +o  realize  that  in  the  great  sum-total  of  in- 
sane throughout  this  country  the  percentage  of 
violent  or  homicidal  patients  is  not  merely  rela- 
tively but  absolutely  small.  It  is,  nevertheless, 
the  fact,  and  one  whose  significance  should 
never  be  ignored  in  arriving  at  our  opinion  with 
regard  to  the  mental  status  and  responsibility 
of  a  given  homicide. 

It  may,  I  believe,  be  safely  stated  that  all  the 
homicidal  insane  belong  in  some  one  of  the  fol- 
lowing clinical  groups — 1°  acute  mania;  2°  the 
maniacal  phase  of  maniaco-depressive  insanity 
and  of  the  psychoses  which  bear  the  question- 
able label — "involutional";  3°  paranoia,  and 
the  paranoid  form  of  dementia  precox;  4° 
feeblemindedness;  5°  the  epileptic  psychoses; 
6°  dementia  paralytica. 

Concerning  all  these  forms  of  insanity  the 
available  clinical  data  are,  through  the  efforts 
of  certain  broadly-experienced  and  well-balanced 
men  among  successive  generations  of  alienists, 
the  best-established  and  most  dependable  in 
psychiatry.  From  such  data  we  obtain  pic- 
tures of  the  various  types  of  homicidal  lunatics, 
which  are  vivid  and  comprehensive ;  and  the 
more  closely  we  are  guided  by  them  in  judging 
of  the  mentality  and  responsibility  of  an  alleged 
insane  murderer,  the  more  thoroughly  we  will 
satisfy  the  combined  demands  of  justice  and 
science. 

To  reproduce  these  clinical  pictures  does  not 
fall  within  the  scope  of  this  paper,  but  from 
them  the  following  paramount  conclusions  may 
be  drawn — 1°  that  in  a  given  case,  murder  is 
never  either  the  first  or  the  only  evidence  of  in- 
sanity; 2°  that  the  genuinely  insane  homicide's 
act  is  always  either  entirely  motiveless  or  is  ex- 
ecuted for  motives  which  clearly  attest,  to  the 
satisfaction  of  even  a  layman,  the  unbalanced 
character  of  the  murderer;  3°  that  in  the  man- 
iacal frenzies — and  these  furnish  by  far  the 
largest  quota  of  homicides — there  is  never  any 
deliberate  selection  of  the  victim  or  victims  :  4° 
that  the  next  largest  quota  of  insane  homicides 
is  found  among  the  paranoiacs  and  the  paranoid 
precocious  dements,  and  that  their  victims  are 
practically  always  deliberately  chosen  from  the 
ranks  of  those  who  are  prominent  or  quasi- 
prominent  in  public  life,  the  choice  being  made 
on  the  ground  that  such  people  are  the  prin- 
cipals in  a  relentless  system  of  persecution ;  5° 
that  the  murderous  instincts  of  the  feebleminded 
most  commonly  lead  to  infanticide,  and  that 
their  motives  are  either  indeterminable  or  have 
for  background  some  sexual  perversion ;  6°  that 
the  epileptic  murderer  invariably  springs  from 
the  habitual  criminal  class;  7°  and  lastly,  that 
the  paralytic  dement  is  the  rarest  among  insane 
homicides  and  exhibits  homicidal  tendencies 
only  when,  actively  possessed  by  the  delusion 
that  his  physical  strength  is  colossal,  he  desires 
to  give  noisy  and  destructive  demonstration  of 
it,  and  is  prevented  from  so  doing  by  his  attend- 
ants. 


In  view  of  what  precedes,  I  will  at  this  point 
venture  the  statement  that  here  in  America  but 
few  homicidal  lunatics,  not  excepting  even  the 
astute  and  wily  paranoiac  and  paranoid  types, 
are  allowed  to  enjoy  for  long  a  personal  liberty 
which  enables  them  to  carry  out  their  murder- 
ous designs  upon  society.  And  with  equal  pos- 
itiveness,  I  will  add,  that  in  no  case  in  which 
murder  is  the  act  of  a  genuinely  insane  person, 
is  the  perpetrator  of  the  crime  compelled  to 
stand  trial  for  his  or  her  life  before  the  bar  of 
justice. 

How  comes  it,  then,  if  what  has  just  been 
said  is  true,  that  at  disturbingly  frequent  inter- 
vals the  columns  of  our  press  are  filled  with  re- 
ports of  the  testimony  of  learned  alienists  in 
murder  trials?  This  is  a  question  whose 
answer  involves  matters  almost  as  broad  in  their 
scope  as  those  which  lead  to  the  overthrow  of  a 
monarchical  form  of  government.  Nevertheless, 
I  shall  endeavor  to  answer  it,  and  I  trust  that 
you  will  bear  with  me  if,  in  this  attempt,  I  ap- 
pear to  be  guilty  of  the  unpardonable  crime  of 
discursiveness. 

In  the  main  the  answer  concerns  the  psy- 
chology of  certain  types  of  alienists — a  matter 
of  far  greater  interest  and  concern  to  the  pro- 
fession and  public  than  the  psychology  of  a 
given  alleged  insane  homicide.  From  personal 
observation  and  from  a  close  study  of  the  tran- 
script of  the  medical  testimony  in  a  number  of 
murder  trials  in  which  the  defense  has  been  in- 
sanity, I  have  been  able  to  identify  and  group 
the  following  distinctive  types  among  psychia- 
tric witnesses — 1°  the  naif;  2°  the  propagandist 
of  the  ultra-scientific  and  3°  the  echolalic. 

Not  the  least  noteworthy  fact  about  these  three 
types  is  that  they  are  invariably  found  on  the 
side  of  the  defense  in  a  given  murder  trial.  No 
less  noteworthy,  furthermore,  is  the  additional 
fact  that  such  a  trial  is  invariably  sensational — 
it  is  perfectly  logical  that  it  should  be.  Public 
excitement  is  naturally  aroused  when,  by  their 
utter  failure  to  agree,  men  supposedly  honest 
and  supposedly  equally  well  versed  in  mental 
science  make  it  possible  for  twelve  laymen  to 
become  the  arbiters  of  the  sanity  and  respon- 
sibility of  an  individual  who  has  taken  an- 
other's life. 

In  this  connection,  permit  me  to  call  your  at- 
tention to  the  signal  infrequency  with  which 
this  curious  duty  devolves  upon  jurors  when 
proletariat  murders  proletariat.  This,  as  you 
perfectly  well  know,  is  not  because  the  problem 
of  sanity  and  responsibility  does  not  arise  in 
such  cases,  but  for  the  simple  reason  that  the 
task  of  its  solution  devolves,  as  it  should,  upon 
medical  men  of  conscience,  sound  judgment  and 
ripe  experience,  unhampered  in  the  perform- 
ance of  this  solemn  duty  by  the  distracting  in- 
terventions of  legal  counsel  and  the  co-delibera- 
tion of  sophomoric  and  unwelcome  confreres. 
And  be  it  here  said  in  tribute  to  the  honor  and 
sagacity  of  those  physicians  who  undertake  this 
most  responsible  of  civic  duties,  that  it  is  neg- 
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ligibly  seldom  that  their  final  judgment  in  a 
given  case  fails  to  lead  to  the  most  edifying  ad- 
ministration of  justice. 

To  return  to  the  cases  which  afford  the  psy- 
chiatric expert  an  opportunity  to  air  his  views 
in  court,  we  invariably  find  that  the  principals 
in  the  tragedy  are  socially  prominent — whatever 
that  may  mean.  The  one  certain  thing  it  does 
mean,  is  that  there  is  never  a  dearth  of  available 
funds  with  which  to  procure  a  galaxy  of  counsel 
— medical  as  well  as  legal — whose  sole  obvious 
purpose  is  to  free  a  murderer  from  the  heavy 
hand  of  the  law. 

When  we  examine  critically  the  life  histories 
of  socially  prominent  homicides  of  either  sex, 
we  find  that  they  are  all  cast  in  pretty  much  the 
same  mould.  The  majority  of  both  sexes  first 
see  the  light  of  day  in  surroundings  which 
denote  an  affluence  unknown  even  to  their  most 
recent  forbears — surroundings,  furthermore,  in 
which  genuine  cultivation  and  spirituality  are 
conspicuous  by  their  complete  absence.  In  but 
few  cases  is  there  evidence  of  ancestral  mental 
obliquity,  either  immediate  or  remote,  that  is 
worthy  of  a  moment's  consideration  in  its  bear- 
ing on  the  sanity  of  the  future  homicide.  More 
often  than  not  the  paternal  parent  is  a  shrewd, 
hard-headed  man  of  affairs,  whose  sole  preoccu- 
pation is  to  keep  at  least  to  the  letter  of  the  law 
in  the  prosecution  of  enterprises  which  tend 
daily  to  swell  still  further  an  already  swollen 
fortune.  In  such  a  case  the  care  of  children  is 
left  entirely  to  the  mother  who,  in  turn,  dele- 
gates this  task,  which  would  seriously  hamper 
her  social  activities,  to  nurses  and  governesses. 

Where  family  wealth  is  very  recent  and  the 
product  of  paternal  native  shrewdness,  tireless 
energy  and  self-denial,  it  is  common  for  the 
author  of  this  wealth  to  determine  to  give  his 
■sons  and  daughters  the  "advantages,"  as  the 
expression  goes,  of  which  his  life  has  been  bar- 
ren. Unfortunately,  this  determination  is  very 
apt  to  breed  in  the  recipients  of  parental  bounty 
not  the  traits  of  character  that  are  an  ornament 
to  any  period  of  life,  but  swinish  self-indul- 
gence,  spineless  dependence  upon  luxury  of 
every  sort,  insufferable  snobbishness,  fondness 
for  vulgar  ostentation,  aspiration  to  the  mere- 
tricious glory  of  so-called  social  supremacy — in 
a  word,  everything  which  tends  to  catapult  the 
devotee  of  the  flesh-pots  along  the  parabolic 
route  which  leads  from  shirt-sleeves  to  shirt- 
sleeves. 

In  certain  cases  the  homicide  to  be  is  the  only 
surviving  child  of  a  widow  of  abundant  means. 
For  the  bov  this  too  often  means  long  years  of 
close  attachment  to  maternal  apron-strings,  of 
mollycoddling  and  character  stunting.  For  the 
girl  it  means,  with  equal  frequency,  the  same 
careful  shielding  from  contact  with  the  great 
horde  of  vulgarians  who  stand  without  her  own 
particular  social  pale,  and  the  exposure,  through 
maternal  complacency,  to  influences  within, 
which  are,  potentially  at  least,  of  far  graver 
menace.  The  matter  of  health  aside,  the  mother's 


concern  centers  chiefly  upon  the  daughter's  so- 
cial success,  the  crowning  point  of  which  is  a 
marriage  which  will,  in  every  way,  satisfy  the 
social  standards  of  her  little  world.  To  this 
end  the  purse-strings  are  generously  loosened 
and  daughter  is  afforded  a  sort  of  continuous 
private  view  of  life  in  which  the  pictures  are 
largely  rose-colored, — the  frames  of  gold. 

In  America  the  finished  product  of  this  sys- 
tem of  upbringing  is,  with  notable  exceptions,  a 
young  woman  whose  knowledge  of  the  English 
language  is,  in  most  respects,  inferior  to  that  of 
the  average  Continental  of  her  own  sex  and  so- 
cial position ;  whose  practical  acquaintance  with 
foreign  tongues  would  not  avert  for  her  starva- 
tion, if  getting  something  to  eat  depended  solely 
on  her  ability  to  converse  in  them ;  whose  famil- 
iarity with  old-world  monuments  is  mainly  ac- 
quired through  the  latter 's  proximity  to  the 
shops  of  well-known  purveyors  of  feminine 
adornment;  and  whose  lack  of  taste  and  dis- 
crimination in  art,  music  and  literature  helps 
to  foster  the  inane  productions  of  knavish  art- 
ists, of  composers  of  modern  musical  jingles, 
and  of  a  school  of  literature  subversive  of  public 
and  private  morals. 

A  list  of  this  same  young  woman's  positive 
achievements  is  equally  edifying.  The  art  of 
self-adornment  holds  no  secrets  for  her.  She  is 
rarely  overdressed — quite  the  contrary.  In- 
deed, on  notable  social  occasions,  what  with  the 
daring  decolletage  and  the  brevity  and  dia- 
phany  of  her  gown,  there  is  little  of  her  physical 
charm  that  is  concealed  from  the  eye  of  even 
the  casual  observer.  Usually  she  is  versed  in 
all  the  amazing  intricacies  of  the  modern  dance, 
in  which  she  is  ready  to  indulge  on  every  pos- 
sible occasion.  Her  genius  for  absorbing  and 
retaining  scandalous  gossip  would,  in  the  old 
days,  have  landed  her  in  the  pillory.  And  her 
stock  of  conversational  small-change  is  as  un- 
limited as  her  feeling  of  boredom  when  any 
topic  is  introduced  that  smacks  of  the  intellec- 
tual or  "high -brow,"  as  she  is  pleased  to  term 
it. 

We  do  not  need  the  assistance  of  a. psycho- 
logic pundit  to  enable  us  to  discern  in  the  prod- 
uct of  these  systems  of  upbringing  the  germ 
of  tragedy,  whose  full  fruition  is,  with  too 
startling  frequency,  heralded  in  the  public 
prints  under  the  glaring:  headline  "Society 
Woman  Shoots  and  Kills  Husband,"  or  "Society 
Man  Murders  Wife."  No  more  do  we  depend 
upon  psychology  or  any  other  science  to  make 
clear  to  us  how  fate  prepares  the  soil  for  this 
ghastly  fruition.  Her  methods  are  both  stereo- 
typed and  obvious. 

I  shall  not  attempt  to  set  forth  all  these 
methods.  A  study  of  but  two  will  serve  my 
purpose.  Let  us  begin  with  the  evolution  of  the 
homicide  who,  in  childhood,  youth  and,  in  cer- 
tain cases,  even  in  early  manhood,  has  been 
sedulously  isolated  from  his  fellows  by  the 
mother  solicitude.  In  such  an  individual  the 
growth  of  character  is  early  strangled  by  the 
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rank  weeds  of  egotism,  maternally  fostered. 
The  invigorating  sap  of  altruism  never  per- 
meates it.  This  egotism  early  manifests  itself 
in  the  most  sinister  manner.  Lack  of  attrition 
with  the  outside  world,  the  incessant  pamperiug 
of  the  body  and  the  constant  proximity  of 
nurses  and  governesses  all  make  for  a  precocious 
awakening  of  the  animal  instincts.  By  the 
time  puberty  is  established  the  sexual  appetite 
is  already  abnormal,  and  finds  satisfaction  in 
masturbation  and  in  pervert  acts  or  actual  sex- 
ual intercourse  with  housemaids.  Not  so  many 
years  later  there  begins  a  surreptitious  and  ten- 
tative tippling.  At  first  the  family  sideboard 
provides  the  means  for  this  dangerous  experi- 
ment which,  toward  the  end  of  the  individual's 
teens,  is  amplified  at  the  bars  of  hotels  where 
his  summers  are  spent. 

Of  his  intellectual  activities  but  scant  men- 
tion need  be  made.  He  must  not  be  exposed 
to  the  health-menacing  atmosphere  of  schools; 
hence,  is  tutored  at  home.  He  is  not  dull.  He 
knows  to  a  nicety  the  amount  of  his  expected 
inheritance,  the  character  of  the  maternal  hold- 
ings and  the  extent  of  the  annual  revenue  there- 
from. Of  banking  and  single-entry  he  is  con- 
versant with  the  rudiments.  Satisfied  with  the 
possession  of  this  knowledge,  he  concerns  him- 
self but  desultorily  with  the  more  humanizing 
forms.  Standard  literature  holds  only  the 
feeblest  interest  for  him.  Occasionally  he  be- 
guiles the  tedium  of  a  railway  journey  or  a 
stormy  afternoon  with  the  novel  of  the  hour. 

Small  wonder,  then,  when  death  casts  off  for- 
ever the  maternal  apron-strings  and  the  individ- 
ual in  question,  now  past  his  majority,  is 
launched  upon  the  woild  with  an  ample  bank- 
account,  that  his  sole  aim  in  life  should  be  the 
satisfaction  of  his  organic  longings.  We  will 
omit  the  unedifying  details  of  his  sordid  and 
perverse  course  along  the  primrose  path,  up  to 
the  time  of  his  marriage.  Why  he  should  legi- 
timatize his  sexual  relations  with  any  female  is 
not  altogether  intelligible.  The  most  reason- 
able conjecture  is  that  it  is  a  matter  of  barter, 
that  in  the  sexual  repertory  of  the  chosen 
woman  there  are  refinements  of  erotic  excitation 
and  satisfaction  beyond  the  compass  of  all 
others,  and  that  these  are  procurable  only  by 
grant  of  legal  access  to  the  rake's  pocket-book. 
Be  this  as  it  may,  the  marriage  is  consummated. 
Numerous  pregnancies  occur  and  are  brought  to 
abrupt  termination  through  the  illegal  offices  of 
venal  practitioners.  After  a  time  the  keen  edge 
of  the  husband's  sexual  appetite  grows  dull, 
while  his  craving  for  alcohol  waxes.  During 
the  years  of  his  infatuation  he  has,  parcel  by 
parcel,  ceded  to  his  wife  a  goodly  portion  of  his 
property.  He  openly  curses  himself  for  this 
folly,  as  he  now  terms  it,  and  swears  that  he  is 
at  the  end  of  it.  At  this  change  in  his  attitude 
the  wife's  true  nature  comes  to  the  surface. 
She  becomes  the  perfect  shrew,  jealous  beyond 
expression  and  vituperative  as  a  fish-wife. 
Quarrels  and  threats  of  violence  come  to  be  of 


daily  occurrence.  The  household  servants  are 
thoroughly  cognizant  of  all  this,  but  their  si- 
lence is  assured  through  various  channels.  Rel- 
atives and  friends  know  nothing  of  the  real  sit- 
uation, and  public  scandal  is  successfully  averted 
until  the  inevitable  happens  and  the  bulletin 
boards  and  newspaper  headlines  flare  forth  the 
stereotyped  "Society  Man  Murders  Wife." 

Directly  the  murder  is  committed,  the  hus- 
band summons  the  servants  and  tells  them  what 
he  has  done.  Later  he  telephones  a  physician. 
This  done,  he  sits  about,  head  in  hands,  moan- 
ing and  asking  himself  aloud  why  he  did  the 
deed.  This  indicates  profound  unconsciousness 
of  his  act.  His  memory  defect  is  equally  pro- 
found. He  recalls  nothing  of  the  circumstances 
of  the  crime  beyond  the  fact  that  there  was  a 
violent  quarrel  similar  in  all  respects  to  scores 
of  its  predecessors,  that  oaths,  villifying  names 
and  threats  were  exchanged,  that  his  she-devil 
of  a  wife  jumped  and  secured  a  revolver,  that 
he  snatched  it,  turned  it  quickly  upon  her  and 
rapidly  emptied  the  contents  of  four  or  five  of 
its  chambers,  with  the  utmost  accuracy  of  which 
he  was  capable,  into  her  left  chest,  and,  finally, 
that  she  crumpled  and  dropped  in  her  tracks 
like  a  towel  from  a  rack.  This  memory  is,  how- 
ever, of  only  brief  duration  and  is  succeeded  by 
a  permanent  amnesia  that  embraces  every  in- 
criminating circumstance. 

To  the  medical  man  without  psychiatric  ex- 
perience there  is  absolutely  nothing  in  the  his- 
tory of  this  case  that  even  remotely  suggests  in- 
sanity and  irresponsibility  on  the  part  of  the 
murderer.  From  every  point  of  view  it  seems 
to  him  as  sordid  and  commonplace  as  any  in 
the  annals  of  crime.  To  the  naif  type  of  alien- 
ist, however,  it  is  quite  capable  of  an  entirely 
different  interpretation.  He  cannot  overlook 
the  murderer's  state  of  unconsciousness  during 
which  he  informed  the  servants  of  what  he  had 
done,  and  summoned  the  doctor  by  telephone 
Then,  there  is  the  profound  amnesia  by  which 
the  crime  and  the  circumstances  leading  to  it 
are  completely  obliterated  from  the  slate  of 
memory.  These  two  important  psychic  phe- 
nomena weigh  heavily  in  the  diagnostic  scale 
toward  the  side  of  epilepsy.  The  alienist  in- 
stitutes a  patient  search  for  other  and  equally 
weighty  evidence  and  is  finally  rewarded.  The 
daughter  of  the  murderer's  old  nurse  remem- 
bers distinctly  of  her  mother's  telling  her  that 
the  boy  was  frequently  carried  from  the  yard 
into  the  house,  feeling  faint  and  complaining 
feebly  but  bitterly  of  pain  in  his  stomach.  His 
barber  recalls  that  on  several  occasions  when 
he  went  to  the  house  to  cut  his  hair,  the  boy  ap- 
peared at  times  to  pay  no  attention  to  what  he< 
the  barber,  was  saying. 

Clearly  the  case  is  one  of  psychic  epilepsy. 
Several  of  the  naif  alienist's  colleagues  confirm 
the  diagnosis  and  make  the  further  discovery'  that 
the  murderer  is  osteologically  younger  than  his 
years,  has  asymmetry  of  the  face,  and  a  hyper- 
trophied  Darwinian  tubercle  of  the  left  ear — 
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hence,  is  feebleminded  as  well  as  epileptic. 
Surely,  no  person  thus  afflicted  could  possibly 
be  responsible  for  murdering  his  wife.  It 
would  be  at  the  same  time  a  scientific  error  and 
a  serious  hardship  for  the  homicide  to  be  com- 
pelled to  stand  trial  for  his  crime.  Even  the 1 
government 's  experts  come  finally  to  see  the 
matter  in  this  light.  End  result — the  poor 
feebleminded  epileptic  is  in  due  course  removed 
from  the  chilling  shadow  of  the  gallows  to  the 
solarium  of  a  comfortable  hospital  for  the  in- 
sane. 

Without  present  comment  on  what  just  pre- 
cedes, let  us  see  how  fate  fosters  fruition  of  the 
germ  of  tragedy  in  the  feminine  product  of  the 
type  of  upbringing  which  I  have  been  at  length 
to  describe.  Here  the  picture  is  not  so  consist- 
ently drab.  There  is  the  usual  brilliant  debut 
into  society.  The  debutante  is  feted,  admired, 
flattered  and  courted.  From  this  point  on, 
marriage  is  her  constant  and  absorbing  preoc- 
cupation. Of  the  true  meaning  of  this  sacra- 
ment she  is  as  guiltless  as  an  unborn  babe. 
Marriage  to  her  merely  connotes  an  establish- 
ment, a  place  in  which  to  entertain  in  the  lavish 
manner  to  which  she  is  accustomed.  Of  suitors 
she  has  an  embarrassment  of  choice.  Heaven 
only  knows  what  guides  her  selection,  unless  it 
be  a  feline  sense  of  satisfaction  at  diverting  the 
so-called  heart  interests  of  a  certain  man  from 
some  other  woman — generally  one  of  her  dear- 
est friends.  Her  marriage  is  as  socially  bril- 
liant as  her  debut.  The  groom  is  youthful  as 
to  years,  but  old  in  experience  of  the  world, 
particularly  of  the  feminine  portion  of  it.  He 
has  taken  his  pleasures  where  he  found  them, 
and  marriage  promises  to  put  only  a  temporary 
curb  upon  the  firmly  established  habits  of 
bachelorhood.  Of  the  true  inwardness  of  his 
nature  she  knows  as  little  as  he  does  of  hers — 
and  that  is  a  negligible  quantity 

Two  or  three  gay  years  speed  by.  Then  preg- 
nancy occurs.  The  prospective  mother  loathes 
the  physical  discomfort  of  it  all  and  chafes  un- 
der the  enforced  interruption  of  her  social  ac- 
tivities. Also  she  takes  irritated  note  of  the 
fact  that  her  plight,  instead  of  increasing,  di- 
minishes her  husband 's  devotion  to  her.  On  the 
other  hand,  towards  the  end  of  her  pregnancy, 
his  devotion  to  his  clubs  is  conspicuous  and  adds 
tremendously  to.  her  irritation.  The  advent  of 
the  unwelcome  baby  in  no  way  relieves  the  sit- 
uation. In  the  next  few  years  the  husband's 
indifference  grows  to  a  marked  extent,  and  he 
takes  little  pains  to  conceal  it.  He  is  back 
again  under  the  thrall  of  his  old  and  deeply- 
rooted  bachelor  habits. 

It  is  needless  to  pass  in  detail  over  the  stereo- 
typed emotional  phases  which  mark  the  reaction 
of  the  wife  to  the  husband's  treatment.  As  we 
all  know,  they  are  cumulative  and,  for  him,  sin- 
ister. For  cogent  reasons  best  known  to  her- 
self, she  refrains  from  seeking  relief  in  the 
courts.  Indeed,  the  removal  of  his  presence 
through  legal  channels  would  not  assuage  the 


deadly  hatred  of  him  that  she  now  nourishes. 
Night  and  day  she  broods  over  the  wrong  he  has 
done  her.  The  one  thing  above  all  that  goads 
her  to  desperation  is  the  thought  that  she  has 
been  cast  aside  for  another  woman.  And  then 
one  fine  day,  after  months  of  incessant  brooding, 
she  lashes  herself  into  the  more  than  hellish  fury 
of  the  woman  scorned  and  with  the  fixed  idea 
that,  if  she  cannot  have  this  man  who  is  her 
legal  husband,  no  other  woman  will,  she  shoots 
to  kill. 

Once  the  killing  is  an  established  fact,  the 
woman  that  is  in  her  again  assumes  the  ascend- 
ancy. .  She  experiences  a  revulsion  of  feeling 
which  betrays  itself  in  an  hysterical  crisis  of  ut- 
most intensity.  In  this  hour  of  torment  freak- 
ish Nature  denies  her  the  safety-valve  of  tears, 
hence  the  bodily  ravages  occasioned  by  the  tu- 
multuousness  of  her  pent-up  emotions  are  wide- 
spread and  terrible.  Quickly  she  becomes  hol- 
low-eyed and  pallid.  Her  flesh  drops  from  her 
like  a  mantle.  Appetite  dwindles  to  the  vanish- 
ing point ;  digestion  is  at  a  standstill.  The  acute 
hypotonicity  of  her  vascular  system  betrays  it- 
self in  palpitating  heart  and  cold,  clammy  and 
mottled  extremities.  Not  many  days  elapse  be- 
fore her  trembling  limbs  refuse  longer  to  bear 
her  and  she  is  forced  to  keep  her  bed,  where  she 
lies,  a  huddling,  haunted  figure — the  perfect  em- 
bodiment of  the  most  abject  misery. 

Personally,  I  can  discern  nowhere  in  the  oper- 
ation of  this  woman's  mind  any  faintest  evi- 
dence that  would  lead  me  even  to  suspect  that 
insanity  and  irresponsibility  were  the  agents 
that  prompted  her  to  do  murder.  And  yet, 
through  the  sworn  testimony  of  alienistic  propa- 
gandists of  the  ultra-scientific — or  at  least  osten- 
sibly through  their  testimony — she  is  acquitted 
on  the  ground  that  she  was  entirely  irresponsible 
at  the  time  of  the  homicide. 

Probably  you  are  quite  as  unable  as  I  to  dis- 
cover upon  what  basis  a  diagnosis  of  irrespon- 
sibility is  possible  in  this  case.  The  secret  of 
our  inability  lies  in  our  ignorance  of  the  ductless 
glands  and  their  peculiar  and  subtle  influence 
on  the  operations  of  the  mind.  To  the  ultra- 
scientific  alienist  the  situation  is  as  clear  as 
crystal.  He  knows,  from  the  clinical  phenomena 
presented  by  the  murderess  after  the  crime, 
that  she  was,  at  the  time  of  the  murder,  un- 
questionably the  victim  of  hypothyroidism.  He 
knows,  furthermore,  that  this  pathologic  condi- 
tion exerts  a  profound  toxic  infhience  upon  the 
unconscious  mind  which,  according  to  the  au- 
thoritative word  of  the  most  eminent  of  present- 
day  psychologists,  is  the  directing  center  of  all 
human  action.  Obviously,  then,  if  the  direct- 
ing center  of  an  individual's  actions  is  pro- 
foundly poisoned  by  his  glandular  secretions,  he 
cannot  be  held  responsible  in  the  eyes  of  the 
law  for  anything  he  may  do.  The  logic  of  it  all 
is  irresistible. 

Now  comes  the  turn  of  the  echolalic  type  of 
alienist.  Consideration  of  him  will  be  de- 
servedly brief.    He  always  figures  with  the 
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other  two  types,  but  is  never  a  protagonist  in 
the  legal  tragedy  in  which  justice  is  immolated 
on  the  altar  of  pedantry.  He  is  in  the  cast 
solely  because,  as  astute  counsel  knows,  juries 
count  noses.  His  role  is  indicated  by  my  desig- 
nation of  him.  Having  no  independent  opin- 
ion, he  is  the  faithful  echo  of  the  opinions  of  his 
associates. 

Those  of  you  who  have  had  the  patience  to 
follow  my  discourse  with  attention  must  have 
noticed  that,  here  and  there,  it  has  betrayed 
faint  outcroppings  of  sarcasm.  Let  me  caution 
you  that  these  were  the  result  of  temperamental 
peculiarities  and  were  not  primarily  designed 
to  excite  mirth — far  from  it.  The  whole  sorry 
business  of  psychiatric  testimony  in  sensational 
murder  trials  is  a  subject  for  our  most  serious 
and  thoughtful  consideration.  Curiously  enough, 
there  is  an  extraordinary  parallelism  between 
it  and  another  form  of  testimony  which  has  re- 
cently excited  the  just  indignation  of  all  true 
Americans.  I  refer  to  that  of  men  high  up  in 
military  circles  in  the  trials  of  certain  German 
spies.  And  with  the  belief  that  this  parallel- 
ism will  interest  you,  I  venture  to  digress  some- 
what and  quote  the  following  paragraph  from 
page  183  of  the  February  number  of  the  North 
American  Review — "A  naturalized  German  has 
been  arrested  for  wilfully  tampering  with  the 
machinery  of  torpedoes.  He  is  charged  with 
treason,  the  penalty  for  which,  in  time  of  war, 
is  death.  This  man  will  be  tried  before  a  civil 
court,  his  ingenious  lawyers  will  befog  the 
minds  of  not  over-intelligent  jurors,  the 
trial  will  be  the  same  solemn  farce  that  has 
made  law  a  disgrace  in  this  country,  and  the 
man  who  has  forsworn  his  allegiance  and  be- 
trayed his  country  to  the  enemy  will,  in  all 
probability,  escape  by  the  payment  of  a  fine, 
paid  by  the  German  Government,  or  a  short 
term  of  imprisonment ;  if  he  has  the  luck  of 
Captain  Hans  Tauscher,  who  offered  to  plead 
guilty  to  the  charge  of  directing  a  conspiracy 
to  blow  up  the  Welland  Canal,  but  was  declared 
innocent  because  prominent  army  officers  testi- 
fied to  his  high  character  and  social  graces,  a 
sentimental  or  corrupt  jury  will  acquit  him  and 
he  will  go  scot-free,  with  full  liberty  to  be  the 
means  of  sending  American  soldiers  to  their 
death." 

Let  us  return,  now,  to  our  own  affair  and  see 
what  we  can  do  to  remove  the  stigma  which  at 
present  very  justly  attaches  to  forensic  psy- 
chiatry— a  stigma  with  which,  in  reality,  we  are 
self-branded  through  the  part  we  have  so  often 
played  in  aiding  "sentimental  or  corrupt" 
juries  to  perpetrate  a  travesty  on  justice  in  the 
trial  of  capital  crimes. 

Enforced  reforms  through  legislative  inter- 
vention have,  from  time  to  time,  been  suggested 
by  individuals  or  groups  of  individuals  within 
our  ranks,  but,  up  to  the  present  at  least, 
their  suggestions  have  evolved  nothing  prac- 
tical. My  own  feeling  in  the  matter  is  that  leg- 
islative interference  is  quite  unnecessary.  The 


means  for  wiping  out  the  existing  stigma  and 
for  self-rehabilitation  are,  and  long  have  been, 
entirely  within  our  grasp.  As  I  have  already 
maintained,  the  clinical  data  concerning  the 
homicidally  insane  are  among  the  best  estab- 
lished and  dependable  of  mental  science,  and 
constitute  an  acid  test  which  should  be  applied 
without  modification  to  every  alleged  insane 
murderer,  whether  he  be  proletariat  or  patri- 
cian. In  this  test  such  elements  as  sophistry 
and  casuistry  are  conspicuous  by  their  absence, 
and  if  its  application  were  to  become  universal, 
we  would  cease  to  hear  alienists,  under  oath, 
emit  in  court  theories  concerning  mental  dis- 
ease, which  are  accepted  as  trustworthy  scien- 
tific facts  by  jurors,  but  which  would  meet  with 
nothing  but  contempt  even  in  the  humblest 
gathering  of  medical  men. 


THE  TREATMENT  OF  ANTHRAX  WITH 
NORMAL  (BEEF)  SERUM.  REVIEW  OF 
THE  LITERATURE  WITH  REPORT  OF 

A  CASE.* 

Studies  in  Serum  Therapy/.  VII. 
By  Cxabjence  H.  Hyman,  M.D.,  Boston, 

AND 

Timothy  Leaey,  M.D.,  Boston. 

(From  the  Fourth  Surgical  Service,  Boston  City 
Hospital,  and  the  Laboratories  of  Pathology  and  Bac- 
teriology, Tufts  College  Medical  School.) 

Sclavo's1  statistics  show  that  in  Italy,  where 
anthrax  is  a  notifiable  disease,  there  were  re- 
corded in  the  eleven  years,  1880  to  1890,  34,052 
cases,  with  5812,  or  24.1%,  deaths. 

Legge,2  in  a  tabulation  of  248  English  cases, 
shows  the  following  mortality : 

Upper  lid,  46% ; 

Head  and  face,  43.5% ; 

Neck,  41.5% ; 

Upper  extremity,  12.5% ; 

Lower  extremity,  1.2% ; 

Trunk,  1.2%. 

Page3  records  statistics  of  508  English  cases 
with  139  deaths— a  mortality  of  27.3%. 

That  the  mortality  may  vary  in  epidemics  is 
indicated  by  a  report  in  the  Vienna  correspond- 
ence of  the  British  Medical  Journal*  of  13  per- 
sons infected  by  Russian  hair,  with  10  deaths, 
or  77%. 

the  treatment  of  external  anthrax. 

Various  methods  have  been  used  in  the  treat- 
ment of  external  anthrax.  In  large  part,  the 
practice  of  excision  of  the  pustule,  followed  by 
the  application  of  antiseptic  agents,  such  as 
5%  carbolic  acid,  about  the  site  of  the  lesion, 
has  been  carried  out.  Cauterization  has  been 
practised  alone,  using  carbolic  injections,  ca\is- 
tic  potash,  or  other  agents,  to  provoke  wide- 

*  Read  before  the  Boston  Bacteriological  Club,  Feb.  9,  1918. 
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spread  destruction  of  tissue  and  bacteria  about 
the  local  lesion.  The  powdering  of  ipecac  into 
the  wound,  following  excision,  together  with  its 
internal  administration,  has  been  the  standard 
method  at  Guy's  Hospital,5, 6  the  mortality  fol- 
lowing this  procedure  being  very  low.  Miiller7 
and  Ramstedt8  have  successfully  treated  a 
series  of  cases  by  rest,  fixation,  elevation  of  the 
part  and  the  local  application  of  gray  ointment. 
Becker9  reports  a  limited  use  of  salvarsan  in- 
travenously in  the  treatment  of  anthrax,  with 
one  death  out  of  three  cases  treated. 

Boston  City  Hospital  Records  for  the  11  years, 
January  1,  1907,  to  January  1,  1918,  show  26 
cases  of  external  anthrax  treated  by  excision  or 
expectantly  (hot  compresses),  with  a  mortality 
of  8,  or  31%.  None  of  these  cases  furnished  a 
positive  blood  culture.  One  case,  which  termi- 
nated fatally,  received  intramuscular  injections 
of  95  cc.  (divided  doses)  of  anti-anthrax  serum, 
beginning  48  hours  before  death.  The  cases 
treated  expectantly,  seven  in  number,  all  recov- 
ered. A  similar  result  with  expectant  treatment 
has  been  observed  at  the  Massachusetts  General 
Hospital.  The  cases  which  developed  a  septi- 
cemia died.  Those  which  did  not  develop  a 
blood  invasion  recovered. 

The  modern  conception  of  external  anthrax  is 
of  a  low-grade  infection,  which  usually  remains 
localized  for  long  periods,  and  tends  to  get  well 
under  expectant  treatment,  except  in  certain  sit- 
uations, such  as  the  eyelid.  If  invasion  of  the 
blood  stream  occurs,  the  mortality  is  100%,  un- 
der any  other  treatment  than  that  by  serum. 

SERUM  TREATMENT  OF  ANTHRAX. 

The  pioneer  work  in  the  prophylaxis  of  an- 
thrax was  carried  out  by  Toussaint,10  who  heat- 
ed the  blood  of  animals  dead  of  anthrax  to 
55°  C.  for  10  minutes,  and  then  injected  it  into 
the  animals  he  wished  to  protect.  Although  the 
blood  was  often  crowded  with  bacteria,  no  harm- 
ful results  followed,  and  the  inoculated  animals 
were  later  refractory  to  infection  by  virulent 
anthrax  bacilli. 

Pasteur,  Chamberland  and  Roux11  first  prac- 
tised the  use  of  attenuated  cultures  of  the  an- 
thrax bacillus  as  a  prophylactic  against  natu- 
rally acquired  anthrax.  This  represents  the 
first  use  of  a  bacterial  vaccine  in  medical  his- 
tory, and  the  first  attempt  to  produce  immunity 
by  the  use  of  an  agent  of  known  character. 

The  discovery  by  Richet  and  Hericourt12  of 
the  preventive  properties  of  the  serum  of  im- 
munized animals,  followed  by  the  work  of  Beh- 
ring  on  diphtheria  antitoxin,  and  of  Kitasato 
on  tetanus  antitoxin,  led  to  investigation  by 
many  workers  of  the  possibility  of  producing  a 
similar  anti-serum  for  the  treatment  of  anthrax. 

Efforts  to  obtain  a  soluble  toxin  from  cultures 
of  the  anthrax  bacillus  were  without  avail,  how- 
ever, if  we  except  the  so-called  toxin  obtained 
by   Marmier,13   by    growing   the   bacillus  in 


glycerinized  peptone  solution.  This  product,  it 
is  now  agreed,  is  an  endotoxin  arising  from 
autolysis  of  the  organisms. 

Marchoux14  first  produced  experimentally  un 
anti-anthrax  serum,  which  was  used  effectively 
in  curing  animals  experimentally  inoculated. 
Sclavo,  working  first  with  rams,15  and  later  with 
the  ass,16  obtained  the  anti-anthrax  serum,  which 
has  had  the  widest  use  in  the  treatment  of 
human  anthrax  in  Italy  and  England.  Animals 
are  immunized  by  the  injection  of  attenuated 
cultures  of  the  anthrax  bacillus,  followed  by 
virulent  cultures.  In  the  treatment  of  infection, 
immune  serum  is  introduced  by  intravenous  or 
intramuscular  injection,  in  doses  of  10  to  50  cc. 
More  recently,  Sclavo  affirms  that  smaller  doses 
than  60-80  cc.  are  useless  (cited  by  Anthrax  In- 
vestigation Board17). 

Sclavo16  reviews  the  cases  treated  in  Italy 
with  his  serum,  and  reports  a  mortality  of 
6.09%  in  164  cases,  as  compared  with  a  mortal- 
ity of  24.1%  in  Italy  under  other  methods  of 
treatment. 

Legge2  reports  12  English  cases  treated  by 
Sclavo  serum,  with  two  deaths,  one  in  a  case 
comatose  at  the  time  of  beginning  treatment. 
He  summarizes  Sclavo 's  claims  for  the  treat- 
ment under  these  heads: 

1.  In  very  large  doses  it  is  innocuous. 

2.  It  can  be  well  borne,  even  when  intro- 
duced into  the  veins. 

3.  No  ease  taken  in  an  early  stage,  or  of 
moderate  severity,  is  fatal  if  treated  with  serum. 

4.  With  the  serum,  some  cases  are  saved 
when  the  condition  is  most  critical  and  progno- 
sis almost  hopeless. 

5.  When  injected  into  the  veins,  the  serum 
quickly  arrests  the  extension  of  the  edematous 
process,  so  as  to  reduce  notably  the  danger  from 
suffocation,  which  exists  in  many  cases  where  the 
pustule  is  situated  on  the  face  or  neck. 

6.  The  serum,  if  used  early  enough,  reduces 
to  a  minimum  the  destruction  of  tissue. 

7.  In  some  situations  of  the  pustule,  as  the 
eyelid,  serum  must  be  used  in  preference  to  any 
other  treatment. 

8.  Persons  attacked,  when  treated  with  the 
serum,  appear  to  become  convalescent  in  the 
course  of  a  few  hours. 

9.  In  internal  anthrax,  it  is  the  only  treat- 
ment which  can  hold  out  any  hope. 

Page's  statistics3  from  English  cases  of  an- 
thrax treated  with  serum,  show  an  apparent 
higher  mortality  than  in  untreated  cases.  In 
the  earlier  group  these  results  were  undoubt- 
edly due  to  the  use  of  too  small  doses  (10,  20, 
and  30  cc).  The  later  results  correspond  more 
closely  to  those  of  Sclavo,  if  we  exclude  cases  in 
which  serum  was  used  in  extremis  and  where 
death  occurred  within  24  hours  after  the  exhi- 
bition of  the  serum.  The  early  history  of  diph- 
theria antitoxin  shows  a  similar  apparent  high 
mortality,  due  to  the  introduction  of  serum 
only  as  a  last  resort.   Familiarity  with  the  value 
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of  the  serum  led  to  its  earlier  use  and  a  change 
in  the  picture  in  recent  years. 

Mendez,18  from  the  Institute  of  Experimental 
Hygiene  in  Buenos  Aires,  claims  priority  in 
the  manufacture  of  an  antitoxic  serum  against 
anthrax,  and  further  claims  that  3  cc.  of  the 
serum  which  he  prepares  will  cure  cases  of  ex- 
ternal anthrax.  Details  are  not  furnished  of 
the  method  of  preparation,  but  he  writes, 
"Sclavo  in  Italy  has  confirmed  my  findings  and 
found  literal  proof."  The  presumption,  there- 
fore, is  that  Mendez'  serum  is  produced  by  the 
method  described  by  Sclavo.  In  1073  cases 
treated  by  his  serum  the  deaths  were  44,  or 
4.19%.  In  cases  which  died,  the  serum  was  used 
in  moribund  individuals,  or  the  death  was  due 
to  edema  of  the  glottis  and  the  throat,  to  myo- 
carditis and  atheroma,  or  to  alcoholism. 

METHOD   OF   ACTION   ON   ANTI-ANTHRAX  SERUM.* 

Sclavo,  Burow,  Jager  and  Becker  have  demon- 
strated that  anti-anthrax  serum  is  an  efficient 
means  of  cure  of  even  anthrax  septicemia,  in 
which  the  outlook  by  any  other  method  of  treat- 
ment is  hopeless.  All  agree  that,'  in  this  condi- 
tion, the  bacteria  vanish  rapidly  from  the  blood 
stream  under  intravenous  serum  injections. 

In  spite  of  these  remarkable  effects,  efforts  to 
account  for  the  action  of  the  serum  have  led  to 
contradictory  and  unsatisfactory  results. 

a.    Bactericidal  Activity? 

Anthrax  bacilli  can  be  grown  in  diluted  anti- 
anthrax  serum,  just  as  they  can  be  cultivated  in 
dilute  normal  serum.  There  are  no  differences, 
in  this  respect,  between  immune  and  normal, 
sera. 

Sobernheim  and  others  have  shown  that  va- 
rious anti-anthrax  sera  have  no  more  marked 
bacteriolytic  powers  than  normal  sera  from  the 
same  species  (sheep,  cattle,  horse,  sheep  and 
dog) . 

Anthrax  bacilli  exposed  for  hours  m  the 
thermostat  and  ice-chest  to  anti-sera,  lose  none 
of  their  virulence,  and  the  serum  loses  none  of 
its  protective  powers  (Ascoli). 

There  is  no  evidence  of  bacteriolytic  activity, 
even  in  the  body,  by  Pfeiffer's  test.  Virulent 
organisms  injected  into  the  peritoneal  cavities 
of  immunized  guinea  pigs  exhibit  no  greater 
granular  change,  and  undergo  no  more  frequent 
extracellular  solution  (lysis),  than  is  shown  in 
control  animals  which  have  received  injections  of 
normal  serum  with  the  bacteria,  or,  indeed,  in 
controls  which  have  received  injections  of  bac- 
teria alone. 

Sobernheim  tested  many  anti-anthrax  sera 
from  cattle,  sheep  and  horses  for  complement- 
fixin?  activities,  and  obtained  constantly  nega- 
tive results  when  germ-free  extracts  of  the  an- 
thrax bacillus  or  anthrax  edema  fluids  were 
used  as  antigens.  Using  suspensions  of  living 
bacteria,  reactions  were  obtained  with  both  im- 

*  For  reference;  nn'lpr  this  head  consult  Sobernheim.  Kolle  and 
Wa«sermann's  Pathogenic  Micro-organisms,   1913,  iii,  583. 


mune  and  normal  sera.  While  the  reactions 
with  immune  serum  were  measurably  stronger 
than  those  obtained  with  normal  serum,  they 
were  inconstant,  many  of  the  anti-anthrax  sera 
exhibiting  no  reaction. 

b.  Agglutinating  Properties? 

The  anthrax  bacillus  is  non-motile,  and  has  a 
tendency  to  group  itself  in  masses.  Distinct 
agglutination,  however,  may  be  had  in  high 
dilution  with  some  anti-anthrax  sera,  but  is  in- 
constant and  not  dependable.  No  parallel  can 
be  found  between  agglutinating  power  and  im- 
munizing strength  of  sera.  The  presence  or  ab- 
sence of  agglutinating  properties  has  no  rela- 
tion to  the  quality  of  the  serum. 

c.  Precipitating  Agencies? 

As  is  the  case  with  agglutinins,  precipitins 
are  found  in  some  sera,  but  are  inconstant  and 
show  no  agreement  with  the  protective  proper- 
ties of  the  serum. 

d.  Bacteriotropic  Qualities? 

Sobernheim  could  demonstrate  no  bacterio- 
tropic properties  in  immune  sera.  Sclavo  has 
shown  that  heating  his  serum  to  55 °C.  for  one 
hour  does  not  affect  in  any  way  its  power  to 
confer  protection  on  animals.  Sobernheim 
found  that  heating  to  60°  C.  did  not  destroy  the 
protective  powers  of  the  serum.  These  tem- 
peratures would  destroy  opsonins  present  in  the 
sera. 

e.  Antiblastic  Power? 

Under  this  heading  Ascoli  refers  to  the  po- 
tential power  of  serum  to  prevent  the  normal 
development  of  the  anthrax  bacillus  in  the  body, 
in  particular  with  reference  to  the  formation  of 
capsules.  Many  authorities  believe  that  there 
is  a  relation  between  capsule  formation  in  the 
anthrax  bacillus  and  its  virulence.  Although 
capsules  do  not  appear  in  ordinary  culture 
media,  they  may  be  formed  in  media  containing 
fresh  albumens,  and  are  constantly  formed  on 
the  organisms  in  the  blood  and  tissues  of  in- 
fected animals. 

With  Preisz,  Ascoli  claims  that  the  anthrax 
bacilli  are  destroyed  so  quickly  in  the  im- 
munized animal  that  the  protective  capsule  of 
the  bacillus  cannot  be  formed.  This  phenom- 
enon could  not  be  shown  in  comparative  tests  of 
normal  and  immune  serum  in  vitro,  but  a 
marked  difference  was  observable  in  the  bodies 
of  normal  and  immune  animals.  It  was,  there- 
fore, argued  that,  while  the  immune  serum  did 
not  in  itself  possess  the  substances  inhibiting 
capsule  formation,  it  actuated  their  production 
in  the  body  of  the  immunized  animal. 

Sobernheim  has  obtained  cultures,  virulent 
for  susceptible  animals,  from  the  inoculation 
atrium  in  highly  immunized  animals,  up  to  one 
week  after  massive  injections;  Metchnikoff  up 
to  14  days,  and  Marchoux  up  to  70  days ;  so 
that  the  bacteria  are  not  all  killed  quickly  in 
immune  animals.    Moreover,  immune  animals 
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are  protected,  even  against  the  injection  of 
capsulated  organisms  contained  in  the  blood  of 
animals  dead  of  anthrax. 

Preisz  admits  that  capsules  may  be  formed  on 
anthrax  bacilli  (cultures)  introduced  into 
passively  immune  animals,  and  Sobernheim  and 
Bail  have  found  capsulated  organisms  in  large 
numbers  in  highly  actively  immunized  animals 
for  some  time  after  massive  injections  of  an- 
thrax cultures. 

/.    Stimulation  of  Phagocytosis? 

Marchoux  observed  that  the  introduction  of 
immune  serum  into  normal  animals  was  fol- 
lowed by  a  rise  in  temperature,  which  was  slight 
and  subsided  quickly,  and  also  by  a  fleeting  leu- 
cocytosis. He,  with  others,  believes  that  phago- 
cytic activity  is  exhibited  in  greater  degree  in 
animals  which  have  received  immune  serum 
than  in  those  which  have  not. 
_  Sobernheim  could  not  confirm  these  observa- 
tions with  reference  to  phagocytic  activity.  He 
found  that  an  increase  of  leucocytes  follows  the 
injection  of  blood  serum,  whether  the  serum  be 
normal  or  immune,  and  could  not  observe  any 
qualitative  differences  in  this  respect  in  the  re- 
action of  experimental  animals. 

Pettit,  in  1901.  demonstrated  that  injections 
of  heated  normal  horse  serum  would  be  followed 
by  a  leucocytosis,  and  more  recent  work  has 
shown  that  a  rise  in  temperature,  with  a  fleeting 
leucocytosis,  will  follow  the  introduction  into 
the  animal  body  of  any  foreign  proteid. 

We  are  left,  then,  with  no  tangible  evidences 
of  the  presence  of  specific  immune  substances 
in  anti-anthrax  serum,  although  the  clinical 
and  experimental  evidence  of  its  powers  to  pro- 
tect is  beyond  question.  The  only  objection  to 
its  use  is  that  the  preparation  and  marketing  of 
the  serum  seem  to  entail  a  high  expense,  the 
cost  of  the  initial  dose  running  as  high  as  thirty 
dollars  or  more.19 

THE  USE  OP  NORMAL  SERUM  IN  ANTHRAX. 

The  replacement  of  immune  serum  by  normal 
serum  in  the  treatment  of  anthrax  is  due  large- 
ly to  the  activities  of  R.  Kraus,  formerly  of 
Vienna,  who  came  to  Buenos  Aires  to  accept 
the  headship  of  the  Bacteriological  Institute  of 
the  National  Department  of  Health  of  the  Ar- 
gentine Republic.  Penna,  Cuenca  and  Kraus20 
report  the  treatment  of  50  eases  of  anthrax  by 
normal  beef  serum,  with  no  deaths.  The  serum 
was  heated  twice  to  56°  C.  for  one-half  hour,  in 
order  to  eliminate  the  toxic  effect  of  beef  serum. 
In  a  later  paper21  they  report  90  additional 
cases,  with  one  death. 

Solari22  reports  6  cases  treated  with  heated 
normal  beef  serum,  with  no  deaths. 

The  mortality  in  these  146  cases  was  0.68%. 

Kraus  claims  that  the  new  medication  pro- 
duces sensibly  the  same  benefits,  utilized  intra- 
venously or  hypodermically.  although  obtaining 
without  question  a  greater  intensity  of  action 
when  the  serum  is  introduced  directly  into  the 
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vein.  The  results  "exclude  all  doubt  regarding 
the  real  and  positive  efficacy  of  this  treatment 
in  the  cure  of  malignant  pustule,  and  even  of 
carbuncular  septicemia.  Hypodermic  medica- 
tion was  sufficient  in  many  cases,  but  in  grave 
cases  with  intense  symptoms,  or  accompanied 
by  septicemia,  the  intravenous  method  is  better 
and  more  sure,  and  requires  no  more  care  than 
is  necessary  in  other  intravenous  medication." 

Dosage.  "Doses  of  10,  20  or  30  cc.  constitute 
the  ordinary  quantity  for  each  injection,  aug- 
mented to  40  and  50  cc.  or  more  in  more  in- 
tense cases." 

ANAPHYLACTIC  RESPONSE. 

"It  is  interesting  to  note  that  the  therapeutic 
application  of  heated  normal  beef  serum  has 
produced  no  general  or  local  disturbances  com- 
parable to  those  frequently  produced  by  horse 
serum.  This  last  produces  in  10%  or  more  of 
the  cases  treated,  allergy  or  serum  sickness. 
Nothing  comparable  has  appeared  following  the 
use  of  normal  beef  serum.  In  only  two  cases 
have  we  seen  a  slight  hyperemic  zone,  with  little 
intensity  and  fugitive,  surrounding  the  point 
of  injection,  and  found  commonly  following  the 
injection  of  even  the  most  innocent  solutions." 

METHOD  OP  ACTION. 

"The  injections,  whatever  the  via  employed, 
lead  to  an  immediate  elevation  of  temperature 
with  a  descent  in  24-48°  to  the  normal.  At  the 
same  time  there  is  produced  a  favorable  local 
reaction,  characterized  by  diminution  of  the 
edema  and  a  bettering  of  the  general  condition. 
In  some  cases  the  edema  progresses  and  the 
fever  continues  until  a  new  injection  is  made" 
(Kraus). 

Lignieres,23  who  had  supplied  the  commercial 
anti-anthrax  serum  used  in  the  Argentine  before 
the  advent  of  normal  serum  therapy,  entered 
into  a  bitter  personal  controversy  with  Kraus  in 
the  local  journals  and  medical  societies.  He 
comments  on  the  greater  toxicity  of  beef  serum 
in  comparison  with  horse  serum,  even  when 
heated,  and  denies  that  it  possesses  the  proper- 
ties against  anthrax  such  as  are  manifested  by 
any  good  specific  serum  from  a  horse  immunized 
against  anthrax. 

In  a  later  paper24  he  reports  extensive  experi- 
mental work,  all  apparently  proving  that  Kraus 
has  been  misled  in  his  statements  as  to  the  effi- 
cacy of  normal  serum.  He  argues  that  anthrax 
is  prevalent  in  cattle ;  if  their  serum  possessed 
any  natural  defensive  properties,  it  would  seem 
as  if  their  serum  would  protect  them  against 
the  disease. 

Tn  spite  of  Lignieres'  strictures.  Kraus  and 
his  co-workers  continue  to  demonstrate  the  effi- 
eieney  of  heated  normal  beef  serum  in  the  treat- 
ment of  anthrax. 

PROBABLE  METHOD  OP  ACTION. 

The  most  rational  explanation  of  the  activity 
normal  hoof  serum  in  anthrax  is  that  it  ob- 


tains results  by  provoking  a  non-specific  proteid 
reaction.  Kraus  was  one  of  the  pioneers  in  the 
study  of  this  phenomenon  in  Europe  in  the 
treatment  of  typhoid  and  other  diseases.  For- 
eign proteids  introduced  into  the  body  give  rise 
to  a  transient  increase  in  temperature,  accom- 
panied by  a  leucocytosis,  which  is  also  fleeting 
This  reaction,  which  is  in  no  way  specific,  has 
been  shown  to  be  capable  of  terminating  a  con- 
siderable percentage  of  cases  of  typhoid  fever 
by  crisis,  and  is  now  used  widely  in  the  treat- 
ment of  low-grade  infections,  such  as  rheuma- 
toid arthritis. 

Foreign  serum  is,  perhaps,  the  blandest  agent 
which  can  be  introduced  into  the  body  for  the 
production  of  this  reaction,  and  beef  serum  has 
the  advantage  over  horse  serum  that  it  does 
not  give  rise  to  serum  sickness,  which  did  not 
appear  in  the  series  of  Kraus,  has  not  been  seen 
by  Dr.  Edwin  Place  in  a  large  series  of  human 
beings  immunized  prophylactically  against  diph- 
theria by  the  use  of  antitoxic  beef  serum,  and 
has  not  arisen  in  the  series  of  wound  infections 
we  have  treated,  although  doses  totalling  1350 
cc.  by  intramuscular  and  intravenous  injection 
were  given  in  one  case. 

CONCLUSION. 

In  the  discussion  of  the  method  of  action  of 
specific  anti-anthrax  serum  it  was  made  appar- 
ent that  no  satisfactory  explanation  could  be 
offered  of  the  mechanism  which  produces  the 
results  obtained,  other  than  the  excitation  of 
phagocytic  activity,  and  this  is  not  a  specific 
immune  response,  but  will  follow  the  introduc- 
tion of  any  foreign  proteid  into  the  animal  body. 

Whatever  in  the  way  of  immune  substances 
may  be  present  in  specific  anti-anthrax  serum, 
the  amount  of  these  materials  must  be  very 
small. 

It  is  reasonable  to  conclude  that  specific  anti- 
anthrax  serum  owes  its  efficacy  in  small  part  to 
specific  immune  substances,  and  in  large  part" 
to  a  non-specific  proteid  reaction,  obtainable  by 
the  use  of  other  proteid  substances  as  well.  Of 
these  substances,  heated  normal  beef  serum  is, 
perhaps,  the  blandest  and  least  objectionable. 

The  history  of  our  case  follows: 

Nov.  21.  The  patient,  a  longshoreman,  aged  51, 
admitted  to  the  hospital.  Five  days  ago  there  ap- 
peared a  small  sore  on  the  right  side  of  the  face, 
and  following  this,  there  has  developed  very  rap- 
idly a  marked  swelling  over  the  whole  right  side 
of  the  face.  There  has  been  severe  pain.  Patient 
too  sick  to  give  a  history. 

Examination  showed  a  massive  edema  and  infil- 
tration of  the  whole  right  side  of  the  face,  extend- 
ing from  the  temporal  region  well  down  the  side 
of  the  neck,  and  posteriorly  behind  the  ear.  The 
right  eye  is  completely  closed  because  of  swelling 
of  the  lids.  The  skin  over  the  right  side  of  the 
face  is  glistening  and  dark  red  in  color.  The  left 
eye  is  also  practically  closed  because  of  swelling  of 
the  lids  and  swelling  about  the  left  cheek. 

Just  lateral  to  the  external  canthus  of  the  right 
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eye  is  a  small  circular  area  about  the  size  of  a 
dime,  covered  with  a  hard,  dry  and  almost  black 
crust.  No  vesicles.  There  is  a  dark  discoloration 
about  the  upper  and  lower  lids  of  the  right  eye, 
which  cannot  be  opened  because  of  the  dense  infil- 
tration of  the  lids. 

Patient  is  very  restless  and  in  a  semi-conscious 
condition.  Can  be  aroused,  but  takes  no  interest 
in  what  is  going  on  about  him.  Temperature  102, 
pulse  120.  Smear  from  lesion  showed  B.  anthracis 
and  a  staphylococcus. 

Patient  seen  by  Dr.  Hubbard,  who  gives  little 
liope  for  recovery. 

Treatment. — Hot  poultices  over  right  side  of  face. 
(1)  80  cc.  of  heated  beef  serum  intravenously. 

Nov.  23.  There  was  no  reaction  following  the  in- 
jection of  serum.  Condition  of  patient  remained 
practically  the  same  as  at  entrance.  (2)  80  cc. 
beef  serum  intravenously,  and  100  cc.  injected  deep 
into  lumbar  muscles. 

Nov.  24.  No  general  or  local  reaction.  Blood 
culture  negative.  (3)  80  cc.  beef  serum  intra- 
venously and  100  cc.  into  lumbar  muscles. 

Nov.  25.  No  general  or  local  reaction.  Patient 
appears  much  brighter.  The  swelling  of  the  face 
is  subsiding.  (4)  80  cc.  beef  serum  intravenously, 
and  100  cc.  into  lumbar  muscles. 

Nov.  26.  About  one  hour  following  the  last  in- 
jection of  serum,  the  patient  had  a  chill,  but  with 
no  marked  rise  in  temperature.  The  left  arm  at 
the  site  of  intravenous  injections,  is  considerably 
swollen,  reddened  and  tender.  There  has  been  a 
marked  decrease  in  the  swelling  of  the  face  and 
patient  feels  fairly  comfortable.  Still  unable  to 
open  right  eye. 

Nov.  27.  Temperature  and  pulse  normal.  Pa- 
tient comfortable.  Swelling  and  redness  about  left 
arm  subsiding.  Very  little  swelling  about  the  face. 
Skin  over  the  upper  and  lower  lids  of  right  eye  is 
becoming  gangrenous. 

Nov.  29.  Temperature  and  pulse  normal.  No  in- 
flammation about  the  left  arm,  and  practically  no 
swelling  about  the  face.  Upper  and  lower  lids  defi- 
nitely gangrenous. 

Dec.  3.  Most  of  gangrenous  skin  and  subcuta- 
neous tissues  trimmed  away.  Considerable  amount 
of  thick  yellowish  pus.  Smear  showed  staphylo- 
coccus. Edges  of  the  living  skin  are  raised,  red- 
dened and  rolled  in,  and  a  considerable  amount  of 
pus  can  be  expressed  from  the  undermined  edges. 
Small  area  of  apparently  normal  skin  just  above 
the  palpebral  border  of  the  upper  lid. 

Treatment. — Irrigations  with  beef  serum  and  wet 
beef  serum  dressings  every  four  hours. 

Dec.  7.  Redness  and  fluctuation  over  zygomatic 
process.  Small  incision  made  over  this  area  to  allow 
better  drainage  and  through-and-through  irriga- 
tions with  beef  serum.  There  is  a  large  amount  of 
thick  pus. 

Dec.  11.  Practically  no  pus.  Base  of  ulceration 
is  clean  and  covered  with  healthy-appearing  granu- 
lations. There  is  a  beginning  contracture  of  the 
tissues  below  the  eye. 

Dec.  15.  Granulations  growing  very  rapidly  and 
bright  red  in  appearance.  There  is  no  exudate. 
Smear  shows  only  an  occasional  organism. 

Dec.  19.    Beady  for  a  plastic  operation. 

Unfortunately,  the  blood  culture  was  not  made 
until  24  hours  after  the  first  injection  of  serum. 
The  photograph  was  taken  Nov.  27,  after  the  edema 
had  subsided. 
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THE  DIAGNOSIS  OF  THE  CONDITIONS 
CAUSING  PAINFUL  AND  IRRITABLE 
BACKS.* 

By  James  Warren  Sever,  M.D.,  Boston. 

This  subject  has  been  uppermost  in  my  mincl 
for  several  years,  on  account  of  having  had  to 
decide  in  many  separate  cases  the  conditions 
existing  in  an  individual's  back,  and  to  give  a 
definite  diagnosis  and  prognosis,  at  one  examina- 
tion. This  has  not  been  a  light  responsibility, 
and  I  am  now  in  the  process  of  looking  up  these 
cases  to  see  how  far  my  opinions  were  correct. 
I  had  hoped  to  have  the  data  ready  for  you  to- 
night, but  my  time  has  been  so  short,  that  it  is 
not  ready  for  presentation. 

These  cases  were  seen  for  the  Massachusetts 
Industrial  Accident  Board  as  an  impartial  exam- 
iner, and  presented  all  types  of  backs  in  all  types 
of  individuals — male  and  female.  There  was 
always  the  psychological  element  of  litigation, 
which  is  supposed  to  be  absent  under  the  law 
in  compensation  cases,  present  in  these  individu- 
als, which  added  to  the  difficulty  of  the  correct 
diagnosis. 

These  cases  differed,  however,  from  the  ordin- 
al y  routine  backaches  or  strains  one  usually 
sees,  because  of  the  constant  factor  of  definite 
trauma  as  an  exciting  cause. 

Painful  and  irritable  backs  are  most  common 
in  the  usual  run  of  medical  practice,  without  a 
history  of  accident  or  trauma,  and  these  are  the 
cases  I  want  especially  to  call  your  attention  to. 
In  fact  there  are  few  diseases  in  which  back- 
ache does  not  occur.  The  condition  is  attrib- 
uted to  the  kidneys  by  the  kidney  pill  man,  and 
to  the  feet  by  the  maker  of  orthopedic  shoes,  as 
well  as  to  other  ills  which  flesh  is  heir  to  by  the 
person  who  may  happen  to  have  an  infallible 
remedy  for  that  particular  ill.    It  is  a  much 

*  Read  at  the  Newton  Medical  Society,  January  14,  1918. 
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neglected  subject  and  it  is  not  surprising  that 
many  cases  drift  about  to  become  the  prey  of 
the  patent  medicine  man,  because  of  lack  of 
adequate  examination  and  definite  checking  up 
of  the  patient's  symptoms,  history,  and  posture. 
I  say  this  advisedly,  because  so  many  cases  can 
be  so  easily  relieved  by  simple  treatment. 

Now  what  is  meant  by  a  painful  or  irritable 
back?  It  is  this — a  person  complains  of  pain 
in  the  back  generally  situated  low  down,  that  is, 
at  or  below  the  dorso-lumbar  junction,  and  of  con- 
stant or  intermittent  duration.  Associated  with 
this  pain  there  may  be  a  dragging  feeling  in 
the  lower  back,  which  may  be  worse  after  walk- 
ing or  standing,  but  may  be  present  only  when 
sitting,  and  is  relieved  by  walking  about. 

There  may  be  tenderness — generally  vague — 
extending  from  the  sacro-iliac  joints,  which  are 
at  times  the  points  of  greatest  tenderness,  to  the 
shoulder  blades  and  the  back  of  the  neck.  At 
times  this  pain  extends  to  the  legs,  down  the 
back  of  the  thighs,  accompanied  by  a  feeling  of 
numbness  in  the  legs,  which  is  best  expressed  by 
the  patients  themselves  as  a  sort  of  "woodeny 
feeling."  Following  trauma  the  tenderness  is 
generally  localized  at  the  site  of  the  injury  and 
may  be  accompanied  by  more  or  less  muscle 
spasm. 

CAUSES  OF  BACKACHE. 

There  are  three  large  groups  of  cases  which 
can  be  readily  differentiated  at  once  as  having 
definite  conditions  which  may  cause  backache. 
These  are  as  follows : 

1.  Arthritis  of  the  spine.  This  condition  is 
often  seen  and  is  a  painful  and  persistent  con- 
dition. It  has  its  periods  of  remission  and  ex- 
acerbation, until  such  a  time  as  the  vertebrae 
become  fused,  when  the  painful  joints  in  the 
spine  no  longer  exist  and  the  cause  of  the  pain 
is  removed,  namely,  motion  between  irritable 
joint  surfaces.  This  condition  generally  exists 
with  other  definite  signs  of  arthritis,  and  may 
occur  spontaneously,  or  may  be  present  even 
without  symptoms,  until  some  strain  or  trauma 
lights  the  process  up,  and  results  in  great  and 
persistent  disability.  Arthritis  of  the  spine 
occurs  most  often  at  or  after  middle  age,  and  is 
apt  to  appear  in  the  laboring  man  as  well  as  the 
desk  worker.  It  is  not  uncommon,  on  taking  an 
x-ray  of  a  laborer's  back,  following  an  injury, 
to  find  a  considerable  degree  of  hypertrophic 
arthritis  already  present,  which  has  been  ag- 
gravated, at  least  symptomatically,  by  the  ac- 
cident, and  consequently  prolongs  his  disability 
and  compensation. 

Treatment  in  these  arthritis  cases  generally 
resolves  itself  into  the  application  of  a  plaster 
jacket,  a  backbrace,  or  canvas  corset — anyone  of 
which  may  have  to  be  worn  for  an  indefinite 
period  to  insure  adequate  fixation  to  the  spinal 
joints.  A  diagnosis  of  arthritis  of  the  spine 
without  an  x-ray  in  a  given  case  is  not  impos- 
sible, and  at  times  easy.  The  back  is  stiff  to 
bending  in  any  direction,  the  onset  may  be  sud- 


den or  gradual  and  the  disability  is  great.  The 
cause  may  be  infectious  or  occupational.  The 
progress  towards  recovery  is  slow,  even  with 
good  treatment. 

2.  Traumatism,  especially  frequent  in  the  in- 
dustrial classes,  a  very  frequent  cause  of  a  pain- 
ful back,  is  a  most  common  cause  of  litigation 
and  is  a  condition  about  which,  an  impartial  ex- 
aminer finds  it  very  difficult  to  arrive  at  any 
absolute  hard  and  fast  opinion.  There  is  no 
doubt  about  the  trauma — either  direct  or  in- 
direct— the  question  is,  what  damage  has  that 
trauma  caused?  Is  there  a  muscle  sprain,  a 
ligamentous  tear,  a  sacro-iliac  sprain,  a  frac- 
tured transverse  process,  or  a  crushed  vertebra? 
An  x-ray  may  clear  up  some  of  the  bony  injur- 
ies, but  will  not  help,  except  in  a  negative  way. 
the  soft  part  ones.  If  the  condition  is  a  muscle 
sprain,  the  history  will  be  of  value.  How  did 
the  pain  start?  "What  was  the  patient  doing  when 
it  began?  Certain  of  my  cases  have  had  sud- 
den pain  in  the  back  when  trying  to  lift  a  bar- 
rel of  ashes  or  when  lifting  other  heavy  objects. 
They  felt,  as  they  say,  something  give  way  in 
the  back.  Generally  the  pain  is  in  the  lumbar 
region  in  these  cases.  There  may  be  localized 
tenderness  over  the  spinal  muscles,  and  at  times 
the  soreness  extends  around  into  the  flank.  I 
believe  the  majority  of  these  cases  are  ones  in 
which  a  muscle  fiber  or  fibers  are  torn  and.  gen- 
erally, strapping  and  hot  applications,  with  early 
use,  will  effect  a  cure.  Ligamentous  tears  act  in 
about  the  same  way,  are  generally  of  longer 
duration,  and  the  pain  and  soreness  are  deeper 
seated.  Ligamentous  tears  may  be  situated  in 
the  region  of  the  sacro-iliac  joint  and  so  con- 
fuse the  diagnosis.  The  ligamentous  insertions 
of  the  great  back  muscles  in  the  region  of  the 
sacro-iliac  joint  often  lead  to  doubt  and  con- 
fusion when  an  injury  is  localized  there.  They 
do  not  get  well  as  quickly,  and  heavy  work  in  the 
future  is  apt  to  produce  soreness  and  lameness 
at  the  same  spot.  The  treatment  in  general  is 
the  same. 

A  fractured  transverse  process  is  not  an  un- 
common result  of  having  objects  fall  on  the 
back,  or  of  being  thrown  against  something 
solid  and  striking  the  back.  Three  recent  cases 
I  have  seen  occurred  as  follows :  One  had  a 
pulley-block  fall  and  strike  him  on  the  back  and 
break  the  transverse  process  of  the  second  lum- 
bar vertebra.  Another  was  a  car  conductor  who 
was  thrown  against  a  car  door  when  the  car 
started  suddenly.  The  third,  whose  x-ray  I  will 
show  you,  was  run  over  by  a  team  and  had  all 
the  transverse  processes  on  one  side  of  his  lum- 
bar spine  broken.  Direct  and  not  indirect  vio- 
lence is  usually  the  determining  cause.  The 
pain  at  first  is  considerable — marked  localized 
tenderness  is  present,  motion  is  considerably  re- 
stricted, and  as  a  rule  strapping  and  later  bak- 
ing and  massage  effect  a  cure,  so  that  work  is 
resumed  in  three  to  four  weeks.  Complete  re- 
lief from  pain  and  soreness  may  not  be  obtained, 
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however,  for  months.  There  are  several  other 
bony  conditions  which  may  cause  low  back  pain 
of  which  I  wish  to  speak.  They  are  usually  as- 
sociated with  trauma  and  present  only,  clinically, 
painful  and  irritable  backs,  associated  with  dis- 
ability. 

The  first  type  is  seen  usually  following  falls 
of  some  violence,  as  falls  down  elevator  wells, 
being  thrown  out  of  a  carriage  or  hammock,  etc. 
Clinically  there  is  generally  an  increase  in  the 
normal  lumbar  lordosis  or  hollow  back,  pain  and 
numbness  may  exist  in  the  legs  and  the  individ- 
ual is  considerably  incapacitated,  with  a  very 
rigid  spine.  Examination  shows  a  prominent 
sacrum,  and  in  palpation  of  it  the  fingers  slip 
on  to  a  sort  of  shelf  at  the  junction  of  the  sa- 
crum and  the .  fifth  lumbar  vertebra.  X-rays 
show  that  in  these  cases  there  has  been  a  definite 
slipping  forward  of  the  fifth  lumbar  vertebra 
on  its  articulation  with  the  sacrum,  resulting  in 
some  cases  in  definite  cord  pressure  symp- 
toms. A  lateral  x-ray  will  show  this  defect  very 
well.  Treatment  should  be  directed  to  support 
of  the  spine,  by  braces  or  jackets.  Some  cases 
have  been  relieved  by  a  bone  graft  operation  to  fix 
the  slipping  fifth  lumbar  vertebra  to  the  vertebra 
above  and  the  sacrum  below,  and  so  give  relief. 
The  condition  is  known  as  traumatic  spondylolis- 
thesis. The  second  so-called  bony  cause  of  back 
pain  is  one  which,  to  my  mind,  is  yet  not  proven, 
according  to  the  English  jury  verdict.  Certain 
observers  have  stated  that  a  long  transverse  pro- 
cess of  the  5th  lumbar  vertebra  causes  pain  in 
the  back  by  impinging  on  the  crest  of  the  ilium 
and  have  shown  x-rays  apparently  showing  this 
condition.  Certain  cases  have  been  operated  on 
with  relief  by  removing  the  offending  process. 
It  is  not  yet  clear  to  my  mind  whether  rest  in 
bed  for  several  weeks  or  removal  of  the  process 
caused  the  cure.  The  operation  is  difficult  and 
dangerous.  If  you  recall  the  anatomy  of  the 
region  you  will  remember  that  the  transverse 
process  of  the  5th  lumbar  vertebra  is  situated 
well  in  front  of  the  plane  of  the  crest  of  the 
ilium,  and  as  increased  lordosis,  which  is  said  to 
cause  the  impingement,  increases  also  the  dis- 
tance between  these  two  bones,  I  fail  to  see  just 
how  anything  but  inaccurate  observation,  or  an 
enthusiastic  operator,  could  attribute  pain  and 
disability  to  such  a  cause  in  the  absence  of  any- 
thing but  definite  congenital  malformation. 

3.  The  third  .  class  of  cases,  generally 
•  recognized  as  such,  but  often  associated  with 
definite  orthopedic  defects,  is  that  where  dis- 
placement of  the  pelvic  organs  in  women  is  at 
fault. 

Hutchins1  believes  that  an  anteposition  of  the 
uterus,  associated  with  a  descent  of  the  cervix, 
and  so  resulting  in  an  engorgement  of  the 
ovaries  and  their  veins,  is  a  frequent  cause  of 
backache. 

Graves,2  on  the  other  hand,  found  that  76% 
of  500  cases  had  backache  associated  with  retro- 
displacement  of  the  uterus,  and  a  corrective 


operation  for  this  condition  relieved  or  benefited 
86%  of  263  cases  he  could  trace. 

MacFarlane3  states  that  16%  of  938  gyneco- 
logic cases  complained  of  backache.  The  pelvic 
findings  in  159  of  these  cases  comprised  chiefly 
lacerations,  retroversions,  prolapse,  and  inflam- 
matory conditions,  such  as  adherent  appendages 
and  endocervicitis.  The  incidence  of  marked 
nervousness  in  these  159  patients  with  backache 
was  about  9.3%,  or  about  equal  to  the  incidence 
of  adherent  appendages,  and  half  as  frequent  as 
that  of  prolapse.  She  thinks  that  the  neuras- 
thenic state  predisposes  to  backache  of  pelvio 
origin  by  lowering  the  resistance  of  the  central 
nervous  system.  The  fact  that  the  backache  was 
permanently  relieved  by  appropriate  gynecolo- 
gic treatment  led  to  the  belief  that  these  back- 
aches were  caused  by  the  pelvic  condition. 
Here  you  have  three  authorities  all  agreeing  that 
pelvic  conditions  cause  backache. 

One  point  of  interest  and  importance  which 
Graves  makes  is  that  uterine  back  pain  is  invari- 
ably confined  to  the  sacral  or  very  low  lumbar 
regions. 

On  the  other  hand,  operations  performed  to 
correct  pelvic  displacement  because  of  backache 
often  fail  because  the  orthopedic  or  postural 
defects  of  the  individual  are  not  corrected.  It 
is  fair  to  presume  that  in  a  certain  number  of 
cases  that,  had  orthopedic  measures  been  carried 
out  first,  the  operation  would  not  have  been  nec- 
essary. 

We  now  come  to  a  large  group  of  cases  which 
do  not  fall  under  any  of  these  previous  classes 
j  mentioned,  but  which  are  very  common.  These 
!  cases  may  be  subdivided  into  two  classes,  namely, 
(1)  static  or  postural  strain  and  (2)  sacro-iliac 
strain. 

This  brings  us  to  the  definition  of  what  is 
meant  by  this  classification,  and  I  will  take  them 
up,  therefore,  in  order. 

1.  Static  or  postural  strain,  not  the  result  of 
trauma.  In  an  important  and  interesting  paper 
several  years  ago  Reynolds  and  Lovett*  deter- 
mined the  center  of  gravity  of  the  human  body 
in  the  upright  position,  and  noted  various 
changes  from  the  normal,  and  their  effects  on  the 
posture  and  musculature.  They  showed  that  a 
forward  displacement  of  the  center  of  gravity 
put  increased  work  and  strain  on  the  back 
muscles,  which,  if  sufficiently  long  continued,  pro- 
duced backache  and  strain;  and  arrived  at  the 
conclusion,  from  their  experimental  work,  that 
static  backache  was  the  result  of  definite  me- 
chanical defects  in  the  posture. 

Now  you  know  that  normally  in  the  upright 
position  an  individual,  when  at  rest,  is  supposed 
to  carry  his  weight  on  his  bones  and  not  on  his 
muscles  or  ligaments.  The  center  of  gravity 
generally  falls  in  a  line  running  from  the  tip  of 
the  mastoid,  through  the  front  of  the  shoulder, 
great  trochanter,  just  back  of  the  patella  and 
about  an  inch  in  front  of  the  external  malleolus. 
Any  variation  from  this  normal  implies  muscle 
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and  ligamentous  strain  and  so  pain — therefore, 
when  a  person  habitually  stands  with  the  body, 
in  a  position  of  poor  posture  there  is  created  a 
lack  of  normal  muscle  balance  and  consequently 
muscle  strain,  which  is  translated  into  pain. 
The  so-called  "carrying  posture"  is  a  good  ex- 
ample of  poor  standing  position.  Here  the 
trunk  is  carried  back  over  the  pelvis,  the  back 
is  rounded  and  the  abdomen  protuberant,  the 
low  back  hollow  or  flat.  Poor  postures  are  seen 
many  times  in  poorly  nourished  young  people 
who  stand  with  a  slight  lateral  curvature  and 
a  round  back  and  shoulders,  and  who  complain 
of  backache.  Other  types  are  those  individuals, 
women  especially,  who  present  on  examination  a 
hollow  back  with  a  marked  increase  in  the  nor- 
mal inclination  of  the  pelvis.  Often  there  is  a 
moderate  degree  of  tenderness  along  the  back 
muscles  and  over  the  sacro-iliae  joints.  A  large 
number  of  these  latter  type  of  cases  complain 
also  of  vague  pains  in  the  legs  and  feet.  Into 
this  class  can  be  put  also  those  obese  individuals 
who  have  to  lean  back  to  balance  themselves, 
and  so  by  constantly  putting  extra  work  on 
their  back  muscles,  tire  them  out  and  stretch 
their  back  ligaments  and  so  strain  their  liga- 
mentous insertions  and  may  strain  the  sacro-iliac 
joints.  These  are  best  treated  by  a  corset  or 
belt  which  holds  up  the  abdomen  and  takes  the 
strain  off  the  back  and  puts  it  on  a  brace  or 
corset.  An  examination  should  be  made  to 
determine  whether  or  not  there  is  a  short  leg  in 
all  cases,  for  many  cases  of  backache  are  due  to 
an  unrecognized  short  leg  and  can  be  cured  by 
making  the  short  leg  as  long  as  the  other  one. 
One  other  point  of  the  greatest  importance  is 
the  presence  or  absence  of  a  short  or  tight  heel 
cord.  Normally,  the  foot  should  go  about  10° 
beyond  a  right  angle  in  dorsal  flexion,  but  you 
will  find  that  in  many  of  these  indefinite  back- 
ache cases,  dorsal  flexion  even  to  a  right  angle 
is  not  possible,  and  an  attempt  dorsally  to  flex 
the  foot  causes  pain  all  along  the  back  of  the 
leg  even  extending  to  the  buttock  and  back. 
This  condition  is  probably  part  and  parcel  of 
the  whole  lack  of  proper  muscle  balance  and 
posture,  but  its  correction  alone  will  often  cure 
a  troublesome  and  persistent  backache.  Associ- 
ated with  these  tight  heel  cords,  are  often  feet 
which  are  the  reverse  of  flat,  in  that  they  pre- 
sent high  arches  and  painful  callosities  on  the 
balls  of  the  feet.  Stretching  the  heel  cords 
several  times  a  week,  which  relieves  the  so-called 
"woodeny"  feeling  in  the  legs,  with  a  specially 
designed  machine,  and  taking  the  weight  off 
the  balls  of  the  foot  by  means  of  a  plate  or  an 
anterior  heel,  as  devised  by  Dr.  Cook  of  Hart- 
ford, which  consists  in  a  lift  half  an  inch  wida 
by  an  eighth  to  half  an  inch  thick  running 
across  the  sole  of  the  shoe,  just  behind  the  ball 
of  the  foot.  This  acts  as  a  wedge  at  that  point 
and  causes  plantar  flexion  of  the  toes,  and  ele- 
vation of  the  metatarso-phalangeal  joint  and  so 
relieves  pain  and  pressure  at  that  point;  and 


raising  the  heels  of  the  shoes  a  quarter  to  a  half 
an  inch  will  often  cure  these  cases.  Raising 
the  heels  of  the  shoes  will  do  several  things. 
First,  it  will  generally  please  the  ladies  who 
dread  a  low  heeled,  sensible  shoe ;  therefore  their 
pride  is  appeased  and  they  begin  to  think  that 
you  are  really  quite  sensible.  Second,  by  so  do- 
ing, you  are  taking  the  strain  off  the  tight  gas- 
trocnemius muscle,  and  so  relieving  pain. 
Third,  you  are  tipping  the  body  back  as  a  whole 
and  consequently  are  relieving  the  tension  on 
the  irritated  erector  spinae  group  of  muscles  and 
letting  up  on  their  bowstring  tension.  The 
effect  of  these  simple  remedies  in  suitable  cases 
is  remarkable,  and  the  relief  from  pain  and  dis- 
comfort marked  often  in  24  hours. 

Certain  patients  I  have  seen  always  develop 
exquisitely  tender  areas  about  the  buttocks  and 
anus,  when  their  posterior  musculature  becomes 
too  tight,  and  one  even  develops,  regularly,  anal 
fissures  which  promptly  clear  up  after  stretch- 
ing. It  is  needless  to  add  that  proper  corsets, 
which  support  the  strained  back  muscles  and 
the  abdomen  well,  should  be  supplied  to  all  these 
cases.  Such  a  corset  should  be  no  longer  than 
the  trochanter,  should  grip  the  pelvis  firmly, 
should  fit  the  back  well,  should  be  no  higher 
than  the  top  of  the  shoulder  blades  behind,  and 
the  lower  ribs  in  front.  It  is  better  front  laced, 
should  have  a  flat  abdomen,  and  is  best  applied 
lying  down. 

This  type  is  common,  and  I  believe  they  are 
often  called  cases  of  sacro-iliac  strain,  whereas, 
to  my  mind,  they  have  no  such  condition.  If 
they  have  the  maximum  amount  of  their  dis- 
comfort over  one  or  both  sacro-iliac  joints,  as- 
sociated with  these  other  conditions,  I  believe 
that  it  has  simply  happened  that  the  maximum 
strain  has  localized  there,  and  that  a  strain  of 
the  sacro-iliac  joint  has  developed  secondarily 
and  is  not  primary.  They  will  get  well  under 
the  above  course  of  treatment  plus  rest  and. 
later,  exercises  and  massage. 

There  are  also  many  cases  of  backache  seen 
in  poorly  developed  individuals,  whose  muscula- 
ture is  poor,  whose  resistance  is  low,  and  whose 
bodily  posture  is  bad.  These  cases  are  the  re- 
sult of  the  same  chain  of  events — namely,  poor 
posture  and  lack  of  muscle  development  and 
balance,  and  are  to  be  treated  along  the  more 
general  lines  of  developmental  work.  Many 
neurasthenics  come  into  this  class,  but  as  a  rule 
the  backache  seen  in  them  is  one  which  is  dis- 
tributed generally  all  over  the  back  and  rarely  lo- 
calized in  any  one  spot. 

2.  Sacro-iliac  Strain  or  Sprain.  This  last 
class  has  been  before  us  for  a  reasonably  long 
time,  and  has  been  a  popular  one  in  which  to 
put  all  cases  of  low  backache.  The  joints  have 
been  there  anatomically,  the  tenderness  and  pain 
has  been  situated  at  or  about  the  joints,  and  the 
diagnosis  is  one  easy  to  make  offhand,  without 
much  of  an  examination,  and  satisfies  both  the 
doctor  and  the  patient. 
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Now  it  is  not  to  be  denied  that  the  sacro-iliac 
joints  are  real  joints  and  are  subject  to  such 
sprains  and  diseases  as  are  other  joints,  but  that 
all  low  backaches  should  come  from  these  joints 
seems  too  good  to  be  true.  I  think  that  the  ex- 
planation offered  above  in  the  description  of  the 
postural  backaches  covers  a  good  many  so-called 
sacro-iliac  strains.  The  strains  and  slippings  of 
the  sacro-iliac  joint  during  and  following  preg- 
nancy are  common  in  everyone's  experience  and 
can  generally  be  relieved  by  proper  strapping 
and  a  good  corset.  One  word  of  caution  about 
strapping:  always  carry  the  plaster  from  in 
front  of  the  anterior-superior  spine  on  one  side, 
to  in  front  of  it  on  the  other,  pulling  it  as  hard 
as  you  can.  Also  put  a  felt  pad  about  half  an 
inch  thick  over  the  sacrum,  extending  up  the 
lumbar  spine,  and  you  will  get  better  results. 
.Most  strapping,  as  I  see  it,  is  inefficiently  applied. 

Sprains  of  the  sacro-iliac  joints  are  seen  after 
sudden  wrenches,  especially  when  the  person  is 
bent  forward  and  to  the  side.  They  seem  to  fol- 
low twisting  strains  rather  than  direct  ones, 
either  in  the  upright  or  flexed  position.  Cer- 
tain cases  are  accompanied  by  local  swelling  and 
tenderness  and,  although  increased  motion  and 
slipping  can  rarely  be  detected  and  the  x-rays 
invariably  in  my  experience  prove  negative, 
there  is  no  doubt  as  to  the  condition.  Associ- 
ated with  these  sacro-iliac  strains  one  usually 
finds  more  or  less  pain  and  discomfort  down  the 
back  of  the  leg  on  the  affected  side,  extending 
often  to  the  foot  and  calf.  As  the  condition 
in  the  joint  improves,  this  pain  in  the  leg  gets 
well.  This  is  attributed  to  the  pressure  on  the 
nerves  of  the  sacral' plexus,  which  lie  on  the  an- 
terior surface  of  the  joint  in  the  pelvis,  as  shown 
by  Albee5  and  others.  This  nerve  involvement 
is,  I  believe,  not  due  to  a  pressure  of  the  slipping 
joint,  which  cannot  slip  enough  to  cause  such 
pressure,  but  may  be  due  to  local  congestion 
which  involves  the  tissues  about  the  sacral  cord. 
Slipping  in  the  joint  is,  I  believe,  rare  in  the 
usual  run  of  cases,  and  is  observed  only  in  those 
cases  where  ligamentous  relaxation  is  great, 
such  as  is  seen  after  pregnancy  and  in  certain 
other  eases  of  long  duration  of  poor  posture 
and  back  strain  in  rather  fat  people.  I  have 
seen  only  two  such  cases  where  the  slipping 
could  be  felt,  both  in  obese  washwomen,  who 
were  so  incapacitated  finally,  that  in  order  to  get 
out  of  bed  they  had  to  roll  on  to  the  floor  and 
then  climb  up  on  themselves  much  in  the  same 
way  a  case  of  Pott's  disease  or  progressive  mus- 
cular atrophy  gets  up  from  the  prone  position. 
They  were  both  promptly  relieved  by  strapping 
and,  later,  corsets.  Certain  cases  of  acute  sacro- 
iliac sprain,  often  seen  following  exposure  and 
resembling  an  infectious  or  rheumatic  attack 
exhibit  the  greatest  degree  of  pain  and  dis- 
ability. Slipping  of  the  joint  cannot  be  demon- 
strated, but  is  felt  and  described  by  the  patient 
when  it  occurs,  generally  with  a  twist  of  the 
body;  the  pain  is  excruciating  and  often  accom- 
panied with  nausea  or  faintness.    There  is  gen- 


erally some  pain  down  the  leg  on  the  affected 
side,  and  local  tenderness  over  the  joint.  There 
is  no  mistaking  these  cases,  for  the  picture  is 
generally  complete.  Salicylates,  rest  and  strap- 
ping often  give  relief  in  a  few  days,  plus  ma- 
nipulation in  a  certain  number  of  cases. 

In  about  80  cases  of  painful  backs,  seen  for 
the  Massachusetts  Industrial  Accident  Board,  in 
the  last  year  or  two,  as  the  result  of  injuries, 
there  was  only  one  or  two  which  seemed  to  be 
cases  of  sacro-iliac  sprains  as  against  24  cases 
of  compression  fracture  of  the  vertebrae ;  which 
is  a  most  common  condition  and  one  frequently 
overlooked. 

Two  other  points  in  connection  with  sacro- 
iliac slipping — relaxation  and  strain,  which  I 
wish  to  emphasize.  First,  when  there  is  a  real 
looseness  or  sprain  of  these  joints,  the  patient 
always  states  that  he  feels  as  if  he  were  "break- 
ing in  two."  This  is  a  common  statement  and 
I  believe  applies  to  no  other  condition.  Second, 
in  regard  to  the  so-called  leg-raising  test,  so 
commonly  used,  I  believe  it  is  fallacious,  for  this 
reason.  Any  injury  to  the  lower  back  which  re- 
sults in  back  strain  causes  muscle  irritability, 
which  of  itself  will  limit  leg-raising  with  the 
lower  leg  extended.  This  is  especially  true  in 
the  static  type  of  cases  and  should  no  more  be 
regarded  as  a  sign  of  sacro-iliac  strain  than  of 
flat-foot.  It  is  too  frequently  associated  with 
other  back  conditions  to  be  pathognomonic  of 
any  one  of  them. 

A  word  of  caution  about  back  pain — never  be 
content  with  an  examination  which  does  not  in- 
clude an  x-ray,  especially  in  cases  of  trauma. 
It  is  not  difficult  to  have  one  made,  and  will  re- 
duce the  percentage  of  guessing  and  raise  the 
percentage  of  correct  diagnoses. 
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A  CASE  OP  CEREBROSPINAL  MENIN- 
GITIS SUCCESSFULLY  TREATED  BY 
INTRASPINAL  AND  INTRAVENTRIC- 
ULAR ADMINISTRATION  OF  ANTI- 
MENINGITIS  SERUM  * 
By  Theodoke  A.  Hoch,  M.D.,  Wavekley,  Mass. 
McLean  Hospital,  Waverley. 

The  following  case  of  cerebrospinal  menin- 
gitis presents  several  features  of  unusual  in- 
terest both  clinically  and  therapeutically.  In 

*  Read  at  meetings  of  the  Middlesex  South  District  Medical 
Society,  October  10,  1917,  and  the  Boston  Society  of  Psychiatry 
and  Neurology,  December  20,  1917. 
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particular,  it  emphasizes  the  need  of  intensive 
treatment  with  anti-meningitis  serum,  not  only 
intraspinally,  but  if  indicated,  as  in  this  case, 
i  ntraventricularly . 

The  case  is  that  of  a  naval  lieutenant  who  was 
brought  to  the  McLean  Hospital  May  6,  1917,  in  a 
delirious  condition,  the  previous  history  of  which 
was  unknown,  even  to  the  immediate  family,  the 
patient  having  arrived  at  his  home  in  a  state  of 
collapse  and  confusion  on  the  morning  of  the  day 
of  his  admission  to  the  hospital,  unable  to  give  any 
account  of  his  experiences  up  to  that  time.  Later, 
however,  facts  came  to  light  which  are  embodied  in 
the  following  more  detailed  history. 

The  family  history  shows  that  the  paternal 
grandmother  died  of  a  cancer  of  the  throat.  The 
father  died  of  a  cancer  of  the  bladder  after  the 
patient's  discharge  from  the  hospital.  His  mother 
died  of  cerebrospinal  meningitis  a  week  after  the 
patient's  admission  to  the  McLean  Hospital,  having 
contracted  the  disease  from  him  after  an  exposure 
of  a  few  hours  while  he  was  at  home,  just  before  his 
admission  to  the  hospital. 

The  patient,  who  is  31  years  old,  was  thought  to 
have  bad  spinal  meningitis  at  the  age  of  6  months, 
having  had  several  convulsions  for  24  hours.  Since 
that  time  there  has  been,  however,  nothing  to  sug- 
gest the  presence  of  epilepsy  or  other  nervous  dis- 
orders. 

His  early  life  was  uneventful.  He  was  appointed 
to  the  Naval  Academy  at  Annapolis,  from  which  he 
graduated  in  1907.  After  graduation  he  progressed 
rapidly  in  the  service,  and  at  21  was  given  command 
of  a  vessel.  Some  time  later  he  was  recommended 
for  promotion,  and  when  taken  sick  was  chief  signal 
officer  on  the  flagship  of  the  squadron. 

In  January,  1917,  he  had  a  severe  attack  of  pto- 
maine poisoning  while  attending  an  official  banquet 
in  Haiti.  For  several  days  he  was  in  a  critical  con- 
dition. He  recovered  from  the  immediate  effect  of 
this  illness,  but  did  not  fully  regain  his  normal 
strength,  though  he  was  able  to  resume  his  work. 
Aside  from  this  illness  and  its  after-effects,  he  has 
always  been  in  excellent  health. 

He  was  stationed  with  the  fleet  when  he  became 
sick,  and  left  his  ship  presumably  on  May  4  on  a 
10-days'  leave  of  absence  because  he  felt  somewhat 
nervous  and  run  down.  Upon  reaching  New  York 
he  became  very  ill,  but  with  assistance  was  able  to 
go  from  his  hotel  to  take  the  midnight  train  for 
Boston.  Before  leaving,  he  wired  his  family  that 
he  would  be  home  the  following  morning.  Reaching 
Boston,  he  took  a  taxicab  for  his  home,  and  on  his 
arrival  was  so  sick  that  he  had  to  be  helped  into  the 
house.  After  getting  into  the  house  he  said  he  was 
sorry  to  come  home  sick,  but  that  he  was  a  nervous 
wreck  and  had  fainted  just  after  sending  the  tele- 
gram. He  appeared  to  have  a  chill  and  went  to  bed. 
He  seemed  dazed  and  complained  of  a  terrible 
headache  and  rubbed  his  head  and  moved  about 
very  restlessly. 

At  one  o'clock  he  began  to  get  excited,  and 
thrashed  around  so  much  that  he  broke  down  the 
bed  and  neighbors  were  called  to  help  care  for  him, 
and  when  the  physician  arrived  at  his  home  he 
found  the  patient  dazed,  pale  and  much  excited. 
His  pupils  were  equal  and  the  reflexes  were  normal. 
He  bad  no  fever.  He  was  given  some  citrate  of 
magnesia  and  vomited.  A  quarter  of  a  grain  of 
morphia  was  given,  and  at  2  o'clock  he  was  quiet. 
A  little  later  he  became  excited  again,  and  a  quar- 


ter of  a  grain  of  morphia  and  1/100  of  a  grain  of 
hyoscin  were  given,  after  which  he  slept. 

He  was  brought  to  the  hospital  about  4  o'clock 
on  the  afternoon  of  May  6,  well  under  the  influence 
of  hypnotics,  and  slept  for  nearly  two  hours.  When 
seen  by  the  physician,  a  little  after  admission,  he 
could  not  be  aroused,  was  limp  and  perspired  freely. 
His  pulse  was  72,  of  good  quality,  but  quite  irreg- 
ular; respirations  were  slow  and  deep.  There  was 
questionable  rigidity  of  the  neck,  but  he  was  so 
resistive  that  this  could  not  be  accurately  deter- 
mined and  was,  if  present,  not  constant.  The  pu- 
pils were  about  3  mm.  in  diameter;  the  left  seemed 
a  little  larger  than  the  right.  They  responded  to 
flashlight.  The  reflexes  were  everywhere  active  and 
equal.  At  this  time  a  definite  Babinski  was  ob- 
tained on  the  right,  but  this  later  disappeared. 
There  was  also  considerable  resistance  offered  when 
the  leg  was  raised  after  the  thigh  had  been  flexed. 
The  abdomen  seemed  quite  hard.  There  was  an 
abrasion  of  the  skin  extending  along  the  spine  in 
the  lower  dorsal  and  upper  lumbar  region.  He  was 
catheterized  and  16  oz.  of  urine  were  withdrawn. 

During  the  night  he  was  less  somnolent  and  be- 
gan making  restless  efforts  to  get  out  of  bed.  The 
following  morning  his  temperature  was  97  and  the 
pulse  88,  and  throughout  the  day  he  remained  de- 
lirious, talked  about  being  aboard  ship,  asking  if 
shell  and  powder  were  ready,  etc.  Momentarily  he 
was  clear  and  made  normal  responses,  and  he  con- 
tinued to  complain  of  severe  pain  in  the  center  of 
his  head  and  in  his  back.  His  temperature  re- 
mained sub-normal  until  night,  when  it  rose  to 
101.8. 

On  the  8th  he  appeared  very  sick.  He  was  rather 
dull  and  only  semi-conscious.  Talking  with  him 
seemed  to  increase  his  restlessness,  which  was  at 
all  times  present.  He  was  not  resistive,  and  com- 
plied as  well  as  he  could  with  requests,  and  always 
tried  to  be  polite  and  pleasant.  He  kept  up  more  or 
less  of  a  fragmentary  talk  as  he  moved  about.  He 
apparently  tried  to  answer  questions  but  did  not 
seem  able  to.  Only  now  and  then  in  his  delirium 
could  a  relevant  response  be  obtained.  Physical 
examination  on  this  day  showed  a  slight  left  facial 
palsy.  The  left  corner  of  the  mouth  did  not  close 
completely.  The  tongue  pointed  to  the  right.  The 
left  cheek  seemed  fuller  than  the  right.  The  eyes 
were  prominent,  and  the  tension  of  the  right  was 
possibly  a  little  greater  than  that  of  the  left.  Both 
pupils  reacted  promptly  to  flashlight  and  accommo- 
dation. The  left  was  distinctly  larger  than  the 
right.  The  reflexes  were  everywhere  present  and 
active.  As  far  as  thev  could  be  elicited,  there  ap- 
peared to  be  no  sensory  disturbances.  There  was  no 
ankle  clonus,  no  Babinski  and  no  Kernig's  sign. 
The  skin  over  both  the  elbows,  the  knees  and  but- 
tocks was  covered  by  a  punctate  eruption.  Wasser- 
mann  examination  of  the  blood  was  negative. 
Throughout  the  day  he  continued  much  confused 
and  rambling  in  bis  conversation. 

On  the  9th  his  condition  grew  rapidly  worse.  He 
was  usually  delirious,  often  somnolent,  but  occa- 
sionally cleared  enough  to  give  some  rational  re- 
sponses. He  tried  to  cooperate  when  the  nurse  at- 
tended him,  but  would  immediately  become  stupor- 
ous. He  appeared  to  be  suffering  continuously 
from  severe  headache. 

In  the  evening  he  seemed  very  weak,  and  symp- 
toms of  meningitis  were  quite  evident.  Though 
he  had  been  passing  considerable  urine  during  the 
day,  he  was  catheterized  and  32  oz.  of  urine  were 
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withdrawn.  A  little  later  his  neck  seemed  rather 
rigid,  and  temperature,  pulse  and  respiration  re- 
mained high.  His  pulse  became  weak,  the  stupor 
became  deeper,  respiration  became  irregular  and 
shallow,  at  times  distinctly  of  the  Cheyne-Stokes 
type,  and  he  seemed  to  be  failing  rapidly.  Dr. 
W.  Jason  Mixter  was  called  in  consultation,  and 
at  11  p.m.  a  lumbar  puncture  was  made  under 
•primary  ether  and  10  cc.  of  a  cloudy  fluid  were 
withdrawn.  Examination  of  the  fluid  by  Dr. 
Frederick  T.  Lord  showed  the  presence  of  meningo- 
cocci. At  2  a.m.,  May  10,  Dr.  Lord,  under  primary 
ether,  withdrew  22  cc.  of  a  cloudy  fluid  and  injected 
16  cc.  of  anti-meningitis  serum.  Almost  imme- 
diately after  the  first  withdrawal  of  fluid  the  pa- 
tient seemed  to  rally  somewhat.  After  the  injec- 
tion of  the  serum  his  general  condition  as  to  heart 
action  and  respiration  improved,  though  he  re- 
mained semi-conscious  until  about  5  a.m.,  when  he 
awoke  and  talked  quite  naturally  with  his  mother. 
About  an  hour  later  he  talked  clearly  with  the 
nurse  and  dictated  a  perfectly  coherent,  well-ex- 
pressed and  moderately  long  letter  to  a  superior 
naval  officer.  Tie  called  the  nurse  by  name  and  told 
as  much  as  he  could  remember  of  events  imme- 
diately preceding  his  sickness. 

The  next  morning  he  was  again  stuporous, 
though  his  temperature  had  dropped  and  his  pulse 
and  respiration  remained  high  as  before.  He 
could  he  roused  a  little,  but  could  only  indistinctly 
mutter  a  very  few  words,  sinking  quickly  into 
unconsciousness  again.  At  this  time  the  asymmetry 
of  the  face  was  not  so  apparent;  the  pupils  were 
small  and  equal  and  the  reflexes  showed  nothing 
abnormal.  At  9  p.m.,  under  primary  ether,  32  cc. 
of  a  cloudy  fluid  were  withdrawn  by  lumbar  punc- 
ture and  25  cc.  of  anti-meningitis  serum  were  in- 
jected. The  cultures  of  the  fluid  gave  a  heavy 
growth  of  the  diploeoecus  intracellularis. 

On  the  following  day  his  condition  showed  im- 
provement, but  he  was  somnolent  much  of  the  time. 
When  awake  he  complained  of  pain  in  the  back  and 
slight  headache.  His  temperature  dropped  to  nor- 
mal and  the  pulse  and  respiration  showed  a  corre- 
sponding improvement.  At  7  p.m.,  30  cc.  of  fluid 
were  removed  by  lumbar  puncture,  and  25  cc.  of 
serum  injected  by  Dr.  Lord.  This  was  attempted 
under  novocaine,  but  upon  injecting  the  serum  the 
patient  complained  of  very  severe  pain  in  the  hips 
and  legs,  and  primary  ether  anesthesia  had  to  be 
resorted  to.  The  withdrawn  fluid  proved  to  be 
sterile.  Following  this  operation,  the  patient's  con- 
dition again  showed  rapid  improvement.  During 
the  night  he  again  developed  a  slight  febrile 
reaction,  though  his  fever  dropped  to  normal  at 
noon  on  the  12th. 

In  the  evening  his  temperature  was  again  some- 
what elevated,  and  under  local  anesthesia  35  cc.  of 
a  cloudy,  somewhat  bloody,  fluid  were  obtained  by 
spinal  puncture,  and  30  cc.  of  serum  were  again 
injected  under  primary  anesthesia.  Lor  several 
hours  the  temperature  rose,  reaching  104  at  mid- 
night. He  was  very  restless  and  delirious  during 
the  night,  but  during  the  following  day  slept  for 
an  hour  or  so  from  time  to  time.  An  examination 
by  Dr.  Lord  of  the  fundus  of  both  eyes  was  prac- 
tically negative  except  for  slight  blurring  of  the 
discs.  Examination  of  the  ears,  likewise,  showed 
nothing  abnormal. 

The  following  day  his  temperature  was  again 
elevated  and  there  was  very  little  change  in  his 
general  condition.    On  the  15th  the  situation  was 


about  the  same.  His  temperature  continued  high 
and  irregular,  severe  headaches  continued  on  and 
off  and  the  delirium  persisted.  While  he  was  not 
losing  ground,  he  was  not  making  much  progress. 

On  the  15th,  a  lumbar  puncture  was  again  made 
and  14  cc.  of  a  clear  fluid  were  withdrawn  and 
7  cc.  of  serum  were  injected.  While  clinically  this 
was  followed  by  a  temporary  improvement,  the  de- 
lirium and  irregular  temperature  persisted  for  the 
next  few  days.  The  withdrawn  fluid  was  sterile, 
and  it  was  evident  that  no  further  progress  could 
be  made  by  spinal  injections. 

On  the  morning  of  the  18th  his  temperature 
again  reached  103.  His  pulse  was  rapid  and  the 
respiration  was  about  30.  With  the  persistence  of 
the  fever  and  symptoms  indicating  intracranial 
pressure,  it  was  very  evident  that  the  infection  was 
contimiing  in  the  cerebral  ventricles,  and  that  the 
disease  process  had  probably  become  walled-off. 
The  patient's  remarkably  favorable  reaction  after 
each  serological  treatment  intraspinally  gave  rise 
to  the  hope  that  if  serum  could  be  introduced  di- 
rectly into  the  ventricles  a  favorable  reaction  might 
be  possible.  Although  precedent  determined  that 
in  cases  of  this  kind  trephining  should  be  a  meas- 
ure of  last  resort,  it  was  felt  that  in  this  case  any 
loss  of  time  meant  a  fatal  termination,  or  at  best  a 
chronic  meningitis,  and  it  was  decided  to  operate 
without  delay.  On  the  morning  of  the  18th,  under 
ether,  a  trephine  opening  was  made  3  centimeters 
behind  and  above  the  left  external  auditory 
meatus:  the  left  ventricle  was  tapped  and  15  cc.  of 
an  opalescent  fluid,  under  considerable  pressure, 
were  withdrawn.  This  was  replaced  by  10  cc.  of 
anti-meningitis  serum.  The  ventricular  fluid  was 
strongly  infected  with  the  meningococcus.  At  the 
same  time  10  cc.  of  fluid  were  withdrawn  by  lum- 
bar puncture.  This  was  slightly  yellow  in  color, 
but  clear  and  sterile.  The  needle  which  was  in- 
troduced into  the  ventricle  was  about  the  size  of 
an  ordinary  needle  used  for  lumbar  puncture, 
though  it  was  closed  and  rounded  at  the  end,  with 
two  small  lateral  openings,  thus  avoiding  any  cut- 
ting of  the  cerebral  tissue.  The  patient  bore  this 
operation  very  well.  In  the  afternoon  his  tem- 
perature had  dropped  to  100,  his  pulse  to  90,  and  it 
was  of  good  quality.  While  he  was  somewhat  con- 
fused he  was  free  from  headache.  The  following 
night  he  was  rather  restless.  In  the  afternoon  his 
temperature  again  suddenly  rose  to  101.5,  and  the 
ventricle  was  again  tapped  through  the  same  open- 
ing; 15  cc.  of  sterile  fluid  were  withdrawn  and 
11  cc.  of  anti-meningitis  serum  were  injected.  The 
following  day  his  temperature  again  reached  104 
by  evening.  His  general  condition,  however,  con- 
tinued good,  and  it  was  felt  that,  since  the  left 
ventricle  had  been  cleared  up,  the  infectious  process 
was  going  on  in  the  right  ventricle,  and  that  the 
connection  between  the  two  was  undoubtedly  closed 
by  exudate  or  an  inflammatory  process,  and  it  was 
decided  the  following  morning  to  enter  the  right 
ventricle.  Dr.  Mixter  trephined  this  time  over  the 
anterior  part  of  the  ventricle,  slightly  to  the  right 
of  the  median  line  in  the  posterior  part  of  the 
frontal  region.  The  ventricle  was  tapped  and  25  cc. 
of  an  opalescent  fluid  under  strong  pressure  were 
removed,  which  again  gave  a  strong  growth  when 
incubated.  Twenty-two  cc.  of  the  serum  were  in- 
jected. Again,  a  small  amount  of  clear  fluid  was 
withdrawn  by  lumbar  puncture.  Following  this 
operation,  the  temperature  again  rose  to  104  in 
the  afternoon.    The  following  day  the  temperature 
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continued  high,  and  in  the  evening  the  right  ven- 
tricle was  tapped  again  and  40  cc.  of  sterile  clear 
fluid  were  withdrawn  and  30  cc.  of  serum  injected. 
At  the  same  time  12  cc.  of  fluid  were  withdrawn  hy 
lumbar  puncture  and  10  cc.  of  serum  injected. 
Following  this,  he  continued  to  show  some  general 
improvement,  rested  quietly  most  of  the  time,  com- 
plained less  of  headache,  but  his  temperature, 
while  remaining  lower,  still  showed  an  irregular 
course.  Owing  to  the  persistence  of  the  symptoms, 
it  was  decided  to  do  another  intraventricular 
puncture,  and  as  the  patient  showed  considerable 
exhaustion  and  was  rather  dull  and  somnolent,  it 
was  attempted  under  local  anesthesia.  On  this  oc- 
casion a  new  trephine  opening  was  made  in  the 
posterior  frontal  region,  over  the  left  ventricle.  The 
patient  bore  the  operation  well,  with  but  little  shock 
and  a  minimum  amount  of  actual  pain.  Forty  cc. 
of  clear  sterile  fluid  were  withdrawn  and  25  cc.  of 
serum  injected.  During  the  process  of  trephining, 
his  pulse  rose  to  164,  and  suddenly  dropped  to  80 
when  the  fluid  was  withdrawn,  but  as  soon  as  the 
serum  was  injected  his  pulse  rose  to  124.  He  com- 
plained of  headache  at  the  end  of  the  withdrawal 
of  the  fluid  and  also  after  more  than  25  cc.  of  the 
serum  had  been  injected.  This  headache  was  re- 
lieved after  the  excess  of  the  serum  was  withdrawn. 

Following  this  operation  the  patient's  general 
condition  improved  steadily.  While  he  continued 
to  have  a  slight  elevation  of  temperature  occasion- 
ally, he  became  much  brighter,  his  headache  was 
relieved  almost  entirely,  and  when  present  it  was 
very  intense  for  a  short  time  and  then  would  cease 
suddenly.  As  an  extra  precaution,  on  June  7  a 
lumbar  puncture  was  made  and  20  cc.  of  sterile 
fluid  were  withdrawn  and  10  cc.  of  serum  injected. 
Examination  by  Dr.  Lord  of  the  eyes  and  ears  at 
this  time  showed  them  again  to  be  practically 
negative. 

In  addition  to  the  serological  treatment,  he  was 
treated  by  full  feeding,  at  first  with  chiefly  liquid 
diet,  then  with  solids  also,  and  with  large  amounts 
of  fluid.  There  was  free  catharsis  with  enemata, 
ice-bag  to  the  head  and  internally  urotropin  and 
occasionally  small  amounts  of  aspirin.  During  the 
first  few  weeks  of  his  illness  there  was  a  well- 
marked  polyuria.  On  several  days  he  passed  more 
than  100  oz.  of  urine,  and  it  was  frequently  nec- 
essary to  catheterize  him.  On  the  7th  day  of  his 
illness  he  developed  an  orchitis,  which  lasted  for 
about  a  week  and  gradually  subsided.  About  a 
week  after  the  last  intraventricular  treatment  he 
developed  an  arthritis  (serum  disease)  which  was 
first  noticed  in  the  knees,  then  the  hips,  shoulders, 
elbows  and  wrists.  The  pain  was  quite  severe. 
There  was  no  redness  or  swelling  and  the  inflam- 
mation lasted  a  few  days  only  in  each  of  the 
joints,  except  in  the  wrists,  where  the  pain  was 
more  intense  and  the  duration  a  few  days  longer. 
There  were  no  typical  skin  lesions  at  any  time, 
except  for  the  eruption  in  the  dependent  parts  pre- 
viously described,  and  a  slight  erythema  of  the 
ankles  about  the  4th  day  of  the  disease.  The  stiff- 
ness of  the  neck  was  noticeable  throughout  the 
worst  part  of  his  illness,  but  it  gradually  disap- 
peared, as  well  as  Kernig's  sign.  There  was  partial 
deafness  of  both  ears  during  the  time  of  his  ill- 
ness. The  hearing  in  the  left  ear,  however,  re- 
turned rapidly,  though  even  after  recovery  the  hear- 
ing in  the  right  ear  had  not  completely  returned. 
The  left  facial  palsy,  which  was  more  or  less 
prominent  during  his  illness,  gradually  disappeared 


during  convalescence  and  left  no  trace.  His  vision 
was  at  no  time  seriously  affected. 

On  admission  there  was  considerable  albumen  in 
the  urine  with  some  red  corpuscles  and  hyalin  and 
granular  casts,  but  these  disappeared  by  the  middle 
of  May. 

Mentally,  there  were  frequent  changes,  with  com- 
paratively steady  improvement,  however.  He  was 
sometimes  quite  delirious,  disoriented,  thinking: 
himself  on  shipboard,  giving  directions,  havingr 
visual  and  probably  auditory  hallucinations;  with- 
in an  hour  or  two  he  might  be  quite  dull  and  stu- 
porous, or  comparatively  clear,  recognizing  and 
naming  those  about  him,  knowing  he  was  at  the 
McLean  Hospital,  and  trying  to  cooperate  in  every 
way.  At  such  times  he  would  talk  quite  rationally 
for  a  few  minutes,  showing  good  orientation  and 
appreciation  of  his  situation.  This  might  be  fol- 
lowed by  some  remark  wholly  inconsistent  with 
such  orientation.  He  sometimes  appreciated  these 
lapses  and  commented  on  them.  Occasionally  he 
was  quite  talkative.  The  periods  of  complete  clear- 
ness and  orientation  increased  in  length,  but  even 
as  late  as  the  middle  of  June,  when  superficially 
he  seemed  perfectly  oriented,  he  occasionally  made 
some  wandering  remark,  which  he.  however,  ecog- 
nized  later  as  absurd. 

During  his  early  convalescence  he  seemed  a  trifle 
dull  and  sluggish,  and  not  as  wide  awake  as  one 
would  expect  of  a  man  of  his  accomplishments, 
though  as  he  became  stronger  he  became  brighter 
and  more  alert,  and  for  some  time  before  his  dis- 
charge he  was  considered  entirely  natural  by  his 
family.  Except  for  a  nerve  deafness  of  the  ricrht 
ear,  he  was  fully  recovered  upon  his  discharge 
from  the  hospital  July  21,  1917. 

About  the  first  of  December  he  reported  that  he 
felt  perfectly  well,  that  he  had  just  passed  his  med- 
ical examination,  and  that  he  had  been  ordered  to 
his  ship  to  report  for  duty  at  once,  and  at  present  he 
is  presumably  with  his  ship  in  his  former  capacity. 

"While  the  suggestion  has  been  made  by  va- 
rious writers  that,  on  the  ground  of  ventricular 
block  or  ah  obstructive  internal  hydrocephalus, 
intraventricular  injection  of  serum  appeared 
to  be  a  rational  plan  of  treatment,  no  one  under- 
took to  treat  cases  in  this  manner  except  in 
children  or  in  adults  in  extremis.  The  necessity 
for  intraventricular  treatment  must  be  at  once 
recognized  and  begun  early,  before  a  walling-off 
takes  place  and  before  the  inflammatory  process 
has  done  permanent  damage,  if  the  treatment  is 
to  meet  with  any  measure  of  success. 

Intracranial  injection  of  serum  has  been  done 
frequently  in  infants  through  the  fontanelles. 
and  as  early  as  1908  Cushing  and  Sladen1  re- 
ported a  ease  of  cerebrospinal  meningitis  in  a 
baby  six  months  old.  Five  intraventricular 
punctures  were  made  and  serum  injected.  This 
was  done  late  in  the  disease,  and  while  the  child 
seemed  to  progress  favorably,  it  died  after  a 
sudden  collapse.  They  suggest  "that  it  may  be 
advisable  in  other  instances  of  ventricular  ob- 
struction in  the  acute  stages  of  the  disease,  to 
perform,  even  in  adults,  ventricular  punctures 
and,  if  organisms  are  present,  to  administer 
serum,  with  proper  precautions,  directly  into 
the  ventricle." 
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Reference  to  Chart, 

fluid  withdrawn  by  lumbar  puncture  intraspinal  serum  injection 

A   10  cc. 

B                               22   "  15  cc. 

C                               32   "  25  " 

D                               30   "  25  " 

E                               35   "  30  " 

F                                14    "  7  " 


FLUID    WITHDRAWN   FROM  VENTRICLES 


G. 
H. 
I. 
J. 
K. 


Left 
Right 


Left 


Ventricle,  15  cc. 

15  " 
25  " 
40  " 
40  " 


In  a  recent  issue  of  the  Journal  of  the  Amer- 
ican Medical  Association,  Flexner2  presents  a 
complete  resume  of  our  present  conception  of 
cerebrospinal  meningitis.  He  speaks  of  the  fre- 
quency of  hydrocephalus  which  arises  from  in- 
terference with  the  escape  of  cerebrospinal  fluid, 
usually  infected  with  meningococcus,  from  the 
cerebral  ventricles,  through  exudates  which  are 
plastered  over  the  exits  at  the  base  of  the  brain. 
He  also  suggests  that  the  serum  might  be  safely 
and  even  efficiently  introduced  directly  by  ven- 
tricular puncture. 

Chiray,8  in  1915,  recognized  that  the  failure 
of  serotherapy  in  certain  cases  of  meningococ- 
cus meningitis  was  due  to  the  accumulation  of 
pus  in  the  ventricles  of  the  brain,  and  while  he 
did  not  attempt  it,  suggested  that  the  pyoceph- 
alus might  be  arrested  by  puncture  of  the  ven- 
tricles, if  done  in  time. 

Netter's4  experience  was  riot  very  encourag- 
ing. He  treated  12  cases,  all  infants,  intraven- 
tricularly,  though  none  recovered.  The  only 
adult  case  he  treated  in  this  manner  was  a 
woman  of  29,  who  received  two  intraventricular 
as  well  as  intravenous  injections  of  serum  on 
the  93rd  day  of  her  illness.  The  patient  seemed 
relieved,  but  died  with  symptoms  suggesting 
anaphylaxis. 


INTRAVENTRICULAR  SERUM  INJECTION 

10  " 

11  " 
22  " 
30  " 
25  " 


Labbe  and  Zislin5  injected  20  cc.  of  serum 
into  the  ventricles  of  an  11-year-old  child  suffer- 
ing from  walled-off  meningitis,  and  four  days 
later  administered  8  cc.  in  a  like  manner.  The 
injections  were  well  borne  and  progressive  im- 
provement seemed  to  indicate  recovery,  but 
the  patient  died  in  syncope.  They  feel  that  if 
the  operation  had  been  performed  earlier  and 
on  both  sides,  the  treatment  might  have  saved 
the  patient. 

Other  writers  refer  to  the  possibilities  of  in- 
tracranial treatment  in  cerebrospinal  menin- 
gitis, though  in  most  of  the  reported  cases  this 
measure  was  employed  too  late. 

We  have  in  this  case  positive  evidence  of  the 
therapeutic  efficacy  of  anti-meningitis  serum. 
The  remarkable  improvement  in  the  patient's 
general  condition  immediately  following  each 
administration  of  serum  was  very  striking,  not 
only  clinically,  but  its  value  was  emphasized  by 
the  prompt  disappearance  of  the  micro-organism 
from  the  subarachnoid  spaces  and  ventricles. 
The  treatment  must  be  controlled  by  bacterio- 
logical analysis  of  the  spinal  fluid  and  must  be 
intensively  followed  up  if  the  symptoms  persist 
and  the  diplococci  remain  in  the  cerebrospinal 
fluid.  After  the  spinal  fluid  has  been  sterile  for 
some  time  intraspinal  serum  treatment  is  no 
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longer  indicated.  The  serum  must  come  in  di- 
rect contact  with  the  infected  area  to  be  of  any 
value,  and  must  be  introduced  directly  into  the 
cavity  where  the  micro-organisms  are. 

That  this  procedure  was  fully  justified  was 
evident  immediately  after  the  first  cranial 
treatment.  There  was  almost  instant  relief  of 
the  headache,  the  mental  condition  improved, 
and  in  spite  of  sterile  spinal  fluid,  the  left  ven- 
tricle contained  a  cloudy  fluid  full  of  diplococci. 
The  four  following  ventricular  taps  and  serum 
injections  were  carried  out  without  special  inci- 
dent or  difficulty,  and  the  results  fully  justified 
the  means. 

In  this  case  no  unfavorable  symptom  or  shock 
followed  trephining  and  intracranial  medica- 
tion; on  the  contrary,  almost  immediate  alle- 
viation of  the  symptoms  was  noticed.  In  fact, 
on  one  occasion,  trephining  was  done  and  the 
serum  introduced  into  the  ventricles  under  local 
anesthesia,  without  any  undue  pain  or  shock, 
and  with  the  advantage  that  the  patient  was 
conscious  of  intraventricular  distention,  and 
helped  to  control  the  amount  of  serum,  which 
was  introduced,  by  the  degree  of  headache. 

In  fatal  cases,  autopsies  have  shown  that  the 
micro-organisms  are  almost  invariably  found  in 
the  cerebral  ventricles.  In  this  ease  the  persist- 
ence of  the  symptoms  indicated  with  certainty 
ventricular  block,  and  that  the  process  was  go- 
ing on  in  the  ventricles. 

Cases  of  cerebrospinal  meningitis  should  no 
longer  be  considered  as  purely  medical,  and  cer- 
tainly when  such  cases  reach  general  hospitals 
the  question  of  surgical  interference  should  be 
given  early  and  careful  thought. 

The  dread  of  brain  surgery,  in  general,  will 
undoubtedly  deter  many  from  recommending 
what  appears  to  be  a  radical  operation,  the  bene- 
fits of  which  are  possibly  in  doubt.  However, 
the  procedure  is  in  no  way  comparable  to  a 
major  surgical  operation  on  the  brain,  with  its 
occasional  disagreeable  complications.  A  small 
trephine  opening  similar  to  that  made  for  the 
purpose  of  intraventricular  treatment  for  syph- 
ilis, which  is  now  quite  universally  carried  out, 
is  all  that  is  indicated.  In  cerebrospinal  men- 
ingitis the  disease  is  more  acute,  the  treatment  is 
more  positive  in  its  effects,  and  the  operation  is 
fully  justified  in  the  light  of  our  present  knowl- 
edge of  the  disease,  where  the  symptoms  indicate 
cerebral  walling  off. 

Early  intraventricular  treatment  might  be  ex- 
pected to  diminish  the  amount  of  pyocephalus, 
and  with  less  pus  and  exudate  the  dangers  of 
closing  important  foramina,  and  thus  causing  a 
walling-off  or  hydrocephalus,  may  be  prevented. 
It  is  a  question  of  destroying  the  micro-organ- 
isms before  they  have  had  time  to  produce  an 
intense  inflammatory  reaction  or  to  have  be- 
come inaccessible  by  becoming  pocketed  off. 

Another  feature  of  considerable  importance, 
which  throws  some  light  on  the  infectious  na- 
ture of  the  disease  and  on  the  period  of  incuba- 


tion, of  which  there  is  much  uncertainty,  is  the 
fact  that  the  patient's  mother,  who  was  exposed 
only  a  few  hours  while  he  was  at  home,  after 
three  days  developed  cerebrospinal  meningitis 
and  died  a  few  days  later.  The  patient  had  not 
seen  his  mother  for  at  least  six  months  previous 
to  this  time.  In  most  cases  the  source  of  the 
infection  is  difficult  to  trace,  and  cases  of  direct 
contagion,  while  not  unknown,  are  somewhat 
uncommon.  The  necessity  for  strict  isolation  is, 
of  course,  apparent.  In  the  case  of  the  mother, 
the  bacteriological  examination  of  the  spinal 
fluid  positively  identified  the  disease,  although 
clinically  there  was  little  to  suggest  it.  She  sud- 
denly developed  a  stupor,  and  if  it  had  not  been 
for  the  history  of  exposure  the  case  might  have 
escaped  notice. 

I  desire  to  express  my  indebtedness  and 
thanks  to  Drs.  F.  T.  Lord  and  W.  J.  Mixter  for 
their  cooperation  and  valued  counsel,  which 
made  it  possible  to  bring  this  case  to  a  success- 
ful conclusion. 
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Venesection.    By    Walton    Forest  Dutton,. 
M.D.    Philadelphia :    F.  A.  Davis  Co. 

This  monograph  is  intended  as  "a  brief  sum* 
mary  of  the  practical  value  of  venesection  in  dis- 
ease for  students  and  practicians  of  medicine." 
It  is  illustrated  by  several  text  engravings  and 
three  full-page  plates,  one  in  colors.  The  initial 
chapter  presents  a  history  of  blood-letting  by 
Dr.  Fielding  H.  Garrison,  read  before  the  Med- 
ical History  Club  of  Washington,  D.  C,  on 
December  30,  1911 ;  following  this  the  author 
continues  with  a  study  of  blood  and  lymph  hema- 
tology, pathologic  anthropology  and  the  indica- 
tions and  technic  of  venesection.  The  remain- 
der, about  three  quarters,  of  the  work  is  an  al- 
phabetic discussion  of  the  conditions  in  which 
venesection  may  be  of  value,  from  alcohol  to 
viscosity  of  the  blood.  Though  it  is  doubtless 
true  that  venesection  is  a  procedure  of  thera- 
peutic value  within  relatively  narrow  limits,  its 
encouragement  or  extensive,  injudicious  employ- 
ment is  to  be  regarded  with  great  caution.  In 
many  instances  the  shock  of  homorrhage  over- 
balances the  benefit  that  may  be  derived  from 
lowered  blood  pressure  or  removal  of  toxins.  It 
is  to  be  noted  that  in  his  description  of  trans- 
fusion the  author  still  advocates  the  more  com- 
plicated technic  of  direct  vessel  anastomosis, 
rather  than  the  simplified  and  highly  preferable 
method  developed  by  Kimpton  and  Brown. 
The  volume  closes  with  a  valuable,  though  in- 
complete, bibliography  of  selected  titles. 
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ADVANCED  RANK  FOR  MEDICAL 
OFFICERS. 

The  Massachusetts  State  Committee  has  re- 
cently received  from  the  Council  of  National  De- 
fense, Medical  Section,  at  Washington,  the  fol- 
lowing important  letter  relative  to  the  Owen  and 
Dyer  bills,  which  deserves  careful  consideration 
and  as  much  publicity  as  possible  among  the 
medical  profession: 

"1.  The  Owen  bill,  S.  3748,  and  the  Dyer 
bill,  H.  R.  9563,  creating  advanced  rank  for 
officers  of  the  Medical  Corps,  were  introduced 
in  the  Senate  and  House  of  Representatives 
Tuesday,  February  5.  These  two  bills  are  iden- 
tical and  are  similar  to  a  bill  passed  some  time 
ago,  whereby  advanced  rank  was  granted  to 


medical  officers  in  the  Navy.  According  to  the 
present  law,  the  ranks  for  officers  of  the  Medical 
Reserve  Corps  are  first  lieutenant,  captain,  and 
major.  According  to  the  Owen  and  Dyer  bills, 
the  ranks,  in  addition  to  those  just  noted,  are 
lieutenant-colonel,  colonel,  brigadier-general, 
and  major-general.  The  medical  profession  has 
long  realized  the  importance  of  this  advanced 
standing  for  physicians  serving  in  the  Army, 
and  has  felt  the  great  value,  to  the  health  and 
welfare  of  soldiers,  coming  through  orders  given 
by  medical  officers  of  higher  rank  than  those 
which  are  now  accorded. 

2.  A  recommendation  involving  the  efficiency 
of  the  Army,  because  health  is  necessary  to  effi- 
ciency, given  by  a  medical  officer  to  a  line  officer 
of  superior  rank,  fails  to  carry  weight  necessary 
for  such  an  important  recommendation.  This 
has  been  the  experience  of  many  officers  in  the 
past,  and  has  been  responsible  for  this  demand 
for  advanced  rank.  The  number  in  the  regular 
Medical  Corps  now  on  active  duty  is  775.  Vol- 
unteer physicians  in  the  Medical  Officers'  Re- 
serve Corps  to  the  number  of  12,855  are  now  on 
active  duty.  As  you  well  know,  physicians  of 
the  highest  standing  in  the  profession  are  now 
in  the  military  service  with  the  rank  of  major; 
the  Army,  therefore,  losing  the  benefit  of  their 
experience  and  knowledge  because  of  a  lack  of 
power  to  enforce  their  recommendations.  Ad- 
vanced rank  carries  with  it  this  power. 

3.  The  value  of  this  patriotic  service  will  be 
greatly  enhanced  by  the  early  passage  of  these 
bills.  If  you  feel,  therefore,  that  more  efficient 
service  will  be  rendered  after  these  bills  become 
law,  will  you  and  your  medical  friends  commu- 
nicate directly  with  your  senators  and  repre- 
sentatives, preferably  by  telegraph,  using  the 
'night  letter'  service,  if  desired,  giving  them  the 
benefit  of  your  experience  and  advice.  In  mat- 
ters medical,  legislators  are  both  willing  and 
anxious  to  be  guided  by  the  wishes  of  the  med- 
ical profession.  "Will  you  also  present  this  in- 
formation concerning  these  bills  to  the  medical 
societies  of  your  state  and  city  for  their  consid- 
eration and  action,  such  action  to  be  in. the  na- 
ture of  resolutions  to  be  forwarded  to  senators 
and  representatives  as  an  evidence  of  the  rec- 
ommendation of  the  profession  on  this  question? 

By  direction  of  Dr.  Franklin  Martin. 

Committee  on  States  Activities. 
General  Medical  Board — Edward  Martin,  Chair- 
man ;  John  D.  McLean,  Secretary ;  Joseph 
C.  Bloodgood,  John  Young  Brown,  Karl 
Connell,  George  W.  Crile,  Richard  Derby, 
John  M.  T.  Finney,  Joseph  M.  Flint,  "Wil- 
liam J.  Mayo.  Stuart  McGuire,  Col.  R.  B. 
Miller,  U.S.A.,  Col.  Robt.  E.  Noble,  U.S.A., 
Charles  H.  Peck,  Hubert  A.  Royster,  Fred- 
erick T.  Van  Beuren,  Jr. 

Ex-officio  Members — Franklin  Martin,  Mem- 
ber of  Advisory  Commission ;  F.  F.  Simp- 
son, Chief  of  Medical  Section." 
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VOLUNTEER  MEDICAL  SERVICE  CORPS. 

The  Council  of  National  Defense  on  February 
27  authorized  the  following  statement: 

For  the  purpose  of  completing  the  mobiliza- 
tion of  the  entire  medical  and  surgical  re- 
sources of  the  country,  the  Council  of  National 
Defense  has  authorized  and  directed  the  organ- 
ization of  a  "Volunteer  Medical  Service 
Corps,"  which  is  aimed  to  enlist  in  the  general 
war-winning  program  all  reputable  physicians 
and  surgeons  who  are  not  eligible  to  member- 
ship in  the  Medical  Officers'  Reserve  Corps. 

It  has  been  recognized  always  that  the  med- 
ical profession  is  made  up  of  men  whose  pa- 
triotism is  unquestioned  and  who  are  eager  to 
serve  their  country  in  every  way.  Slight  phys- 
ical infirmities  or  the  fact  that  one  is  beyond  the 
age  limit,  fifty-five  years,  or  the  fact  that  one  is 
needed  for  essential  public  or  institutional  serv- 
ice, while  precluding  active  work  in  camp  or 
field  or  hospital  in  the  war  zone,  should  not  pre- 
vent these  patriotic  physicians  from  close  rela- 
tion with  governmental  needs  at  this  time. 

It  was  in  Philadelphia  that  the  idea  of  such 
an  organization  was  first  put  forward,  Dr.  "Wil- 
liam Duffield  Robinson  having  initiated  the 
movement  resulting  in  the  formation  last  sum- 
mer of  the  Senior  Military  Medical  Association 
with  Dr.  W.  W.  Keen  as  president — a  society 
which  now  has  271  members. 

Through  the  Committee  on  States  Activities 
of  the  General  Medical  Board,  the  matter  of 
forming  such  a  nation-wide  organization  was 
taken  up  last  October  in  Chicago,  at  a  meeting 
attended  by  delegates  from  forty-six  states  and 
the  District  of  Columbia.  This  committee,  of 
which  Dr.  Edward  Martin  and  Dr.  John  D.  Mc- 
Lean— both  Philadelphians — are,  respectively, 
chairman  and  secretary,  unanimously  endorsed 
the  project.  A  smaller  committee,  with  Dr.  Ed- 
ward P.  Davis  of  Philadelphia  as  chairman,  was 
appointed  to  draft  conditions  of  membership; 
the  General  Medical  Board  unanimously  en- 
dorsed the  committee's  report:  the  Executive 
Committee,  including  Surgeons-General  Gorgas 
of  the  Army,  Braisted  of  the  Navy,  and  Blue  of 
the  Public  Health  Service,  heartily  approved  and 
passed  it  to  the  Council  of  National  Defense  for 
final  action ;  and  the  machinery  of  the  new  body 
has  been  started  by  the  sending  of  a  letter  to 
the  State  and  County  Committees  urging  in- 
terest and  the  enrollment  of  eligible  physicians. 

Tt  is  intended  that  this  new  corps  shall  be  an 
instrument  able  directly  to  meet  such  civil  and 


military  needs  as  are  not  already  provided  for. 
The  General  Medical  Board  holds  it  as  axio- 
matic that  the  health  of  the  people  at  home  must 
be  maintained  as  efficiently  as  in  times  of  peace. 
The  medical  service  in  hospitals,  medical  col- 
leges and  laboratories  must  be  up  to  standard; 
the  demands  incident  to  examination  of  drafted 
soldiers,  including  the  reclamation  of  men  re- 
jected because  of  comparatively  slight  physical 
defects ;  the  need  of  conserving  the  health  of  the 
families  and  dependents  of  enlisted  men  and  the 
preservation  of  sanitary  conditions, — all  these 
needs  must  be  fully  met  in  time  of  war  as  in 
time  of  peace.  They  must  be  met  in  spite  of  the 
great  and  unusual  depletion  of  medical  talent, 
due  to  the  demands  of  field  and  hospital  serv- 
ice. 

In  fact,  and  in  view  of  the  prospective  losses 
in  men  with  which  every  community  is  con- 
fronted, the  General  Medical  Board  believes  that 
the  needs  at  home  should  be  even  better  met  now 
than  ever.  The  carrying  of  this  double  burden 
will  fall  heavily  upon  the  physicians,  but  the 
medical  fraternity  is  confident  that  it  will  acquit 
itself  fully  in  this  regard,  its  members  accepting 
the  tremendous  responsibility  in  the  highest 
spirit  of  patriotism.  It  will  mean,  doubtless, 
that  much  service  must  be  gratuitous,  but  the 
medical  men  can  be  relied  upon  to  do  their  share 
of  giving  freely,  and  it  is  certain  that  inability 
to  pay  a  fee  will  never  deny  needy  persons  the 
attention  required. 

It  is  proposed  that  the  services  rendered  by 
the  Volunteer  Medical  Service  Corps  shall  be  in 
response  to  a  request  from  the  Surgeon-General 
of  the  Army,  the  Surgeon-General  of  the  Navy, 
the  Surgeon-General  of  the  Public  Health  Serv- 
ice, or  other  duly  authorized  departments  or 
associations,  the  general  administration  of  the 
corps  to  be  vested  in  a  Central  Governing 
Board,  which  is  to  be  a  committee  of  the  General 
Medical  Board  of  the  Council  of  National  De- 
fense. The  State  Committee  of  the  Medical  Sec- 
tion of  the  Council  of  National  Defense  consti- 
tutes the  Governing  Board  in  each  State. 

Conditions  of  membership  are  not  onerous, 
and  are  such  as  any  qualified  practitioner  can 
readily  meet.  It  is  proposed  that  physicians  in- 
tending to  join  shall  apply  by  letter  to  the  sec- 
retary of  the  Central  Governing  Board,  who  will 
send  the  applicant  a  printed  form,  the  filling  out 
of  which  will  permit  ready  classification  accord- 
ing to  training  and  experience.  The  name  and 
data  of  applicants  will  be  submitted  to  an  Ex- 
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ecutive  Committee  of  the  State  Governing 
Board,  and  the  final  acceptance  to  nieinbership 
will  be  by  the  national  governing  body.  An  ap- 
propriate button  or  badge  is  to  be  adopted  as 
official  insignia. 

The  General  Medical  Board  of  the  Council  of 
National  Defense  is  confident  that  there  will  be 
a  ready  response  from  the  physicians  of  the 
country.  The  Executive  Committee  of  the  Gen- 
eral Medical  Board  comprises:  Dr.  Franklin 
Martin,  chairman;  Dr.  F.  F.  Simpson,  vice- 
chairman;  Dr.  William  F.  Snow,  secretary; 
Surgeon-General  Gorgas,  U.S.A. ;  Surgeon-Gen- 
eral Braisted,  U.  S.  Navy;  Surgeon-General  Ru- 
pert Blue,  Public  Health  Service;  Dr.  Cary  T. 
Grayson,  Dr.  Charles  H.  Mayo,  Dr.  Victor  C. 
Vaughan,  Dr.  William  H.  Welch. 


STATE  DEPARTMENT  OF  HEALTH  DRUG 
BILL. 

In  the  issue  of  the  Journal  for  February  14, 
(page  231)  we  commented  editorially  on  a  bill 
(House  No.  213),  then  pending  before  the  Mas- 
sachusetts General  Court,  relative  to  the  sale 
and  distribution  of  certain  drugs,  and  aimed 
primarily  at  the  surreptitious  drug-store  treat- 
ment of  venereal  diseases.  This  bill  has  now 
been  withdrawn  and  for  it  has  been  substituted 
the  following  act  "relative  to  the  prescribing 
and  compounding  of  certain  drugs": 

"Section  1.  It  shall  be  unlawful  for  any  per- 
son, other  than  a  physician  registered  under  the 
laws  of  this  commonwealth,  to  prescribe  or 
recommend  to  any  person  any  drugs,  medicines 
or  other  substances  to  be  used  for  the  cure  or 
alleviation  of  gonorrhea,  syphilis  or  other  vene- 
real disease. 

' '  Section  2.  It  shall  be  unlawful  for  any  per- 
son to  compound  any  drugs  or  medicines  to  be 
used  for  the  cure  or  alleviation  of  gonorrhea, 
syphilis  or  other  venereal  disease,  from  any  writ- 
ten or  printed  formula  or  order,  or  upon  the  pre- 
scription of  any  physician  unless  the  said  pre- 
scription is  signed  and  dated  by  the  said  physi- 
cian. No  such  prescription  shall  be  received  for 
filling  more  than  fourteen  days  after  its  date 
of  issue,  as  indicated  thereon. 

' '  Section  3.  Any  violation  of  the  provisions 
of  this  act  shall  be  punished  by  a  fine  of  not 
more  than  one  thousand  dollars  or  by  imprison- 
ment in  a  house  of  correction  or  jail  for  a  term 
not  exceeding  one  year,  or  by  both  such  fine  and 
imprisonment." 


The  striking  points  of  this  new  drug  bill  are 
that  it  forbids  compounding  medicines  for  the 
cure  of  venereal  diseases  except  on  a  physician 's 
prescription;  that  no  prescription  shall  be  re- 
ceived for  filling  more  than  14  days  after  its 
date  of  issue;  and  that  the  use  of  printed  for- 
mulae is  forbidden.  This  prospective  act,  like 
the  one  which  it  replaces,  may  be  regarded  as  an 
attempt,  not  only  to  protect  the  public,  but  to 
secure  for  them  the  most  effective  possible  treat- 
ment for  this  group  of  ailments,  and  its  passage 
is  earnestly  to  be  desired  and  advocated  by  the 
medical  profession. 


ANNUAL   REPORT    OF   THE  SURGEON- 
GENERAL,  U.  S.  NAVY,  1917. 

This  comprehensive  report  contains  very  in- 
teresting and  instructive  information  regarding 
the  various  branches  of  the  Bureau  of  Medicine 
and  Surgery  of  the  Navy  Department.  A  few 
paragraphs  are  devoted  to  important  subjects, 
including  the  medical  and  dental  corps,  the 
American  Red  Cross,  emergency  hospital  con- 
struction, Council  of  National  Defense,  aviation, 
the  hospital  corps,  the  nurse  corps,  schools,  med- 
ical supply  depots,  hospital  and  ambulance 
ships,  sanitary  conditions  ashore,  naval  hos- 
pitals, recruiting  and  health  of  the  Navy;  con- 
sidering each  subject  in  its  relation  to  the  Navy 
Department.  The  latter  half  of  the  report  is 
given  over  to  short  tables  illustrating  the  sub- 
titles, and  to  long  and  detailed  tables  showing 
comparisons  of  diseases  during  several  years  and 
comparisons  of  mortality.  These  are  followed 
by  statistics  which  include  a  detailed  statement 
of  diseases  and  injuries  for  the  calendar  year 
1916,  the  distribution  among  occupational 
groups,  the  deaths,  invalidated  from  the  service, 
surgical  operations,  dental  operations,  recruit- 
ing statistics,  and  the  financial  state  ment  of 
the  total  cost  of  maintenance  and  average  cost 
per  diem  for  maintenance  and  subsistence  at 
naval  hospitals  for  the  fiscal  year  1917. 

' '  For  a  considerable  time  prior  to  the  declara- 
tion of  war,  and  while  yet  this  contingency 
seemed  remote  and  improbable  to  many,  this  bu- 
reau instituted  steps  for  preparation  against 
such  a  development.  The  commanding  officers 
of  hospitals  were  directed  to  consider  all  the 
features  of  a  possible  situation  calling  for  large 
increase  in  their  equipment,  and  were  directed 
to  make  tentative  plans  for  installation  of  tents* 
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beds  and  cots  to  permit  the  maximum  expansion. 
Plans  were  definitely  completed  for  utilizing 
these  institutions  to  their  utmost  capacity.  Like- 
wise, in  the  matter  of  stores,  the  bureau  has  been 
acquiring  large  quantities  of  drugs,  surgical 
dressings,  and  appliances  for  issue  from  the  va- 
rious medical  supply  depots.  The  individual 
hospitals  and  ships  also  largely  increased  their 
reserve  supplies,  so  as  to  be  ready  for  any 
emergency. 

In  addition  to  the  facilities  thus  provided  and 
being  provided  in  naval  institutions,  properly 
so  called,  the  medical  officers  in  command  of  the 
various  naval  hospitals  have  been  busily  engaged 
in  organizing  the  naval  hospital  bases  and  ar- 
ranging for  adjuncts  to  them,  such  as  civilian 
hospitals,  municipal  hospitals,  private  institu- 
tions, either  to  provide  for  evacuation  on  over- 
flow of  naval  hospitals  or  to  receive  patients 
direct." 

"Upon  declaration  of  war  the  medical  service 
to  be  rendered  to  all  personnel  of  all  forces  was 
promptly  organized  in  accordance  with  prepared 
plans,  particularly  with  attention  to  naval  dis- 
tricts and  naval  hospital  bases.  This  organiza- 
tion consists  of  two  divisions — dispensary  serv- 
ice, general  and  hospital  service,  central. 

The  dispensary  service,  under  the  charge  of 
the  medical  aid  to  the  commandant  of  each 
naval  district,  was  developed  to  serve  the  many 
outlying  stations  for  patrol,  aero,  radio,  and 
other  forces.  Dispensaries,  or  temporary  sick 
quarters,  were  established,  equipped,  and 
manned  with  proper  personnel  at  all  places 
where  the  need  existed. 

The  hospital  service,  under  the  charge  of  the 
medical  officer  in  command  of  the  naval  hos- 
pital in  each  district,  was  developed  upon  a 
naval  hospital  base,  the  established  naval  hos- 
pital being  surrounded  by  adjuncts  in  the  form 
of  temporary  structures,  tents,  buildings  con- 
verted to  hospital  purposes,  United  States  Pub- 
lie  Health  Service  or  civil  hospitals,  to  accommo- 
date patients  for  whom,  for  any  reason,  there 
might  be  no  accommodations  within  the  naval 
hospital  itself.  The  medical  officers  in  charge 
of  both  divisions  of  medical  work  have  perfected 
the  general  plans,  and  have  made  complete  ar- 
rangements at  all  stations  for  adequate  care  and 
treatment  of  the  sick  and  wounded  should  they 
be  received  in  large  numbers.'' 

"Work  has  been  rapidly  pushed  on  all  con- 
struction, and  many  of  the  emergency  hospital 
buildings  are  equipped  and  fully  ready  for  oc- 
cupancy. The  expansion  of  the  hospitals  has 
resulted  in  a  great  increase  of  work  for  the  chief 
nurses  of  hospitals,  and  greater  efficiency  would 
result  from  the  appointment  of  an  assistant 
chief  nurse  at  each  hospital,  with  an  increase  of 
pay  proportionate  to  the  duties  which  would  be 
indicated  in  this  position.  A  field  of  activity 
which  has  been  developed  during  the  past  year 
has  been  the  class  work  in  connection  with  the 


instruction  of  hospital  corpsmen,  and  especially 
qualified  nurses  have  been  appointed  with  a  view 
to  systematizing  the  method  of  instruction  in 
the  various  naval  hospitals." 

"The  work  of  the  Sanitary  Division  extends 
to  the  field.  An  officer  of  the  Public  Health 
Service  is  detailed  to  each  naval  district,  where 
his  principal  function  is  to  study  and  direct 
sanitary  measures  in  the  regular  naval  establish- 
ments and  their  environments." 

It  is  impossible  to  quote  from  this  report 
sufficient  of  the  valuable  statements  to  show  the 
distinct  value  of  the  publication.  One  can  only 
recommend  that  it  is  worthy  of  a  careful 
perusal. 


THE  NEW  HEALTH  COMMISSIONER  OF 
MASSACHUSETTS. 

In  the  issue  of  the  Journal  for  February  21 
we  published  comments  on  the  loss  the  State  had 
sustained  in  the  return  of  Health  Commissioner 
Allan  J.  McLaughlin  to  Washington,  to  become 
Assistant  Surgeon-General  in  the  United  States 
Public  Health  Service,  he  having  been  loaned 
to  Massachusetts  in  1914  to  inaugurate  new 
methods,  and  to  put  our  health  department  on  a 
different  footing.  The  Governor  has  nominated 
and  the  Council  confirmed  the  appointment  of 
Dr.  Eugene  Robert  Kelley,  who  is  now  the  com- 
missioner, being  advanced  from  the  position  of 
director  of  the  Department  of  Communicable 
Diseases  in  the  department.  Dr.  Kelley  was  a 
graduate  of  the  Medical  Department  of  the 
Johns  Hopkins  University  and  an  interne  at  the 
Carney  Hospital.  Thence  he  went  to  the  State 
of  Washington  to  become  assistant  health  com- 
missioner and  then  commissioner  of  health,  so 
that  he  assumes  now  a  similar  office  in  Massa- 
chusetts. That  he  has  shown  commendable  en- 
ergy in  the  conduct  of  the  Department  of  Com- 
municable Diseases  is  common  knowledge,  and 
there  is  every  reason  to  believe  that  he  will  con- 
tinue the  policies  of  his  predecessor,  thus  main- 
taining the  high  standards  and  best  traditions 
of  state  service  to  the  public  health,  for  which 
Massachusetts  has  long  been  famous.  The  Gov- 
ernor and  the  citizens  of  the  State  are  to  be  con- 
gratulated on  this  wise  appointment. 
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MEDICAL  NOTES. 

Distribution  of  Blank  Forms  for  the  Noti- 
fication of  Cases  of  Syphilis  and  Gonorrhea. 
— Owing  to  freight  embargoes  and  the  seizure 
of  paper  by  the  U.  S.  Government  designed  for 
the  printing  of  certain  of  the  forms  to  be  used 
in  notifying  the  State  Health  Department  of 
cases  of  syphilis  and  gonorrhea,  the  printer  was 
unable  to  fill  his  contract  to  supply  this  Depart- 
ment with  the  full  quantity  of  the  necessary 
forms  in  time  to  distribute  them  to  physicians 
throughout  the  Commonwealth  prior  to  Feb- 
ruary 1,  1918,  when  these  diseases  became  re- 
portable. As  quickly  as  the  various  lots  of  the 
necessary  supplies  are  delivered  to  this  office, 
however,  they  are  sent  out,  and  it  is  hoped  that 
by  the  fifteenth  of  March  all  registered  physi- 
cians in  the  State  will  have  received  the  requi- 
site blank  forms  for  the  handling  of  reports  of 
cases  of  syphilis  and  gonorrhea. 

Eugene  R.  Kelley,  M.D., 
Commissioner  of  Health. 

Prevalence  of  Tuberculosis  in  the  United 
States. — On  February  25  the  National  Associa- 
tion for  the  Study  and  Prevention  of  Tubercu- 
losis issued  in  New  York  a  statement  to  the  ef- 
fect that  within  the  next  two  years  at  least 
50,000  more  tuberculosis  hospital  beds  will  be 
needed  in  the  United  States  to  make  possible  the 
adequate  control  of  the  disease  under  war.  con- 
ditions. At  present  only  43,000  beds  are  avail- 
able for  this  purpose  in  the  entire  country. 

"The  estimate  is  based  on  a  revised  concep- 
tion of  the  prevalence  of  the  disease,  as  the  re- 
sult largely  of  the  examination  of  recruits  and 
drafted  men  for  our  new  Army  and  Navy.  Un- 
til recently  it  was  estimated  that  for  every 
death  from  tuberculosis  in  the  country  there  i 
were  five  active  cases  of  the  disease.  It  is  now 
believed  that  the  true  ratio  is  twice  or  three 
times  as  great.  Instead  of  about  1,000,000 
active  cases  in  the  country,  there  are  probably 
between  2,000,000  and  3,000,000. 

These  results  are  corroborated,  says  the  state- 
ment, by  unofficial  deductions  from  the  records 
of  the  first  year  of  the  community  health  dem- 
onstrations being  carried  on  at  Framingham, 
Mass.,  by  the  National  Association.  About  5000 
persons,  or  about  one-third  of  the  population  of 
Framingham,  have  been  rigidly  examined,  in- 
cluding all  classes,  and  out.  of  these  approxi- 
mately 160  definite  cases  have  been  discovered. 

The  average  annual  death  list  in  Framingham 
from  tuberculosis  is  15.  If  not  another  case  of 
the  disease  should  be  found  on  examining  the 
rest  of  the  population,  this  would  give  a  ratio  of 


disease  to  death  twice  as  large  as  formerly  esti- 
mated." 

Award  of  Victoria  Cross. — In  the  Lancet  is 
noted  the  recent  award  of  the  Victoria  Cross  to 
the  late  Capt.  John  Fox  Russell,  M.C.R.A.M.C., 
attached  to  the  Royal  Welsh  Fusiliers,  "for 
most  conspicuous  bravery  displayed  in  action 
until  he  was  killed.  Captain  Russell  repeatedly 
went  out  to  attend  the  wounded  under  murder- 
ous fire  from  snipers  and  machine  guns,  and  in 
many  cases,  where  no  other  means  were  at  hand, 
carried  them  in  himself,  although  almost  ex- 
hausted. He  showed  the  highest  possible  degree 
of  valor." 

British  Birth  and  Death  Rates. — On  Feb- 
ruary 21  were  published  in  London  the  vital 
statistics  of  England  and  Wales  for  1916,  show- 
ing a  reduction  of  4V2%  in  the  marriage  rate 
that  year,  and  the  lowest  death  rate  ever  record- 
ed for  children  under  one  year  of  age. 

"There  was  in  1916  a  notable  increase  in  the 
proportion  of  marriages  of  young  widows  un- 
der 30  years  of  age,  which  greatly  increased  re- 
sult is  due  to  the  war.  The  proportion  of  the 
total  population  to  the  birth  rate  was  20.9  per 
10,000  living.  The  reduction  in  births  amount- 
ed to  only  12%,  whereas  in  Germany  the  fall  is 
reported  to  have  been  40%  for  the  two  years 
1915-1916,  and  in  Hungary  56%.  In  England 
and  Wales  the  births  of  males  numbered 
402,137,  of  females  383,383.  The  report  states 
it  will  be  possible  only  after  the  war  to  deter- 
mine to  what  extent  the  old  idea  that  war  con- 
ditions lead  to  male  conceptions,  has  been  justi- 
fied by  the  huge  experiment  now  in  progress. 
The  excess  of  births  over  deaths  was  277,303. 
The  number  of  fatal  casualties  incurred  by  Eng- 
lish and  Welsh  troops  during  the  year,  says  the 
report,  must  have  been  very  much  lower  than 
277,303,  so  the  increase  in  population  must  have 
continued.  German  statistics  record  1,331,000 
deaths  in  1916 — apparently  exclusive,  at  ' least, 
of  the  great  majority  of  fatal  war  casualties — 
against  1,103,000  births.  The  Hungarian  fig- 
ures are  for  deaths  not  in  action,  428,057, 
against  333,551  births.*' 

WAR  NOTES. 

Measles  Quarantine. — Five  cases  of  measles 
among  members  of  the  Coast  Artillery  Guard 
units  at  the  Waterships  Branch  of  the  Spring- 
field Armory  have  caused  the  placing  of  the 
guard  camp  under  strict  quarantine. 

Treatment  of  Shell  Shock  at  Columbia 
University  Base  Hospital. — Public  announce- 
ment has  been  made  that  the  United  States 
Army  Men's  Hospital  No.  1,  better  known  as 
Columbia  University  Base  Hospital,  has  already 
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harbored  650  patients.  Plans  are  under  way  so 
that  5000  men  may  receive  treatment  there  at 
one  time.  An  experiment  in  the  non-medical 
treatment  of  shell  shock  is  under  way.  This 
consists  of  a  concert  which  is  designed  to  show 
the  effect  of  music  upon  men  whose  nerves  have 
been  shattered  by  the  high-tension  strain  of 
trench  life,  and  who  have  thus  been  brought  to 
any  one  of  that  variety  of  conditions  described 
as  "shell  shock,"  although  the  term  is  not  con- 
fined to  the  conditions  brought  on  by  the  explo- 
sion of  shells. 

boston  and  massachusetts. 

John  White  Browne  Scholarship  at  Har- 
vard.— A  new  medical  scholarship  has  been  es- 
tablished at  Harvard  under  the  will  of  Re- 
becca A.  Greene,  which  is  to  enable  a  young  man 
of  unusual  promise  to  pursue  his  research  inves- 
tigations for  one  year  at  Harvard  or  elsewhere. 
Eighteen  thousand  and  five  hundred  dollars  was 
given  for  this  purpose  in  memory  of  John 
"White  Browne,  who  was  a  member  of  the  Har- 
vard class  of  1830. 

Week's  Death  Rate  in  Boston. — During  the 
week  ending  February  23,  the  number  of  deaths 
reported  was  298,  against  295  last  year,  with  a 
rate  of  19.81,  against  19.91  last  year.  There 
were  50  deaths  under  one  year  of  age,  against 
31  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were:  diphtheria,  66;  scarlet  fever,  27; 
measles,  143;  whooping  cough,  35;  typhoid 
fever,  2;  tuberculosis,  59. 

Included  in  the  above  were  the  following 
cases  of  non-residents :  diphtheria,  8 ;  scarlet 
fever,  5 ;  measles,  1 ;  typhoid  fever,  1. 

The  total  deaths  from  these  diseases  were: 
diphtheria,  11 ;  scarlet  fever,  1 ;  measles,  2 ; 
whooping  cough,  2;  tuberculosis,  29.  Included 
in  the  above  were  the  following  non-residents: 
diphtheria,  7 ;  whooping  cough,  1 ;  tuberculo- 
sis, 2. 

Massachusetts  State  Nurses'  Association. 
■ — The  midwinter  meeting  of  the  Massachusetts 
State  Nurses'  Association  was  held  Saturday, 
February  16,  1918,  in  the  Assembly  Hall  of  the 
Walker  Building,  525  Boylston  Street,  Boston. 
In  the  morning  the  Massachusetts  State  League 
of  Nursing  Education  met  at  10.30  and  the  Pri- 
vate Duty  Nurses'  League  met  at  12.30.  The 
afternoon  meeting  was  in  charge  of  the  State 


League  of  Nursing  Education,  Miss  Emma  M. 
Nichols,  R.N.,  presiding.  Two  papers  were  pre- 
sented, "Plane  of  Training  Schools  in  the  Nurs- 
ing World"  and  "Training  of  Student  Nurses." 

In  Honor  of  Dr.  McLaughlin. — A  dinner 
was  given  Thursday  evening,  February  21,  in 
honor  of  Dr.  Allan  J.  McLaughlin,  who  has  re- 
signed as  commissioner  of  health  in  Massachu- 
setts, in  favor  of  an  appointment  as  Assistant 
Surgeon-General  in  charge  of  Division  of  Inter- 
state Quarantine  in  Washington.  Dr.  Mc- 
Laughlin was  assigned  to  Massachusetts  by  the 
United  States  Public  Health  Service  four  years 
ago,  to  direct  the  reconstruction  of  the  State 
Department  of  Health  from  an  unpaid  board  to 
the  more  modern  system  of  public  health  admin- 
istration, which  places  the  functions  of  the 
State  Department  of  Health  under  the  control 
of  one  executive  with  an  advisory  council. 

Hospital  Bequest. — By  the  will  of  the  late 
Mrs.  Maria  Louise  Harlow  Peirce,  a  bequest  of 
$100,000  is  made  which  is  to  be  used  as  a  fund 
for  the  erection  of  a  hospital  in  Middleboro, 
Mass.  This  hospital  is  to  be  known  as  St.  Luke's 
Hospital  and  the  fund  is  to  go  under  the  desig- 
nation. "The  Harriet  Rice,  Judith  Peirce  and 
Nabby  Sproat  Peirce  Memorial  Fund." 


©bttuarg. 

HARRY  MADISON  CUTTS,  M.D. 

Dr.  Harry  Madison  Cutts  died  of  pneu- 
monia at  his  home  in  Brookline,  February  21, 
1918.  He  was  a  native  of  Washington,  D.  C, 
where  he  was  born  September  4,  1858,  the  son 
of  Richard  D.  and  Martha  Jefferson  Hackley 
Cutts.  In  1880  he  was  graduated  from  Prince- 
ton with  the  A.B.  degree  and  in  1883  from 
Harvard  Medical  School,  Princeton  giving  him 
an  A.M.  the  same  year. 

From  1885  until  1887  Dr.  Cntts  practised  his 
profession  in  Washington,  and  since  then  he 
had  lived  and  practised  in  Brookline.  While  in 
Washington  he  was,  in  1884,  superintendent  of 
the  Garfield  Memorial  Hospital.  In  his  profes- 
sional career  Dr.  Cutts  had  served  as  surgeon 
for  the  Naval  Brigade,  M.V.M.,  and  at  the  time 
of  his  death  he  was  medical  examiner  of  Norfolk 
County.  He  was  a  member  of  the  Massachu- 
setts Medical  Society  and  was  the  medical  mem- 
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ber  of  the  draft  selection  board  in  Brookline, 
where  he  belonged  to  the  Thursday  Club  and 
the  Country  Club.  He  was  married  in  Ran- 
dolph, on  November  18,  1891,  to  Marion  Belcher, 
by  whom  he  is  survived,  as  he  is  by  a  daughter, 
Dorothy  Madison  Cutts,  and  a  son,  George 
Belcher  Cutts,  who  is  in  service  in  the  Aviation 
Corps. 


fJHtacellang. 


REHABILITATION   OF   DISABLED  SOL- 
DIERS AND  SAILORS. 

T. 

That  100,000  out  of  every  1,000,000  soldiers 
sent  overseas  will  return  to  the  United  States 
during  the  first  year  of  fighting,  and  that  20,- 
000  of  these  will  need  some  kind  of  vocational 
re-education  or  rehaibilitation,  is  the  estimate 
made  by  the  Federal  Board  for  Vocational  Edu- 
cation in  a  report  just  published  as  Senate  Docu- 
ment 166. 

"Long  before  the  close  of  activities  in  the 
summer  of  1918,  the  return  of  men  will  begin, 
and  vocational  re-education  must  start  with  the 
first  men  sent  back,  and  must  be  developed  as 
the  number  of  men  in  hand  for  training  in- 
creases," declares  the  report.  "The  develop- 
ment of  facilities  for  undertaking  vocational  re- 
education must,  in  fact,  anticipate  the  return  of 
the  men,  since  adequate  provision  cannot  be  im- 
provised after  the  men  are  actually  in  hand  for 
training." 

A  comprehensive  federal  system  for  the  re- 
education and  placement  in  wage-earning  occu- 
pations of  every  disabled  soldier  and  sailor  is 
presented  by  the  federal  board.  This  plan  in- 
volves a  central  administrative  agency  at  Wash- 
ington, the  coordination  with  that  agency  of 
every  federal  and  state  agency  concerned  and 
with  similar  public,  semi-public  and  private 
agencies,  the  establishment  of  "curative  work- 
shops" for  the  treatment  of  war  cripples,  to- 
gether with  a  complete  system  providing  for 
subsistence  and  pay  during  the  period  of  re- 
education. 

Basing  its  opinion  on  foreign  experience,  the 
report  declares  that  "vocational  rehabilitation 
cannot  be  regarded  as  costing  the  community, 
except  temporarily,  anything  whatever.  The 
disability  of  the  soldier  or  sailor  is  an  economic 


handicap,  reducing  productive  power.  Unless 
the  men  are  vocationally  re-established,  and  to 
the  extent  that  they  are  not  completely  re- 
established, the  economic  loss  to  the  community 
will  be  cumulative  during  a  long  period  of 
years.  Even  a  slight  increase  in  vocational 
capacity,  as  a  result  of  vocational  training  in- 
itiated during  the  period  of  convalescence,  will 
result  in  an  economic  gain  which,  also,  will  be 
cumulative  over  a  long  period.  This  aggregate 
cumulative  gain  will  certainly  exceed  any  ex- 
penditures for  vocational  rehabilitation." 

The  increase  of  the  earning  power  of  the 
handicapped  man,  thus  rendering  him  econom- 
ically independent,  is  the  ultimate  object  of  this 
program. 

The  plea  is  made  that  "all  the  experience  and 
all  the  special  equipment  required  for  emer- 
gency war  work  will  be  needed  to  provide  for 
similar  work  in  the  vocational  rehabilitation  of 
men  disabled  in  factories  and  workshops,  of  the 
victims  of  accident  in  all  dangerous  employ- 
ments, and  of  the  thousands  of  otherwise  in- 
jured and  crippled  persons  thrown  upon  the 
community  each  year.  The  number  of  such  per- 
sons in  normal  times  greatly  exceeds  the  capac- 
ity thus  far  developed  for  their  vocational  re- 
habilitation. 

In  addition  to  the  above,  it  discusses  methods 
of  financing,  organizing,  and  administering  a 
national  system  of  vocational  rehabilitation ; 
foreign  experience  and  legislation  are  reviewed ; 
and  the  proceedings  of  an  inter-departmental 
conference  held  on  the  subject  in  Washington 
are  summarized,  together  with  suggested  legis- 
lation. 

II. 

The  vocational  and  educational  problems  in- 
volved in  the  rehabilitation  of  disabled  soldiers 
and  sailors  are  analyzed  and  discussed  by  the 
Federal  Board  for  Vocational  Education  in 
Senate  Document  167,  just  published  under  the 
title,  "Rehabilitation  of  Disabled  Soldiers  and 
Sailors — Training  of  Teachers  for  Occupational 
Therapy." 

Emphasis  is  placed  on  the  immediate  and 
pressing  demand  for  the  training  of  teachers  of 
occupational  therapy  to  take  care  of  the  handi- 
capped men  on  their  return  from  France.  It  is 
estimated  that  for  every  1,000,000  men  overseas, 
a  minimum  of  1200  teachers  will  be  needed. 
What  must  be  the  qualifications  of  these  teach- 
ers in  view  of  the  experience  of  the  belligerent 
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countries ;  how  they  may  be  trained ;  what  prob- 
lems are  to  be  met ;  and  how  they  are  to  be  met 
in  the  course  of  vocational  rehabilitation;  the 
social  and  economic  aspects  of  rehabilitation; 
and  the  need  for  a  national  system  for  the  re- 
habilitation of  the  maimed  and  crippled  in  in- 
dustry, as  well  as  in  war,  are  the  main  topics 
of  the  bulletin.  The  document  is  written  by 
Elizabeth  G.  Upham,  under  the  direction  of 
Charles  H.  Winslow,  assistant  director  for  re- 
search of  the  Federal  Board. 

The  emergency  program  outlined  in  the  re- 
port is  summarized  as  follows: 

The  returned  disabled  men  are  divided  into 
four  classes:  1,  those  who  are  permanently  in- 
valided ;  2,  those  who  are  able  to  work,  but  can- 
not engage  in  competitive  occupations;  3,  those 
who  must  learn  new  occupations  in  the  light  of 
their  handicaps;  4,  those  who  are  able  to  return 
to  their  former  occupations.  About  80%  of  all 
the  disabled  fall  into  the  fourth  group,  and 
about  20%  into  the  third  group.  The  first  two 
groups  are  relatively  small. 

For  Group  1  the  treatment  prescribed  is  "in- 
valid occupations,"  which  are  occupations  that 
help  pass  the  time  and  save  the  patient 
from  brooding.  For  Group  2,  those  who  will,  in 
all  probability,  be  unable  to  compete  in  any  line 
of  work,  simple  occupations  are  prescribed,  to 
be  carried  on  under  the  guidance  of  occupa- 
tional therapeutists.  Such  occupations  as  wick- 
er furniture-making,  chair-caning,  toy-making 
and  semi-trades,  will  be  taught  these  men. 

For  the  20%  who  must  learn  new  occupa- 
tions, a  more  elaborate  course  of  rehabilitation 
is  suggested.  This  will  include  simple  occupa- 
tions such  as  are  taught  to  the  men  of  the  sec- 
ond group,  followed  by  courses  in  general  edu- 
cation wherever  necessary,  and  followed  in  turn 
by  prevocational  education,  that  is  to  say,  ele- 
mentary vocational  education;  and,  lastly,  by 
vocational  education  in  whatever  line  is  best 
adapted  to  the  qualifications  and  handicap  of 
the  man. 

A  similar  curriculum  is  proposed  for  the  80% 
who  will  probably  be  able  to  return  to  their  old 
occupations.  Under  the  lead  of  the  occupational 
therapeutist,  the  patient  will  be  gradually 
taught  simple  occupations,  his  general  education 
will  be  "brushed  up,"  and  the  deficiencies  sup- 
plied, and  he  will  be  re-educated  so  as  to  re- 
sume his  former  trade  in  spite  of  his  handicap. 

The  Federal  Board  presents  in  this  bulletin  an 
outline  of  an  emergency  course  covering  eight 


weeks  for  the  training  of  teachers  to  handle  all 
four  groups  of  disabled  men.  It  is  expected  that 
a  fraction  of  the  disabled  men  themselves  will 
serve  as  instructors.  Nurses  and  teachers  of  arts 
and  crafts  will  be  available  for  the  invalid  occu- 
pation work;  trained  and  selected  women  of  ed- 
ucation, with  previous  experience  in  the  arts, 
crafts  and  the  "semi-trades,"  will  be  drawn  on 
to  teach  simple  occupations  to  Group  2.  In  ad- 
dition to  these,  there  will  be  need  in  Groups  3 
and  4  of  vocational  teachers,  preferably  men, 
and  men  and  women  teachers,  in  general  educa- 
tional subjects,  instructors  in  manual  training, 
commercial  subjects,  mechanical  drawing,  draft- 
ing,etc.  Teachers  of  each  group  should  have  had 
practical  experience  in  hospitals  or  institutions, 
and  it  is  recommended  that  teachers  in  Groups  3 
and  4  should  have  experience  in  the  same  line  of 
work  in  the  military  hospitals  of  Canada. 

That  every  dollar  invested  by  the  Govern- 
ment in  the  vocational  rehabilitation  of  disabled 
soldiers  and  sailors  will  bring  handsome  returns 
in  national  efficiency  is  maintained  in  the  report. 
"If  the  war  should  finally  end  in  economic  ex- 
haustion," says  the  report,  "that  nation  will 
ultimately  triumph  which  is  best  able  to  use 
over  again  her  men.  It  is  claimed  that  Ger- 
many uses  85  to  90%  of  her  disabled  men  back 
of  the  lines,  and  that  the  majority  of  the  re- 
maining 10  to  15%  are  entirely  self-supporting. 
Belgium,  whose  depletion  has  been  the  greatest, 
was  the  first  nation  successfully  to  use  over 
again -her  men.  Not  only  has  the  large  Belgium 
re-education  center  of  Port  Villez  been  self-sup- 
porting, but  in  addition,  it  has  paid  back  to  the 
Belgian  Government  the  entire  capital  cost  of 
installation 

"Economic  necessity  has  made  possible  the 
results  achieved  in  Belgium.  For  the  other  na- 
tions, not  so  hard  pressed,  the  rehabilitation  of 
the  disabled  and  the  strengthening  of  the  vi- 
tality of  the  civil  population  may  be  an  impor- 
tant and  perhaps  a  determining  point  in  their 
economic  future.  .  .  It  is  certain  that  our  own 
economic  future  depends,  to  a  large  extent,  upon 
the  rehabilitation  of  those  disabled  both  in  war 
and  industry." 

The  bulletin  discusses  at  length  the  possi- 
bilities of  development  of  occupational  therapy 
and  the  equipment  needed  for  all  the  groups  de-> 
scribed.  Suggested  blanks  for  keeping  the  rec- 
ords in  the  curative  workshops  and  for  hospital 
registration  are  included. 
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VENEREAL  DISEASE  AS  A  MENACE  TO 
THE  NATION. 

The  American  Social  Hygiene  Association  has 
recently  issued  the  following  brief,  showing  the 
seriousness  of  the  problem  of  venereal  diseases 
and  their  relation  to  the  war,  and  the 
responsibility  of  civil  communities  for  con- 
ditions in  the  Army.  The  Council  of  Na- 
tional Defense  urges  public  officers  and  citizens 
of  the  United  States  to  employ  every  means  pos- 
sible in  the  repression  of  prostitution  and  the 
control  of  venereal  disease,  for  the  following 
reasons : 

First,  because  we  must  prevent  such  condi- 
tions as  have  developed  in  Europe  since  the  be- 
ginning of  the  war. 

(1)  "The  number  of  syphilitics  in  the  Army 
must  certainly  be  several  hundreds  of  thou- 
sands .  .  .  Since  the  war  began,  a  total  equiva- 
lent of  sixty  divisions  have  been  temporarily 
withdrawn  from  the  fighting  for  venereal  dis- 
eases (Vienna  report). — Journal  of  the  Amer- 
ican Medical  Association,  March  10,  1917,  Vol. 
68,  No.  10,  p.  814. 

(2)  "During  the  first  eighteen  months  of  war 
one  of  the  great  powers  had  more  men  incapaci- 
tated for  service  by  venereal  disease  contracted 
in  the  mobilization  camps  than  in  all  the  fight- 
ing on  the  front." — Social  Hygiene,  Vol.  3,  No. 
2,  p.  205. 

(3)  "In  the  war  zone  of  France  there  has  oc- 
curred an  alarming  increase  of  venereal  disease, 
both  amongst  the  soldiers  and  the  civilian  popu- 
lation."— The  Medical  Officer  (London),  No. 
499,  March  3,  1917. 

(4)  "The  failure  of  the.  .  .  Government  to 
protect  their  soldiers  from  these  evils  (sexual 
vice  and  alcoholism)  is  the  gravest  error  that  the 
Government  has  committed ;  for  these  vices  have 
proved  more  destructive  to  the.  .  .  people  since 
August,  1914,  than  all  the.  .  .  artillery,  rifles, 
hand  grenades,  poisonous  gases  and  fire  blasts. 
Those  killed  by  shot  and  shell  transmit  no  poi- 
son to  their  families  and  descendants — the  vic- 
tims of  alcohol  and  prostitution  do." — From  a 
letter  by  President  Emeritus  Charles  W.  Eliot 
of  Harvard  University,  quoted  in  the  Survey  of 
Sept.  8,  1917. 

(5)  "Thousands  upon  thousands  are  with- 
drawn from  the  fighting  army  for  weeks.  But 
they  are  not  only  missed  as  fighters;  they  also 
cause  expense  and  great  obstruction  through 
their  transportation  back  home,  through  the  ne- 
cessity of  establishing  hospitals  for  thousands 
who  were  not  wounded  by  the  enemy.  They 
burden  the  doctors  so  necessary  for  the  care  of 
the  wounded.  .  . 

"But  the  very  worst  part  of  the  venereal  dis- 
eases is  not  the  diseased  condition  immediatelv 
following  infection,  but  the  ailments  frequently 
developing  in  later  years,  when  the  war  is  long 


past  and  the  old  infection  already  forgotten, 
and  the  transmission  of  the  disease  to  the  fam- 
ily after  the  return  of  the  troops  to  their 
homes." — Prof.  Albert  Neisser,  Frankfurter 
Zeitung,  January,  1915. 

Second,  because  serious  conditions  have  al- 
ready developed  in  the  United  States  Army,  due 
largely  to  conditions  in  civil  communities. 

(1)  "At  one  National  Guard  Camp,  502  new 
cases  of  venereal  disease  were  reported  in  one 
week."— Official  Bulletin,  Nov.  20,  1917,  p.  6. 

(2)  It  was  found  that  most  of  the  cases  at 
one  large  cantonment  originated,  not  in  the 
camp  or  near  the  camp,  but  in  civil  communities 
from  which  the  men  came  or  through  which  they 
passed  on  the  way  to  camp. 

(3)  "In  the  case  of  all  the  troops  on  the  bor- 
der, a  vastly  larger  proportion  of  venereal  dis- 
ease was  contracted  before  reaching  the  border 
than  was  contracted  afterwards." — Social  Hy- 
giene, Vol.  3,  No.  2,  p.  220. 

Third,  because  the  War  Department  has  asked 
our  aid. 

(1)  "Our  responsibility  in  this  matter  is  not 
open  to  question.  We  cannot  allow  these  young 
men.  .  .  to  be  surrounded  by  a  vicious  and  de- 
moralizing environment,  nor  can  we  leave  any- 
thing undone  which  will  protect  them  from  un- 
healthy influences  and  crude  forms  of  tempta- 
tion."— Secretary  of  War  Baker  in  his  letter  of 
May  26,  1917,  to  Governors  of  all  States. 

(2)  "We  are  not  going  to  be  able  to  obtain 
the  conditions  necessary  to  the  health  and  vi- 
tality of  our  soldiers,  without  the  full  coopera- 
tion of  the  local  authorities  in  the  cities  and 
towns  near  which  our  camps  are  located  or 
through  which  our  soldiers  will  be  passing  in 
transit  to  other  points." — Ibid. 

Fourth,  because  venereal  diseases  result  in  the 
infection  of  innocent  women  and  children. 

(1)  "No  disease  has  such  a  murderous  influ- 
ence upon  the  offspring  as  syphilis ;  no  disease 
has  such  a  destructive  influence  upon  the  health 
and  procreative  function  of  women  as  gonor- 
rhea. .  .  Inherited  syphilis  constitutes  a  power- 
ful factor  in  the  degeneration  of  the  race." — 
Prince  A.  Morrow,  M.D. :  Social  Diseases  and 
Marriage,  Chap.  1. 

(2)  "All  previous  war  experience  shows  an 
increase  of  venereal  disease.  .  .  When  peace 
comes  there  is  the  danger  of  grave  and  wide- 
spread dissemination  of  these  diseases.  It  is  for 
that,  that  we  must  be  prepared,  and  there  is  not 
time  to  be  lost." — Report  of  National  Confer- 
ence for  Combating  Venereal  Diseases  (Lon- 
don). Social  Hygiene,  Vol.  3,  No.  2,  p.  235. 

Fifth,  because  prostitution  is  not  a  "neces- 
sary evil." 

(1)  "Sexual  intercourse  is  not  necessary  to 
preserve  health  and  manly  vigor. ' ' — Moss :  Man- 
ual of  Military  Training,  Section  1466.  p.  522. 
See  also  statement  signed  by  Walter  B.  Cannon, 
M.D.,  Harvard  University;  William  H.  Howell, 
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M.D.,  Johns  Hopkins  University;  and  355  other 
foremost  medical  authorities  in  the  United 
States. — M.  J.  Exner,  M.D. :  The  Physician's 
Answer  (Association  Press,  New  York),  pp.  14, 
24-51. 

Sixth,  because  the  "restricted  district"  and 
other  attempts  to  regulate  prostitution,  have 
proved  ineffective. 

(1)  See  Flexner:  Prostitution  in  Europe,  pp. 
175-6,  and  the  reports  of  Vice  Commission  in 
Chicago,  Minneapolis,  Syracuse,  Philadelphia 
and  many  other  cities. 

Seventh,  because  repression  is  the  only 
feasible  method. 

(1)  "The  only  practical  policy  which  pre- 
sents itself  in  relation  to  this  problem  is  the 
policy  of  absolute  repression,  and  T  am  confident 
that  in  taking  this  course  the  "War  Department 
has  placed  itself  in  line  with  the  best  thought 
and  practice  which  modern  police  experience  has 
developed." — Secretary  of  War  Baker  in  his 
letter  of  August  14,  1917,  to  Mayors  and 
Sheriffs. 

(2)  "This  policy  involves,  of  course,  constant 
vigilance  on  the  part  of  the  police,  not  only  in 
eliminating  regular  houses  of  prostitution,  but 
in  checking  the  more  or  less  clandestine  class 
that  walks  the  streets  and  is  apt  to  frequent 
lodging  houses  and  hotels." — Ibid. 

Eighth,  because  it  will  be  better  to  handle 
the  situation  locally  and  thus  make  military  in- 
terference unnecessary. 

(1)  One  commandant  issued  orders  forbid- 
ding all  use  of  intoxicating  liquor  and  all 
patronizing  of  immoral  resorts.  Every  woman 
who  got  off  a  train  was  watched  until  her  busi- 
ness was  known.  If  necessary,  she  was  put  out 
of  the  vicinity. — Social  Hygiene,  Vol.  3,  No.  1. 
p.  155,  also  Association  Press  (New  York), 
Apnl,  1917,  p.  379. 

(2)  "If  places  of  bad  repute  spring  up  out- 
side the  five-mile  limit,  but  fairly  accessible  to 
the  camp,  I  shall  not  hesitate  to  insist  upon 
their  elimination." — Secretary  of  War  Baker  in 
his  letter  of  August  14,  1917,  to  Mayors  and 
Sheriffs. 


TETANUS  IN  BRITISH  HOME  MILITARY 
HOSPITALS. 

The  British  Medical  Journal  has  recently 
published  the  following  analyses  of  cases  of 
tetanus  treated  in  home  military  hospitals.  The 
first  covers  November  and  parts  of  October  and 
December,  1916,  and  deals  with  the  first  one 
hundred  completed  cases  since  the  latest  pre- 
vious analysis  was  made. 

"During  the  four  periods  analyzed  the  rate 
of  mortality  has  steadily  gone  down.    In  the 


first  group  the  mortality  was  57.7%  ;  in  the  sec- 
ond 49.2 ;  in  the  third,  36.5 ;  of  the  present  series 
of  100,  69  recovered— mortality  31%.  The 
ratio  of  cases  of  tetanus  to  the  number  of 
wounded  soldiers  treated  in  home  military  hos- 
pitals was,  roughly,  six  times  as  high  in  Septem- 
ber, 1914,  as  it  was  two  months  later ;  and  it  re- 
mained at  or  about  the  lower  level  until  the  end 
of  1916.  This  fall  in  ratio  was  undoubtedly  due 
to  a  great  extent  to  the  introduction  of  prophy- 
lactic injections  of  antitetanic  serum,  which 
took  place  about  the  middle  of  October,  1914. 

The  present  series  shows  once  again  that  the 
shorter  the  incubation  period  the  greater  the 
mortality  rate,  and  vice  versa.  There  were  only 
twelve  cases  with  a  short  incubation  period 
(that  is,  up  to  ten  days),  and  sixty  cases  with  an 
incubation  period  of  more  than  twenty-two  days ; 
the  shortest  incubation  period  was  seven  days, 
and  the  longest  190.  Since  the  beginning  of  the 
war  there  has  been  a  diminution  in  the  number 
of  cases  with  short  incubation  periods,  and  a 
corresponding  increase  in  the  number  of  cases 
with  long  incubation  periods.  This  is  a  meas- 
ure of  the  action  of  the  prophylactic  inoculation 
of  antitoxin. 

Sir  David  Bruce  points  out  that  it  is  some- 
times by  no  means  easy  to  decide  whether  a  case 
is  one  of  localized  or  generalized  tetanus.  He 
defines  general  tetanus  as  that  in  which  spas- 
ticity or  rigidity  occurs  in  muscles  distant  from 
the  site  of  wound,  trismus  being  the  most  com- 
mon initial  symptom  in  this  form ;  in  local  tet- 
anus the  spasticity  or  rigidity  is  confined  to  the 
muscles  in  the  neighborhood  of  the  wound.  He 
looks  on  local  tetanus  as  a  much  modified  va- 
riety of  the  original  disease,  or  even  as  a  new 
type  due  to  the  action  of  the  prophylactic  in- 
jection. In  general  tetanus  the  toxin  molecules 
may  he  pictured  as  gaining  entrance  to  the  cir- 
culation, and  so  reaching  all  parts  of  the  ner- 
vous system.  Of  the  100  cases  under  review,  61 
could  be  placed  in  the  general,  and  28  in  the 
local  group;  in  the  remainder  there  was  doubt. 
In  the  61  cases  of  generalized  disease  there  were 
21  deaths — mortality  34.4%.  All  the  cases  of 
localized  tetanus  recovered.  Trismus  was  re- 
corded in  54  of  the  generalized  cases,  opisthot- 
onos in  17. 

With  regard  to  operative  interference,  the 
Tetanus  Committee  advises  that  when  ODera- 
tions  are  performed  at  the  site  of  wounds,  even 
if  they  are  healed,  a  prophylactic  injection  of 
serum  should  always  be  given;  further,  they 
consider  it  probably  safer  to  abstain  from  sur- 
gical interference  with  the  wound  until  the  ordi- 
nary treatment  for  tetanus  has  been  carried  out. 
unless  there  are  other  and  imperative  reasons 
for  immediate  operation.  When  the  symptoms 
of  the  tetanus  have  subsided,  and  the  tissues  are 
flooded  with  antitoxin,  then  the  wound  can  be 
opened  up  and  searched  for  foreign  bodies  or 
hidden  collections  of  pus  and  tetanus  bacilli. 

Of  the  100  cases,  61  were  noted  as  having  re- 
ceived a  prophylactic  injection  in  France:  of 
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these  51  recovered — mortality  16.4%.  Of  the 
remaining  39  cases,  22  were  not  recorded  to 
have  had  prophylactic  treatment,  though  prob- 
ably many  received  it;  of  these  12  recovered — 
mortality  40.5%.  Of  the  remaining  17  patients 
who  had  no  prophylactic  injection  of  any  kind. 
6  recovered — mortality  64.7%.  The  number  of 
patients  treated  with  antitetanic  serum  after  the 
onset  of  symptoms  was  98,  of  whom  68  recov- 
ered— mortality  30.6%.  Of  the  two  cases  which 
did  not  receive  therapeutic  treatment  with  se- 
rum in  England,  one  recovered  and  the  other 
died. 

Once  again  the  analysis  of  the  cases  furnishes 
no  evidence  either  for  or  against  the  intrathecal 
route.  It  will  be  remembered  that  in  the  first 
year  of  the  war  the  figures  seemed  to  show  that 
this  route  showed  advantage  over  others.  Analy- 
sis of  the  figures  relating  to  dosage  likewise  fur- 
nishes no  useful  deduction  as  to  the  curative 
influence  of  this  factor." 

The  second  analysis,  being  the  fifth  in  the 
entire  series,  covers  the  remainder  of  1916  and 
the  first  quarter  of  3917. 

"The  numbers  of  cases  of  tetanus  dealt  with 
in  the  five  periods,  and  the  rates  of  mortality, 
are  given  in  the  following  table,  which  speaks 
for  itself: 


Analysis              No.  op  Recovered  Died  Mortality 

Casbs  Per  Cent. 

1914-  15                           231  98  133  57.7 

1915-  16                           195  99  96  49.2 

Aug.-Oct,  1916                200  127  73  36.5 

Oct.-Dec.,  1916                100  69  31  31.0 


Dec.,  1916-Mar.,  1917    100        81        19  19.0 

In  the  second  analysis  the  statement  was 
made  that  '  early  treatment  should  be  striven  for, 
and  if  this  were  done  and  the  antitoxin  applied 
thoroughly,  one  would  not  despair  of  reducing 
the  mortality  to,  say,  20%,  instead  of  50%,  at 
which  it  stands  for  the  past  year.'  It  will  be 
seen  that  this  ambition  has  been  more  than 
realized  so  far  as  the  returns  of  the  last  100 
cases  are  concerned.  This  large  reduction  in 
the  death  rate  is  most  satisfactory,  but  Sir 
David  Bruce  wisely  refrains  from  expressing  an 
opinion  as  to  whether  it  has  been  due  to  the 
specific  treatment  or  to  one  of  the  several  other 
factors  involved.  Whatever  be  the  cause — the 
prophylactic  dose  of  serum,  better  surgical  treat- 
ment, quicker  diagnosis,  more  thorough  thera- 
peutic treatment — the  result  is  gratifying. 

Referring  to  the  factor  of  surgical  treatment, 
it  is  pointed  out  that  if  this  could  be  made  en- 
tirely successful,  by  cleansing  and  sterilization 
of  wounds  at  the  outset,  there  would  be  no  more 
cases  of  tetanus;  but  while  there  is  some  evi- 
dence of  an  improvement  in  surgical  technic 
much  remains  to  be  done.  The  present  analysis 
repeats  and  brings  up  to  date  figures  showing 
the  number  and  distribution  of  cases  of  tetanus 
treated  in  home  military  hospitals  since  the  be- 
ginning of  the  war. 


Among  the  last  100  cases  we  find  that  where 
the  symptoms  of  tetanus  appeared  within  ten 
days  of  receiving  the  wound,  the  mortality  was 
40%  ;  where  they  appeared  between  the  eleventh 
and  twenty-fourth  day,  it  was  25%  ;  in  the  re- 
maining 66  cases,  with  an  incubation  period 
greater  than  twenty-five  days,  the  mortality  was 
13.6%.  In  one  patient  the  incubation  period 
was  stated  as  786  days ;  but  this  for  various  rea- 
sons is  regarded  as  a  doubtful  case  which 
should  be  ignored  for  statistical  purposes,  al- 
though, as  Dr.  Goadby  has  shown,  the  tetanus 
bacillus  may  remain  for  a  long  time  quiescent 
at  the  site  of  old  wounds.  Disregarding  this 
case,  the  longest  incubation  was  365  days,  and 
the  shortest  three  days. 

Since  the  beginning  of  the  war  the  average 
incubation  period  has  been  steadily  lengthening. 
This  should  probably  be  attributed  in  the  main 
to  the  prophylactic  injection  of  antitoxin.  In 
the  first  year  of  the  war  47%  of  cases  had  a 
short  incubation  period ;  in  the  last  analysis  this 
had  fallen  to  10%.  Correspondingly,  the  per- 
centage of  cases  with  a  long  incubation  period 
has  risen  from  6.4  to  69. 

In  our  summary  of  the  last  analysis  (Septem- 
ber 15,  1917)  we  printed  Sir  David  Bruce 's 
working  definitions  of  general  tetanus  and  local 
tetanus.  In  the  present  series  it  was  found  on 
examination  that  81  cases  could  be  placed  in  the 
general  group,  and  19  in  the  local  group.  Among 
the  former  there  were  58  recoveries  and  23 
deaths,  giving  a  mortality  of  28.3%.  All  the 
cases  of  localized  tetanus  recovered.  There  is  no 
evidence  to  support  the  view  that  the  presence 
of  a  fractured  bone  complicating  the  wound  is  a 
source  of  danger  heightening  the  death  rate 
from  tetanus. 

In- six  of  the  cases  tetanus  is  reported  to  have 
followed  an  operation,  and  one  died.  In  none  of 
these  was  a  prophylactic  inoculation  of  anti- 
tetanic  serum  given  before  the  operation,  al- 
though the  advice  of  the  Tetanus  Committee  is 
that  this  should  always  be  done.  As  in  each 
preceding  series  of  cases,  the  mortality  among 
patients  who  had  received  no  prophylactic  injec- 
tion in  France  was  considerably  greater  than 
among  those  so  protected.  It  should  be  noted 
here  that  the  present  policy  advocated  by  the 
Tetanus  Committee  of  the  War  Office,  is  that 
four  prophylactic  injections  should  be  given  to 
every  wounded  soldier  at  intervals  of  seven 
days,  but  in  periods  of  hard  fighting  this  might 
sound  a  counsel  of  perfection. 

The  whole  of  the  100  cases  under  review  re- 
ceived therapeutic  doses  of  antitetanic  serum ;  in 
the  preceding  series  all  but  two  were  so  treated. 
The  considerable  reduction  in  the  mortality, 
from  31  to  19%,  would  not  appear,  therefore,  to 
be  due  to  this  factor,  and,  as  Sir  David  Bruce 
states  in  his  conclusions,  the  evidence  as  to  the 
therapeutic  effect  of  antitetanic  serum  is  still 
inconclusive.  Once  again  the  figures  furnish  no 
case,  either  for  or  against  the  intrathecal  route 
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as  compared  with  other  methods  of  injection ; 
similarly,  from  the  figures  relating  to  dosage 
no  useful  deduction  can  be  drawn." 


AMERICAN  HOSPITALS  AND  SURGEONS 
IN  FRANCE. 

The  Lancet  has  recently  published  the  fol- 
lowing editorial  comment  on  the  work  already 
accomplished  by  American  hospitals  and  sur- 
geons in  France  since  the  outbreak  of  the  Euro- 
pean War.  The  eulogistic  character  of  this 
comment  will  be  gratifying  to  American  profes- 
sional pride  and  should  be  a  stimulus  to  higher 
endeavor  on  the  part  of  every  member  of  the 
profession,  whether  or  not  in  the  military  med- 
ical service,  during  the  remainder  of  the  war. 

' '  The  reference  to  the  American  medical  units 
made  by  Sir  Donald  MacAllister  in  his  presiden- 
tial address  to  the  General  Medical  Council  calls 
to  mind  that  it  is  not  this  year  that  members  of 
the  medical  profession  in  the  United  States  of 
America  began  to  play  a  part  in  the  war  so  far 
as  the  important  section  of  it,  conducted  by  the 
British  Expeditionary  Force  in  France,  is  con- 
cerned. The  American  Hospital  outside  the 
Neuilly  gate  of  Paris,  which  at  one  time  worked 
for  the  British  as  well  as  for  the  French  forces, 
opened  its  doors  within  the  first  few  weeks  of 
the  war;  about  the  same  time  also  an  American 
motor  ambulance  team,  which  included  a  certain 
number  of  American  medical  men,  also  began  to 
work,  and  not  very  many  months  had  passed  be- 
fore more  than  one  medical  man  of  American 
extraction  and  education  had  successfully  'vol- 
unteered for  service  in  the  commissioned  ranks 
of  the  Royal  Army  Medical  Corps  itself.  It  was 
also  well  before  the  first  year  of  the  war  was 
over  that  a  plan  was  working  under  which  two 
university  centres  in  the  United  States  under- 
took to  supply  the  medical  staffs  of  not  less  than 
two  base  hospitals.  The  teams  engaged  to  serve 
for  not  less  than  six  months,  a  portion  of  them 
then  returning  home  and  being  replaced  by  new 
arrivals.  They  were  American  units  in  the  sense 
that  the  ward  medical  officers,  surgical  experts, 
and  officers  in  charge  of  divisions,  as  also  the 
officers  in  charge  of  special  departments  and  the 
nurses,  were  drawn  from  the  United  States, 
while  their  administrative  officers  and  the  other 
ranks  were  supplied  by  the  Royal  Army  Medi- 
cal Corps.  One  of  these  hospitals  is  still  at  work 
alongside  similar  base  hospitals  more  purely 
American  in  character  which  got  to  work  this 
year.  Of  these  there  are  about  half  a  dozen,  and 
though  they  bear  the  numbers  of  the  British 
General  Hospital  units  which  they  replace  and 
whose  habitations  they  inherited,  they  are  all 
complete  American  units  in  the  sense  that  each 
of  them  was  formed  in  the  United  States  as  part 


of  the  general  arrangements  made  by  the  Ameri- 
can Red  Cross  Society  in  anticipation  of  the 
possible  extension  of  the  American  army.  At 
first  there  were  only  two  of  them,  but  now  they 
are  about  fifty  in  different  parts  of  the  United 
States,  all  raised  to  represent  different  localities 
or  institutions.  The  first  two  units,  representa- 
tive of  Harvard  and  the  Western  Reserve  Uni- 
versities, sailed  for  Europe  within  about  five 
days  of  the  time  they  actually  received  word 
from  the  Balfour  Commission  that  their  services 
would  be  valuable.  These  two  first  units  were 
respectively  organized  by  Professors  Harvey 
Cushing  and  Crile,  both  of  whom  had  previously 
in  turn  played  a  part  in  the  affairs  of  the  Am- 
erican hospital  at  Neuilly.  The  latter  was  for 
long  worked  on  the  principle  that  some  distin- 
guished surgeon  formed  his  own  team  and 
brought  it  over  ready  to  take  charge  of  a  section 
of  the  work  for  a  period  of  three  months;  and 
the  existing  hospitals,  to  which  reference  has 
been  made,  seem  to  be  constituted  on  the  same 
principle  but  without  the  time  limit.  All  of 
them  have  been  formed  with  the  idea  that  when 
the  moment  comes  they  will  step  into  their  places 
as  units  of  the  medical  departments  of  the  Am- 
erican army,  and  each  has  at  its  administrative 
head  an  officer  belonging  to  the  medical  corps 
of  the  standing  army  of  the  United  States.  The 
other  officers,  who  take  complete  charge  of  the 
professional  work,  are  medical  officers  of  the 
Reserve  Corps  (M.O.R.C.),  and  do  their  work 
under  an  officer  who  is  always  a  more  or  less 
well  known  medical  man  in  America,  and  bears 
the  title  of  Director.  He  also  holds  rank  as  a 
major  in  the  American  army,  the  other  officers 
being  commonly  lieutenants  and  sometimes  cap- 
tains. In  the  American  army,  as  in  the  French, 
the  nominal  rank  of  officers  is  commonly  a  grade 
or  two  lower  than  in  our  own.  There  are  also 
usually  attached  to  each  of  these  American  units 
in  France  two  officers  of  the  Royal  Army  Medi- 
cal Corps,  one  of  whom  acts  as  registrar.",  and 
assists  the  administrative  commanding  officer  in 
respect  of  the  returns  required  by  the  British  au- 
thorities, and  the  other  as  quartermaster.  There 
are  at  present  American  registrars  and  quarter- 
masters also.  There  are  also  a  few  R.A.M.C. 
of  other  ranks  at  some  of  these  units.  With  these 
exceptions,  the  whole  of  the  personnel  is  drawn 
from  the  United  States.  They  work  under  the 
orders  of  the  D.D.M.S.  of  the  area  in  which  they 
happen  to  be  placed  (they  are  distributed  over 
the  principal  British  bases  in  France)  and  en- 
joy the  advantage  of  the  assistance  of  the  con- 
sulting surgeons  and  physicians  attached  to  the 
bases  concerned.  Most  of  them  seem  to  fly  the 
Stars  and  Stripes,  but  otherwise  there  is  nothing 
to  differentiate  them  from  the  other  hospital 
units — British.  Australian,  New  Zealand,  Can- 
adian, and  South  African — serving  with  the 
British  Expeditionary  Force,  except  in  respect 
of  the  uniforms  of  their  officers,  nurses,  and 
other  ranks.   Nor  do  they  differ  in  their  internal 
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arrangements  as  a  whole,  though  they  do  differ 
materially  in  one  important  factor.  They  are 
strongly  staffed  on  paper  as  compared  with  Brit- 
ish hospitals  of  the  same  nominal  size,  and  ex- 
tremely strongly  staffed  in  practice,  since  Brit- 
ish hospitals  in  France  seldom  have  more  than 
about  two-thirds  of  their  official  establishment 
strength.  The  United  States  officers  in  military 
hospitals  are  by  no  means  the  only  American 
medical  officers  now  in  France.  A  large  num- 
ber of  others  not  attached  to  hospitals  have  ar- 
rived in  France  during  the  past  few  months, 
and  have  been  distributed  among  the  armies  at 
field  ambulances,  casualty  clearing  stations,  and 
elsewhere.  Whether  the  base  units  mentioned 
as  well  as  the  unattached  medical  officers  will 
be  withdrawn  when  the  time  comes  for  the  Am- 
erican army  to  take  its  place  in  the  line  does 
not  appear  yet  to  be  settled.  Meantime  the  hos- 
pital units  in  particular  are  playing  an  exceed- 
ingly useful  part,  and  the  American  medical 
officers,  as  a  whole,  are  gaining  an  experience 
which  will  prove  invaluable  when  the  war  for 
the  American  army  really  begins.  Several  of  the 
American  base  hospitals  are  understood  to  have 
contributed  surgical  teams  to  the  casualty  clear- 
ing stations  during  the  recent  heavy  fighting, 
and  one  American  medical  officer  attached  to  a 
field  ambulance  is  rumored  to  have  been  recom- 
mended for  the  Victoria  Cross." 


RED  CROSS  WORK  WITH  THE  UNITED 
STATES  ARMY. 

On  February  22,  the  Bureau  of  Public  In- 
timation at  Washington  issued  the  following 
statement  defining  the  activities  of  the  Red 
Cross  in  conjunction  with  the  United  States 
Army  during  the  present  war: 

The  statement  setting  forth  the  duties  of  the 
Red  Cross  follows,  in  full: 

"1.  To  distribute  sweaters,  mufflers,  helmets, 
socks,  comfort  kits,  etc.,  and  to  receive  the  as- 
sistance and  cooperation  of  all  officers  in  making 
the  distribution  fair,  equal  and  where  most  need- 
ed. 

2.  To  render  emergency  relief  of  every  kind 
upon  the  request  or  suggestion  of  an  officer  in 
charge.  All  officers  are  instructed  to  avail  them- 
selves of  this  assistance  whenever,  in  their  opin- 
ion, advisable.  Officers  should  be  none  the  less 
diligent  in  attempting  to  foresee  the  needs  of 
their  department  in  order  that  they  may  be  sup- 
plied through  regular  Government  channels.  All 
such  requests  must  be  approved  by  the  com- 
manding officer,  who  will  cause  a  record  to  be 
kept  of  all  such  articles. 

3.  To  relieve  the  anxiety  and  to  sustain  the 
morale  of  soldiers  who  are  worried  about  their 
families  at  home  and  to  promote  the  comfort  and 
well-being  of  these  families,  authority  is  given 
to  the  American  Red  Cross  to  place  one  or  more 


representatives  of  the  home  service  bureau  of  the 
department  of  civilian  relief  at  the  service  of  the 
men  of  each  division  of  the  army  wherever  lo- 
cated. The  soldiers  should  be  informed  through 
official  orders  of  the  presence  of  such  representa- 
tive or  representatives  and  that  the  Red  Cross 
is  able  and  willing  to  serve  both  soldiers  and 
their  families  when  in  need  of  any  helpful  ser- 
vice. This  representative  and  his  assistants  will 
be  accredited  to  the  division  commander  and 
will  be  subject  to  authority  and  to  mili- 
tary laws  and  regulations.  This  representative 
of  the  Red  Cross  will  have  the  status  of  an  of- 
ficer in  the  army  and  will  be  provided  quarters 
when  available.  Such  assistants  and  clerks  as 
may  be  necessary  will  be  provided  by  the  Amer- 
ican Red  Cross  and  must  be  males.  These 
assistants  and  clerks,  if  any,  will  have  the  status 
of  non-commissioned  officers.  All  reports  and 
correspondence  of  this  officer  will  be  subject  to 
censorship  of  the  commanding  officer. 

4.  To  conduct  canteen  service  stations  for 
furnishing  refreshments  to  soldiers  when  trav- 
elling through  the  country,  to  furnish  emerg- 
ency relief  to  the  sick  and  wounded  when  en 
route  and  to  see  that  they  are  conveyed  to  a 
hospital  when  necessary  and  requested  by  the 
commanding  officer.  All  commanders  of  troop 
trains  are  authorized  to  avail  themselves  of  it 
whenever,  in  their  opinion,  advisable. 

5.  A  representative  of  the  American  Red 
Cross  may  be  attached  to  each  base  hospital  to 
furnish  emergency  supplies  when  called  upon, 
to  communicate  with  the  families  of  patients,  to 
render  home  service  to  patients  and  such  other 
assistance  as  pertains  to  Red  Cross  work.  The 
representative  of  the  Red  Cross  so  assigned,  with 
his  assistants,  will  be  accredited  to  the  com- 
manding officer  of  the  base  hospital  and  will  be 
subject  to  the  same  regulations  as  to  status, 
privileges,  assistants  and  censorship,  as  provided 
in  preceding  paragraph  applying  to  the  repre- 
sentatives of  the  Red  Cross  assigned  to  divi- 
sions. 

6.  In  order  to  render  the  above  outlined 
service  to  the  best  advantage,  the  accredited 
chief  officer  representing  the  American  Red 
Cross  at  division  headquarters  will  be  a  field  di- 
rector. 

7.  Officials  of  the  Red  Cross  assigned  on 
duty  with  the  military  establishment,  as  out- 
lined above,  will  be  required  to  wear  the  regula- 
tion uniform  of  the  American  Red  Cross,  to- 
gether with  the  insignia,  etc.,  as  approved  by 
the  Secretary  of  War. 

8.  The  commanding  officers  of  all  other  en- 
campments or  organizations  to  which  Red  Cross 
representatives  may  be  assigned  in  accordance 
with  this  order,  are  authorized  to  furnish  to  the 
American  Red  Cross  anything  that  they  may 
request,  within  reason,  such  as  warehouses,  of- 
fices, light,  heat,  telephones,  etc.,  in  order  to  en- 
able them  to  properly  carry  on  the  work  for 
which  they  are  assigned." 
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MEDICAL  MATTERS  IN  PALESTINE. 

The  British  Medical  Journal  has  recently 
published  the  following  extract  from  a  despatch 
of  General  Sir  Archibald  Murray,  describing  the 
British  campaign  in  Palestine  from  March  to 
June,  1917.  The  despatch  gives  the  story  of  the 
two  attacks  on  Gaza  (March  26  and  April  17)  : 

' '  On  the  first  occasion  the  enemy  was  severely 
punished,  950  Turkish  and  German  prisoners  be- 
ing taken  and  casualties,  estimated  at  8000,  in- 
flicted. The  British  casualties  were  under  4000. 
On  the  second  attack  the  British  casualties 
amounted  to  some  7000.  Both  attacks  failed  to 
reach  Gaza,  but  a  certain  amount  of  ground  was 
won  and  retained.  Sir  Archibald  Murray  says 
that  no  praise  can  be  too  high  for  the  gallantry 
and  steadfastness  of  the  cavalry,  infantry,  artil- 
lery, Royal  Flying  Corps,  and  all  other  units 
which  took  part  in  the  two  battles  for  Gaza. 
With  regard  to  the  medical  services  he  writes  as 
follows : 

_  '  The  health  of  the  troops  has  throughout  been 
singularly  good.  All  branches  of  the  medical 
services  under  Surgeon-General  J.  Maher,  C.B., 
deserve  the  highest  commendation  for  their  suc- 
cessful work  at  the  front,  on  the  lines  of  com- 
munication, and  in  the  base  hospitals.  The 
presence  in  the  force  of  a  number  of  civil  med- 
ical consultants,  who  have  so  patriotically  given 
their  services,  has  been  of  the  very  greatest 
value,  and  they  have  worked  in  successful  ac- 
cord with  the  regular  medical  services  of  the 
army.  The  Australian  Army  Medical  Corps 
and  the  New  Zealand  Medical  Corps  have  also 
been  remarkable  for  their  efficiency  and  unre- 
mitting devotion.'  " 


(Hamspatiiitmt. 

THE  TREATMENT  OF  PNEUMONIA. 

42  West  37th  St.,  New  York, 

February  25,  1918. 

Mr.  Editor: — 

To  my  mind,  there  are  a  few  reasons  why,  hitherto, 
the  treatment  of  pneumonia  has  been  unsatisfactory. 
This  is  especially  true  in  hospitals  and  also  in  in- 
stances where  one  plays  the  r61e  of  consultant  in 
private  practice. 

In  hospitals,  as  a  rule,  the  patient  comes  in  when 
the  disease  is  already  advanced  and  even  good  treat- 
ment has  not  a  fair  chance  of  success. 

This  is  also  true,  in  a  measure,  in  civil  practice, 
where  the  consultant  physician  is  usually  called  when 
the  disease  is  established. 

In  nospitals,  patients  are  usually  treated  in  the 
ward ;  in  private  practice  among  people  at  all  well-to- 
do  the  patient  has  a  room  to  himself  and  can  be 
managed  more  effectively. 

A  patient  stricken  with  pneumonia,  or  with  a  pre- 
ceding bronchial  or  grippal  attack  which  leads  up  to 
it,  has  the  best  chance  to  get  well  whenever  he  is 
isolated  in  his  room  from  the  beginning,  whether  it 
l>e  at  home  or  in  a  hospital,  and  a  certain  very  simple 
treatment  is  mainly  insisted  upon,  apart  from  what  is 
in  addition,  eminently  intelligent,  and  applies  in  all 
cases.  The  latter,  to  which  T  refer,  are  proper  ventila- 
tion of  the  room,  liquid  assimilable  nourishment,  no 


injudicious  interference  for  purpose  of  finding  out 
just  how  far  the  disease  has  progressed,  and  pro- 
motion of  quiet  and  peace  of  mind.  Inhalations  of 
compound  tincture  of  benzoin,  with  a  proportion  of 
beechwood  creosote,  should  be  started  from  the  be- 
ginning of  the  disease  and  kept  constantly  going. 
A  little  of  the  best  old  brandy,  or  whiskey  and  black 
coffee  from  time  to  time  and  a  hypodermic  tablet  of 
tincture  of  strophanthus,  each  containing  one  minim, 
placed  under  the  tongue  every  two  hours,  is  prac- 
tically almost  everything  in  the  way  of  medication 
that  is  desirable  and  really  useful. 

If  required,  a  little  "cascara  evacuant"  for  the 
bowels  is  the  most  suitable  preparation  to  employ. 

In  looking  back  over  a  lifetime  of  caring  for  pneu- 
monia patients,  I  have  lost  very  few  relatively,  when 
I  have  been  called  in  at  the  beginning  of  the  attack 
and  had  practically  the  entire  charge  of  the  patient. 
I  do  not  believe  digitalis  is  of  service,  nor,  indeed, 
strychnine.  I  do  believe,  in  some  instances,  judicious 
and  timely  venesection  will  help  save  life.  Hospital 
statistics  have  little  weight  with  me  on  account  of 
circumstances  to  which  I  have  very  briefly  referred. 

Experimental  work  is  always  problematical  for 
quite  a  while  and,  by  itself,  should  not  be  relied  upon. 

I  cannot  but  hope  every  general  practitioner  will 
take  heart  from  what  I  have  written  and  firmly  be- 
lieve and  simply  do  as  I  urge.  Then,  and  then  only, 
will  the  great  and  increasing  death  rate  of  pneumonia 
become  notably  diminished. 

Beverley  Robinson.  M.D. 


RECENT  DEATHS. 

John  Macxeod  Martin,  M.D.,  a  graduate  of  McGill 
University  Faculty  of  Medicine  in  1889,  died  at  his 
home  in  Roxbury,  February  19,  1918,  aged  62  years. 
He  was  a  Fellow  of  the  Massachusetts  Medical 
Society. 

John  H.  Mullen,  M.D.,  a  graduate  of  Boston  Col- 
lege, 1896,  and  Harvard  Medical  School,  1900,  was 
recently  found  dead  in  his  office.  He  had  been  suf- 
fering from  an  attack  of  pleurisy.  He  was  42  years 
of  age.    He  is  survived  by  his  mother  and  six  sisters. 

John  B.  Callahan,  M.D.,  who  is  noted  for  his 
scientific  dental  research  work,  died  suddenly  of  apo- 
plexy, February  20,  in  Cincinnati,  Ohio,  at  the  age 
of  65.' 

Howard  Burhans  Besemer,  M.D..  of  Ithaca.  N.  Y.. 
died  at  his  home  in  that  city  on  February  9.  He  was 
born  in  Dreyden,  N.  Y.  on  October  19,  1869,  and 
graduated  from  the  University  of  New  York  Medical 
College  in  1891.  He  afterwards  received  an  M.D. 
degree  from  the  Cleveland  Homeopathic  Medical  Col- 
lege. Dr.  Besemer  began  practice  in  Ithaca  and  con- 
tinued his  work  up  to  his  death.  He  was  a  Fellow 
of  the  American  College  of  Surgeons. 

Dr.  Lyman  Curtis  Bryan,  a  graduate  of  Boston 
Dental  School,  now  Tufts  Dental  College,  died  re- 
cently at  Lausanne,  Switzerland.  Dr.  Bryan  estab- 
lished himself  in  practice  in  that  city  after  he  had 
taken  two  years  of  postgraduate  work  in  Germany 
and  had  remained  there  ever  since.  He  was  born  in 
Kentucky  in  1852. 


APPOINTMENT. 
Dr.  Eugene  R.  Kelley,  head  of  the  division  of  com- 
municable diseases  of  the  State  Department  of  Health, 
has  been  appointed  successor  to  Dr.  Allan  J.  Mc- 
Laughlin, State  Health  Commissioner,  who  has  beeu 
recalled  to  Washington. 
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UNNECESSARY  OPERATIONS  * 

By  George  C.  Wilkins,  M.D.,  F.A.C.S.,  Manchester, 
N.  H. 

After  graduating  from  the  medical  school 
and  passing  through  his  hospital  service  or  serv- 
ices, the  physician  who  has  not  elected  to  de- 
vote his  time  to  laboratory  work  or  administra- 
tive duties  enters  upon  the  active  practice  of 
his  chosen  profession. 

He  at  once  assumes  certain  obligations  which, 
although  implied,  are  none  the  less  imperative. 
In  his  professional  life,  his  contact  with  his  pa- 
tients is  more  intimate,  more  responsible  and 
demands  more  honesty  of  purpose  than  any 
other  professional  or  commercial  relationship 
between  individuals.  It  is  to  be  regretted  that 
the  principles,  if  not  the  words,  of  the  Hippo- 
cratic  oath,  have  not  been  dwelt  upon  in  the 
medical  school  teachings,  with  more  serious  ap- 
preciation of  their  application  to  present-day 
conditions. 

In  no  phase  of  contact  between  individuals 
should  the  principles  of  the  Golden  Rule  be  more 
rigidly  adhered  to  than  in  the  dealings  of  a 
physician  with  his  patient.  The  average  pa- 
tient consults  a  physician  of  ability,  or  a  man 
to  be  trusted.  Whether  the  physician  is  one  of 
the  leaders  of  his  profession  or  a  more  humble 
worker  in  the  ranks,  there  is  only  one  attitude 
for  him  to  assume  in  his  treatment  of  the  pa- 

*  President's  address  at  the  Annual  Meeting  of  the  Hillbsoro 
<N.  H,)  Medical  Society,  at  Manchester,  N.  H.,  April  18,  1917. 
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tient.  He  must  not  violate  the  confidence;  he 
must  give  the  best  advice  that  within  him  lies, 
and  in  doing  so  he  will  be  giving  what  all  men 
desire  with  regard  to  themselves — honest  deal- 
ing. 

We  are  all  human,  and  to  be  human  means 
that  we  all  make  mistakes.  A  man  may  be  par- 
doned for  making  a  mistake,  particularly  if  it 
is  a  mistake  in  judgment,  but  there  is  no  pardon 
for  the  man  who  deliberately  violates  the  con- 
fidence reposed  in  him,  and  wilfully  subjects  his 
patient  to  unnecessary  and  uncalled-for  proced- 
ures. Sins  of  omission  we  may  censure;  but 
what  can  we  say  of  the  man  who  maliciously 
commits  sins  of  commission  in  the  medical  or 
surgical  treatment  of  his  patient. 

Please  let  it  be  understood  that  this  paper  is 
not  intended  as  an  arraignment  of  physicians 
and  surgeons  as  a  body;  far  from  it,  for  I  be- 
lieve the  large  majority  of  men  in  our  profes- 
sion hold  to  the  beliefs  which  I  have  mentioned, 
and  endeavor,  according  to  their  lights,  to  live 
up  to  them,  conscientiously  and  faithfully. 

Unfortunately,  there  are  men  scattered 
through  the  profession  who  are  constantly 
guided  by  two  factors  other  than  the  considera- 
tion of  the  real  good  of  their  patients.  These 
two  factors  are,  an  abnormal  development  of 
the  commercial  instinct,  and  an  ambition  to 
forge  ahead,  regardless  of  the  means  utilized. 

The  desire  for  money,  and  we  may  sometimes 
say,  the  need  for  money,  is  a  well-known  incen- 
tive to  wrong-doing,  and  it  is  impossible,  for 
some  men  in  our  profession  to  resist  an  opportu- 
nity to  take  what  they  call  "ready  money"  for 
rendering  some  service  to  a  patient  who  has 
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falsely  been  led  to  believe  that  such  service  is 
necessary. 

Ambition  is  laudable,  but  ambition  should  not 
travel  alone.  Ambition,  to  be  honestly  success- 
ful, should  be  accompanied  by  a  conscience. 
Ambition  to  accomplish  a  large  amount  of 
work,  ambition  to  keep  a  hospital  well  filled, 
ambition  to  acquire  the  glory  of  many  successes, 
have  all  led  men  in  our  profession  away  from 
the  ideals  to  which  they  should  cling,  and  when 
they  have  pursued  this  path  for  a  certain  length 
of  time,  God  only  can  help  them  and  their  pa- 
tients. 

The  practice  of  surgery  opens  up  to  these 
men  larger  fields  of  opportunity  than  can  be 
obtained  in  other  branches  of  medical  practice, 
because  the  patient  usually  has  no  way  of  veri- 
fying the  results  of  his  operation.  The  patient 
is  advised  that  he  needs  an  operation ;  he  im- 
plicitly trusts  his  surgeon,  as  all  patients  should, 
but  at  times  this  trustfulness,  as  observed  by  an 
uninterested  onlooker,  is  quite  pitiful  to  contem- 
plate. 

As  an  example,  I  will  cite  an  incident  occur- 
ring several  years  ago.  A  physician  was  called 
to  a  young  married  woman  who  gave  a  history 
of  rather  excessive  flowing  two  weeks  after  a 
normal  period.  The  physician,  after  examina- 
tion, advised  an  intra-abdominal  pelvic  opera- 
tion, and  the  patient  was  moved  to  a  hospital. 
The  husband  then  decided  to  have  a  consulta- 
tion, and  an  older  man  was  summoned.  He 
found  the  pelvic  organs  in  an  absolutely  normal 
condition  and  advised  waiting.  Two  years  later 
the  patient  was  still  in  perfect  health. 

Another  woman  was  advised  that  she  needed 
an  operation  for  a  large  cystic  tumor  of  the 
ovary.  She  later  consulted  the  surgeon  on  duty 
at  a  hospital  in  the  same  town.  He  found  abso- 
lutely nothing  abnormal  in  the  pelvis. 

Too  often  operations  have  been  advised  from 
the  deductions  of  a  snap  diagnosis.  This  is  al- 
ways inexcusable,  for  if  ever  a  patient  deserves 
an  adequate  consideration  of  his  case  it  is  when 
his  subsequent  treatment  contemplates  the  dan- 
gers of  a  surgical  procedure,  and  we  cannot 
be  too  often  reminded  that  even  minor  opera- 
tions may  not  be  devoid  of  danger. 

The  mistakes  resulting  from  a  snap  diagnosis 
can  be  illustrated  by  two  cases,  both  young 
women,  who  consulted  the  same  physician  dur- 
ing the  vacation  absence  of  their  own  physi- 
cians. The  first  complainec1  of  backache  of  re- 
cent origin.  She  was  examined  vaginally  at 
once  and  informed  that  she  must  have  an  op- 
eration on  her  uterus  and  tubes.  After  the 
return  of  her  physician  he  examined  her  and 
found  nothing  abnormal  with  the  pelvic  organs, 
but  did  find  her  trouble  to  be  due  to  muscle 
strain.  Strapping  her  back  with  adhesive  plas- 
ter cured  the  backache. 

The  other  patient  complained  of  a  diarrhea 
of  two  or  three  weeks'  duration.  Without  a 
physical  examination,  this  physician  advised  an 
oppration  on  the  intestines,  the  exact  nature  of 


which  the  patient  did  not  understand.  When 
her  physician  returned,  he  cured  her  very 
shortly  with  bismuth  and  liberal  doses  of  bro- 
mide. 

Something  might  be  said  in  regard  to  the  in- 
advisability  of  too  radical  operations,  when 
more  conservative  methods  would  produce 
equally  good  or  better  results.  I  have  known  of 
enthusiastic  young  operators  removing  the 
uterus  in  several  young  women  for  simple  retro- 
version. This  can  be  considered  only  an  unnec- 
essary procedure  and  absolutely  unscientific. 

Then,  again,  we  have  the  hopeless  cases — in- 
operable cancer  and  recurrences  of  cancers  that 
are  anatomically  inoperable.  Is  it  right  or  fair 
to  open  the  abdomen  of  a  woman  who  had  a 
recurrence  of  cancer  several  years  after  a  com- 
plete removal  of  the  pelvic  organs  for  cancer 
of  the  uterus?  It  is  not  justified,  unless  there 
is  an  intestinal  obstruction  to  relieve  or  some 
such  secondary  complication. 

One  of  my  own  cases  had  a  recurrence  about 
five  years  after  primary  operation.  Understand- 
ing that  she  was  to  be  operated  by  another  phy- 
sician, I  asked  him  what  he  expected  to  accom- 
plish. He  replied  that  he  did  not  expect  to  ac- 
complish anything,  but  that  the  patient  insisted 
upon  an  operation,  and  he  might  as  well  have 
her  money  as  anyone.  Two  other  similar  cases 
have  been  related  to  me  by  other  physicians. 

Let  us  now  consider  that  small  concealed  por- 
tion of  our  anatomy  hiding  away  in  various  po- 
sitions alongside  the  cecum — the  appendix — 
which  causes  trouble  enough  in  itself  without 
being  blamed  for  every  transient,  non-febrile 
belly-ache  that  our  many  feet  of  intestines  may 
be  called  upon  to  endure.  Some  surgeons  seem 
to  look  upon  this  organ  as  a  legitimate,  or 
rather,  illegitimate,  means  of  enabling  them  to 
contend  against  the  high  cost  of  living. 

Probably  most  of  you,  at  some  time  or  other, 
have  been  called  upon  to  render  judgment  as  to 
whether  a  certain  patient  has  appendicitis  or 
not,  and  if  so,  to  advise  whether  or  not  he 
should  be  operated  upon.  There  is  so  much 
latitude  of  opinion  in  these  cases  that  we  should 
not  judge  another's  diagnosis  and  advice 
harshly,  and  never  hastily,  but  when  in  a  given 
community  a  number  of  able  practitioners  have 
case  after  case  coming  under  their  observation, 
where  an  incorrect  diagnosis  of  appendicitis  has 
been  made  by  the  same  one,  two  or  three  sur- 
geons, and  these  cases  have  been  followed  up  for 
a  considerable  length  of  time  without  develop- 
ing real  symptoms  of  appendicitis,  and  are.  per- 
haps, relieved  by  simple  medication,  then  T  do 
not  think  I  am  making  too  strong  a  statement 
when  I  say  there  is  just  cause  for  doubting  the 
honesty  of  these  men. 

While,  as  I  have  said,  the  average  patient  ac- 
cepts his  surgeon's  advice  as  honest,  the  cumu- 
lative evidence  of  a  multiplicity  of  mistakes  in 
the  diagnosis  of  appendicitis,  intentional  or 
otherwise,  has  developed  a  fear  in  the  minds  of 
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the  laity  that  they  may  be  hurried  unnecessarily 
to  the  operating  table. 

It  is  perfectly  obvious  why  more  unnecessary 
operations  are  performed  on  the  appendix  than 
upon  any  other  organ.  In  the  first  place,  it  is 
concealed  before  operation,  and  it  may  be  con- 
cealed after  operation.  The  patient  is  usually 
satisfied  with  the  explanation  that  the  appendix 
was  considerably  inflamed,  that  it  had  been 
taken  just  in  time,  or  that  it  was  found  to  be 
much  worse  than  expected.  Secondly,  appen- 
dectomy in  an  uncomplicated  case  is  an  opera- 
tion easily  performed  by  anyone  with  but  slight 
knowledge  of  surgery. 

It  is  a  recognized  fact  that  the  public  will 
stand  being  fooled  for  a  long  time,  but  as  a 
straw  showing  the  direction  of  the  wind,  I  will 
call  your  attention  to  the  legislature  of  a  "West- 
ern state  which  has  been  considering  seriously  a 
bill  (whether  the  bill  has  since  passed  or  not,  I 
do  not  know),  providing  that  every  appendix 
removed  in  the  state  shall  be  examined  at  the 
state  laboratory,  and  if  found  normal,  the  pa- 
tient is  to  be  absolved  from  remunerating  the 
surgeon.  The  originators  of  this  bill  may  have 
had  some  experience,  for  in  the  penalty  pre- 
scribed is  found  the  true  indication  of  its  ef- 
fectiveness. 

This  attitude  which  has  developed  in  the  pub- 
lic mind  is  entirely  due  to  the  activities  of  sur- 
geons who  have  felt  of  the  abdomen  with  the 
hand,  but  whose  eyes  have  been  focused  on  the 
fee. 

"While  I  think  it  is  entirely  unnecessary  to  cite 
you  cases  illustrating  the  foregoing  remarks, 
I  will  relate  a  story  told  me  by  a  physician  in 
the  central  part  of  this  State,  as  it  touches  upon 
another  phase  of  unnecessary  operations,  name- 
ly, surgical  procedures  requiring  ether  upon  pa- 
tients affected  with  active  tubercular  processes 
in  the  lungs.  This  should  be  done  only  after 
very  careful  consideration  of  the  case,  and  with 
assurance  that  the  patient  will  be  benefited  by 
such  procedures. 

A  patient  of  this  physician  had  an  active 
tubercular  process  in  both  lungs,  and  with  it  a 
certain  amount  of  stomach  disturbance  which 
the  physician  attributed  to  the  tubercular  con- 
dition. One  day  the  patient  took  matters  in  his 
own  hands  and  consulted  a  surgeon,  who  at  once 
informed  him  that  his  appendix  was  the  cause 
of  his  stomach  trouble  and  should  be  removed. 
Not  entirely  satisfied  with  this,  the  patient  jour- 
neyed on  to  Boston  and  entered  a  large  hospital 
for  diagnosis  and  treatment.  At  this  institution 
he  was  told  there  were  no  indications  of  appen- 
dicitis, and  was  sent  back  to  the  country. 

Not  infrequently  we  are  asked,  "Doctor, 
would  you  advise  this  operation  if  it  were  a 
member  of  your  own  family?"  and  while  I  do 
not  feel  that  it  would  be  at  all  practical  to  apply 
this  test  to  all  operations,  I  believe  a  certain 
amount  of  mental  consideration  along  this  line 
in'  'the  mind  of  the  surgeon  in  all  doubtful  cases, 
if  honestly  weighed  in  the  balance  of  judgment, 


would  tend  to  eliminate  many  operations,  where 
the  real  indication  has  been  the  fee  or  the  mere 
desire  to  operate,  and  not  the  ultimate  good  of 
the  patient. 

ARTIFICIAL  PNEUMOTHORAX  AND  PUL- 
MONARY TUBERCULOSIS.* 
By  Cleaveland  Floyd,  M.D.,  Boston, 

Visiting  Physician  at  the  Boston  City  Hospital,  and 
Chief  of  the  Clinic  at  Boston  Consumptives' 
Hospital,  Out-patient  Dept. 

Since  Koch  produced  tuberculin  and  with  it 
raised  the  hopes  of  the  profession  that  a  cure  for 
tuberculosis  had  been  found,  no  therapeutic 
measure  has  aroused  so  much  interest  as  artifi- 
cial pneumothorax. 

As  was  true  of  tuberculin,  so  is  it  equally  true 
of  pulmonary  compression  by  nitrogen,  that 
there  is  a  great  diversity  of  opinion  in  regard  to 
its  efficacy ;  and  even  after  ten  years  of  its  grad- 
ually increasing  use,  its  exact  limitations  and 
place  in  the  treatment  of  tuberculosis  are  not  yet 
entirely  determined.    One  thing,  however,  has 
been  established  and  that  is,  tnat  no  patient 
should  be  denied  its  possible  effects  where  other 
measures  have  failed.    The  procedure  of  its  pro- 
duction has  undergone  little  modification  since 
the  early  work  of  Forlanini,  and  only  minor  modi- 
fications in  technic,  tending  to  simplify  the  pro- 
cedure, have  been  adopted  by  most  operators. 
The  initial  incision  in  the  chest  wall,  as  advocated 
by  Spengler,  has  been  entirely  replaced  by  the 
much  simpler  procedure  of  thoracentesis.  In- 
jecting nitrogen  into  the  chest,  however,  is  quite 
different  from  syphoning  fluid  out,  and  unless 
the  procedure  is  fully  safeguarded  by  mano- 
metric  readings,  it  becomes  one  of  some  danger. 
"Where,  however,  it  has  been  determined  that  the 
needlepoint  lies  in  the  pleural  cavity,  no  difficulty 
is  generally  experienced  in  producing  a  limited 
pneumothorax.   Subsequent  injection  of  the  gas 
in  close  proximity  to  the  first  region  compressed, 
if  the  lung  is  collapsible,  usually  causes  no  diffi- 
culty, and  with  amounts  of  nitrogen  varying  from 
the  initial  300  cc,  increased  up  to  700  or  1000  cc, 
depending  upon  the  amount  of  pressure  consid- 
ered desirable  in  the  chest,  will  generally  carry 
on  the  collapse  of  the  lung  to  partial  or  complete 
obliteration  of  its  air  spaces. 

The  successful  treatment  of  phthisis  demands 
that  there  should  be  a  steady,  continued  positive 
pressure  in  the  chest  as  indicated  by  the  mano- 
meter, and  this  should  be  the  object  of  the  oper- 
ator after  the  inception  of  the  treatment. 

In  most  instances,  the  lower  part  of  the  lung 
lends  itself  more  readily  to  compression,  both  on 
account  of  the  anatomical  arrangement  of  the 
chest,  and  because  of  the  freer  movement  and 
the  less  frequent  involvement  of  the  lower  lobes 
of  the  lung.  "Where  the  process  is  in  the  upper 
half  of  the  lung,  and  nitrogen  is  inoculated  into 

•  Presented  before  the  Framingham  Medical  Club  and  Com- 
munity Health  Station,  Oct.  18,  1917. 
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the  chest  over  the  lower  lobe,  it  is  often  surpris- 
ing to  see  how  rapidly  transmitted  pressure  will 
effect  the  activity  of  a  process  at  some  distance 
from  the  direct  point  of  application. 

Among  the  workers  in  this  field  there  seems 
to  be  an  almost  unanimous  opinion  that  this 
therapeutic  measure  in  all  cases  where  it  can  be 
made  applicable  to  any  extent,  is  a  beneficial 
measure,  and  the  diminution  of  active  signs  and 
symptoms  is  often  most  gratifying,  even  where 
at  times  only  temporary. 

This  has  led  many  men  to  use  the  artificial 
pneumothorax  as  a  palliative  measure  for  the 
comfort  of  patients,  even  where  no  permanent 
effects  are  to  be  expected,  and  on  this  account  in 
the  tabulation  of  results  obtained,  the  headings 
of  permanent  and  palliative  very  commonly  ap- 
pear. It  certainly  can  be  said  without  fear  of 
contradiction,  that  if  this  measure  were  of  no 
other  benefit  than  a  palliative  one,  for  the  dis- 
tressing symptoms  of  a  hopeless  case,  its  use  is 
justified. 

The  difficulties  and  complications  of  the 
method  are  fairly  well  known.  A  few  cases  of 
pleural  shock  have  been  reported  in  the  liter- 
ature, but  these  have  been  far  less  numerous 
than  would  be  expected  where  the  method  has 
been  used  by  so  many  physicians.  I  have  per- 
sonally seen  one  such  case.  It  would  seem  that 
in  most  cases  this  catastrophe  might  be  avoided 
by  the  thorough  cocainizing  of  the  pleura  and 
use  of  morphine,  before  nitrogen  is  put  into  the 
chest.  The  most  common  complication  is  the  oc- 
currence of  a  pleural  exudate,  either  as  an  effu- 
sion or  as  pus.  Between  40  and  50%  of  the 
cases  sooner  or  later  show  effusions,  which  occa- 
sionally may  become  purulent.  The  effusion 
itself  can  readily  be  removed,  and  replaced  with 
nitrogen,  but  an  empyema  is  a  much  more 
serious  complication.  This  latter  condition  is 
generally  due  to  the  entering  of  the  effusion  by 
micro-organisms  from  an  extensively  involved 
lung,  or  by  the  puncturing1  of  the  lung  and  sub- 


sequent infection  of  the  effusion  by  the  oper- 
ator's needle. 

Among  the  rarer  complications  are  gas-embol- 
ism and  accidental  pneumothorax.  The  former 
has  been  observed  by  few  clinicians,  and  while 
the  latter  is  not  rare,  few  cases  have  been  re- 
ported. Beggs  cites  two  such  eases  in  his  practice. 
Two  real  difficulties  stand  out  in  the  use  of  this 
method,  first,  the  occurrence  of  adhesions  with 
more  or  less  obliteration  of  the  pleural  cavity, 
and  second,  the  difficulty  of  determining  how 
long  to  continue  treatment  after  all  symptoms 
and  active  signs  have  subsided. 

The  increasing  importance  of  the  x-ray  in 
this  work  is  rapidly  becoming  recognized.  Its 
chief  value  lies  in  determining  the  extent  of  the 
pneumothorax  produced,  the  position  of  the  col- 
lapsed lung,  and  whether  or  not  a  small  effusion 
is  present.  Its  failure  to  determine  the  pres- 
ence of  fine  adhesions  or  areas  of  obliteration  of 
the  pleural  cavity  is  a  serious  one,  as  this  is  the 
greatest  handicap  with  which  the  operator  has 
to  contend.  Stereoscopic  plates,  however,  give 
promise  of  better  results  along  this  line. 

In  regard  to  the  selection  of  cases  for  treat- 
ment, the  original  idea  of  Spengler  still  holds 
that  the  unilateral,  non-adherent,  tubercular 
lung  is  the  ideal  for  this  treatment.  The  ma- 
jority of  men,  however,  have  used  this  method 
chiefly  in  the  advanced  case,  and  often  as  a  last 
resort.  Such  cases  occasionally  show  marked 
improvement,  and  as  a  palliative  measure  the 
treatment  is  justified.  In  most  cases,  however, 
cure  is  not  to  be  expected,  and  it  is  here  that  all 
the  difficulties  and  complications  of  the  method 
are  likely  to  arise.  There  is  a  growing  feeling 
among  phthisiologists  that  the  method  is  applic- 
able earlier  in  the  disease  than  has  hitherto  been 
thought  desirable,  and  if  cure  is  to  be  hoped  for 
through  the  use  of  artificial  pneumothorax,  it 
should  not  be  limited  to  the  advanced  case. 

In  any  case,  no  matter  how  early  in  the  dis- 
ease, where  two  or  three  months  of  good  sanato- 
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rium  treatment  has  failed  to  retard  the  advance 
of  a  tubercular  process,  this  therapeutic  measure 
should  be  invoked. 

One  of  the  greatest  sources  of  failure  to  ob- 
tain better  results  lies  in  the  fact  that  too  often 
the  collapsed  lung  is  allowed  to  re-expand  in  too 
short  a  period  of  time. 

In  many  cases  where  an  arrest  of  the  disease 
has  been  secured  by  this  method,  disaster  has 
finally  resulted,  because  of  the  failure  to  con- 
tinue the  compression  of  the  lung  for  a  sufficient 
period  of  time,  even  after  all  symptoms  have 
subsided.  In  my  opinion,  re-expansion  of  a 
compressed  lung  should  be  allowed  to  take  place 
very  slowly,  and  only  after  all  activity  of  the 
tubercular  process  has  ceased,  for  a  period  of  at 
least  six  or  eight  months. 

As  has  been  well  said,  statistics  are  of  little 
value,  because  of  the  great  individual  variation 
shown  by  pulmonary  tuberculosis.  One  thing, 
however,  may  be  gathered  from  such  figures  as 
are  at  hand,  namely,  that  one-third  to  one-half 
of  the  cases  sufficiently  treated  have  been  classed 
in  the  group  of  "markedly  improved  or  appar- 
ently arrested."  Case  for  case,  where  the  un- 
treated, well  marked  consumptive  is  contrasted 
with  similar  cases  that  have  undergone  artificial 
pneumothorax,  the  results  overwhelmingly  prove 
this  measure  to  be  one  of  great  value.  The  fre- 
quently quoted  statistics  published  by  Sachs,  of 
the  results  obtained  by  American  observers,  show 
that  about  50%  were  either  improved  or  the  dis- 
ease arrested. 

The  results  of  Wolman  and  Hirshman  show 
that  the  late  results  in  a  series  of  141  cases  gave 
about  one-fourth  as  permanently  benefited. 
The  figures  of  Shortle  show  about  50%  of  his 
cases  to  have  done  well.  Such  results  are  general 
among  many  American  observers  and  merely  go 
to  prove  that  in  competent  hands  this  therapeu- 
tic measure  has  an  established  place  in  the  treat- 
ment of  pulmonary  tuberculosis. 

If  it  is  used  only  in  the  ideal  case  the  results 
would  be  brilliant,  but  even  where  it  has  been 
applied  as  is  generally  the  case  among  the  most 
unfavorable  and  even  hopeless  cases  of  advanced 
phthisis,  it  has  proved  of  more  value  than  any 
other  measure  that  we  have  at  hand. 

With  increased  experience  and  the  restriction 
of  this  measure  to  sanitarium  patients,  as  is 
gradually  becoming  the  practice  in  this  country, 
the  results  obtained  will  steadily  improve,  and 
no  man  who  has  the  best  interest  of  his  patients 
at  heart  can  afford  to  neglect  artificial  pneumo- 
thorax where  other  measures  have  failed. 
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TRANSFUSION.  EXPERIENCES  IN  OVER 
TWO  HUNDRED  CASES.* 

By  A.  R.  Kimpton, f  M.D.,  F.A.C.S.,  Boston. 

I  have  several  times  heard  most  excellent 
men  say  that  they  had  never  seen  a  patient  who 
really  needed  transfusion.  I  have  seen  over 
200  cases  that  did  need  it,  for  I  have  done  that 
number  of  transfusions.  Likewise,  I  have  seen 
a  patient  die  who  I  thought  did  not  need 
transfusion,  and  die  for  want  of  it,  although 
the  death  was  sudden.  All  of  these  cases  have 
arisen  in  the  course  of  a  general  surgical  prac- 
tice, and  many  others  have  been  seen  as  to  the 
advisability  of  doing  transfusion,  that  were 
deemed  inadvisable. 

No  longer  is  transfusion  a  procedure  of  last 
resort,  nor  is  it  one  of  uncertain  technical  suc- 
cess. It  is  distinctly  a  definite  surgical  proced- 
ure, certain  as  to  its  performance,  and  definite 
as  to  its  indications. 

No  matter  what  one's  pet  method  of  transfu- 
sion may  be,  he  should  remember  that  it  is  to 
Crile  that  the  credit  belongs  for  putting  the 
technic  on  a  surgical  basis,  and  it  is  to  J.  C. 
Hubbard  that  I  owe  my  interest  in  the  subject, 
as  assistant  to  him  in  the  use  of  Crile 's  technic. 

So  transfusion  now  is  a  very  definite  surgical 
procedure,  and  has  a  very  definite  place  in  the 
treatment  of  certain  medical  and  surgical  condi- 
tions, as  well  as  in  the  treatment  of  certain 
emergencies.  Technical  difficulties  may  be  said 
to  have  been  entirely  overcome.  Following  the 
drive  on  new  methods  came  the  knowledge  that 
there  were  other  difficulties,  such  as  agglutin- 
ation, hemolysis,  so-called  anaphylaxis,  and 
acute  dilation  of  the  heart.  These,  too,  are  now 
largely  overcome  by  careful  preliminary  tests 
and  care  during  the  transfer  of  blood  to  the  pa- 
tient to  avoid  acute  dilation  of  the  heart. 
Nevertheless,  the  only  death  I  have  had  directly 
due  to  incompatible  bloods  was  from  anaphylax- 
is, after  most  careful  iso-agglutination  tests  had 
been  done  by  a  trained  laboratory  man.  I  will 
later  speak  further  of  blood  tests. 

Recently  I  have  had  a  second  death  from  the 
same  cause,  after  careful  tests  had  been  made. 

If  one  were  to  ask,  "When  is  transfusion  of 
value?"  the  answer  might,  roughly,  be  this: 

In  acute  secondary  anemia  (acute  hemor- 
rhage), yes. 

In  chronic  secondary  anemia,  yes. 

*  Read  before  the  Massachusetts  Homeopathic  Medical  Society, 
Lawrence  Medical  Society,  and  Essex  South  Medical  Society. 
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In  acute  primary  anemia,  such  as  acute  leu- 
kemia, no. 

Iu  chronic  primary  anemia,  such  as  perni- 
cious, yes. 

It  is  in  the  massive,  acute  hemorrhage  that 
transfusion  is  of  the  greatest  value,  and  it  is  in 
these  cases  that  one  gets  the  most  pleasing  re- 
sults,— often  almost  miraculous.  It  is  at  least  most 
dramatic  to  see  a  patient  the  picture  of  death, — 
cold,  pulseless  and  unconscious, — return  to  con- 
sciousness with  a  good  pulse  and  color,  by  means 
of  a  prompt  transfusion.  Not  all  cases  get  as 
far  as  that,  but  I  have  seen  just  that  a  good 
many  times. 

For  massive,  acute  hemorrhage  I  have  done 
some  fifty  transfusions,  not  including  hemor- 
rhage of  the  new-born,  or  hemophilia.  Of  these 
there  have  been  17  deaths,  and  several  of  the 
deaths  were  because  of  complications  existing 
besides  hemorrhage,  such  as  malignancy,  sepsis, 
nephritis,  etc.  When  one  considers  all  these 
cases  were  seen  in  consultation  because  of  great 
hemorrhage,  the  results  are  especially  gratify- 
ing. The  hemorrhages  were  from  very  varied 
sources,  such  as  post-operative  hemorrhages, 
rupture  of  ectopic  pregnancies  and  spleens, 
uterine  fibroids,  post-partum  hemorrhage,  hemor- 
rhages from  that  most  dangerous  operation — ■ 
tonsillectomy — and  hemorrhages  from  stomach, 
etc.  In  fact,  hemorrhages  from  almost  every 
organ  in  the  body  have  been  seen  and  the  pa- 
tients transfused.  Great  care  must  be  taken  in 
these  massive  hemorrhages  not  to  give  too  much 
blood,  unless  assured  that  the  bleeding  vessel  is 
secured  when  the  vessels  may  be  filled;  other- 
wise Nature's  means — lowering  of  blood-pres- 
sure— of  stopping  the  bleeding  will  be  defeated. 

The  average  amount  of  blood  transfused  in 
the  acute  hemorrhages  is  800  to  1000  cc.  al- 
though more  is  at  times  given,  but  rarely  is 
more  than  1000  cc.  necessary.  If  the  bleeding  is 
not  secured,  as  a  rule  not  over  500  cc.  is  given. 

I  have  transfused  and  immediately  operated 
upon  fourteen  cases  in  this  group  of  acute  hemor- 
rhages. All  were  critically  ill  and,  with  two 
exceptions,  all  recovered.  Several  others  were 
operated  upon  by  other  surgeons  either  while  I 
was  doing  the  transfusion,  or  immediately  after- 
wards. These  cases  were  mostly  hemorrhage 
from  the  stomach,  ruptured  spleens,  ruptured 
ectopic  pregnancies,  ruptured  arterio-venous 
aneurysm,  uterine  polyp,  or  fibroid,  and  gunshot 
wound  of  the  abdomen.  The  results  obtained 
in  each  case  would  be  well  worth  while  enumer- 
ating, but  too  much  time  would  be  taken.  Suf- 
fice it  to  say  that  there  is  nothing  more  pleasing 
to  the  surgeon  than  the  successful  outcome  in 
such  critical  cases.  The  bleeding  from  all  ex- 
cept the  stomach  hemorrhages  is  of  definite 
origin,  but  it  should  be  emphasized  that  not  all 
massive  hemorrhages  from  the  stomach  are  by 
any  means  intra-gastric  or  intra-duodenal  in 
their  origin.  Without  question,  many  of  the 
cases  labeled  hemorrhage  from  ulcer  of  the 
stomach  or  duodenum  are  splenic  in  origin,  and 


splenectomy  saves  such  cases — to  say  nothing  of 
those  from  rupture  of  an  esophageal  varix. 

Seldom  will  a  patient  die  following  a  single 
gastric  hemorrhage,  but  it  is  such  repeated 
hemorrhages  that  are  to  be  feared.  These  cases 
transfused  and  immediately  operated  upon  have 
a  decidedly  better  chance  of  life  than  when 
treated  medically.  The  medical  men  might 
ask:  "What  assurance  have  you  that  you  will 
find  the  bleeding  point?"  I  can  only  answer 
that  I  have  a  much  greater  chance  of  finding 
the  bleeding  point  than  has  the  medical  man. 
Furthermore,  I  believe  that  the  hemorrhage  in 
many  of  the  cases  operated  upon  and  no  evi- 
dence of  ulcer  found,  but  a  somewhat  enlarged 
spleen  found,  to  be  of  splenic  origin.  At  the 
same  time  there  are  small  gastric  ulcers  involv- 
ing only  the  mucosa  and  giving  no  serous  sur- 
face evidence  of  ulcer  that  do  cause  massive 
hemorrhage.  Usually  the  hemorrhage,  if  of 
intra-gastric  origin,  is  accompanied  by  a  gastric 
history.  Illustration:  A  woman  sixty-five  years 
old,  with  a  gastric  and  duodenal  history  cover- 
ing fifteen  years,  with  several  hemorrhages,  was 
seen  in  consultation  because  of  massive  gastric 
hemorrhage.  Patient  pulseless,  with  almost  no 
capillary  reaction,  was  transfused  with  500  cc. 
of  blood.  Warning  of  repeated  hemorrhage 
was  given,  and  further  surgery  advised  but  re- 
fused. The  patient's  response  to  transfusion 
was  most  satisfactory,  but  five  days  later  the 
hemorrhage  was  repeated.  This  time  the  pa- 
tient was  apparently  moribund  when  seen.  A 
second  .transfusion  was  rapidly  done,  giving 
800  cc.  of  blood,  and  this  immediately  followed 
by  a  laparotomy  consisting  of  a  posterior  gas- 
troenterostomy, and  the  turning  in  of  an  ulcer 
just  beyond  the  pylorus.  This  patient  is  en- 
tirely well,  sixteen  months  later. 

I  could  mention  a  good  many  similar  cases, 
but  this  will  suffice  to  illustrate  the  point.  A 
good  many  times  I  have  transfused  and  im- 
mediately operated  upon  patients  suffering  from 
ruptured  extrauterine  pregnancy  with  recovery 
in  each  case.  These  have  all  been  cases  in  a 
most  critical  condition.  To  be  sure,  the  hemor- 
rhage of  most  extrauterines  has  stopped  when 
operated  upon,  but  they  can  be  brought  to  a 
normal  condition  much  more  quickly  and  oper- 
ated upon  much  more  safely  with  transfusion 
than  without. 

Under  certain  conditions  the  blood  free  in  the 
abdominal  cavity  can  be  filtered  and  used  to 
transfuse  the  patient.  This  is  likewise  true  of 
blood  in  other  cavities  of  the  body.  I  have  had 
no  occasion  to  take  advantage  of  this  procedure, 
as  donors  have  always  been  available.  Never- 
theless, it  should  always  be  remembered  as  a 
useful  procedure. 

One  might  ask:  "How  do  you  decide 
whether  or  not  a  patient  needs  transfusion?"  I 
depend  largely  upon  my  experience  with  such 
cases. — their  appearance,  pulse,  and  capillary 
reaction,  together  with  their  hemoglobin  and 
diastolic  blood-pressure.    Any  patient  with  a 
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diastolic  blood-pressure  getting  down  to  fifty  or 
less  because  of  hemorrhage  is  in  a  dangerous 
condition.  The  amount  of  blood  lost  and  the 
time  consumed  in  losing  it  is  of  marked  impor- 
tance, for  a  sudden  hemorrhage  is  much  more 
serious  than  a  slow'  hemorrhage  of  greater 
amount.  It  is  not  always  easy  to  decide,  but, 
provided  sufficient  blood  tests  have  been  made, 
it  is  safer  to  transfuse  border-line  cases.  They 
will  recover  much  more  quickly,  will  be  more 
resistant  to  infection,  and  less  liable  to  further 
hemorrhage.  This  was  brought  home  to  me 
forcibly  by  having  just  such  a  patient  die  with- 
out transfusion,  and  I  believe  this  was  an  error 
of  judgment  on  my  part.  This  patient  had  had 
severe  hemorrhage  from  a  complete  placenta 
previa,  had  been  delivered,  and  was  seen  in  con- 
sultation as  to  the  advisability  of  transfusion. 
She  was  improving  rapidly,  and  although  much 
blood  had  been  lost,  I  advised  against  transfusion, 
when  she  suddenly  became  worse  and  promptly 
died.  She  might  have  died  anyway,  but  I  be- 
lieve a  transfusion,  judicious  in  amount,  might 
have  saved  her  life.  Only  the  preceding  week 
I  had  seen  an  almost  identical  case  following 
difficult  delivery,  and  advised  against  transfu- 
sion, with  prompt  recovery.  I  have  seen  a  con- 
siderable number  of  such  cases  and  advised 
against  transfusion,  with  recovery  of  all  pa- 
tients except  the  one  mentioned. 

Nevertheless,  large  hemorrhages  due  to  pla- 
centa previa  are  always,  in  my  opinion,  safer 
with  transfusion  than  without,  especially  when 
a  considerable  amount  of  blood  has  been  lost 
suddenly. 

A  patient  suffering  from  acute  hemorrhage, — 
cold,  rapid,  thready  pulse,  or  pulseless,  white, 
sometimes  cyanotic, — successfully  transfused,  im- 
proves markedly  in  color,  with  return  of  pulse 
or  decrease  in  its  rate,  with  increased  red  cells 
and  hemoglobin,  with  sense  of  warmth  and  of- 
ten hunger, — in  other  word?,  either  a  return  to 
the  normal,  or  an  approach  to  it.  I  have  seen 
several  patients  cyanotic,  noticeably  in  the  fore- 
arm, before  they  became  pallid,  and  have  re- 
marked that  the  patient  is  bleeding  rapidly. 
This  probably  is  due  to  increased  heart  beat 
and  delay  of  venous  return,  and  is  more  often 
seen  in  the  larger  rapid  hemorrhages.  Much 
more  I  could  say  concerning  transfusion  in  the 
treatment  of  acute  hemorrhage,  as  it  is  its  great- 
est field  of  usefulness;  but  enough  of  acute 
hemorrhage. 

SECONDARY  ANEMIA. 

Here  again  one  finds  a  most  suitable  field  for 
transfusion,  and  in  this  group  there  have  been 
15  transfusions  in  12  patients,  with  three  deaths. 
Of  the  deaths,  one  was  secondary  anemia  arising 
from  actinomycosis.  Another  death  was  due 
to  a  later  operation  for  gallstones.  The  pa- 
tient was  apparently  dying  before  transfusion, 
was  deeply  jaundiced,  and  much  improved  by 
the  transfusion  so  that  operation  could  be  at- 


tempted. A  few  days  later  she  was  operated 
upon  and  stones  were  found  not  only  in  the 
gall-bladder  and  ducts,  but  many  in  the  liver  it- 
self. It  seems  hardly  fair  to  include  this  as  a 
death  on  my  list  of  transfusions;  nevertheless, 
I  include  it.  The  third  death  was  the  result  of 
intestinal  obstruction  following  an  operation  for 
a  pelvic  abscess  of  long  duration.  So  one  sees 
that  transfusion  itself  really  has  no  mortality 
in  secondary  anemia,  and  does  put  patients  in 
a  condition  to  receive  surgical  benefit,  when 
without  transfusion  it  would  have  been,  to  say 
the  least,  very  dangerous,  if  not  fatal,  to  have 
attempted  surgical  interference. 

Not  uncommonly  one  sees  a  patient  who  has 
been  bled  out  by  constant  or  frequent  small 
hemorrhages  from  one  source  or  another,  such 
as  from  ulcers,  uterine  polyps,  and  so  forth. 
These  cases  are  readily  put  into  shape  for  oper- 
ation by  transfusion,  and  transfusion  is  usually 
best  performed  before  the  operation,  although 
the  milder  cases  may  be  operated  upon  first  and 
a  transfusion  done  immediately  afterwards,  if 
necessary. 

The  cases  of  secondary  anemia  coming  about 
from  Banti's  symptom-complex  are  often  most 
successfully  transfused,  either  before  or  after 
splenectomy.  When  removing  large  spleens, 
one  should  take  care  to  tie  the  splenic  artery 
first  rather  than  tying  the  pedicle  as  a  whole; 
otherwise  a  large  spleen  may  be  removed  full 
of  blood,  and  an  acute  hemorrhage,  to  all  in- 
tents, caused.  In  reality  there  is  no  mortality 
in  secondary  anemia  because  of  transfusion, 
and,  as  stated  above,  there  should  be  no  mortal- 
ity from  transfusion  in  itself  at  any  time ;  this 
with  a  very  rare  exception. 

HEMORRHAGE  OP  THE  NEW-BORN. 

These  cases  are,  of  course,  acute  hemorrhage, 
but  have  been  grouped  as  entirely  by  themselves. 
There  is  no  condition  where  transfusion  gives 
better  results.  It  is  specific  in  its  action  and 
nearly  every  case  will  recover  provided  one  has 
not  delayed  too  long  and  that  the  hemorrhage 
is  not  due  to  congenital  defect  of  the  bile  pas- 
sages. Even  the  majority  of  the  cases  seen  very 
late  will  recover  with  transfusion. 

As  to  what  cases  of  hemorrhage  in  the  new- 
born should  be  transfused,  it  has  been  my  ex- 
perience that  any  baby  having  had  a  hemor- 
rhage, large  enough  to  show  it  clinically,  is 
safer  transfused  than  not,  for  such  an  infant  is 
very  liable  to  have  further  hemorrhage  which 
may  suddenly  prove  fatal.  Furthermore,  any 
infant  having  had  two  or  more  small  hemor- 
rhages, whether  or  not  they  show  it  clinically, 
are  safer  transfused,  for  one  never  knows  when 
such  an  infant  may  have  a  fatal  hemorrhage. 
It  takes  but  a  small  amount  of  blood  to  trans- 
fuse a  new-born  baby, — from  60  to  120  cc. 

The  method  of  transfusion  in  new-born  babies 
is  now  not  difficult  because  of  the  use  of  the  in- 
fant's  longitudinal  sinus,  as  brought  out  by 
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Helraholz.  This  technic  1  will  describe  later.  I 
have  several  times  met  with  hemorrhage  of  the 
new-born  in  which  the  longitudinal  sinus  could 
not  be  used  because  of  great  hemorrhage  into 
the  scalp,  but  even  so,  it  may  be  used  by  feeling 
one's  way  into  the  sinus  with  a  longer  needle. 
Under  these  circumstances  the  external  or  in- 
ternal jugular  vein  is  by  far  the  most  suitable. 
I  have  records  of  28  such  cases  consisting  of  30 
transfusions.  In  12  the  longitudinal  sinus  was 
used.  Six  of  these  babies  died:  the  others, 
many  of  which  were  seemingly  moribund,  are 
still  alive.  Those  which  died  were  cases  seen 
very  late,  with  the  exception  of  two,  one  of 
which  showed  congenital  malformation  of  the 
bile  ducts  at  autopsy.  This  baby  had  most  pro- 
fuse hemorrhage,  which  immediately  stopped 
following  transfusion.  Ten  days  later  the  child 
began  to  bleed,  and  transfusion  again  stopped 
the  hemorrhage ;  another  ten  days  and  the  same 
thing  happened,  and  this  time  death  followed. 
Another  death  came  suddenly  twenty-four 
hours  after  a  most  dramatic  immediate  recovery 
from  hemorrhage.    No  autopsy  was  done. 

I  have  never  seen  a  reaction  of  any  kind  fol- 
lowing transfusion  in  new-born  babies,  probably 
due  to  the  fact  that  the  blood  of  infants  does 
not,  as  a  rule,  hecome  grouped  until  the  end  of 
the  second  year.  "With  only  two  exceptions,  I 
have  used  the  father  as  donor.  In  these  two 
exceptions  the  mother  was  used.  My  clinical 
experience  makes  me  feel  that  it  is  safe  to  use 
the  mother,  and  probably  the  father,  as  donor. 
Other  men's  experience  may  have  been  different. 
The  offspring  of  sensitive  mothers  are  also  sen- 
sitive for  a  short  time;  therefore,  one  should 
not  get  a  reaction  from  injecting  a  baby  with 
the  blood  of  its  mother. 

To  be  sure,  there  are  other  methods  of  treat- 
ment, such  as  serum  therapy,  that  are  efficient 
in  many  cases.  At  the  same  time,  to  my  mind, 
there  is  nothing  so  satisfactory  as  transfusion 
for  severe  cases.  Nearly  all  of  the  serious  cases 
had  had  serum  in  some  form. 


HEMOPHILIA. 

Transfusion  cures  the  attack,  but  does  not 
cure  the  disease,  and  in  severe  cases  will  often 
prove  life-saving.  No  one  can  say  as  to  the 
length  of  time  the  patient  will  be  free  from 
hemorrhage. 

The  donor  of  the  patient  should  not  be  a  rel- 
ative. Nevertheless,  the  mother's  blood  is  not 
necessarily  counter-indicated,  for  although 
hemophilia  is  transmitted  by  the  mother  to  the 
son,  this  hereditary  character  may  be  trans- 
mitted in  the  germ  cell  rather  than  by  the  ma- 
ternal blood ;  hence,  the  transfusion  of  a  hemo- 
philiac with  mother's  blood  is  not  counter- 
indicated,  provided  agglutination  tests  are  car- 
ried out.  I  have  had  one  satisfactory  experi- 
ence in  using  the  mother  as  a  donor. 


SHOCK. 

On  the  grounds  that  shock  is  really  hemor- 
rhage into  the  abdominal  veins,  transfusion, 
theoretically,  should  be  an  ideal  treatment,  and 
many  men  state  that  it  is- such.  Yet,  in  my  own 
hands,  it  has  been  disappointing,  and  I  think 
it  is  only  fair  to  state  that  there  is  no  reason 
why  the  blood  transfused  should  not  further 
distend  the  already  distended  abdominal  ves- 
sels, as  there  is  no  reason  to  expect  this  blood 
to  have  any  effect  upon  the  cause  of  the  con- 
dition we  call  shock.  If  the  cause  of  shock  is 
fat  embolus,  as  claimed  by  some,  then  certainly 
transfusion  can  be  of  little  value.  However, 
cases  of  so-called  uncomplicated  shock,  with  a 
diastolic  blood-pressure  down  to  fifty  or  less, 
may  be  greatly  benefited  by  prompt  transfu- 
sion. When  taking  the  diastolic  pressure  in 
these  cases,  one  should  look  for  aortic  regurgita- 
tion, as  such  cases  may  have  little  or  no  diastolic 
pressure  to  start  with.  Of  course  one  sees  cases 
with  predominating  shock  brought  about  by 
hemorrhage  not  necessarily  large,  but  usually 
sudden.  Here  the  situation  is  entirely  different 
and  transfusion  is  of  great  value,  for  it  replaces 
the  blood  lost,  thereby  removing  the  initial  cause 
of  the  shock.  Much  more  might  be  said  on  this 
subject  of  shock.    One  case  will  illustrate: 

A  brakeman,  run  over  by  a  freight  train,  with 
loss  of  both  legs  above  the  knees.  The  amount 
of  blood  not  large  but  suddenly  lost;  patient 
seemed  to  be  suffering  from  extreme  shock 
brought  about  by  the  sudden  loss  of  a  compara- 
tively small  amount  of  blood.  Patient  was  in 
extremis,  but  responded  at  once  to  a  prompt 
transfusion,  and  made  an  uneventful  recovery. 

•  SEPSIS. 

Concerning  transfusion  in  the  treatment  of 
acute  sepsis,  and  in  this  I  include  the  acute  pur- 
puras, I  will  frankly  state  that  I  see  no  place  for 
it,  as  the  blood  transfused  promptly  becomes 
septic  itself,  and  all  of  my  cases  done  for  acute 
sepsis  have  died.  But  those  cases  of  prolonged 
sepsis,  with  a  resulting  secondary  anemia,  may 
be  much  benefited  by  transfusion,  thus  raising 
their  resistance.  Whole  blood  in  itself  is  some- 
what bactericidal  as  well  as  hemostatic.  In 
such  cases  there  is  a  large  field  for  the  immuni- 
zation of  the  donor  to  the  infecting  organism 
and  repeated  small  transfusions  from  this  donor. 

GAS-POISONING. 

In  this  group  I  have  had  but  one  patient  up- 
on whom  two  transfusions  were  done,  but  with- 
out success.  Here  transfusion  should  be  of 
great  benefit,  for  the  condition  is  analogous  to 
an  acute  hemorrhage,  in  that  carbon  monoxide 
combines  very  readily  with  the  red  cells, — much 
more  so  than  does  oxygen.  Therefore,  the  oxy- 
gen carriers  of  the  blood  are  as  effectually  re- 
moved from  the  circulation  as  by  hemorrhage. 
By  transfusion  you  supply  normal  red  cells  and 
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so  benefit  the  patient.  These  cases  should  be 
bled  at  the  time  of  the  transfusion ;  their  blood 
clots  easily,  and  bleeding  may  be  difficult,  but 
if  the  patient  is  used  as  though  a  donor,  the  tube 
may  be  filled,  removing  as  much  blood  as  de- 
sired without  difficulty,  and  then  transfused  into 
the  same  vein.  Transfusion  for  these  cases  is 
seldom  taken  advantage  of,  and  yet  it  is  the 
proper  procedure  in  severe  cases,  and  should  be 
done  promptly.  It  is  hard  to  impress  medical 
men  of  this  fact,  and  the  cases  continue  to  die 
on  the  medical  side  of  the  hospital  without  even 
trying  transfusion,  usually  because  no  donor  is 
available. 

TYPHOID  FEVER. 

Occasionally  transfusion  is  of  value  in  hemor- 
rhage arising  from  this  disease  when  the  patients 
are  not  too  septic,  and  it  is  of  value  occasionally 
in  eclampsia. 

PRIMARY  ANEMIAS. 

First,  the  more  acute  primary  anemias,  such 
as  acute  lymphatic  leukemia.  Here  transfusion 
is  of  no  value,  except  possibly  to  prolong  life  a 
variable  length  of  time,  a  matter  of  a  few  hours 
to  a  few  weeks,  as  a  rule.  I  have  transfused 
one  case  of  this  type  nine  times  at  ten  to  four- 
teen day  intervals,  literally  keeping  the  patient 
alive  for  four  months.  Nevertheless,  except  in 
rare  instances,  it  almost  seems  unjustifiable  to 
transfuse  these  cases.  Needless  to  say,  it  should 
never  be  done  without  a  most  careful  explana- 
tion of  the  situation  to  those  concerned. 

Second,  concerning  the  use  of  transfusion  for 
the  more  chronic  primary  anemias, — pernicious 
anemia.  We  know  that  transfusion,  like  all 
other  treatment,  is  of  no  permanent  value;  but 
repeated  transfusions  in  this  condition  will, 
without  question,  prolong  the  patient 's  life.  We 
see  remissions  in  pernicious  anemia,  both  with- 
out treatment  and  with  medical  treatment,  but 
this  improvement  is  usually  gradual.  A  remis- 
sion brought  about  by  transfusion  usually  takes 
place  by  crisis,  whereas  a  medical  remission 
comes  about  by  lysis. 

I  might  sum  the  situation  up  in  this  manner, 
— that  in  my  opinion  transfusion  alone  offers  as 
much  for  pernicious  anemia  as  splenectomy  with 
or  without  transfusion,  and  does  not  carry  with 
it  any  of  the  dangers  that  splenectomy  carries. 
I  am  further  of  the  opinion  that  splenectomized 
cases  later  requiring  transfusion  do  not  respond 
to  the  transfusion  as  do  cases  not  splenectomized. 
I  am  in  accord  with  the  fact  that  this  does  not 
agree  with  the  opinions  of  other  observers 
Nevertheless,  this  has  been  my  observation,  and 
it  now  seems  to  me  that  end  results  of  splenec- 
tomy hardly  warrant  the  operation.  To  be  sure, 
the  procedure  has  only  been  on  trial.  Person- 
ally, I  think  that  my  results  with  transfusion 
alone  for  this  condition  are  as  good  as  those  with 
splenectomy,  and  that  the  remissions  have  lasted 
as  long,  or  longer,  and,  what  is  more  important, 


there  has  been  no  immediate  death,  and,  with 
rare  exception,  very  marked  improvement,  but 
always  variable  as  to  the  time  this  improvement 
has  lasted,  the  time  being  from  a  few  days  to 
nearly  two  years. 

I  am  fully  aware  that  I  have  said  nothing 
concerning  the  treatment  of  pernicious  anemia 
that  has  not  been  duplicated  by  medical  treat- 
ment. Nevertheless,  such  results  are  found  only 
in  a  few  scattered  cases.  I  have  observed  sev- 
eral times  following  repeated  transfusions  for 
primary  anemias  that  finally  a  severe  reaction 
of  one  sort  or  another  has  taken  place,  both  when 
the  same  donor  has  been  used,  and  when  a  dif- 
ferent donor  has  been  used.  These  patients 
have  then  died  within  a  few  days.  I  have  never 
seen  this  occur  until  four  or  more  transfusions 
had  been  done.  Similar  phenomena  have  also 
been  observed  at  times  when  not  preceded  by 
transfusions,  as  an  end  result  of  the  disease.  I 
cannot  give  it  any  explanation ;  but  this  should 
be  remembered  in  doing  repeated  transfusions 
for  pernicious  anemia.  I  can  only  repeat  that 
transfusion  offers  more  for  pernicious  anemia, 
although  this  is  little,  than  any  other  form  of 
treatment,  and  that  it  usually  brings  about  a  re- 
mission by  crisis,  whereas  medical  treatment  or 
no  treatment  brings  about  a  remission  by  lysis. 
Frequently  there  is  a  red  cell  storm,  the  red  cells 
going  to  eight  million  or  more.  The  benefits  of 
transfusion  for  pernicious  anemia  are  not  to  be 
judged  by  red  cells  and  hemoglobin,  but  by 
what  the  patient  can  do  following  the  transfu- 
sion. Care  should  be  taken  in  the  amount  of 
blood  given  for  pernicious  anemia,  for  too  much 
blood  may  cause  plethora  and  an  aplastic  state, 
rather  than  stimulate  red  cell  production. 

' '  Has  transfusion  any  dangers  ?  "  Its  dangers 
are,  first,  acute  dilation  of  the  heart,  which  can 
always  be  avoided  by  care  in  the  carrying  out 
of  the  operation.  Its  other  dangers  are  those  of 
serum  reaction  and  so-called  anaphylaxis.  These 
can  usually  be  avoided  by  careful  preliminary 
blood  grouping  or  iso-agglutination  tests.  Skin 
reactions  will  help  in  avoiding  anaphylaxis. 

"As  to  the  donor,  who  shall  it  be?"  It  is  not 
at  all  necessary  that  it  be  a  relative,  but  it 
should  be  a  healthy,  robust  person,  free  not  only 
of  a  postive  Wassermann,  but  also  free  of  clin- 
ical signs  of  syphilis.  Likewise  one  of  compat- 
ible blood,  as  determined  by  careful  preliminary 
tests,  which  should  always  be  done,  except  where 
time  precludes  these  tests.  Even  in  the  most 
urgent  emergencies,  agglutination  tests  may  be 
done  within  20  -  30  minutes. 

METHODS  OP  TRANSFUSIONS. 

As  to  methods  of  transfusions,  there  are  many, 
and  it  was  soon  after  the  publication  of  the 
method  to  be  described  that  many  other 
methods  were  published,  some  of  them  closely 
resembling  this  method,  but  leaving  out  essential 
features.  No  one  of  these  methods  has  been  an 
improvement,  in  my  opinion,  upon  this  method 
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It  meets  the  requirements  of  any  case  and  under 
any  circumstances.  Any  method  that  is  so  flex- 
ible as  to  allow  transfusion  in  an  attic  room 
without  an  assistant,  or  to  be  done  with  the  oper- 
ator, recipient  and  donor  all  on  the  same  bed,  or 
under  circumstances  requiring  donor  and  re- 
cipient to  be  in  different  rooms,  leaves  little  to 
be  desired. 

Nevertheless,  one  can  best  do  transfusions  by 
making  himself  familiar  with  whatever  method 
best  suits  his  purposes,  and  this  means  making 
himself  familiar  with  details,  and  not  the  evi- 
dent things  of  the  technic. 

As  to  the  citrate  method,  I  will  only  state  that 
originally  Mr.  Brown  and  myself  discussed  the 
use  of  the  citrate  method  as  it  has  been  used  in 
laboratories  for  years,  but  saw  no  reason  for 
using  it  with  this  method.  It  seems  to  me  that 
for  certain  cases,  citrate  transfusion  defeats  its 
own  purposes,  and  so  far  as  I  have  observed  and 
can  learn  from  reading,  reactions  of  more  or  less 
severity,  such  as  chills,  are  decidedly  more  com- 
mon following  citrate  transfusion  than  follow- 
ing whole  undiluted  blood  transfusion.  Fur- 
thermore, massive  transfusion  of  citrated  blood 
may  be  dangerous,  for  whereas  the  percentage 
may  be  low,  the  total  quantity  of  citrate  in  mas- 
sive transfusions  may  be  considerable.  In  only 
three  cases  where  iso-agglutination  tests  had 
been  done  were  there  any  reactions  of  note.  In 
fact,  even  the  slightest  reaction  has  been  rare, 
and  I  believe  the  method  used  is  in  some  part 
responsible.  I  do  not  mean  to  say  that  slight 
reactions  never  follow.  Blood  may  be  injured 
as  well  as  soft  tissues ;  blood  is  simply  more 
liquid.  I  am  under  the  impression  that  drawing 
blood  through  needles  of  comparatively  small 
bore  and  then  forcing  it  through  needles  into  the 
patient  must  to  some  extent  injure  the  blood, 
and  thus  be  more  liable  to  cause  reactions,  al- 
though these  may  be  slight.  Without  doubt, 
citrate  methods  have  their  place,  and  it  is  for 
the  individual  man  to  choose  those  suitable  for 
his  purpose,  as  previously  stated. 

PARAFFINING  THE  TUBES. 

This  really  amounts  to  filling  partially  the 
warm  tube  with  sterile  paraffin,  allowing  a  lit- 
tle to  run  out  the  cannula  end,  and  running  the 
remainder  back  into  the  receptacle,  through  the 
side  tube.  In  detail,  the  tube  is  wrapped  in  a 
towel  and  sheet  wadding,  sterilized  in  an  auto- 
clave, and  the  paraffin  mixture  is  sterilized 
either  by  boiling  in  a  water  bath  or  in  an  auto- 
clave. (Vincent's  mixture,  stearin,  paraffin  and 
vaseline,  in  the  proportion  of  1-2-2,  or  54-degree 
paraffin  may  be  used  as  well.)  Personally,  I 
always  keep  my  tubes  paraffined,  ready  for  use, 
and  they  are  paraffined  by  a  nurse.  Having 
scrubber!  up,  some  one  lays  open  a  sterile  pack- 
age containing  the  tube,  the  paraffin  is 
kept  melted  in  a  water  bath,  and  the 
tube  is  moderately  heated  over  one  or  two 
alcohol   flames.     (Not  too  hot ;  I  find  that  a 


Bunsen  burner  is  too  hot.)  Then  remove  the 
cork  and  nearly  fill  the  tube  with  the  melted 
mixture, — the  more  the  easier  to  do.  Allow  this 
melted  mixture  to  run  around  inside  the  tube 
and  over  the  surface  of  the  cork,  and  a  little 
to  run  out  of  the  cannula  end.  Then  turn  it 
upside  down  in  such  a  way  as  to  allow  all  the 
paraffin  to  run  back  into  the  tube  and  out  the 
side  bar  into  the  paraffin  jar.  If  there  is  diffi- 
culty in  the  cork  not  fitting  securely,  remove  the 
cork  and  cover  with  a  piece  of  gauze,  trimming 
away  the  outside  edges  of  the  gauze.  With  a 
teaspoon  or  medicine  dropper  seal  the  junction 
of  the  cork  and  glass  on  the  outside  with  paraf- 
fin. It  is  much  better  and  easier  to  let  the 
paraffin  run  back  out  of  the  cannula  into  the 
tube  than  to  draw  out  the  last  drop  from  the 
cannula  with  a  piece  of  gauze,  as  first  described. 
Take  an  alcohol  sponge  and  rub  over  the  tube 
so  that  it  may  cool  more  quickly. 

The  tube  is  now  replaced  in  the  sterile  pack- 
age and  pinned  up,  ready  for  use.  I  always 
clean  my  own  tubes,  and  there  is  no  necessity  for 
breaking  them.  However,  should  a  cannula 
happen  to  be  broken,  it  can  be  repaired. 

CLEANSING  THE  TUBES. 

If  you  have  very  hot  running  water,  the  tube 
can  be  cleansed  with  the  greatest  ease.  If  you 
allow  the  blood  to  stand  in  the  tubes,  or  if  the 
tubes  are  left  in  water,  cleaning  will  be  difficult. 
When  through  with  the  transfusion,  have  steam- 
ing hot  water  from  the  tap  run  through  the 
tubes.  I  do  this  before  removing  my  gloves. 
First,  allow  the  water  to  run  through  the  can- 
nula end,  so  that  the  paraffin  melts  and  carries 
the  blood  back  with  it  into  the  tube.  The  cork 
being  removed,  the  water  is  allowed  to  run  out. 
The  rest  of  the  paraffin  is  cleaned  out  in  the 
same  manner.  Then,  pouring  in  some  tincture 
of  green  soap  with  hot  water,  shaking  the  tube 
and  afterward  rinsing  until  the  tube  is  clean, 
is  all  that  is  necessary.  The  tube  is  then  pinned 
up,  ready  to  be  re-sterilized. 

Having  the  tube  sealed  with  glass  at  the  large 
end  is  a  distinct  disadvantage.  This  was  nat- 
urally one  of  the  first  things  discussed  by  the 
originators,  and  was  cast  aside  as  complicating 
the  cleaning  and  paraffining  of  the  tube.  After 
a  very  extensive  experience,  I  find  no  reason  for 
changing  the  tube  as  originally  designed. 

A  most  satisfactory  way  of  bleeding  patients 
is  with  this  tube,  using  the  patient  as  a  donor, 
allowing  the  tube  to  fill,  emptying  through  the 
cork  end  by  depressing  the  tube  without  remov- 
ing the  cannula  from  the  vein.  This  process  is 
repeated  until  as  much  blood  as  desired  is  re- 
moved. It  is  not  at  all  necessary  to  cut  down 
on  the  vein  for  this,  but  a  needle  may  be  at- 
tached to  the  cannula. 

Although  it  is  not  necessary  for  patient  and 
donor  to  be  close  together,  and  in  many  cases 
they  should  be  separated  because  of  infection, 
and  so  forth,  it  is  a  distinct  advantage  to  have 
a  precise  arrangement  under  most  circumstances. 
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The  most  convenient  method  of  arranging  and 
draping  the  patient  is  shown  in  Figs.  1  and 
2.  If  using  the  donor's  left  arm  and  the  pa- 
tient's right  arm,  the  operator  should  stand  on 
the  side  of  the  table  towards  their  heads.  If 
using  the  opposite  arms,  he  should  stand  on  the 
opposite  side  of  the  table.  In  this  way  the  oper- 
ator will  not  work  left-handed  in  the  handling 
of  the  tube.  To  be  sure,  one  may  use  the  same 
arms,  or  any  arrangement  desired,  but  the  ar- 
rangement described  is  decidedly  the  most  effi- 
cient. The  arms  are  cleaned  with  soap,  water 
and  alcohol,  rather  than  with  iodine,  which  ob- 
scures the  veins.  A  tycos  blood-pressure  band  is 
placed  high  and  upside  down  on  the  donor's 
arm,  as  shown  in  Fig.  1.  The  diastolic  pres- 
sure of  the  donor  has  previously  been  deter- 
mined. When  filling  the  tube,  the  blood-pres- 
sure is  kept  a  little  below  the  diastolic  pressure. 
For  illustration :  If  the  diastolic  pressure  is  70, 
the  blood-pressure  is  kept  at  60  to  65.  The  air 
is  let  out  of  the  band  when  not  filling  the  tube. 
This  gives  absolute  and  scientific  venous  conges- 
tion. A  rubber  tube  may  be  used  as  a  tourn- 
iquet, but  it  is  frequently  put  on  too  tightly, 
and  if  used,  should  be  applied  just  tight  enough 
to  give  venous  congestion  and  not  arterial  ob- 
struction. (This  use  of  the  tycos  band  has  pre- 
viously been  published.  There  is  no  method  so 
efficient  of  obtaining  Bier  passive  congestion,  the 
showing  up  of  varicose  veins  and  other  things, 
as  this  manner  of  using  the  tycos  band.) 

Briefly,  the  method  consists  of  inserting  the 
cannula  of  the  tube  into  a  vein,  allowing  it  to 
fill,  removing  and  inserting  the  cannula  into  the 
recipient's  vein,  and  emptying  the  tube  by  air 
pressure.  This  may  be  done  either  by  open  ex- 
posure of  veins  or  by  needle  attachment.  In 
minute  detail,  the  technic  is  as  follows :  The 


skin  over  the  veins  just  below  the  elbow  in  the 
arm  of  the  donor  and  recipient  is  injected  with 
novocaine.  The  veins  are  exposed  cleanly 
through  incisions  not  over  one  and  one-half 
inches  long.  Longitudinal  incisions,  if  the  veins 
are  easily  visible,  if  not,  a  transverse  incision, 
will  more  readily  expose  the  vein.  For  this  I 
use  merely  a  knife  and  small  blunt-pointed  scis- 
sors, passing  the  points  of  the  scissors  along 
each  side  of  the  vein,  then  under  the  vein,  and 
spreading.  A  ligature  is  placed  within  the 
blades,  pulled  through  and  cut,  exactly  as  for 
intravenous  salt-solution.  The  diastolic  blood- 
pressure  as  described  is  now  established.  The 
donor's  vein  is  now  tied  off  proximally,  and  the 
distal  ligature  is  left  to  be  used  as  a  clamp  by 
merely  raising  it  a  little  after  the  vein  is  opened. 
If  there  is  no  assistant  present,  the  weight  of  a 
hemostat  hanging  from  the  ligature  will  control 
the  vein. 

The  donor's  vein  is  now  transfixed  by  a  catar- 
act knife  and  a  slit  made  (Fig.  3).  The  can- 
nula of  the  tube  is  inserted  into  the  vein  of  the 
donor  for  about  one-half  inch  to  one  inch  and 
held  upright  until  filled  by  venous  pressure 
(Fig.   4).    This  usually  takes  not  over  two 
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Fig.  4. 


minutes  for  a  250  cc.  tube.  If  not  filling  well, 
it  probably  means  that  the  end  of  the  cannula  is 
against  a  valve  or  the  side  of  the  vein.  The 
donor  is  instructed  to  shut  and  open  his  hand 
tightly  and  slowly.  This,  perhaps,  hastens  the 
inflow. 

While  the  tube  is  filling,  the  vein  of  the  recip- 
ient (without  the  aid  of  any  tourniquet)  is  tied 
off  distally,  the  proximal  ligature  being  used  as 
a  clamp,  and  the  vein  opened.  By  this  time  the 
tube  is  full,  and,  the  air-pressure  having  been 
released,  is  withdrawn  and  held  on  its  side  with 
the  side-tube  uppermost,  to  prevent  the  blood 
from  running  out.  (Thumb  over  end  of  side- 
tube,   finger    over   cork.    Fig.    5).    The  can- 
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nula  is  now  inserted  into  the  vein  of  the  recipi- 
ent and  held  in  an  upright  position.  (Thumb 
under  side-bar  at  junction  with  cylinder,  finger 
over  cork,  Figs.  6  and  7).  Be  sure  the  vein 
of  the  recipient  is  bleeding  before  inserting 
the  cannula.  The  little  angular  forceps  I  have 
had  made  are  a  great  aid  in  introducing  the  can- 
nula into  the  vein,  especially  when  the  lumen  is 
small.  (Figs.  6  and  8.)  An  actual  cautery- 
bulb  is  attached  to  the  side-bar,  and  by  a  little 
pressure  the  tube  is  emptied.    (Fig.  7). 

If  one  should  not  observe  the  manner  of  hold- 
ing the  tube  as  shown  in  the  illustration,  and  by 
any  accident  the  cork  should  fall  out,  the  palm 
of  the  hand  should  be  held  over  the  tube. 

The  cannula  is  withdrawn  while  there  is  still 
a  little  blood  left  in  it.  More  tubes  may  be 
filled  and  emptied,  if  desired,  using  the  same 
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veins,  or  the  same  tube  may  be  used  over  and 
over,  first  rinsing  it  out  with  cold  sterile  salt 
solution.  It  is  better  to  point  the  cannula  to- 
ward the  hand  of  the  donor  rather  than  toward 
the  heart,  though  both  ways  may  be  used.  The 
veins  are  usually  tied  and  cut,  but  if  desired  the 
slit  may  be  sutured.  If,  for  any  reason,  arte- 
rial blood  is  to  be  preferred,  the  radial  artery  of 
the  donor  may  be  used,  as  was  originally  done. 

I  have  sutured  and  used  the  same  vein  in  both 
donor  and  recipient  four  times,  finding  it  pa- 
tent each  time.  When  exposing  the  vein,  its 
direction  should  be  noted,  and  one  cannot  ex- 
pect the  tube  to  fill  if  the  pump  is  attached  while 
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the  tube  is  inserted  in  the  donor's  vein.  Many 
other  veins  in  various  parts  of  the  body  may  be 
used. 

I  have  several  times  transfused  patients  by 
pointing  the  tube  toward  the  hands,  that  is,  in- 
jecting the  blood  against  the  circulation.  In  no 
case  was  there  any  evidence  of  congestion  of  the 
hand.  This  seems  to  me  to  be  another  argument 
that  circulation  is  not  reversed  when  an  arterio- 
venous anastomosis  is  made.  For,  if  it  were  re- 
versed, it  would  seem  to  me  that  the  hand  would 
become  somewhat  congested  when  250  to  300  cc. 
of  blood  is  injected  in  this  manner  below  the 
elbow. 

A  criticism  of  this  method  has  been  that  it 
requires  a  short  incision  over  the  veins.  This 
is  not  at  all  true,  as  I  published  in  May,  1915, 
that  the  tube  could  be  attached  to  a  needle  in 
suitable  cases.  Personally,  I  prefer  a  short 
thick-walled  rubber  tube  connection,  when  using 
a  needle,  rather  than  have  metal  in  connection 
with  the  glass.  (Fig.  9).  By  this  means  I 
have  filled  five  tubes  without  once  removing  the 
needle  from  the  donor's  vein.    The  recipient's 


.WW 


JPonor 

Fig.  9. 

vein  will  usually  require  incision.  It  is  not  at 
all  necessary  to  paraffin  or  prepare  in  any  way 
the  needle  and  rubber  tube  connection,  except 
to  boil  them  and  moisten  with  a  little  salt  solu- 
tion or  sterile  water  just  before  using.  I  have 
frequently  filled  the  same  tube  two  or  three 
times  without  washing  the  tube  with  sterile  salt 
solution.  However,  I  prefer  to  use  a  clean  tube 
for  each  tube  full  of  blood  desired. 

The  tubes  should  always  be  kept  sterile  and 
paraffined  ready  for  emergencies.  Several  times 
I  have  done  three  transfusions  in  one  day,  and 
on  one  occasion  four  transfusions,  so  that  the 
necessity  of  keeping  plenty  of  tubes  ready  Is 
easily  seen. 

As  to  the  technic  for  new-born  babies,  the 
tube  is  filled  with  100  to  150  cc.  through  a  needle 
inserted  into  the  donor's  arm.  (Fig.  9).  An- 
other needle  is  passed  into  the  longitudinal 


sinus  of  the  baby  through  the  posterior  portion 
of  the  anterior  fontanelle  (Helmholz),  the 
needle  in  line  with  the  sagittal  suture.  Its  en- 
trance into  the  sinus  is  determined  by  the  escape 
of  blood  through  the  needle.  The  baby's  head 
being  held  firmly,  and  the  needle  being  held 
firmly,  the  tube  full  of  blood  is  now  connected 
to  the  needle,  and  with  gentle  pressure  the 
amount  of  blood  desired  is  injected.  This 
should  be  done  slowly,  so  as  not  to  increase  in- 
tracranial pressure.  The  tube  is  now  detached 
from  the  needle  and  the  needle  removed.  Very 
slight  pressure  will  stop  any  oozing  from  the 
sinus.  This  whole  procedure  takes  not  over 
three  to  five  minutes.  As  spoken  of  above, 
there  will  be  times  when  this  most  simple  pro- 
cedure cannot  be  used.  In  these  cases,  the  tube 
is  filled  with  the  needle  connection  as  described, 
and  either  the  external  or  internal  jugular  vein 
of  the  baby  is  used.  Using  the  internal  jugular 
is  much  easier  than  one  would  expect  in  practi- 
cally all  cases,  although  in  such  cases  the  technic 
is  much  more  difficult. 


TRANSFUSION  CONCLUSIONS. 


Transfusion  may  be  said  to  be  of  value  as  fol- 
lows: 

Its  greatest  field  of  usefulness  is  for, 

1.  Acute  secondary  anemia,  that  is  severe 
hemorrhage.  For  so-called  "shock,"  uncompli- 
cated by  hemorrhage,  it  may  be  of  great  value, 
but  too  much  has  been  claimed  for  it  here.  For 
hemorrhage  of  new-born  babies,  transfusion  is 
specific  and  the  use  of  the  longitudinal  sinus,  as 
advised  by  Helmholz,  is  one  of  the  most  valuable 
advances  of  surgical  technic.  The  tube  is  filled 
through  the  needle  and  emptied  into  the  longi- 
tudinal sinus  through  the  needle.  For  hemo- 
philia transfusion  is  specific  for  the  attack. 

2.  Chronic  secondary  anemia,  frequently  of 
great  value.    It  is  of  no  value  in  acute  sepsis. 

3.  Acute  primary  anemia,  such  as  acute 
leukemia,  it  is  of  no  value. 

4.  Chronic  primary  anemia,  such  as  perni- 
cious anemia,  of  value,  but  only  temporarily, 
and  for  variable  length  of  time. 

For  pernicious  anemia  it  is  the  most  efficient 
method  of  treatment  we  have.  Transfusion 
alone  offers  as  much  for  pernicious  anemia  as 
splenectomy  with  or  without  transfusion,  and 
carries  none  of  the  dangers  of  splenectomy.  It 
usually  brings  about  a  remission  by  crisis, 
whereas  other  remissions  come  about  usually  by 
lysis,  that  is,  slowly. 

Reaction  rarely  follows  transfusion  of  whole 
undiluted  blood  in  my  hands. 

Reactions  are  very  common  after  transfusion 
of  citrated  blood.  Massive  transfusions  of  cit- 
rated  blood  may  be  dangerous,  for  whereas  the 
percentage  may  be  low,  the  total  quantity  of  cit- 
rate in  massive  transfusions  may  be  consider- 
able. 
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BLOOD  TESTS. 

Wassermanns,  especially  of  donor's  blood, 
should  be  done  when  time  allows. 

Iso-agglutination  tests  should  always  be  done, 
best  in  laboratory,  between  fresh  bloods.  Stock 
sera  may  deteriorate. 

Transfusion  without  these  tests  may  cause 
deaths,  and  even  with  these  tests  I  have  twice 
seen  agglutination,  the  tests  having  been  carried 
out  by  trained  men. 

In  other  words,  there  are  undoubtedly  serum 
reactions  that  we  as  yet  do  not  know  tests  for. 

A  rough  but  fairly  accurate  bedside  test  may 
be  carried  out  as  follows: 

Donor's  blood. 

1.  2  to  3  drops  +  oxalate  (Va%)  or  sa^  solu- 

tion equals  corpuscles. 

2.  2   to   3   drops  -f-  distilled   water  equals 

serum. 

Recipient's  Mood. 

3.  2  to  3  drops  -+-  oxalate  (%%)  or  salt  solu- 

tion equals  corpuscles. 

4.  2  to  3  drops  +  distilled  water  equals 

serum. 

The  oxalate  or  salt  solution  keeps  the  corpus- 
cles free. 

The  distilled  water  lakes  the  corpuscles  and 
gives  serum. 

On  a  hanging  drop  slide, 

One  drop  of  number  (1)  is  added  to  one  drop 
of  number  (4). 

This  gives  donor's  corpuscles  to  recipient's 
serum. 

The  same  with  (2)  and  (3)  gives  donor's 
serum  to  recipient's  corpuscles. 

These  are  observed  for  from  20  to  30  minutes, 
with  microscope  or  hand  lens,  for  clumping.  If 
marked,  this  may  be  seen  with  the  naked  eye. 

Blood  tests,  I  believe,  are  not  necessary  for 
new-born  babies,  as  bloods  are  not  usually 
grouped  until  the  child  is  about  two  years  old. 

Reactions  are  more  likely  to  follow  repeated 
transfusions,  especially  after  four  to  five  trans- 
fusions have  been  done  and  whether  with  the 
same  or  different  donor. 

I  understand  that  transfusions  at  the  front 
are  not  being  done  when  urgently  needed  be- 
cause of  difficulty  in  having  blood  tests  carried 
out.  I  should  never  hesitate  to  do  a  transfusion 
under  such  circumstances,  for  many  more  pa- 
tients will  be  saved  by  doing  the  transfusion 
without  blood  tests  than  will  be  saved  by  not  do- 
ing a  transfusion  with  blood  tests. 

I  wish  to  close  by  quoting  a  remark  made  by 
Dr.  Crile  several  years  ago:  "Judiciously  em- 
ployed, transfusion  will  surely  prove  a  valuable, 
often  a  life-saving,  resource;  injudiciously  em- 
ployed, it  will  surely  become  discredited."  And 
I  add  that  the  reputation  of  transfusion  is  now 
too  firmly  established  ever  to  be  discredited. 


THE  SURGICAL  TREATMENT  OP 
EMPYEMA* 

By  Wyman  Whittemoke,  M.D.,  F.A.C.S.,  Boston. 

During  the  last  five  years  I  have  been  espe- 
cially interested  in  thoracic  surgery,  and  what 
I  have  to  tell  you  tonight  about  empyema  is 
based  entirely  on  my  own  work  at  the  Massachu- 
setts General  Hospital.  My  ideas  of  the  correct 
surgical  treatment  of  empyema  have  changed  so 
much  during  this  last  year  that  this  paper  is 
based  almost  entirely  on  last  year's  work. 

I  shall  limit  myself  to  the  surgical  treatment 
of  empyema, — not  going  into  the  signs,  symp- 
toms or  causes.  I  shall  avoid  statistics  as  much 
as  possible,  believing  that  a  man's  impressions 
from  doing  a  considerable  amount  of  work  in  a 
certain  subject  are  about  as  valuable,  if  not 
more  so,  than  his  statistics. 

The  old  operation  for  acute  empyema  was  an 
exceedingly  uninteresting  and  simple  one.  But 
there  was  a  mortality  of  about  20%  following 
operation,  and  20  out  of  every  100  patients  that 
left  the  Mass.  General  Hospital  alive  became 
chronic  cases.  These  figures  may  seem  very 
high,  and  I  believe  they  are  higher  than  those 
in  private  practice.  But  a  hospital  patient,  as 
a  rule,  does  not  have  the  diagnosis  made  as 
early  or  the  operation  done  as  soon  as  a  private 
patient.  And  private  patients,  being  in  better 
circumstances,  are  able  to  carry  out  their  conva- 
lescence with  more  care.  I  do  not  think  these 
figures  are  extraordinarily  bad  when  compared 
with  those  of  other  hospitals.  Although  I  have 
not  looked  up  this  question  very  carefully,  the 
mortality  at  one  large  New  York  hospital  is  at 
least  20%,  and  at  another  hospital  not  far  from 
here,  it  is  about  29%.  However,  these  figures 
were  bad  enough  to  arouse  considerable  desire  to 
better  them,  and  with  each  effort  to  improve  our 
results,  the  subject  has  become  more  interesting. 

There  is  no  question  but  that  the  old  way  of 
excising  a  rib,  will,  with  good  after-treatment, 
cure  many  patients,  but  the  correct  rib  must  be 
taken  out  and  drainage  established  at  the  bot- 
tom of  the  cavity, — sometimes  it  is  necessary  to 
take  out  a  second  rib.  When  I  do  this  operation 
at  all,  which  is  only  very  occasionally,  I  open  up 
the  pleural  cavity  between  the  ribs,  put  my 
finger  in,  retracting  the  ribs  if  necessary,  and  ex- 
plore the  cavity;  drainage  is  then  established  at 
the  bottom  by  excising  a  section  of  a  rib.  This 
can  be  done  very  rapidly  and  accurately  with 
one  finger  inside  the  pleural  cavity.  It  avoids 
taking  out  an  extra  rib,  gives  one  a  good  idea  of 
the  extent  of  the  cavity,  and  also  establishes  per- 
fect drainage. 

The  danger  following  this  operation  (granted 
the  patient  does  not  die)  is  that  the  lung  will 
not  fully  expand,  become  covered  with  a  pyo- 
genic membrane, — and  then  the  case  is  chronic. 
It  seems  possible,  and  indeed  very  probable,  that 
one  important  cause  for  the  lung  not  expanding 

*  Read  at  the  Mid-Winter  Meeting  of  the  Brookline  Medical  Club, 
February  4,  1918. 
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fully  is  that  positive  pressure  is  allowed  to  enter 
the  chest  through  the  drainage  tube.  In  order 
to  overcome  this,  patients  were  put  on  "blow- 
bottles," — but  few,  if  any,  patients  are  in  con- 
dition to  use  these  during  the  first  forty-eight 
hours  after  operation, — and  this  gives  the  lung 
an  excellent  chance  to  become  adherent  in  a 
partly  collapsed  condition.  And  this  is  granting 
that  the  lung  is  not  already  partly  collapsed  at 
the  time  of  operation.  Once  the  lung  is  in  this 
condition,  with  a  thickened  visceral  pleura  cov- 
ered with  a  thick  pyogenic  membrane,  I  have 
never  seen  "blow-bottles"  do  much  good.  The 
convalescence  is  often  an  exceedingly  trying  and 
obscure  affair  to  the  surgeon.  A  patient  will  do 
very  well,  with  normal  temperature  for  a  week 
or  ten  days,  and  then  suddenly  the  temperature 
will  go  to  102  or  103.  We  formerly  asked  the 
help  of  the  medical  man  to  solve  this  condition, 
and  every  time  that  I  have  done  so  he  has  re- 
ported that  the  chest  has  not  been  drained  suffi- 
ciently and  that  there  is  a  collection  of  pus  not 
draining.  Taking  his  word  as  law,  I  used  to  do 
a  second  operation,  but  usually  found  an  old 
cavity  surrounded  with  a  thickened  membrane 
which  was  draining  perfectly.  There  are  va- 
rious explanations  of  this  condition,  and  one 
man's  guess  is  as  good  as  another's,  and  I 
frankly  don't  know  just  what  does  take  place. 
There  have  been  many  devices  made  to  form  a 
valve  that  would  prevent  the  positive  pressure 
entering  the  pleural  cavity.  At  one  time  a 
rubber  dam  was  arranged  over  the  drainage 
tube,  again  the  use  of  a  flap  of  skin  was  tried, 
but  without  success,  at  the  Mass.  General  Hos- 
pital. 

On  the  other  hand,  the  following  method  has 
been  used  in  the  desperately  sick  cases  with 
much  success.  Under  local  anesthesia  the  chest 
is  aspirated  between  the  ribs  with  a  very  large 
trocar;  a  tight-fitting  catheter  slipped  through 
this  and  the  trocar  removed.  The  catheter  is 
attached  to  a  long  rubber  tube  that  goes  into  a 
bottle  half  filled  with  water.  The  end  of  the 
tube  is  under  the  surface  of  the  water.  The 
catheter  is  sewed  tightly  into  place.  In  this 
way  the  negative  pressure  in  the  pleural  cavity 
is  not  changed,  and  with  each  expansion  of  the 
lung  the  pus  is  forced  into  the  bottle.  The 
catheter  will  stay  tight  with  the  chest  wall  for 
about  a  week.  The  amount  of  drainage  for  each 
24  hours  is  measured.  At  the  end  of  five  or 
six  days,  an  electrical  suction  apparatus  is  at- 
tached to  the  tube.  This  works  constantly,  and 
when  the  24-hour  amount  of  pus  is  down  to  2  oz., 

1  remove  all  drainage  apparatus. 

This  method  will  probably  cure  the  very  early 
cases,  in  which  there  is  only  a  cloudy  serum  con- 
taining a  high  leixcocyte  count,  but  in  the  cases 
in  which  there  is  thick  pus  and  lymph,  and 
where  the  lung  is  partly  collapsed,  it  is  not  done 
with  the  idea  of  curing  the  patient,  but  of  tiding 
him  over  his  desperate  condition. 

I  have  done  a  good  many  cases  in  this  way — 

2  have  died — (both  desperately  sick  cases  before 


operation)  one  a  woman  with  double  pneumonia 
and  a  streptococcus  empyema,  who  died  four 
or  five  hours  after  operation,  and  one  an  infant 
less  than  a  year  old,  who  had  a  double  broncho- 
pneumonia, and  who  pulled  the  tube  out.  One 
case  became  chronic  as  I  was  unable  to  do  a 
second  operation  owing  to  the  patient's  having 
syphilis. 

In  the  cases  not  so  desperately  sick  the  Lilien- 
thal  operation  is  the  one  of  choice.  In  this  opera- 
tion a  very  long  incision  is  made  between  the  ribs 
— one  extending  from  close  to  the  vertebral  col- 
umn to  within  an  inch  or  two  of  the  sternum.  The 
ribs  are  spread  wide  apart  with  a  rib  spreader. 
This  gives  an  opening  large  enough  to  put  one's 
whole  hand  into  the  cavity.  Lilienthal  sucks  out 
all  the  pus  and  lymph  with  a  suction  apparatus. 
As  we  have  none  in  the  operating  room,  I  wipe 
out  the  pus  and  lymph  with  gauze,  and  then  re- 
move all  the  pyogenic  membrane  covering  the 
costal  and  visceral  pleura.  The  surface  of  the  lung 
is  then  a  bright  red  color,  the  greyish-white  mem- 
brane being  entirely  taken  away.  With  positive 
pressure  from  the  gas  oxygen  machine  or  inter- 
tracheal  ether,  the  lung  is  forced  to  expand 
fully,  and  it  actually  does  come  up  to  the  chest 
\>all.  The  wound  is  then  closed  tight  except 
for  a  cigarette  wick  at  either  end  of  the  incision. 

Before  one  is  familiar  with  the  technic  and 
sees  how  well  patients  go  through  the  operation, 
one  is  apt  to  think  this  is  a  very  dangerous  and 
radical  operation  to  put  these  patients  through. 
It  is  surprising  to  see  how  little  shock  there  is, 
and  how  much  one  can  do  to  the  surface  of  the 
lung  without  upsetting  the  patient's  condition. 
Following  the  operation  the  patients  are  more 
comfortable  than  following  any  other  operation 
for  empyema, — the  convalescence  is  much  shorter, 
and  they  are  healed  up,  as  a  rule,  in  from  three 
to  four  weeks.  Following  the  old  method  of 
operation  on  these  cases,  they  were  in  the  hos- 
pital six  or  seven  weeks  (or  even  longer)  and 
then  left  with  a  drainage  tube  in,  and  reported 
to  the  out-patient  department  for  some  time — 
even  if  they  did  not  become  chronic  with  a  per- 
sistent sinus.  Following  the  Lilienthal  method 
there  is  often  no  discharge  except  a  little  pussy 
serum  and  at  the  end  of  a  week  or  ten  days  all 
drainage  is  removed.  The  last  two  cases  that 
I  have  done  left  the  hospital  at  the  end  of  three 
and  one-half  weeks,  with  no  discharge  at  all,  and 
the  wounds  entirely  healed  up. 

Although  Lilienthal  has  been  doing  it  for  a 
couple  of  years,  it  is  a  very  new  operation  in 
this  part  of  the  country,  and  I  have  done  only 
12  cases.  They  have  all  done  well  except  one 
baby.  In  this  case,  the  afternoon  following  the 
operation,  he  was  sitting  up  eating  his  supper, 
the  following  day  he  was  playing  in  his  crib, 
and  the  next  day  while  I  was  making  a  visit  he 
had  a  convulsion,  became  paralyzed  on  one  side 
and  died  that  afternoon  with  symptoms  of  a 
cerebral  embolus. 

Of  course,  one's  first  thought  is  to  do  some- 
thing that  will  relieve  the  immediate  septic  con- 


362 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[Mabch  14,  1918 


dition — in  other  words,  save  the  patient's  life, 
and  secondarily,  to  do  something  that  will  pre- 
vent the  case  from  becoming  chronic.  This  can 
be  combined  at  the  Lilienthal  operation  in  many 
cases,  and  it  is  only  in  the  desperate  ones  that  I 
believe  it  necessary  to  wait  a  few  days  or  a  week 
after  draining  the  chest,  before  doing  the  rad- 
ical operation.  But  I  want  to  lay  stress  on  the 
fact  that  this  or  some  other  radical  operation 
must  be  done  very  early  in  order  to  prevent  a 
bad  result. 

It  is  important  in  all  operations  for  acute  em- 
pyema, when  there  is  a  large  amount  of  pus,  to 
allow  it  to  escape  slowly.  I  know  of  two  deaths 
on  the  operating  table  after  making  a  large 
opening  and  allowing  the  pus  to  escape  very 
rapidly.  Although  there  was  no  autopsy  on 
either  case,  yet  it  seems  to  me  the  deaths  may  be 
explained  either  from  an  acute  dilatation  of  the 
heart  or  possibly  from  a  so-called  "fluttering  of 
the  mediastinum."  Given  a  case  with  a  large 
amount  of  pus  and  the  lung  collapsed,  letting 
the  pus  out  very  quickly  suddenly  takes  away 
the  support  of  the  mediastinum  on  one  side. 
This  is  seen  and  spoken  of  especially  in  the  one- 
stage  operation  of  lobectomy  and  is  a  very 
distressing  thing.  When  this  happens  or  when 
the  patient's  condition  becomes  alarming 
through  difficulty  in  breathing,  on  account  of  a 
large,  open  pneumothorax — if  the  edges  of  the 
wound  are  brought  together  and  held  tight  for 
a  few  minutes,  the  condition  rapidly  improves, 
and  then  one  can  again  go  on  with  the  opera- 
tion. 

The  first  question  that  naturally  comes  up  is 
when  to  operate?  Operate  as  soon  as  you  can 
make  a  diagnosis.  One  would  probably  do  well 
to  leave  the  diagnosis  in  the  medical  man's 
hands,  but  I  believe  one  should  operate  when  the 
aspiration  fluid  shows  a  cloudy  serum  with  a 
cell  count  of  50%  or  more  polynuclear  leuco- 
cytes. 

The  prognosis  depends  on  the  patient's  condi- 
tion and  the  kind  of  germ  that  causes  the  infec- 
tion. In  my  experience  the  streptococcus  cases  do 
very  badly,  but  fortunately  they  are  not  numer- 
ous in  civil  life.  The  pneumococeus  cases  do 
better  than  any  others.  There  is  a  higher  mor- 
tality in  infants  and  children  than  in  adults. 

The  after-care  is  very  important.  All  pa- 
tients, following  whatever  operation  you  elect  to 
do,  should  be  made  to  use  "blow-bottles"  until 
the  sinus  is  closed  and  they  are  entirely  well. 
Fresh  air  and  good  food  and  certain  breathing 
exercises  should  be  insisted  on.  They  should  be 
carefully  followed  until  entirely  well  and  able 
to  resume  their  normal  life. 

The  mortality  with  these  operations  has  been 
reduced  from  a  little  over  20%  to  12%.  There 
will  always  be  some  mortality,  as  many  cases  are 
in  very  serious  condition  before  operation ;  but 
early  diagnosis  and  early  operation  will  help  to 
reduce  the  bad  results. 

It  may  interest  you  to  hear  what  autopsy  in 
these  cases  showed  from  1901  to  1911.    Out  of 


30  autopsies,  14  died  from  septicemia,  5  from 
pneumonia,  3  from  pyemia,  1  from  peritonitis, 
2  from  multiple  abscesses  of  the  lung,  1  from  de- 
fective closure  of  the  foramen  ovale  and  throm- 
bosis of  the  left  pulmonary  artery,  and  in  4  no 
definite  cause  was  found.  The  commonest  cause 
of  death  was  septicemia — the  majority  being 
streptococcus  septicemia  and  a  few  pneumococ- 
cus septicemia.  It  seems  to  me  that  in  the 
septicemia  cases  this  was  very  likely  only  a 
terminal  affair,  as  in  several  of  my  cases  blood 
culture  taken  a  few  hours  before  death  showed 
a  streptococcus  septicemia,  whereas  blood  cul- 
ture taken  24  to  48  hours  earlier  showed  no 
growth. 

ENCAPSULATED  EMPYEMA. 

There  are  occasionally  cases  in  which  there  is 
a  suspected  small  area  of  pus  in  the  chest,  which 
cannot  be  definitely  located.  These  should  be 
opened  up  wide  and  thoroughly  explored.  The 
guide  to  a  small  amount  of  encapsulated  pus — 
between  the  lobes  or  between  the  diaphragm  and 
the  lower  lobe — is  adhesions.  After  finding 
these  the  general  pleural  cavity  should  be  walled 
off  with  hot,  wet  gauze,  in  exactly  the  same  way 
as  one  walls  off  the  abdominal  cavity  before 
opening  an  appendix  abscess,  then  the  adhesions 
may  be  broken  through  and  the  abscess  cavity 
opened  and  drained. 

I  believe  an  exploratory  thoracotomy  should 
be  done  as  readily  as  an  exploratory  laparotomy. 
The  thoracic  cavity  may  be  opened  and  explored 
just  as  safely  as  the  abdominal  cavity.  And  if 
nothing  pathological  is  found,  it  can  be  closed 
up  tight  and  the  patient  recover  just  as  readily 
as  from  an  exploratory  laparotomy. 

It  is  better  to  do  this  exploration  under  pos- 
itive pressure,  as  this  will  prevent  the  collapse 
of  the  lung  when  there  are  no  adhesions  present. 
Of  course  when  there  are  adhesions  the  lung 
will  not  collapse  anyway,  but  no  one  can  tell, 
definitely,  before  operation  whether  or  not  these 
are  present.  In  order  to  convince  myself  and 
the  anesthetist  at  the  hospital  that  it  was  better 
to  do  an  exploration  under  positive  pressure,  I 
did  two  explorations  within  a  week — one.  under 
gas  oxygen  and  the  other  under  intertracheal 
ether.  On  opening  the  pleux*al  cavity  in  the  first 
case  (the  one  done  under  gas  oxygen)  there  was 
a  tremendous  thrashing  back  and  forth  of  the 
lung,  the  patient  became  shocked  very  quickly 
and  was  put  to  bed  with  a  pulse  of  170  to  180. 
The  other  case,  that  done  under  intertracheal 
ether,  had  a  much  larger  exploration  done — 
there  was  no  thrashing  of  the  lung  and  her  pulse 
did  not  go  above  85  either  during  or  following 
the  operation. 

The  best  position  for  exploring  the  chest  and 
for  nearly  all  thoracic  operations,  except  when 
the  process  is  definitely  anterior  in  an  upper 
lobe,  is  the  prone  position.  The  patient  is 
placed  flat  on  his  face  with  arms  extended  up 
alongside  his  head.    This  gives  a  very  large 
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field  to  work  in,  and  for  some  reason  the  lung 
does  not  tend  to  collapse  so  readily  as  in  other 
positions.  Then,  too,  the  sound  lung  can  work 
easily  and  normally,  whereas  in  any  other  posi- 
tion it  is  underneath  and  is  handicapped  in  its 
efforts  to  expand.  (Tn  cases  of  interlobar  empy- 
ema that  have  perforated  into  a  bronchus,  the 
head  should  be  lower  than  the  trunk,  so  that 
pus  can  and  will  be  draining  out  the  patient's 
mouth  during  the  operation.  The  catheter  in 
intertraeheal  ether  aids  rather  than  hinders  in 
accomplishing  this  end.)  This  position  allows 
one  to  explore  readily,  between  the  diaphragm 
and  the  lower  lobe,  the  interlobar  fissures,  and 
the  "Gutta"  which  is  formed  by  the  vertebral 
column  and  the  ribs.  This  is  a  very  favorite 
place  for  pus  to  collect  and  one  not  often  ex- 
plored unless  the  patient  is  in  this  position. 

CHRONIC. 

When  a  case  should  be  called  "chronic"  is 
largely  a  matter  of  individual  opinion — and 
may  not  be  of  much  importance — but,  I  believe, 
many  cases  are  chronic  before  they  have  ever 
been  operated  on.  When  a  cavity  is  lined  with 
a  thick  pyogenic  membrane  and  containing  thick 
pus  and  lymph,  there  is  certainly  nothing  very 
acute  about  it,  and  T  think  that  one  reason  why 
so  many  cases  became  "chronic"  in  the  past 
was  because  surgeons  did  not  recognize  them  as 
chronic  in  the  beginning,  and  did  the  same  oper- 
ation regardless  of  whether  a  case  was  really  an 
acute  one  or  a  chronic  one.  These  cases  I  have 
already  dealt  with  in  the  early  part  of  this  pa- 
per, and  so  for  the  sake  of  discussion  I  shall  con- 
sider, tonight,  as  chronic  only  those  cases  that 
have  been  operated  on  and  that  have  a  persist- 
ent discharging  sinus. 

A  perfect  cure  is  one  in  which  the  lung  ex- 
pands fully,  there  being  no  discharging  sinus, 
and  the  patient  being  able  to  resume  his  normal 
life. 

Although  the  Schede  operation,  in  which  the 
ribs  overlying  the  cavity  and  the  parietal  pleura 
are  removed,  may  result  in  an  entirely  healed 
chest — so  that  there  is  no  discharge — yet  the 
lung  never  expands.  About  50%  of  these  cases 
heal  up. 

There  is  one  way  to  get  a  perfect  result — do 
a  Schede  operation  and  then  do  a  complete  de- 
cortication of  the  lung.  Turn  up  a  large  skin 
and  muscle  flap — take  off  all  ribs  overlying  the 
cavity — remove  the  costal  pleura,  which  is  often 
a  third  to  a  half  an  inch  thick — then  cut 
through  the  visceral  pleura  to  the  lung  tissue 
and  carry  this  incision  across  the  lung.  It  is  a 
remarkable  sight  to  see  this  thin  line  of  incision 
stretch  wider  and  wider  with  each  breath,  so 
that  in  a  few  moments  it  is  one-half  to  one  inch 
wide  with  the  lung  trying  to  expand  through  it. 
The  visceral  pleura  is  then  entirely  dissected  off 
the  lung  and  with  pressure  from  intertraeheal 
ether  the  lung  expands  to  the  chest  wall.  With- 
out any  pressure  it  will  expand  about  half  way. 


In  some  cases  the  dissection  is  very  easy,  as  one 
finds  a  good  line  of  cleavage ;  in  others  it  is  very 
difficult,  there  being  no  good  line  of  cleavage — 
and  one  must  dissect  carefully  and  slowly. 
However,  making  a  few  small  holes  in  the  lung 
tissue  does  no  apparent  harm. 

In  the  last  case  that  I  did,  I  changed  the  tech- 
nic a  little,  and  instead  of  resecting  five  or  six 
ribs,  I  resected  only  one,  and  then  cut  through 
the  others  overlying  the  cavity  and  retracted 
them  one  side.  This  made  the  operation  a  little 
more  difficult  as  my  approach  to  the  visceral 
pleura  was  not  so  good  and  it  was  harder  to  take 
off  the  costal  pleura,  but  it  left  a  better  chest 
wall,  as  the  ends  of  the  ribs  were  brought  to- 
gether and  one  was  actually  fastened. 

The  wound  should  be  closed  tight, — a  small 
rubber  tube  is  placed  at  the  bottom,  but  this  is 
tied  off.  At  the  end  of  48  hours,  this  is  opened 
and  the  serum  is  allowed  to  escape  and  then  is 
shut  off  again.  To  enable  the  lung  to  expand 
fully,  it  is  necessary  to  close  the  wound  tight. 
My  hope  is  that  the  lung  will  become  adherent 
or  partly  so  when  fully  expanded,  and  this 
should  take  place  within  48  hours. 

These  cases  should  be  carefully  prepared  for 
operation,  and  some  simple  drainage  operation 
may  be  necessary  before  doing  the  radical  one. 
Last  summer  I  had  a  Boston  University  student 
who  had  been  operated  on  three  or  four  times: 
drainage  had  never  been  at  the  bottom  of  the 
cavity,  so  my  first  operation  was  to  find  out 
just  what  I  was  dealing  with  and  then  drain  the 
cavity  at  the  bottom.  He  went  home  for  three 
weeks  and  then  came  back  and  had  a  decortica- 
tion done.  He  did  perfectly  and  is  entirely  well 
today  and  can  do  anything  in  the  line  of  exer- 
cise he  ever  could, — in  fact,  I  have  just  heard 
that  he  has  been  accepted  in  the  draft  for  the 
Army. 

The  after-care  is  about  the  same  as  that  fol- 
lowing operation  for  acute  empyema.  The  use 
of  "blow-bottles,"  breathing  exercises,  good 
food  and  fresh  air  should  be  insisted  on. 

Here  again  the  question  comes  up,  When 
should  one  operate  on  these  cases?  The  best 
answer  is  that  one  should  never  have  any  such 
cases,  and  with  perfect  surgery  I  don't  think 
we  will  in  the  future.  But  to  be  practical,  we 
know  there  are  many  such  cases  now.  Two 
years  ago,  I  thought  one  should  wait  one  year 
after  the  original  operation — one  year  ago  T 
thought  two  or  three  months.  At  present,  I 
think,  from  the  original  operation  and  from  the 
patient's  convalescence  in  the  hospital,  one 
should  be  able  to  decide  whether  or  not  he  will 
get  entirely  well  or  need  further  surgery.  If 
one  decides  that  he  needs  another  operation  I 
think  the  radical  operation  should  be  done  in  a 
week  or  so  after  the  first  operation.  The  bad  re- 
sults have  come  from  waiting  too  long  before 
doing  a  radical  operation. 

The  earlier  the  radical  operation  is  done  the 
better  the  prognosis.  Children  and  young 
adults — up  to  30  or  35  years — do  better  than 
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older  people.  My  best  cases  have  been  in  those 
under  30.  I  have  had  no  mortality,  yet  two  pa- 
tients ranging  in  age  from  40  to  50  have  not 
healed  up  entirely,  but  their  lung  expansion  is 
larger  than  before  operation.  Both  these  cases 
were  poor,  ignorant  foreigners  that  we  could  not 
handle  properly  after  they  left  the  hospital. 
The  mortality  following  decortication  of  the 
lung  has  been  reduced  from  20%  to  0.  But  T 
should  add  that  I  have  done  only  eight  such 
cases  this  last  year.  However,  this  does  not 
seem  such  an  insignificant  number  when  one 
realizes  that  between  the  years  1901  and  1911 
there  were  only  five  such  cases  done  at  the  hos- 
pital. 

I  feel  very  sure  that  the  best  results  in  both 
acute  and  chronic  empyema  (following  a  decor- 
tication) are  to  be  found  in  those  cases  that  are 
closed  up  practically  tight  following  operation. 
This  gives  the  lung  its  only  chance  to  expand. 
Surely,  draining  a  chest  with  one  or  two  large 
rubber  drainage  tubes,  in  and  out  of  which  posi- 
tive air  pressure  rushes  with  each  respiratory 
movement,  is  no  longer  modern  surgery. 

If  you  will  stop  a  minute  and  think  of  the 
mechanism  of  respiration,  I  think  you  will  agree 
with  this  statement.  The  diaphragm  plays  the 
leading  part  in  respiration.  When  it  moves 
downward  it  sucks  air  into  the  lungs,  and  they 
can  easily  expand  on  account  of  the  negative 
pressure  in  the  thoracic  cavity;  when  it  moves 
upward  it  forces  the  air  out.  Now,  when  a  pa- 
tient has  a  large  hole  in  the  chest  wall  the  lung 
cannot  expand  because  positive  air  pressure  is, 
and  must  be,  sucked  in  through  the  opening  at 
the  same  time  that  air  is  being  sucked  into  the 
lung.  Therefore,  it  very  soon  becomes  partly 
collapsed,  a  cavity  is  formed,  the  case  becomes 
chronic  and  cannot  be  cured  until  something  is 
done  to  overcome  this  collapsed  condition. 

My  idea  of  the  use  of  "blow-bottles"  is  not 
primarily  to  make  the  lung  expand,  as  I  do  not 
believe  that  they  do  this,  but  to  force  the  dia- 
phragm to  work  very  hard, — and  this  is  accom- 
plished in  the  effort  of  blowing  the  water  from 
one  bottle  to  the  other,  and  at  the  same  time 
whatever  pus  or  serum  has  collected  in  the  chest 
cavity  is  forced  out.  A  very  good  illustration 
of  this  is  seen  following  the  Lilienthal  operation. 
After  removing  the  wick  there  is  a  small  sinus, — 
and  the  patient  is  urged  to  use  "blow-bottles" 
as*  often  as  he  can,  but  especially  when  the  dress- 
ing is  changed.  At  this  time,  when  blowing 
hard,  the  pus  is  actually  driven  out  of  the  chest 
with  considerable  force. 

Finally,  I  want  to  say  a  word  or  two  about 
anesthesia,  as  I  find  this  is  a  very  important 
part  of  the  operation. 

Paravertebral  anesthesia  is  the  most  satisfac- 
tory of  any  regional  anesthesia  in  thoracic  sur- 
gery. It  is  difficult  to  resect  ribs  with  any  ordi- 
nary local  anesthesia  without  causing  some  pain 
to  the  patient.  But  with  paravertebral  it  can 
be  done  very  easily.  It  seems  to  me  to  be  ideal 
in  some  of  the  old  chronic  cases  and  in  the  ex- 


tremely sick,  acute  cases  in  which  one  is  going 
to  do  some  simple  drainage  operation.  Unfor- 
tunately, the  supply  of  novocaine  gave  out  at 
the  hospital  some  time  ago  and  so  I  have  dene 
only  five  such  cases ;  four  were  perfect,  the  other 
not  so  successful,  but  in  one  a  large  resection  of 
ribs  was  done,  and  I  could  operate  just  as  freely 
as  if  the  patient  had  been  under  a  general  anes- 
thetic. 

Gas  oxygen  appeals  to  me  very  much, — I  use 
it  now  in  practically  all  cases  of  empyema.  I 
have  used  it  in  old  people  and  in  infants,  and 
have  never  seen  any  bad  results.  One  can  get 
enough  pressure  to  expand  the  lung  fully  in 
doing  a  Lilienthal  operation,  but  following  a 
decortication  in  an  old  chronic  case,  the  gas  oxy- 
gen machine  does  not  give  enough  pressure  to 
expand  the  lung  quite  fully  to  the  chest  wall. 
So  it  is  probably  better  to  use  intertracheal  ether. 
This  latter  method  of  anesthesia  is  very  simple, 
and  effective  and  I  have  never  seen  any  bad 
results. 

All  thoracic  surgery  is  a  most  interesting  field 
to  work  in.  Our  ideas  are  constantly  changing 
and  advancing.  One  must  be  an  enthusiast  and 
an  optimist,  indeed,  as  there  are  constantly  very 
discouraging  things  and  patients  to  deal  with. 
But  I  think  the  last  year  has  seen  progress 
made,  at  least  in  the  immediate  mortality. 
Whether  or  not  these  operations  for  empyema 
will  prove  to  be  the  final  correct  ones  the  future 
alone  can  tell. 


CLIMATE  IN  TUBERCULOSIS. 
By  H.  F.  Gammons,  M.D.,  Carlsbad,  Texas. 

Climate  is  the  sum  of  all  the  meteorological 
conditions  of  a  locality.  The  nearness  to  bodies 
of  water,  the  latitude  and  altitude  and  prevail- 
ing winds  are  of  the  most  importance  and,  in 
tuberculosis,  the  proximity  of  smoke-  and  dust- 
producing  industries  must  be  considered. 

The  physiological  effect  of  hot  climates  is  to 
increase  the  activity  of  the  skin  and  liver,  to 
stimulate  the  nervous  system  and  to  cause  slug- 
gishness of  the  muscular  system  and  digestive 
system.  Cold  climates  stimulate  the  digestive 
and  muscular  systems. 

Live  air  is  the  most  nourishing,  but  drafts 
are  to  be  avoided  as  they  tend  to  produce  not 
uniform  circulatory  changes.  The  air  in  a 
place  of  great  altitude  contains  a  smaller  amount 
of  oxygen  to  a  certain  amount  as  compared 
with  air  of  lower  altitudes,  due  to  the  fact  that 
the  molecules  of  air  are  more  separated  at  higher 
than  at  lower  altitudes. 

Air  in  pine  districts  was  formerly  thought  to 
be  very  helpful  in  treating  tuberculosis,  and  Dr. 
Mary  Lapham  and  other  observers  in  North 
Carolina  and  other  pine  districts  report  very 
good  results  at  their  sanatoria,  due,  as  they  seem 
to  think,  to  the  air,  in  a  great  part. 
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The  question  of  climate  valuation  in  the  treat- 
ment of  tuberculosis  has  received  many  and 
varied  answers.  On  account  of  a  lack  of  con- 
crete facts,  this  question  bids  fair  to  be  unan- 
swered in  a  definite  and  convincing  way  ex- 
cept to  men  who  have  had  an  opportunity  to 
study  the  disease  in  different  climates  and  espe- 
cially comparing  damp  and  dry  climates. 

Klotz1,  after  studying  group  cases  in  Vermont 
and  California,  concludes  that  greater  and  more 
lasting  benefit  would  be  obtained  under  the 
climatic  conditions  of  California  than  under 
those  in  New  England. 

Trask2  says  "the  best  climate  for  one  affected 
with  pulmonary  tuberculosis  is  that  which  fur- 
nishes a  favorable  atmosphere  for  the  greatest 
number  of  hours  of  the  day  and  the  greatest 
number  of  days  of  the  year.  The  favorable 
atmosphere  must  be  cool,  or  at  least  it  must  not 
be  hot  for  long  at  a  time,  nor  must  it  be  too 
cold,  although  cold  is  less  objectionable  than 
heat." 

Cornick1  says  "If,  despite  the  wonderful  ad- 
vancement of  modern  chemistry,  a  century's 
time  had  to  elapse  from  the  discovery  of  oxygen 
until  the  new  element,  argon,  was  found  a  few 
years  ago,  to  be  also  a  constituent  of  the  atmos- 
phere, we  may  hardly  hope  in  the  current 
generation  to  reach  a  universally  accepted  solu- 
tion of  all  the  mooted  questions  regarding  the 
influence  of  climate  on  pulmonary  consumption. 
While  there  is  no  general  agreement,  for  exam- 
ple, among  climatologists  as  to  whether  the 
aerial  rarefaction  of  high  and  sunny  mountain 
climates,  where  many  consumptives  get  well,  is 
to  be  regarded  as  a  help  or  hindrance  to  the 
sunshine  and  dryness  in  accomplishing  this  re- 
sult, there  is  one  point,  at  least,  on  which  there 
is  substantial  unanimity,  namely,  that  in  the 
climatic  treatment  of  pulmonary  tuberculosis 
the  factors  of  dryness  and  temperature  are  favor- 
able in  proportion  as  they  permit  an  open-air 
life  in  winter  and  summer,  by  day  and  by 
night." 

Altitude  was  formerly  thought  to  be  a  great 
help  in  the  cure  of  tuberculosis  and  this  was  due 
to  the  efforts  of  Archibald  Smith  who,  in  1848, 
went  to  the  Andes  to  study  climate.  He  found 
that  there  was  more  tuberculosis  at  Quito  than 
at  the  higher  mountain  levels  and  consequently 
felt  that  there  was  an  immune  zone  between  the 
lower  city  and  the  higher  mountain  places.  Ob- 
servers in  this  country  have  felt  that  the  value  of 
climate  was  in  altitude,  but  it  has  been  proven 
that  such  is  not  the  case  and  we  know  that  tu- 
berculosis is  an  economic  and  social  disease. 

It  has  been  my  pleasure  to  have  served  in  two 
good  sanatoria  where  climatic  conditions  are 
very  dissimilar ;  the  one,  the  Rutland  State  Sana- 
torium, located  in  the  noted  New  England  cli- 
mate; and  the  other,  the  Texas  State  Sanatorium, 


located  in  the  arid  Southwest.  In  Rutland  we 
had,  during  my  service,  very  few  cavity  cases 
and  these  tended  to  progress.  In  Texas  most  of 
our  cases  have,  or  have  had,  cavities  which  tend 
to  heal  or  have  already  healed. 

The  signs  in  the  chest  in  the  Texas  cases  are 
more  limited  to  irregular  breathing,  the  catarrh 
is  not  as  much  noticed  and  in  those  cases  with 
the  catarrh  of  the  bronchioles  or  alveoli,  the  ad- 
ventitious sounds  are  fewer  in  number,  diffused 
and  of  a  crepitant  character. 

In  Rutland  I  noticed  more  normal  vesicular 
breathing  and  the  adventitious  sounds  were  more 
confluent  and  louder  sounding. 

In  the  Texas  cases  there  is  less  fever,  cough 
and  night  sweats,  fewer  laryngeal  infections, 
mucous  membrane  colds  and  attacks  of  rheuma- 
tism. 

In  Texas  we  notice  marked  dryness  of  the  mu- 
cous membranes,  while  in  Rutland  moist  catarrh 
is  the  rule. 

The  very  warm  weather  in  Texas,  which  is  of 
a  not  long  duration,  was  very  depressing,  al- 
though probably  no  more  so  than  the  warm 
weather  of  the  more  humid  cooler  climates,  while 
in  Rutland  the  cold  fall  and  winter  months  were 
very  stimulating  and  patients  seemed  to  do 
much  better  in  the  cold  weather. 

There  is  a  prevailing  optimistic  temperament 
in  the  Southwest,  due  to  the  almost  continual 
sunshine,  and  also  there  is  a  fixation  of  carbon 
in  the  system  as  the  result  of  this  sunshine  which 
must  have  a  very  decided  curative  effect. 


CONCLUSIONS. 

A  person  with  an  ulcerative  case  of  tubercu- 
losis who  has  given  his  home  climate  a  chance 
and  at  the  same  time  has  coupled  the  climate 
with  other  standard  treatments  for  tuberculosis, 
such  as  fresh  air  at  all  times,  rest,  and  diet  and 
contentment  of  mind,  and  who  is  at  a  standstill, 
will,  if  he  is  financially  able,  unquestionably  ob- 
tain good  results  in  the  Southwest.  It  is  necessary, 
however,  for  such  a  patient  to  have  all  other  fac- 
tors necessary  to  the  cure,  such  as  rest,  diet,  etc. 

If  one  is  fortunate  in  being  able  to  take  the 
cure  in  one  of  the  sanatoria  of  his  vicinity  under 
the  proper  regulations,  it  is  better  than  to  go  to 
the  Southwest  and  to  be  compelled  to  care  for 
one's  self  or  to  "rough  it." 
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Manual  of  Psychiatry.  By  I.  R.  de  Fursac, 
and  A.  J.  Rosanoff.  New  York:  John 
Wiley  &  Sons.    4th  Edition,    pp.  522. 

This  revision  of  a  very  concise  and  useful 
book,  owing  to  the  war  in  Europe,  and  the  diffi- 
culty in  close  cooperation  caused  by  it,  has  been 
left  to  the  American  author  by  agreement.  The 
chapters  in  the  first  part,  dealing  with  etiology, 
history-making,  general  prognosis,  prevalence  of 
mental  disorders,  prevention,  and  medico-legal 
questions,  and  in  the  second  part,  those  dealing 
with  Huntington's  chorea,  cerebral  syphilis  and 
traumatic  psychoses,  are  either  wholly  new  or 
almost  so.  The  chapter  on  general  paresis  is 
perhaps  particularly  well  done,  for  not  only  is  a 
distinct  and  clear  picture  given  of  the  mental 
symptoms,  but  the  physical  ones  are  adequately 
described,  and  modern  pathology  and  modes 
of  testing  are  not  ignored.  The  chapter  on 
traumatic  psychosis  might  well  have  been  more 
full,  as  the  chronic  confusional  mental  states 
with  delusions  which  not  infrequently  follow 
severe  head  injuries,  deserve  fuller  descrip- 
tion, as  well  as  the  dementia.  On  the  whole, 
considering  its  brevity,  we  know  of  no  more 
satisfactory  book  on  mental  disorders,  and  this 
manual,  improved  by  this  revision,  will  doubtless 
become  increasingly  popular  and  deservedly  so. 

An  Inquiry  Into  the  Principles  of  Treatment  of 
Broken  Limbs.  A  Philosophico-Surgical  Es- 
say, with  Surgical  Notes.  By  William  F. 
Fluhrer,  M.D.,  Consulting  Surgeon  to  Belle- 
vue  and  Mount  Sinai  Hospitals.  New  York: 
Rebman  Company. 

This  well  printed  and  attractively  illustrated 
book  is  distinctly  worth  reading.  The  author 
describes  it  as  a  "philosophico-surgical  essay:" 
he  should  have  added  the  adjective  "historical," 
since  the  book  abounds  in  references  to  the  sur- 
gery of  New  York  of  40  to  50  years  ago. 

The  methods  described  were  undoubtedly  very 
effective  in  the  author's  hands:  the  fundamental 
principle  of  rapid  reduction  and  immediate  im- 
mobilization of  broken  bones  is  undoubtedly  cor- 
rect; and  the  addition  of  tin  strips  to  plaster 
bandages  in  fractures  of  the  leg  might  at  pres- 
ent be  adapted  with  good  results.  The  author 
was  evidently  direct  and  original  in  his  work, 
and  his  story  is  well  deserving  of  its  present 
form.  The  value  of  the  volume  is  rather  from 
the  standpoint  of  collateral  reading,  than  from 
that  of  a  textbook;  its  sidelights  upon  the  re- 
cent past  are  illuminating  in  the  consideration 
of  many  of  the  strongly  advocated  measures  of 
the  immediate  present. 


The  Control  of  Hunger  in  Health  and  Disease. 
By  Anton  Julius  Carlson.  Chicago:  The 
University  of  Chicago  Press. 

Dr.  Carlson  presents  in  book  form  the  sum- 
mary of  the  work  of  himself  and  associates  in  re- 
gard to  hunger  and  appetite.  While  the  work 
has  been  published  in  scientific  journals  as  it 
developed,  the  present  book  is  not  a  collection  of 
previously  printed  papers,  but  an  entirely  new 
production,  in  the  light  of  the  completed  work. 
It  is  in  a  sense  a  monograph,  although  the  treat- 
ment is  never  essentially  technical.  It  is,  in- 
deed, a  most  happy  thought  on  the  part  of  the 
author  to  present  his  work  in  readily  available 
form.  Dr.  Carlson's  work  is  perhaps  too  well 
known  to  require  extended  comment.  It  may 
not  be  out  of  place,  however,  to  emphasize  the 
practical  applications  of  many  of  his  laboratory 
experiments.  His  careful  differentiation  be- 
tween hunger  and  appetite  is  noteworthy.  His 
sane  conclusions  regarding  the  use  of  bitter  ton- 
ics will  be  instructive  to  most  of  the  profession. 
In  general  the  book' is  one  of  a  very  small  group 
of  publications,  in  which  the  author  is  able  to 
present,  in  concise  form,  valuable  and  interesting 
subject-matter  almost  exclusively  based  on  first- 
hand observations. 

Standard  Surgical  Dressings.  By  Nellie  A. 
MacKenzie,  R.N.  Boston :  Whitcomb  &  Bar- 
rows. 

This  manual,  issued  by  the  Surgical  Dressings 
Committee  of  the  New  England  Section  of  the 
Woman's  Department  of  the  National  Civic  Fed- 
eration, contains  concise  and  accurate  directions 
for  making  standard  surgical  dressings  and 
represents  practice  employed  in  the  work  of  the 
committee  at  the  Peter  Bent  Brigham  Hospital, 
Boston,  in  the  preparation  of  dressings  for  the 
Entente  Allies  in  the  present  European  War. 
It  is  conveniently  divided  into  seven  chapters, 
dealing  respectively  with  materials,  technic,  ster- 
ile dressings,  non-sterile  dressings,  packing, 
sterilization,  storage  and  shipment.  It  is  well 
illustrated  with  a  number  of  text  cuts  and  dia- 
grams, and  has  a  prefatory  note  by  John  W. 
Eliot,  M.D.,  chairman  of  the  Surgeons'  Advis- 
ory Committee.  This  monograph  is  not  only  of 
immediate  value  in  the  continued  work  of  the 
committee,  but  should  form  the  basis  of  a  sub- 
sequent work  by  the  author  on  the  preparation 
of  surgical  dressings,  of  which  there  is  at  present 
no  English  textbook  in  existence. 
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TRENCH  FOOT. 

The  present  view  of  trench  foot  has  broad- 
ened to  such  an  extent  that  it  has  become  some- 
what difficult  to  gain  an  entirely  clear  idea  of 
the  relation  between  the  various  phenomena 
coming  under  this  head.  In  early  classifications, 
most  writers  were  disposed  to  consider  it  as  a 
form  of  frostbite.  For  example,  Rathery  and 
Bauzil  in  Paris  Medicale  of  March  31,  1917,  ap- 
parently regard  it  in  this  light,  and  treat  the 
symptoms  accordingly,  although  their  method  is 
new.  But  as  more  facts  have  been  collected,  and 
the  conclusions  are  now  published,  considerable 
doubt  has  sprung  up  respecting  many  points  in 
the  etiology  of  the  cases  reported  from  the 
various  fronts.  One  fact  clearly  emerges  from 
the  discussion — cold  or  frost  alone  is  not  the  es- 
sential factor.  To  produce  trench  foot  cold  and 
wet  must  be  combined,  and  it  is  becoming  fairly 
certain  that  they  are  associated  in  most  cases 
with  constitutional  elements. 

In  one  of  the  most  recent  accounts  (Gazetta 
■degli   Ospedali,    October   21,    1917)  Tassone 


states  that,  in  addition  to  frost  and  wet,  the  im- 
mobility of  the  limbs  is  the  most  important  fac- 
tor. Similarly,  Borchard  (Zeitschift  fur  Chi- 
rurgie,  19i6,  xliii,  p.  142)  notes  that  resting  the 
I  legs  is  favorable  to  the  occurrence  of  ' '  frost-gan- 
grene," implying  that  the  inactive  circulation 
is  a  causal  influence.  This  explains  why  the 
feet  are  attacked  first,  and  the  shins  next,  the 
feet  being  farthest  from  the  heart.  On  the 
other  hand,  Tassone  points  out  that  soldiers  who 
keep  up  a  vigorous  circulation  by  marching  and 
other  muscular  exertion  usually  have  sound, 
healthy  feet,  and  escape  not  only  edema  and 
gangrene,  but  also  the  milder  forms  of  frostbite. 
The  evil  tendency  is  aggravated  by  the  foot- 
gear of  some  armies.  British  surgeons  fre- 
quently complain  that  the  wearing  of  puttees 
and  tight-fitting  boots  predisposes  to  trench  feet 
by  constricting  the  circulation.  The  puttee  ap- 
pears to  be  particularly  objectionable,  as  it 
soaks  up  water  which  freezes  on  the  legs.  In 
spite  of  this  obvious  fault,  puttees  and  leggings, 
which  have  the  same  defects,  are  still  in  use.  It 
may  be  noted  in  this  connection  that  the  preva- 
lence of  trench  foot  has  an  important  bearing, 
not  only  on  the  question  of  footgear,  but  also 
on  army  discipline  in  general.  Among  na- 
tions, the  Germans  and  Bulgarians,  with  their 
heavy  boots  and  woolen  stockings,  have  suffered 
relatively  little,  whilst  the  Russians,  owing  to 
carelessness  and  shortage  of  leather,  have  been 
in  the  worst  plight. 

Since  trench  foot  occurs  in  healthy,  well-clad 
men,  some  authors  have  sought  to  connect  it 
with  constitutional  causes.  Thus  Lieutenant 
Longridge  {The  Lancet,  1917,  Vol.  i,  p.  62)  ob- 
serves that  the  blisters  and  sores  are  like  the 
trophic  sores  of  diseases  of  the  nervous  system, 
and  he  deduces  a  central  origin.  He  adopts  the 
thesis  that  trench  foot  is  due  to  "leakage  of 
neuro-electricity. "  This  seems  a  rather  fan- 
tastic effort  to  find  a  cause,  but  it  may  be  read- 
ily admitted  that  nervous  inhibition  plays  an 
important  part.  Some  evidence  in  favor  of  this 
view  is  supplied  by  Ellis  {British  Medical  Jour- 
nal, 1917,  Vol.  i,  p.  573).  He  noted  the  curative 
effects  of  nitroglycerine  through  dilatation  of 
the  peripheral  vessels. 

More  recently,  Raymond  and  Parisot  have 
published  a  series  of  observations  which  tend  to 
".how  that  a  mycelium  is  the  cause  of  trench  foot. 
They  isolated  an  organism  of  this  species  from 
fhe  water  of  the  trenches  {Societe  medicale  des 
Iwpitaux  de  Paris,  October,  1917).   The  mode  of 
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action  is  described  briefly  as  follows :  Soldiers 
stand  for  hours  in  water ;  their  shoes  and  stock- 
ings become  soaked,  and  the  mycelium  gradually 
penetrates  the  skin  and  tissues.  Their  method 
of  treatment,  which  has  the  approval  of  the 
highest  French  authorities,  consists  in  gentle 
cleaning  of  the  skin  with  boiled  water,  in  which 
soap  is  dissolved,  and  the  application  of  com- 
presses of  sterile  gauze  soaked  in  a  solution  of 
powdered  camphor  and  sodium  borate.  Care  is 
taken  not  to  break  the  skin  or  the  blisters,  but  in 
cases  of  abrasion,  a  powder  of  camphor,  sodium 
borate,  betanaphthol,  and  eucalyptus  is  used. 
In  most  cases  the  infection  is  thoroughly  eradi- 
cated by  this  treatment.  It  is  applicable  to  the 
cases  of  frostbite,  and  owes  much  of  its  special 
merit  to  its  rational  character  and  avoidance  of 
the  older  methods  of  rubbing  with  ice  or  snow, 
incision  of  the  blisters,  and  immobility  of  the 
feet.  It  is  better  to  use  tepid  water,  gentle  mas- 
sage, and  passive  hyperemia. 

The  most  valuable  part  of  this  study  relates 
to  treatment  and  problems  of  gangrenous 
change.  Trench  foot  exists  in  at  least  four 
stages — the  neuritic,  producing  pain ;  the 
edematous  without  discoloration ;  the  edematous 
with  blisters;  and  the  gangrenous,  partial  or 
circumscribed,  with  redness.  Captain  A.  D. 
Haydon  describes,  in  addition,  septic  cases,  with 
more  or  less  constitutional  disturbance,  with 
fever,  and  still  graver  cases  with  cellulitis  and 
purulent  infection  extending  up  from  the  dorsum 
of  the  foot  (tendo  Achillis)  to  the  shin.  Such 
cases  are  complex,  in  which  it  is  difficult  to  dis- 
entangle the  etiological  elements.  They  must  be 
treated  by  means  of  vaccines,  antistreptococcic 
serum,  injections  of  antiseptics  into  the  veins. 
For  the  moist  gangrene  the  best  remedy  is  iodo- 
form dissolved  in  ether,  one  part  in  ten.  Spread- 
ing gangrenous  cellulitis  is  noted  in  the  worst 
cases. — a  condition  which  he  treats  by  free  in- 
cisions, drainage,  and  sometimes  amputation. 

Trench  foot  accounts  for  so  much  preventable 
suffering  and  disability  that  we  should  be  less 
than  human  if  we  did  not  point  out  two  very 
obvious  criticisms.  Most  of  the  surgeons  abroad 
agree  that  waterproof  shoes  and  warm  woolen 
stockings,  over  which  flannel  is  drawn  in  winter, 
are  prophylactics.  Some  writers  suggest  rub- 
bing the  feet  with  grease.  So  far  as  we  have 
observed,  much  attention  is  paid  to  the  shape  of 
the  soldier's  feet,  to  flat  foot,  and  the  style  of 
the  shoes,  but  the  essential  things  are  too  often 
overlooked. 


VOCATIONAL  REHABILITATION  OF  DIS- 
ABLED SOLDIERS. 

On  January  14,  1919,  a  most  important 
conference  met  at  "Washington  to  fix  on  a 
program  for  the  re-education  of  crippled  sol- 
diers of  the  American  forces.  Invitations  to  at- 
tend this  conference  were  sent  out  by  the  Sur- 
geon-General of  the  Army,  at  the  request  of 
the  Secretary  of  War,  to  representatives  of  all 
government  departments  and  private  agencies 
which  might  be  interested  in  the  question.  The 
attendance  at  this  conference  represented  the 
following:  Surgeon-General  of  the  Army,  Sur- 
geon-General of  the  Navy,  Surgeon-General  of 
the  Public  Health  and  Marine  Hospital  Service, 
Bureau  of  War-Risk  Insurance,  Bureau  of  Edu- 
cation. Federal  Board  of  Vocational  Education. 
Department  of  Labor,  Federal  Compensation 
Commission,  Council  of  National  Defense,  De- 
partment of  Civilian  Relief  of  the  American 
Red  Cross,  Red  Cross  Institute  for  Crippled  and 
Disabled  Men,  American  Federation  of  Labor, 
Chamber  of  Commerce  of  the  United  States, 
National  Association  of  Manufacturers. 

The  Surgeon-General  of  the  Army  presented 
a  program  which  had  been  worked  out  by  his 
office,  providing  for  a  comprehensive  system  of 
reconstruction,  medical  and  economic,  to  be  car- 
ried out  under  military  auspices.  The  other 
conferees  brought  forth  the  argument  that  while 
medical  and  surgical  repair  were  well  within 
the. scope  of  the  surgeon-general's  work,  voca- 
tional training  was  a  civilian  matter,  and  should 
be  cared  for  by  civilians.  It  was  also  main 
tained  that  the  after-care  of  the  disabled  sol- 
dier was  already  delegated  by  Congress,  in  some 
degree,  to  the  Bureau  of  War-Risk  Insurance, 
and  that  several  other  departments  had  very 
definite  interests  and  responsibilities  in  the  mat- 
ter. 

After  much  discussion,  a  committee  was  in- 
structed to  draw  up  a  program  to  be  followed. 
This  committee  met  several  times,  and  on  Jan- 
uary 21  appeared  before  the  conference,  bring- 
ing the  draft  of  a  bill  for  submission  to  Con- 
gress, calling  for  the  creation  of  an  inter-depart- 
mental commission  to  be  known  as  the  Board 
for  Vocational  Rehabilitation.  After  several 
amendments  had  been  made,  the  bill  was  pre- 
sented to  the  Surgeon-General  of  the  Army,  for 
transmission  to  the  Secretary  of  War.  and  is 
now  being  introduced  into  Congress. 
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The  measure  as  adopted  by  the  conference 
provides  for  the  vocational  rehabilitation  and 
return  to  civil  employment  of  persons  dis- 
charged from  the  military  or  naval  service  of 
the  United  States,  who  have  been  disabled  in 
the  line  of  duty  when  in  such  service,  when  the 
result  is  dismemberment,  or  injury  to  sight,  or 
to  hearing,  or  other  disability,  including  dis- 
ease. When  mustered  out  of  military  service, 
such  disabled  persons  shall,  upon  the  order  of 
the  Bureau  of  War-Risk  Insurance,  follow  the 
courses  of  vocational  rehabilitation  provided  for 
by  the  Board  of  Vocational  Rehabilitation, 
which  is  created  under  this  measure. 

The  Bureau  of  War-Risk  Insurance  is  em- 
powered to  order  any  disabled  person  who  is 
unable  to  pursue  his  former  occupation  or  some 
other  gainful  occupation,  to  follow  the  voca- 
tional rehabilitation  courses.  The  same  compen- 
sation as  that  given  for  total  disability  is  to  be 
allowed  while  the  disabled  person  is  pursuing 
these  courses,  and  compensation  may  be  with- 
held if  the  courses  are  not  followed  in  a  satis- 
factory manner. 

The  Board  of  Vocational  Rehabilitation  is  to 
include  one  representative,  respectively,  of  the 
Department  of  the  Treasury,  Department  of 
War,  Department  of  the  Navy,  Department  of 
Labor,  Federal  Board  for  Vocational  Education, 
and  the  members  of  the  Board  are  to  serve  with- 
out compensation  except  for  traveling  and  other 
necessary  expenses. 

The  Board  is  authorized  to  establish  three  ad- 
visory committees, — one  on  agriculture,  one  on 
commerce  and  manufacture,  and  one  on  labor. — 
such  committees  to  consist  of  persons  who  have 
special  ability  and  experience  with  regard  to 
the  training  and  employment  of  men  in  agri- 
culture, industry,  and  commerce. 

The  Board  is  to  establish  courses  of  voca- 
tional rehabilitation,  which  are  to  be  given  in 
connection  with  schools  already  established,  or 
with  industrial  and  commercial  plants  where- 
ever  passible.  Provision  is  also  made  for  the 
building  of  special  schools  where  the  need  arises. 

All  medical  and  surgical  work  necessary  to 
give  functional  and  mental  restoration  to  dis- 
abled persons  in  military  service  shall,  until 
their  discharge,  be  directly  under  the  control  of 
the  War  Department  and  the  Surgeon-General ; 
disabled  persons  in  naval  service  shall,  until 
their  discharge,  be  cared  for  by  the  Navy  De- 
partment and  Bureau  of  Medicine  and  Surgery 


of  that  Department.  After  discharge,  func- 
tional and  mental  restoration  are  to  be  cared  for 
by  the  War-Risk  Insurance  Bureau.  Whenever 
pre-vocational  work,  mental  or  manual,  is  em- 
ployed by  the  above  agencies  as  a  therapeutic 
measure,  a  plan  shall  be  arranged  between  each 
of  these  agencies  and  the  Board  for  Vocational 
Rehabilitation,  in  order  to  provide  for  a  contin- 
uous process  of  pre-vocational  and  vocational 
training. 

Ten  million  dollars  are  to  be  appropriated 
from  the  Treasury  for  the  carrying  on  of  the 
work. 


REDUCTION  IN  PAY  OF  OFFICERS  IN 
THE  FIELD. 

A  law  which  has  been  causing  much  discus- 
sion of  late  is  that  which  takes  from  Army  offi- 
cers in  the  field  who  have  dependents,  the  allow- 
ance for  quarters  which  officers  behind  the  lines 
receive.  Though  it  might  be  supposed  that  a 
sound  military  policy  would  favor  those  nearest 
the  fighting  line,  and  so  in  greatest  danger,  and 
although  in  circulars  now  issued  to  candidates 
for  commission  in  the  Army  the  Government 
promises  quarters  or  commutation,  by  a  deci- 
sion of  the  War  Department,  officers  who  are 
now  serving  in  France,  on  the  Mexican  border, 
or  m  training  camps  have  been  deprived  of  this 
allowance.  The  commutation  for  quarters  is 
paid  when  the  officer  is  ordered  on  some  de- 
tached service  or  city  service  in  Washington  or 
elsewhere.  Never  is  there  any  consideration 
taken  of  the  officer's  family,  as  to  quarters. 

In  times  like  these,  it  stands  to  reason  that 
officers'  families,  as  well  as  other  people,  are  in 
need  of  the  assistance  which  the  allowance  for 
quarters  would  give.  Bills  have  twice  been  in- 
troduced into  the  Senate,  which  have  attempted 
to  restore  the  allowance,  but  have  in  both  cases 
failed  to  pass  on  account  of  opposition  from 
the  War  Department.  The  Quartermaster-Gen- 
eral issued  a  statement  to  the  effect  that  the 
annual  expenditure  for  this  purpose  would 
amount  to  about  thirty  million  dollars.  The 
mere  fact  that  the  Quartermaster-General 
should  issue  such  a  statement,  which  practically 
means  that  the  Government  is  depriving  the 
families  of  Army  officers  of  that  amount,  would 
seem  almost  enough  to  bring  about  the  passage 
of  a  bill  which  has  recently  been  introduced  into 
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the  House  of  Representatives,  to  secure  for  of- 
ficers with  dependents  while  on  duty  with 
troops,  the  commutation  for  quarters  which 
they  previously  received. 

There  can  be  no  doubt  that  the  cutting  off  of 
such  an  allowance  is  a  hardship  to  the  officers 
and  to  their  families.  It  is  a  well-known  fact 
that  many  wives  of  officers  are  seeking  employ- 
ment to  help  support  their  families  while  their 
husbands  are  serving  on  the  Mexican  border  or 
in  France. 

It  is  necessary  for  the  effective  development 
and  maintenance  of  our  fighting  forces  that  they 
themselves  shall  be  properly  housed,  and  also 
that  their  families  be  kept  in  comparative  com- 
fort. The  effect  of  the  present  War  Department 
policy  is  to  decrease  the  pay  of  every  officer  who 
is  on  duty  with  a  tactical  unit  at  camp  or  can- 
tonment either  at  home  or  abroad,  while  the  pay 
of  officers  not  on  duty  with  troops  remains  the 
same  as  in  time  of  peace.  To  quote  from  the 
Defense  Bulletin-' 

"No  pacifist  could  contrive  a  more  discour- 
aging handicap  to  the  successful  prosecution  of 
the  war  than  to  cut  the  pay  of  officers  nearly 
25%  as  soon  as  they  start  to  fight  or  to  teach 
others  how  to  fight,  and  this  at  a  time  when 
their  situation  and  that  of  their  dependents 
makes  them  peculiarly  susceptible  to  disastrous 
effects  of  the  rapid  and  great  increase  in  the 
cost  of  living." 


MEDICAL  NOTES. 

Low  Death  Rates  Despite  the  Severe  Cold. 
— After  two  months  of  the  most  severe  winter 
weather  which  this  city  has  ever  experienced, 
New  York  emerges  with  a  health  record  which 
shows  a  saving  of  over  2600  lives  over  the  death 
toll  paid  by  the  city  during  the  corresponding 
months  of  1917. 

For  the  first  two  months  of  1917  the  death 
rate  was  16.97  in  1917,  as  against  15.51  for  the 
same  period  this  year.  If  the  death  rate  experi- 
enced in  the  first  two  months  of  last  year  had 
prevailed  during  the  two  months  of  this  year, 
the  number  of  deaths  would  have  been  16,608. 
As  a  matter  of  fact,  only  13,962  deaths  occurred, 
which  means  a  saving  of  2,646  lives  during  the 
two  months  of  1918.  When  we  consider  the  re- 
markable atmospheric  condition  prevailing  dur- 
ing the  two  months  past,  and  the  fuel  and  food 


difficulties  which  arose  during  that  time,  it  is  a 
cause  for  congratulation  on  the  part  of  the 
people  of  the  city  that  so  favorable  a  showing 
can  be  made. 

The  most  noteworthy  reduction  in  the  mortal- 
ity was  that  from  lobar  pneumonia,  there  having 
been  a  decrease  of  450  deaths  reported  from  this 
cause,  as  compared  with  the  corresponding 
period  of  1917.  Pulmonary  tuberculosis,  which 
showed  for  the  first  time  in  many  years  an  in- 
creased mortality  during  1917,  gives  promise  of 
leing  lower  for  this  year,  as  during  the  two 
months  under  discussion  a  perceptible  decrease 
in  the  death  rate  from  this  cause  has  already  oc- 
curred. 

The  saving  of  life  has  been  mostly  among 
adults,  a  fact  which  makes  the  saving  to  the 
community  the  more  valuable.  The  number  of 
births  reported  during  the  first  two  months  of 
1918  was  22,021,  as  compared  to  24,227  during 
the  same  period  of  1917,  a  decrease  of  2206. 
There  was  also  a  falling  off  in  the  number  of 
marriages,  only  8389  having  occurred  in  the 
first  two  months  this  year  as  compared  to  11,187 
during  the  same  months  last  year. 

Smallpox  in  New  York  State. — Some  time 
ago  we  commented  on  the  prevalence  of  small- 
pox in  various  parts  of  Connecticut,  and  pointed 
out  that  unvaccinated  communities,  if  invaded, 
would  pay  dearly  for  their  failure  to  make  use 
of  the  proven  protective  vaccination.  According 
to  a  report  just  issued  by  the  New  York  State 
Department  of  Health,  a  number  of  local  out- 
breaks of  smallpox  occurred  during  the  past 
year  in  various  parts  of  New  York  State,  in  sev- 
eral instances  the  disease  entering  New  York 
from  Connecticut.  In  other  instances  the  pri- 
mary case  came  from  Massachusetts,  Canada. 
Ohio  and  from  Pennsylvania. 

Early  in  last  November  the  disease  made  its 
appearance  in  central  New  York,  the  first  case 
being  discovered  at  Rome.  From  there  it  spread 
to  Utica,  where  47  cases  resulted  in  the  next  two 
months,  and  to  Frankfort  in  Herkimer  County. 
78  of  them  in  the  town  and  village  of  Frank- 
fort. 

Within  the  past  few  months  over  250  cases  of 
smallpox  have  occurred  in  various  parts  of  the 
state,  several  of  them  within  the  city  of  New 
York.  Moreover,  as  may  be  seen  from  the  U.  S. 
Health  Reports,  smallpox  is  prevalent  not  in 
New  York  State  alone.  Hence,  in  spite  of  vigi- 
lance, those  who  travel  or  who  mingle  with  oth- 
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ers  may  at  any  time  come  into  close  contact  with 
persons  capable  of  transmitting  the  disease.  Ac- 
cording to  the  State  Health  Department,  a  sales- 
man was  recently  encountered  who,  while  he 
was  suffering  from  smallpox,  had  travelled  over 
several  counties  before  his  condition  was  discov- 
ered. 

Government  to  Supervise  Medical  Schools. 
— A  special  division  of  the  Surgeon-General's 
office  has  been  created  under  the  charge  of 
Major  H.  D.  Arnold,  M.R.C.,  which  is  to  oversee 
the  work  of  students  enlisted  in  the  Medical 
Reserve  Corps  under  the  section  of  the  selective 
service  act,  which  provides  that  students  in 
"well-recognized"  medical,  dental,  or  veterinary 
schools  may,  with  the  permission  of  the  Sur- 
geon-General, be  enlisted  in  the  Medical  Reserve 
Corps,  which  is  not  liable  to  active  call  to  serv- 
ice until  full  professional  knowledge  is  acquired. 

The  appointment  of  Professor  Waite  of 
Western  Reserve  to  this  board  is  a  significant 
one,  for  he  is  a  recognized  authority  on  medical 
education.  Not  only  does  this  appointment 
show  that  the  nation  is  planning  to  see  to  it 
that  the  doctors  who  go  into  the  Army  are  quali- 
fied to  fill  their  positions,  but  it  means  that  some 
medical  schools  will  no  longer  be  able  to  conceal 
their  shortcomings.  Should  this  board  to  which 
Dr.  Waite  has  been  appointed  find  that  any 
student  in  the  Medical  Reserve  Corps  is  not 
making  satisfactory  progress  with  his  profes- 
sional studies,  he  may  be  removed  from  the  re- 
serve list,  and  be  made  subject  to  call  to  active 
military  service. 

The  direct  result  of  such  an  investigation 
should  help  to  standardize  medical  education, 
and  make  public  the  standing  of  medical  schools. 

Principal  Causes  op  Death. — The  Census 
Bureau  has  issued  a  statement  with  reference  to 
mortality  in  1916,  showing  that  the  "registra- 
tion area,"  which  contains  approximately  70% 
of  the  population  of  the  United  States,  reported 
for  that  year  1,001,921  deaths.  Nearly  one- 
third  of  these  deaths  were  due  to  three  causes, — 
heart  diseases,  tuberculosis,  and  pneumonia, — 
and  nearly  another  third  were  due  to  the  follow- 
ing nine  causes:  Bright 's  disease  and  nephritis, 
cancer,  apoplexy,  diarrhea  and  enteritis,  influ- 
enza, arterial  diseases,  diabetes,  diphtheria,  and 
typhoid  fever.  Cancer  and  other  malignant  tu- 
mors caused  58.600  deaths  in  1916,  in  the  regis- 
tration area.    Of  these,  22,480  resulted  from 


cancers  of  the  stomach  and  liver.  The  death 
rate  from  cancer  has  risen  from  63  per  100,000 
in  1900,  to  81.8  in  1916.  For  the  whole  United 
States,  the  cancer  mortality  is  not  less  than 
80,000  per  annum.  The  increase  in  cancer  mor- 
tality has  been  almost  constant,  though  part  of 
this  increase  may  be  due  to  more  correct  diag- 
noses and  greater  care  on  the  part  of  the  physi- 
cians in  reporting  to  the  registration  officials. 

It  is  shown  by  the  census  announcement  that 
the  decline  in  the  tuberculosis  death  rate  has 
been  most  pronounced,  due  to  the  progress 
which  has  been  made  in  its  prevention  and  treat- 
ment. Those  interested  in  the  control  of  cancer 
may  feel  that  educational  activities  along  that 
line  may  be  as  successful  in  its  control  as  they 
have  been  in  the  control  of  tuberculosis.  There 
has  been  a  steady  increase  in  the  number  of  pa- 
tients seen  in  time  for  successful  treatment  of 
cancer,  and  a  marked  increase  in  the  number  of 
those  seeking  advice  about  pre-cancerous  condi- 
tions. 

Sectional  Conference  Plans.— Preliminary 
arrangements  are  now  being  made  for  six  sec- 
tional conferences  on  tuberculosis  next  fall.  The 
time  and  place  of  each  will  soon  be  announced. 
At  five  conferences  last  year,  Continuation  Com- 
mittees were  elected  to  act  in  an  advisory 
capacity  regarding  plans  for  the  1918  meetings. 
These  committees  are  now  giving  consideration 
to  the  matter  of  time  and  place,  as  well  as  sug- 
gestions for  programs.  Members  of  the  Con- 
tinuation Committee  from  New  England  are  as 
follows:  Dr.  E.  D.  Merrill,  Foxcroft,  Me.;  Dr. 
George  Haven  Clarke,  Concord,  N.  H. ;  Dr.  Ed- 
ward J.  Rogers,  Pittsford,  Vt. ;  Hon.  Jonathan 
Godfrey,  New  Haven,  Conn. ;  Miss  Mary  Mur- 
ray, Providence,  R.  I.;  and  Dr.  Arthur  K. 
Stone,  Boston. 

Spanish  National  Medical  Congress. — It  is 
announced  that  the  first  session  of  the  Spanish 
National  Medical  Congress  will  be  held  at 
Madrid  from  April  21  to  26,  1918,  in  seventeen 
sections,  under  the  presidency  of  Dr.  Ramon  Y 
Cajal.  Dr.  Cajal,  known  for  his  work  on  the 
histology  of  the  nervous  system,  was  born  in 
1852,  the  son  of  a  physician  and  professor  of 
anatomy.  After  graduating  from  the  Univer- 
sity of  Saragossa  in  1873,  he  served  for  a  time 
as  an  army  medical  officer  in  Cuba.  He  was  ap- 
pointed professor  of  anatomy  at  Valencia  in 
1881,  professor  of  histology  in  Barcelona  in 
1886,  and  at  Madrid  in  1892. 
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war  notes. 
Public  Health  Administration  in  Russia. — 
Russia,  with  a  population  of  180,000,000,  by  far 
the  greater  part  of  which  lives  in  rural  districts, 
has  developed  a  remarkable  system  of  free  med- 
ical care  and  health  protection  for  her  rural 
inhabitants.  Up  to  1864,  the  practice  of  medi- 
cine was  confined  chiefly  to  the  cities.  After 
the  creation  of  the  zemstvos  by  Alexander  II,  an 
effort  was  made  to  give  free  medical  care  to 
rural  inhabitants,  and  by  1870  the  zemstvos  had 
arranged  a  system  of  fixed  medical  districts, 
each   provided  with  a  small  hospital  and  a 
qualified  physician.    The  number  of  hospitals 
has  since  then  constantly  increased.    The  tend- 
ency has  been  to  make  all  hospital  and  dispen- 
sary work  free,  as  the  care  of  the  sick  is  thought 
to  be  a  natural  duty  rather  than  an  act  of  char- 
ity.   The  province  of  Moscow  has  the  most  fully 
developed   system,    providing   a   hospital  for 
every  10,000  to  15,000  inhabitants,  each  with 
two  physicians,  two  medical  assistants,  and  four 
sister  nurses.    Each  of  the  larger  hospitals  pro- 
vides a  certain  number  of  beds  for  general  use, 
for  communicable  diseases,  and  maternity  cases ; 
each  lias  its  dispensary,  and  no  charge  is  made 
for  medicine  or  for  medical  care ;  home  visits 
are  made  only  in  serious  cases.    On  the  pre- 
ventive side,  the  province  of  Moscow  is  divided 
into   thirteen  sanitary  districts,  with  medical 
supervisors,  a  central  statistical  division,  a  lab- 
oratory and  a  vaccine  institute.   There  is  a  sani- 
tary council  for  each  district,  and  also  for  the 
whole  province,  with  district  physicians  and  fac- 
tory physicians,  all  of  whom  are  under  the  con- 
trol of  the  zemstvos. 

BOSTON  AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During  the 
week  ending  March  2,  3918,  the  number  of 
deaths  reported  was  345,  against  299  last  year, 
with  a  rate  of  22.94,  against  20.19  last  year. 
There  were  58  deaths  under  one  year  of  age, 
against  56  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  was :  diphtheria,  96 ;  scarlet  fever,  36 ; 
measles,  190 ;  whooping  cough,  56 ;  typhoid 
fever,  1  ;  tuberculosis,  66. 

Included  in  the  above  were  the  following 
cases  of  non-residents :  diphtheria,  14 ;  scarlet 
fever,  8 ;  measles,  3 ;  tuberculosis,  7. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 5 ;  scarlet  fever,  1 ;  measles,  2 ;  whooping 
cough,  2;  typhoid  fever,  1;  tuberculosis,  35. 


Included  in  the  above  were  the  following  non- 
residents :  diphtheria,  2 ;  scarlet  fever,  1 :  ty- 
phoid fever,  1 ;  tuberculosis,  3. 

Cutter  Lectures  on  Preventive  Medicine. 
— The  Cutter  Lectures  on  Preventive  Medicine 
and  Hygiene  for  1918  will  be  given  by  Profes- 
sor E.  V.  McCollum,  of  the  School  of  Hygiene 
and  Public  Health,  Johns  Hopkins  University. 
The  dates  and  subjects  are  as  follows : 

March  19 — The  Essentials  of  an  Adequate 
Diet. 

March  20 — The  Special  Dietary  Properties  of 
Our  Natural  Foodstuffs. 

March  21— The  Dietary  Habits  of  Man  and 
Their  Relation  to  Disease. 

The  lectures  will  be  given  in  the  Amphi- 
theatre of  Building  E,  Harvard  Medical  School, 
from  5  to  6  p.m. 


MASSACHUSETTS  STATE  COMMITTEE, 
COUNCIL  OF  NATIONAL  DEFENSE, 
MEDICAL  SECTION. 

LIST  OF  MASSACHUSETTS  PHYSICIANS  IN 
THE  SERVICE  OF  THE  ARMY,  NAVY  AND  RED 
CROSS,  COMPILED  BY  THE  MASSACHUSETTS 
STATE  COMMITTEE,  COUNCIL  OF  NATIONAL 
DEFENSE,  MEDICAL  SECTION,  AS  OF  FEB- 
RUARY 1,  1918. 

This  list  contains  only  names  of  men  whose  official 
acceptance  of  their  commissions  had  been  received 
previous  to  February  1,  1918.  Names  in  small  type 
are  of  Medical  Reserve  Corps,  United  States  Army. 
Those  in  capitals  and  small  capitals  are  designated  as 


follows  : 

"Medical  Corps"   . . .  Medical  Corps,  Regular  Army 
"National  Guard"  ..Medical  Corps,  National  Guard 

'Navy"   Medical  Corps,  Navy 

"Naval  Reserve"  . . .  Medical  Corps,  Naval  Reserve 
"Red  Cross"   Red  Cross  Service,  Europe 


♦Honorably  discharged       t  Killed  in  action 

Any  corrections  will  be  gratefully  received  by  the 
Secretary  of  the  Committee,  Dr.  Walter  L.  Burrage, 
282  Newbury  Street,  Boston. 

Abbot.  Edward  S  Waverley 

Adams,  Donald  S  Boston 

Adams,  Edward  A  Ntn.  Lr.  Falls 

Adams.  Winthrop,  Naval  Reserve  ...Cambridge 

Adams,  Zabdiel  B  Boston 

Aimone,  Victor  A  Winchester 

Alexander,  Harry  L  Boston 

Alexander,  Kirke  L.   Orange 

Allen,  Arthur  W  Boston 

Allison,  Carl  E  Somerville 

Amiral,  Hiram  H  Boston 

♦Anderson.  John  H  Brockton 

Anceix,  Worcester  R.,  Naval  Reserve  Brookline 
Applebaum,  Jacob.  Naval  Reserve  ....  Boston 
Arnold,  Horace  D  Boston 
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Ash,  James  E.,  Medical  Corps   Boston 

Ash.  Richard  M  West  Quincy 

Ashniore,  Bucll  L  Palmer 

Aub,  Joseph  C  Boston 

Austin,  Arthur  E  Boston 

Babcoek,  Harold  L  Boston 

Bagnall,  Elmer  S  Groveland 

Bailey,  Charles  H  Gardner 

Bailey,  Karl  R.,  National  Guard  ....  Boston 

Bailey,  Walter  C,  Red  Cross   Boston 

Baker,  Horace  M  Boston 

Banquer,  Jacob  E  Boston 

Barnes,  Frederick  R  Fall  River 

Barnes,  Louis  D  Lanesborough 

Barrow,  Wm.  H.,  Medical  Corps  

Bartol,  Edward  F.  W  Milton 

Bartol.  John  W   Boston 

Batchelder,  Hollis  G  Dedham 

Baxter,  Clarence  P.,  Medical  Corps  .  Topsfield 

Baxter,  William  E  Topsfield 

Beal,  Howard  W  Worcester 

Bearse,  Carl   Boston 

Beaudet,  Elphege  A  Lowell 

Beaupre,  Dolor  I  Holyoke 

Beckley,  Chester  C  Lancaster 

Bedard,  J.  Armand,  Red  Cross  Lynn 

Beebe,  Theodore  C  Boston 

Begg.  Alexander  S  Boston 

Behrman,  Roland  A  Roslindale 

Belding.  David  L  Boston 

Bell,  Richard  D  Somerville 

Benoit,  Samuel  J  Gardner 

Berry,  Gordon   Worcester 

*Berry,  Walter  D  Braintree 

Bigelow,  Edward  B  Worcester 

Bigelow,  George  H  Boston 

Bill,  Jose  P  Boston 

Binney,  Horace   Boston 

Biondi,  George  C  Framingham 

Birdsall,  Clarence  H  Boston 

Birnie,  John  M  Springfield 

Bishop,  Franklin  L.  Boston 

Blanchard,  Wm.  H.,  National  Guard  Allston 

Blanchette,  William  H  Fall  River 

Boardman,  William  P  Boston 

Bock,  Artie  V  Boston 

Bog  an,  Frederick  L.,  National  Guard  Boston 

Bolduc,  Alfred  G  Attleboro 

Bonneville,  A.  J  Hatfield 

Boothby,  Walter  M  Boston 

Bostick,  Warren  J  W.  Springfield 

Bottomley,  John  T  Boston 

Bowen,  James  F  Amherst 

Brackett,  Elliot  G  Boston 

Breed,  Nathaniel  P  Lynn 

Bressler,  Charles  W  Boston 

Bridgwood,  David   Warren 

Briggs,  Lloyd  V  Boston 

Briggs,  Maurice  T.,  Naval  Reserve  . .  Boston 
Brown,  Chester  P.,  National  Guard  . 

Brown,  Percy   Boston 

Brown,  Roy  F.,  National  Guard   Fall  River 

Browne,  William  E  Boston 

Brtjckshaw,  Henry  A.,  Naval  Reserve  Fairhaven 

Brunelle,  Arthur  L  New  Bedford 

Bryant,  John   Boston 

Bryant,  Mason  D.,  National  Guard  . .  Lowell 

Buckley,  James  T  Marlboro 

Bndreski,  Alphonse  F  Brighton 

Bull,  Edward  C  Boston 

Bunker,  Henry  A.,  Jr.,   

National  Guard   Boston 

Bunker,  Sidney  M  Worcester 

Burke,  Francis  R  Quincy 

Burke,  George  H  Springfield 

Burnham,  J.  Forrest   Lawrence 

Burns.  John  E  Natick 

Burpee,  Benjamin  P  Boston 

Burrell.  Harry  C  Medford 

Burt,  Clarence  E.,  Medical  Corps  . . .  New  Bedford 


Butler,  Charles  S  Boston 

Byrne,  William  R  Framingham 

Byrnes,  Harry  F  Springfield 

Cabot,  Richard  C  Boston 

Cady,  Frederick  B.  M  Cambridge 

Cahill,'  Harry  P  Boston 

Caines,  Richard  J.  R  Boston 

Caldicott,  Francis  S  Taunton 

Camprell,  Franklin  E  

Naval   Reserve   Medford 

f'anedy,  Charles  F  Greenfield 

Cannon,  Walter  B  Boston 

Carden,  Charles  J  Haverhill 

Carley,  Arthur  W  Ayer 

Carney,  Harold  E  Boston  Harbor 

Caro,  Herman   Palmer 

Carpenter,  Robert  J  North  Adams 

Carr,  Arthur  W  Bridgewater 

Chadwell,  Orville  R  Boston 

Chagnon,  Deodatus  T  Holyoke 

Chambers,  Ralph  M  Westboro 

Chandler,  Clarence  L  Fitehburg 

Chandler,  Harold  B  Boston 

Chandler.  Thomas  E  Boston 

Chapin,  William  A.  R  Springfield 

Chaput,  Lucien  R  Haverhill 

Chase,  Frank  H  Chelsea 

Chase,  Heman  B  Hyannis 

Cheever,  Austin  W.,  Naval  Reserve  .  Mattapan 

Chereskin,  Johnston  L  Springfield 

Chisholm,  Lawrence  C,  

Naval  Reserve   Salem 

Chisholm,  Miles  D  Westfield 

Choquette,  Hormidas   New  Bedford 

Chronquest,  Alfred  P  Danvers 

Claffy,  John  McM  Springfield 

Clark,  DeWitt  S  Salem 

Clark,  Harry  A  Andover 

Clark,  W.  Irving.  Red  Cross   Worcester 

Clarke,  Willis  E  Maiden 

Clifford,  Randall,  Naval  Reserve  ...New  Bedford 

Clute.  Howard  M  Boston 

Clymer,  George   Boston 

Coates,  Edward  A.,  Jr.,  Medical  Corps  Chelsea 

Cobb,  Gardner  N.,  Naval  Reserve  Boston 

Coburn,  Harry  R  Tewksbury 

Cochrane.  Robert  C  Boston 

Coffin,  Whitman  K  Provincetown 

Cogswell,  George  P  Cambridge 

Cogswell.  William   Haverhill 

Cohen.  Nathaniel  M  Boston 

Cohen.  Samuel  A  Roxbury 

Collins.  Joseph  D  Northampton 

Collins,  William  J  Northampton 

Colwell.  Howard  S  Worcester 

Colwill,  Albert  W.,  National  Guard  . 

Conner,  Homer  L  Haverhill 

Connery.  William  L  Springfield 

Connor,  Harold  J.,  National  Guard  . . 

Connor,  William  H.,  Navy  Pittsfield 

Cook,  James  H  Quincy 

Cook,  Robert  J  Boston 

Cort.  Parker  M  Springfield 

Cosgrove,  Joseph  J  Westfield 

Cotting,  William  F  Boston 

Cottle,  George  F.,  Navy   Edgartown 

Councilman.  William  T  Boston 

Coupal,  James  F.,  National  Guard  ..Boston 
Courtney,  Thomas  J.,  Naval  Reserve  Waltham 
Cowles,  Dwight  J..  Naval  Reserve  ..Ipswich 

Cox,  Oscar  F.,  Jr  Boston 

Craigin,  George  A  Boston 

Crandall,  Walter  M  Lawrence 

Crandon,  Leroi  G.,  Naval  Reserve  . . .  Boston 
Cremens,  John  F.,  Naval  Reserve  ...Cambridge 

Crimmin,  Leo  P  Boston 

Crosbie,  Arthur  H  Boston 

Crockett,  Eugene  A.,  Red  Cross  Boston 

Ctllen,  Charles  A„  Naval  Reserve  . .  Hyde  Park 
Cunha.  Manuel  F  Boston 
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Cunningham,  Richard  A  Boston 

Curley,  Clarence  P.,  Naval  Reserve  .  Provincetown 
Curran,  Arthur  M.,  National  Guard  North  Adams 

Currin,  John  F.  Lawrence 

Cushing,  Harvey   Brookline 

Cutler,  Elliott  C  Roston 

Cutter,  Irving  T  Winchester 

Dacey,  Cornelius  J  Brockton 

Dalrymple,  Alfred  T  South  Boston 

Dana,  Harold  W  Brookline 

Danforth,  Murray  S  Boston 

Darling,  Eugene  A  Cambridge 

Davis,  Charles  H  Hamilton 

Davis,  Ernest  L  Springfield 

Davis,  Frank  A  Boston 

Davis,  Henry  L.,  National  Guard  

Davis,  Henry  L  Chelsea 

♦Davis,  Henry  L  Lynn 

Davis,  Lincoln   Boston 

Dennen,  Ralph  W  Waltham 

Denning,  William  E  Worcester 

Denny,  George  P  Boston 

Derby,  George  S  Boston 

DeWolf,  Charles  W  Tewksbury 

Diehl,  Harold  E  Quincy 

Dillenback,  Emil  U  Springfield 

Dillon,  William  J  Springfield 

DiMento,  "Vincent  J  Brighton 

Dobson,  Clarence  H  Conway 

Dobson,  William  M  Dor.  Center 

Dodd,  Isaac  S.  F  Pittsfield 

Dole,  Kenneth  L  Boston 

Dolloff,  Eugene  M  East  Lynn 

Dow,  David  C,  Naval  Reserve  Cambridge 

Dowling,  John  J  Boston 

Downing,  John  G.,  Naval  Reserve  . . .  Boston 

Doyle,  John  H  Fall  River 

Drury,  Dana  W  Boston 

Dudley,  Augustus  W.,  Naval  Reserve  Cambridge 

Dudley,  Charles   Kingston 

Dudley,  Oscar  A.,  National  Guard  . .  Saxonville 

Duff,  John,  Jr.,  Navy   Boston 

Duffy,  Edward  A  Boston 

Dunn,  Joseph  H.,  National  Guard  . . 

Dwinell,  George  F  Boston 

Dwyer,  Wm.  J.,  National  Guard   Cambridge 

Eastman,  George  W.,  Naval  Reserve  .  Lynn 

Eaton,  Harold  B  Boston 

Eaton,  William  E.,  Navy   Boston 

Eldridge,  David  C,  Naval  Reserve  . .  Dorchester 

Eliot,  Henry  W  Belchertown 

Ellsworth,  Samuel  W  Boston 

Ely,  Theodore  W.,  National  Guard  . .  Boston 

Emerson,  Kendall   Worcester 

Emmons,  Arthur  B.,  2nd   Boston 

Emmons,  Henry  M  Jamaica  Plain 

Erlenbach,  James  H.,  National  Guard  Dorchester 

Ernst,  Harold  C  Boston 

Eustis,  Richard  S  Boston 

Evans,  Robert  J.,  Jr  Springfield 

Ewing,  Edward  H  Stoughton 

Favour,  Richmond,  Jr  Natick 

Faxon,  Nathaniel  W  Stoughton 

Fay,  William  J.,  National  Guard  ....  Worcester 

Fellows,  Albert  W  Boston 

Fennelly,  Daniel  J  Fall  River 

Fen  ton,  Alfred  A  Norwood 

Fiege,  Herbert  R  Waverley 

Field,  Henry  M  Norwood 

Ftelden,  John  S.  O.,  Jr.,   

Medical  Corps   Fall  River 

Finnerty,  Charles  W  Somerville 

Fiske,  Eben  W  Boston 

Fittr,  Henry  B.,  Navy   Provincetown 

Fitts,  John  B  Boston 

Fitz,  Reginald   Boston 

Fletcher,  Robert  S  Oxford 


Foley,  Joseph  D.,  Medical  Corps   Springfield 

Forbes,  Alexander,  Naval  Reserve  . . .  Milton 

Forbes,  Henry   Boston 

Ford,  John  F  Boston 

Fornell,  Carl  H.,  Naval  Reserve  ....  Quincy 

Foster,  John  H  Boston 

Fraim,  Irving  W  Waltham 

Fraser,  Archibald  McK  Boston 

Fraser,  Somers   Boston 

Fregeau,  Aime  N  Fitchburg 

French,  Edward  H  Brighton 

Frothingham,  Channing,  Jr  Boston 

Gage,  Homer   Worcester 

Gallagher,  John  H.  C  Chicopee 

Gallagher,  Nicholas  A  Maiden 

Ganley,  A.  J  Methuen 

Gardner,  Howard  E.,  Navy  Springfield 

♦Gardner,  Leroy  U  Cambridge 

Gay,  William  M  Sharon 

Gelineau,  Joseph  H  Easthampton 

Gennert,  Jacob   New  Bedford 

George,  Arial  W  Boston 

George,  Frank  W  Worcester 

Gettings,  James  H  Boston 

Ghoreyeb,  Albert  A.  W  Boston 

Gilfillan,   Donald   Worcester 

Gillon,  Charles  G.  O,  Naval  Reserve  Taunton 

Glass,  James,  National  Guard  Framingham 

Gleason,  Benjamin  W.   Athol 

Goethals,  Thomas  R  Boston 

Golden,  Ross,  Medical  Corps   Boston 

Goldthwait,  Joel  E  Boston 

Goodall,  Harry  W  Boston 

Goodwin,  James  J  Clinton 

Gosline,  Harold  I  Boston 

Gould,  Clarke  S  Norwood 

Gould,  James  A  Westboro 

Goulding,  Timothy  F  Boston 

Grabfield,  Gustave  P.,   

National  Guard   Boston 

Graham,  James  M  Ft.  Revere 

Graham,  Otis  L.,  Medical  Corps  ....  Boston 

Grandison,  Louis  J  Charlestown 

Greaney,  William  F  Holyoke 

Green,  Hyman   Boston 

Green,  Milo  C  Boston 

Greene,  Richard  C  Northampton 

Greenough,  Robert  B.,   Boston 

Naval  Reserve   

Greenwood,  Allen   Boston 

Gunteb,  Fred  C,  National  Guard  ....  Boston 
Guthrie,  Andrew  D.,  Naval  Reserve  .  Medford 
Gwynne,  Samuel  C  Worcester 

Haigh,  Gilbert,  Naval  Reserve  Worcester 

Hale,  Frank  S  Brookline 

Haller,  David  A  Boston 

Hamilton,  Burton  E  Roxbury 

Hamlin,  William  E  Waltham 

Hammond,  John  W.,  Jr.  

Naval  Reserve   Cambridge 

Handy,  Harry  T.,  Red  Cross   Scituate  Ctr. 

Hanlon,  Morgan  P.,  Naval  Reserve  . .  Cambridge 

Hannon,  Daniel  F  Pittsfield 

Hanscom,  Ridgeley  F  Newton 

Hapgood,  Lyman  S  Cambridge 

Hardwick,  Sydney,  National  Guard  . .  Quincy 

Harkins,  William  J  Quincy 

Harmer,  Torr  W  Boston 

Harriman,  David  E  Springfield 

Harris,  Carl  T  Boston 

Harris,  Charles  E  Hyannis 

Hart,  Joseph  S.,  National  Guard  ....  Lincoln 

Hartmann,   Gustave   Lynn 

Harvey,  Samuel  C  Boston 

Haskins,  Abraham   Boston 

Hassett,  Leonard  W.,  National  Guard  Lynn 

Hassman,  David  M  Boston 

Hatch,  Ralph  A  Boston 
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Haywood,  Ralph  W  Salem 

Heffernan,  David  A.,  Naval  Reserve  .Cambridge 

Henderson,  George  IX,  Jr  Holyoke 

Ililtpold,  Werner   Easthampton 

Ilodgdon,  Frank  W.,  Jr  Boston 

Hodskins,  Edward  B  Greenfield 

Hodsklns,  Morgan  B  Palmer 

Hollings,  Charles  Byam   Boston 

Hooker,  Sanford  B  Boston 

Hopkins,  Lawrence  P.,  Naval  Reserve  Somerville 

Hopkins,  Ralph  H  Boston 

Hornor,  Albert  A.,  National  Guard  . .  Boston 

Horrax,  Gilbert   Boston 

Horrigan,  Arthur  J.'   Holyoke 

Houston,  David  W.,  Jr  Boston 

Howard,  Frederick  H  Williamstown 

tHowe,  George  P  Boston 

•Howe,  Walter  O  Boston 

Hudson,  Carl  B  Boston 

Hughes,  Edgar  H  Northampton 

Hunt,  Robert  B  Boston 

Hussey,  Earle  E  Fall  River 

Hyman,  Clarence  H  Boston 

Ilsley,  Frederick  R  Medford 

Irving,  Frederick  C  Boston 

Irwin,  Gratton  G.,  Navy  Greenfield 

Jackson,  Arthur  M  Boston 

Jackson,  John  P  Fall  River 

Jackson,  Sumner  W  Boston 

Janes,  Arthur  P  Boston 

Janes,  B.  Franklin   Northampton 

Janney,  James  C  Boston 

Jenkins,  Thomas  L.,  National  Guard  Topsfield 

Jennings.  John  G  Auburndale 

Jensen,  William  C  Worcester 

Jessaman,  Leon  W  Framingham 

Jillson,  Walter  A  Westboro 

Johnson,  Alfred  E.,  Jr  Greenfield 

Johnson,  Erik  St.  J  New  Bedford 

Johnson,  Herbert  L.,  National  Guard  Roxbury 

Johnson.  Leighton  F  Norwood 

Johnson,  Lewis  W.,  Navy  Greenfield 

Johnson,  Peer  P  Beverly 

Johnston,  Clyde  C,  National  Guard  .  Springfield 
Jones,  Frederick  E.,  National  Guard  .Quincy 

Jones,  Glenn  L,  Medical  Corps  Ayer 

Jones,  Robert  L  Lowell 

Jones,  Thomas  P  Roxbury 

Judkins,  Louville  M  Boston 

Kane,  William  V  Lynn 

Kaufmann.  Samuel  B  Fall  River 

Keaney,  Henry  J  Everett 

Kearney,  John  H  Fitchburg 

Keegan,  John  J.,  Naval  Reserve  ....Boston 
Keenan,  George  F.,  National  Guard  . .  Brighton 

Keenan,  James  A  Boston 

Kelleher.  Simon  B.,  National  Guard 

Kelley,  Robert  E.  S.,  Navy  Mattapan 

Kelly,  John  J  Marlboro 

Kemmerer,  Theodore  W  Boston 

Kennedy,  Thomas  J.,  Navy  So.  Hadley 

♦Kepler,  Charles  O  Boston 

Kerr,  William  J  Boston 

Kewer,  Leo  T  Waverlev 

Kilroy,  Philip   Springfield 

King,  Edward   Boston 

King,  Frederick  A.,  National  Guard  .  Boston 

Kinnicutt,  Roger   Worcester 

Kinsley,  William  G  Boston 

Kirkpatrick,  George  H  

National  Guard   Lynn 

Kirkwood,  Allan  S  Newton  Ctr. 

Kissock,  Robert  J  Boston 

Knowles,  Edward  A  Revere 

Knowles,  William  F  Boston 

Koefod,  Hilmar  O  Boston 

Kreutzmann.  Henry  A.  R  Boston 


Ladd,  Maynard,  Red  Cross   Boston 

LaFortune.  Wilfrid  T  Fitchburg 

Lally,  William  J  Pittsfield 

Lambert,  John  H  Lowell 

Lancaster,  Walter  B  Boston 

Lane,  Clarence  G  Woburn 

Lane,  John  W  Boston 

Lane,  Walter  A  Milton 

Lanois,  Esdras  J.,  Naval  Reserve  ...Northboro 

Lanpher,  Howard  A  Chester 

LaRiviere,   Evariste   New  Bedford 

Latham,  Benoni  M  Mansfield 

Lawrence,  Howard  F.,  Navy   Falmouth 

Leavitt,  Frank  C  Belmont 

Leavitt,  Peirce  H  Brockton 

Ledbury,  John  W  Uxbridge 

Lee,  Roger  Irving   Cambridge 

Lee,  Wesley  T  -.Boston 

Leith,  Richard  B  Cambridge 

Leland,  George  A.,  Jr  Boston 

Leland,  Harold  L  Lowell 

Lemaire,  Willard  W  Worcester 

Lemaire,  William  F  Lynn 

Lemay,  Alfred  M  Brockton 

Lena,  Hugh  F.,  Naval  Reserve   Boston 

Lentine,  Gaspake  E.,  National  Guard 

Leverton,  Reuben  L  Boston 

Lewis,  Elisha  S  Princeton 

Lewis,  Frank  E.  Nantucket 

Light,  Emmett  E  Springfield 

Limauro,  Louis  H  Lynn 

Lincoln,  George  C  Worcester 

Lincoln,   Merrick   Worcester 

Lindsey,  John  H  Fall  River 

Little,  George  T  Uxbridge 

Littlewood,  Thomas   Pittsfield 

Livingston,  Clarence  B  ,  Lowell 

Long,  Rufus  W  Boston 

Lord,  Frederick  T.,  Red  Cross   Boston 

Lovesey,  Burton  E  Lowell 

Lovett,  Robert  W  Boston 

Lowe,  Thomas  S  Fort  Rodman 

Lowney,  Dennis  J  New  Bedford 

Lund,  Fred  B  Boston 

Lurier,  Israel   Worcester 

Lyman,  Henry   Boston 

Lynch,  Charles  F  Springfield 

Lyon,  James  A.,  National  Guard  

MacAusland,  Andrew  R  Boston 

Macdonald,  Fred  L.,  Red  Cross  Waltham 

Maclver,  George  A  Boston 

MacKnight,  Richard  P  Fall  River 

MacKnight,  William  F  Fall  River 

MacNaughton,  Wallace  F  Boston 

Macomber,  Donald   West  Newton 

MacPherson,  John  D  Boston 

*Mahoney,  Daniel  F  Boston 

Mahoney,  John  F  New  Bedford 

Mahoney,  John  L  Boston 

*Mahony,  Francis  R  Lowell 

Mains,  Charles  F.,  National  Guard  . .  Milton 

Maloney,  John  M  Springfield 

Malonson,  James  H.,  National  Guard 

Mann,  Henry  L  Boston 

*Mannix,  Louis  E  Chicopee  Falls 

Marble,  Henry  C  Boston 

Marlow,  Searle  B  Boston 

Martin,  Harry  C,  National  Guard  . .  Springfield 

Martin,  John  F  Boston 

Marvin,  Frank  W  Boston 

Mason,  Nathaniel  R  Boston 

Mathes,  Roy  W.,  Naval  Reserve  ....  Lynn 

Mathewson,  Frank  W  New  Bedford 

*May,  James  V  North  Grafton 

McCaffrey,  Jerome  J  Attleboro 

McCann,  William  S  Boston 

McCarthy,  Eugene  J  

National  Guard   Maiden 

McCarthy,  Louis  F  Maiden 
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McCormick,  John  J  Woburn 

McCormick,  William  A  New  Bedford 

McCrudden,  Francis  H  Boston 

McDonald,  William  J  Brookline 

McFadden,  James  F.  . . ."  Foxboro 

McGillicuddy,  Cornelius  J  Boston 

McGraw,  Andrew  J  ,Taunton 

McGuire,  Joseph  H  Boston 

McKenna,  Peteb  G.,  National  Guard  .Boston 

McLaughlin,  Arthur  O  Haverhill 

McLaughlin,  English  N  Newton 

McLean,  John  A  W.  Somerville 

McMahon,  William  T  Pittsfield 

McPherson,  William  B  Canton 

McQuestion,  Philip   Boston 

Means,  James  H  Boston 

Medalia,  Leon  S  Boston 

Medlar,  Edgar  M  Boston 

Meehan,  Patrick  J  Lowell 

Merrill,  Adelbert  S  Boston 

Merrill,  Charles  H  Lynn 

Merrill  Clyde  H  Marlboro 

Merrill,  Everett  A  East  Lynn 

Merrill,  William  H  Lawrence 

Merritt,  Edward  L.,  Naval  Reserve  .  .Fall  River 

Merritt,  Victor  S  Springfield 

Messer,  Edward  R.,  Naval  Reserve  . . .  Pittsfield 

Metcalf,  Ben  Hicks   Winthrop 

Miller,  Percy  F  Harwich 

Miller,  Richard  H„  National  Guard  .  Boston 
Millet,  John  A.  P.,  Medical  Corps  ..Boston 

Millett,  Frank  A  Greenfield 

Milot,  Wilfred  F  Attleboro 

Mitchell,  Frank  W.  A  Lynn 

Mixter,  Charles  G  Boston 

Mixter,   Samuel  J  Boston 

Mixter,  William  J  Boston 

Moline,   Charles   Sunderland 

Moncrieff,  William  A  New  Bedford 

Montgomery,  James  B.,  Medical  Corps  Boston 

Moore,  Howard   Boston 

Mooring,  Scott  W  Gloucester 

Moran,  Charles  L.,  Navy   Roxbury 

Moriarty,  Patrick  M  Springfield 

Morris,  Samuel  L.,  Jr  Boston 

Morrison,  William  R  Boston 

Morriss,  William  S  .Fall  River 

Morse,  Frank  L  Somerville 

Morton,  John  J.,  Jr  Boston 

Mosher,  Harris  P  Boston 

Mossman,  George   Westminster 

Moulton,  Starr  A  Winthrop 

Munro,  Donald   Milton 

Murphy,  James  M  Palmer 

Murphy,  John  J  Cambridge 

Murphy,  Joseph  L  Taunton 

Neal,  Kemp  P  Boston 

*Nevers,  Harry  H.,  National  Guard  ..Lawrence 

Newton,  Roland  S  Westboro 

Newman,  Leon   Jamaica  Plain 

Nichols,  Andrew   Danversi 

Nichols,  Edward  H  Boston 

Nichols,  Nelson  E  Boston 

Nielsen,  Edwin  B.,  National  Guard  .Boston 

Norbury,  Frank  G  Boston 

Norris,  Rolf  C  Methuen 

Noyes,  Nathaniel  K  Duxbury 

Ober,  Frank  R  Boston 

Oberg.  Frank  T  Worcester 

O'Brien,  Francis  E.,  Navy   Northampton 

O'Brien,  Thomas  J.,  Naval  Reserve  ..Westboro 

O'Connor,  Dennis  F  Worcester 

O'Connor,  Patrick  H  New  Bedford 

O'Day,  Sylvester  F  Ft.  Andrews 

O'Dea,  Patrick  J  Attleboro 

Odeneal,  Thomas  H  Beverly 

O'Donnell,  John  J  Boston 

Ohler,  William  R  Boston 

Olin,  Harry   Roxbury 


Oliver,  Everard  L  Boston 

O'Neil,  Richard  F  Boston 

Osgood,  George   Cohasset 

Osgood,  Howard   Boston 

Osgood,  Robert  B  Boston 

Otis,  Walter  J  Waverley 

Overholser,  Winf red   Westboro 

Owen,  Albert  S.,  National  Guard  . . . .  Framingham 

Packard,  George  B.,  Jr  Boston 

Palfrey,  Francis  W  Boston 

Palmer,  Walter  W  Boston 

Papen,  George  W  East  Boston 

Parcher,  George  C  Saugus 

*  Parker,  Frederic,  Jr  Boston 

Parker,  Harold  F„  National  Guard  .  Boston 

Parker,  Raymond  B  Winthrop 

Parker,  Willard  S  Boston 

Parkhurst,  Guy  McM  Cambridge 

Parlow,  George  G  Fall  River 

Parris,  Roland  O  Brookline 

Partington,  Cyrus  B  Fall  River 

Pascoe,  James  B  Ft.  Revere 

Peabody,  Charles  W  Boston 

Peabody,  Francis  W  Boston 

Pease,  Charles  W  -. . . .  Needham 

Penhallow,  Dunlap  Pearce   Boston 

Percy,  Karlton  G.,  Red  Cross  Brookline 

Perkins,  Hamilton  C  Boston 

Perkins,  Roy  S  Lowell 

Perry,  Arthur  P  Boston 

Perry,  Charles  E  Northampton 

Perry,  Herbert  B  Northampton 

Perry,  Walter  L  Worcester 

Peters,  John  D  Gt.  Barrington 

Pettenglll,  Warren  M  Boston 

Pettey,  John  A  Brockton 

Pf eiffer,  Albert   Lexington 

Phelan,  Edward  F  N.  Brookfield 

Phillips,  John  C  Wenham 

*Phipps,   Cadis   Boston 

Pierce,  Appleton  H  Leominster 

Pierce,  Reuel  A.,  National  Guard  . . .  Canton 

Pike,  F.  May   Melrose 

Piper,  Frank   Boston 

Plouffe,  Bernard  L  Webster 

Plummer,  Frederic  H  Chelsea 

Porter,  Charles  T  Boston 

Powers,  Harris  E  Boston 

Pratt,  Joseph  H   Boston 

Priest,  Herbert  B   Ayer 

Provost,  Raoul  G  New  Bedford 

Pulsif er,  Nathan   Lowell 

Quackenboss,  Alexander   Boston 

Quinn,  James  H  Springfield 

Rapport.  David  L.,  National  Guard  . . 

Rattey,  Arthur  A  Lawrence 

Reed,  Carlisle   Boston 

Reese,  John  A  Boston 

Reid,  William  D  Newton 

Rice,  George  A  

*Riggs,  A.  Fox   Stockbridge 

*  Riley,  Augustus   Boston 

Ripley,  Harold  W  Boston 

Risley,  John  N.,  Naval  Reserve  ....  New  Bedford 

^Roberts,  Wyatt  S  Boston 

Robertson,  Oswald  H  New  Bedford 

Robey,  William  H.,  Jr  Boston 

Robie,  Walter  F  Baldwinsville 

Robinson,  Henry  A  Marlboro 

Rochford,  Richard  A  Boston 

Rockwell,   J.   Arnold,   Jr  Cambridge 

Roderick,  Charles  E  Taunton 

Rodger,  James  Y.,  National  Guard  ...Lowell 
Rodrick,  Albert  F.,  Naval  Reserve  . . .  Fitchbur? 

Rogers,  Edmund  A  Brookline 

Rogers,  John  A.,  Medical  Corps  Lowell 

Rogers,  Lester  B  Orange 
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Rogers,  Mark  H  Roston 

Rogers,  Orville  P.,  Jr  Dorchester 

Rosen,  Edward   Cambridge 

Rosenau,  Milton  J.,  Naval  Reserve  . .  Roston 

Rudman,  Renjamin  W  Roston 

Rumage,  William  T  Roston 

Rumrill,  Samuel  D  Springfield 

RrsiiFOKi),  Edward  A.,  National  Guard  Salem 

Ryan.  William  F  Lowell 

Ryan,  William  P  Holyoke 

Ryder,  Charles  E.,  Navy  So.  Roston 

Salerno.  Louis  F  Roston 

Salmon,  Charles  A  Worcester 

Sanborn,  Frederick  R  Lynn 

Sarno,  Avery  H.,  Naval  Reserve  Roston 

Savage,  Joseph  C  Roston 

Sawyer,  Alpha  R  Roston 

Sayles,  Joseph  R  Taunton 

Scanlon,  Joseph  M  Lawrence 

Scannell,  David  D  Roston 

Scannell,  Edward  J  Chelsea 

Schadt,  George  L  Springfield 

Schirmer,  Joseph  W  Roston 

Schlet,  William  S.,  National  Guard  .Lynn 

Sehnack,  Adolph  G  Cambridge 

Schneider,  Harry  A  Pittsfield 

Schofield,  Otho  L  Wellesley 

Schofield,  Roger  W  Worcester 

Scott,  Norman  M.,  Medical  Corps  ....  Roston 

Schwartz,  George  H  East  Roston 

Sears,  Harry  E  Reverly 

Secord,  Walter  N.,  Naval  Reserve  . . .  Newton 

Segal,  Joseph   Jamaica  Plain 

Segal,  Samuel,  Jr.,  Navy   Haverhill 

Sellards,  Andrew  W  Roston 

Sellew,  Robert  C  Mill  River 

Senecal,  Raymond  E  New  Redford 

Sewall,  Clarence  W  Boston 

Shapira,  Albert  A  Roston 

Sharp,  Robert  G.,  Red  Cross  Roston 

Sharry,  Charles  F  Somerville 

Shaw,  John  H  Plymouth 

Shea,  Andrew  F  Lawrence 

Sheehan,  Edward  R.,  National  Guard  Roston 

Sheehy,  William  C  New  Redford 

Shepley,  Luther  J  Fall  River 

Shields,  Warren  S  Roston 

Shirk,  George  W  Hatfield 

Shultis,  Frederick  C  Leominster 

Shurtleff,  Percy  A  Rlandford 

Silverman,  Max,  Naval  Reserve  ....  Rrockton 

Simmons,  Edward  R  Worcester 

Simmons,  Hugh  L  Worcester 

Simmons,  Ralph  H  Fall  River 

Simpson,  Joseph   Essex 

Sinclair,  Donald  R  WSlliamstown 

Skirball,  Joseph  J  Roston 

Skirball.  Louis  I  Revere 

Sleeper,  Frank  W.,  Naval  Reserve  ...Dorchester 

Small,  Albert  E  Melrose 

Smith,  Edwin  E  Quincy 

Smith,  Erdix  T  Springfield 

Smith,  John  J.  H  Cambridge 

Snow,  Frank  W  Newburyport 

Solomon,  Sidney  J  Revere 

Souter,  William  N  Roston 

Souther,  Robert  F  Boston 

Spellman,  Martin  H  Whitman 

Spencer,  Oscar  L  Lynn 

Spooner,  Lesley  H  Roston 

Spruit,  Charles  B  Boston 

Staatz,  Karl  S  Worcester 

*  Stack,  John  J   Boston 

Stansfield,  Clarence  W  Fall  River 

Stapleton,  Willard  Pierce   Worcester 

St.  Clair,  Austin  E  Roston 

Stearns,  Albert  F.,  Naval  Reserve  . . .  Rillerica 
Stern,  Newton  S.,  Medical  Corps  ....Jamaica  Plain 
Stetson,  Frank  E  New  Redford 


Stevens,  Franklin  A  Boston 

Stevens,  Horace  P.,  Naval  Reserve  ..Cambridge 

Stick,  Henry  L  Baldwinsville 

Stickney,  Whitney  G  Beverly 

Stoddard,  James  K  Boston 

Stoddard,  James  L  Boston 

Stoddard,  Mortimer  J  'Springfield 

Stone,  James  S  Boston 

Stowe,  Irving  E.,  Naval  Reserve  ....  Brookline 

Strahlmann,  Louis   Boston 

Streeter,  Edward  C  Boston 

Streeter,  John  F  Springfield 

Strong,  Richard  P  Boston 

Sturgis,  Walter  H  Allerton 

Sullivan,  Daniel  J  Boston 

Sullivan,  John  A  Pittsfield 

Sumner,  Harry  H  Lowell 

Surls,  Joseph  K.,  National  Guard  .... 

Sussler,  David   Dorcnester 

Sweeney,  John  G  N.  Cohasset 

Sweeney,  Michael  T  Atlantic 

Tate,  Harry  J  Pittsfield 

Taylor,  John  H  Cambridge 

Teague,  Oscar   Boston 

Tennet,  Wm.  N.,  National  Guard  ....Canton 

Thaxter,  Langdon  T  Boston 

Thorn,  Douglas  A  Worcester 

Thomas,  Arthur  W  Boston 

Thomas,  Elmer  E  Northampton 

Thomas,  Henry  M  Boston 

Thomas,  John  J  Boston 

Thomes,  John  B  Pittsfield 

Tierney,  Thomas  F  Hudson 

Tobey.  Harold  G  Boston 

Towne,  Edward  B  Boston 

Tracy,  John  M  Springfield 

Trask,  John  W  Lynn 

Treichler,  Albert  J  Springfield 

Truesdale,  Philemon  E  Fall  River 

Tucker,  Cassell  C  Boston 

Tucker,  Willis  L  Hinsdale 

Tully,  George  L.,  Naval  Reserve  ....Roxbury 

Tully,  George  W  Southbridge 

Turner,  William  K  New  Redford 

Turtle,  Howard  R  South  Acton 

T'llian,  Louis  J.,   Boston 

Underwood,  George  B  Gardner 

Fpton,  Charles  L  Shelburne  Fls. 

Van  Gorder,  George  W  Brookline 

Van  Meter,  Abram  L.,  Medical  Corps  .  Boston 

Vaughan,  Warren  T  Boston 

Viets,  Henry  R  Boston 

Vincent,  Beth   Boston 

Walcott,  Wm.  W.,  National  Guard  ..Natick 

Walker,  Melvin  H  Pittsfield 

Walsh,  James  J.,  National  Guard  ..Lexington 

Ward,  Edward  S  N.  Attleboro 

Warden,  Ralph  A  Roston 

Warren,   John   Roston 

Washburn,  Frederic  A  Boston 

Waterhouse,  Robert  M.,  Navy   Newton 

Watkins,  Harvey  M  Palmer 

Watt,  Charles  H  Fall  River 

Wearn,  Joseph  T  Boston 

Webber,  Wolfert  G  Boston 

Webster,  John  B  New  Bedford 

Weiser,  Walter  R  Springfield 

Welbourn,  Marshall  A.,   

National  Guard   Boston 

Wesselhoeft,  Conrad,  National  Guard  Boston 

Wesselhoeft,  William  F  Boston 

Wheat,  Harry  R  Springfield 

Wheatley,  Frank  E  N.  Abington 

Whelan,  Charles   Hingham 

Whelan,  Edmitnd  V..  Naval  Reserve  .  Brldgewater 
Whipple,  George  C.  Red  Cross   Cambridge 
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Whitcomb,  Clarence  A.  

Naval  Reserve   Maiden 

White,  George  A  Cambridge 

White,  John  R.,  Navy   Lynn 

White,  Joseph  W.,  Navy   Boston 

White,  Paul  D  Boston 

Wiggin,  Ralph  C  Boston 

Wiggin,  William  I.,  Red  Cross   Lowell 

Wilbur,  George   Boston 

Wilhoit,  Sterling  E  Boston 

Williams,  Fbank  P.,  National  Guard  Boston 

Wilson,  Charles  H  Chelsea 

Winslow,  Edward  S  Easthampton 

Wislocki,  George  B  Boston 

Withington,  Alfreda  B.,  Red  Cross  .Pittsfleld 

Withington,  Paul   Boston 

Withington,  Paul  Richmond   Boston 

Wood,  William  F  Boston 

Woodard,  James  M  Salem 

Woods,  Alan  C  Boston 

Woodward,  Leroy  A.,  Naval  Reserve  .Worcester 

Woodworth,  John  D.  R  Boston 

Wright,  Charles  W  Lanesiborough 

♦Wright,  James  H  Boston 

Wright,  Wade  S  Boston 

Wyant,  John   Boston 

Wymah,  Edwin  T  Boston 

Wyman,  John  H  Medway 

Yeamans,  Herbert  W  Warren 

Yoosuf,  Abraham  K  Worcester 


MASSACHUSETTS   PHYSICIANS    IN  THE  BRIT- 
ISH SERVICE. 

This  is  not  an  official  list,  and  is  necessarily  in- 
complete. The  committee  would  be  glad  to  receive 
additions  and  corrections. 


Bridges,  Stanley   Worcester 

Cabot,  Hugh   Boston 

Crabtree,  Ernest  G  Boston 

Jouett,  Fred  R  Cambridge 

MacKay,  William  H  Worcester 

Raymond,  Albert  C  Worcester 

Shattuck,  George  C  Boston 

Shepard,  William  G  Lynn 

Stansfield,  Oliver   Worcester 


©bttuary. 


JAMES  OLIVER,  M.D. 

Dr.  James  Oliver,  one  of  the  most  honored 
and  well-known  citizens  of  Athol,  his  native 
town,  died  recently  at  his  home  in  Athol  High- 
lands, at  the  age  of  81  years. 

Dr.  Oliver  had  for  many  years  been  a  leader 
in  Athol  affairs,  and  was  for  well  over  half  a 
century  a  practising  physician  in  that  town. 
Some  years  ago  he  retired  to  enjoy  his  later  years 
in  the  political-  field.  He  represented  the  dis- 
trict in  which  he  lived  for  four  years  in  the 
House.  In  both  military  and  health  affairs  he 
took  an  active  part,  serving  as  chairman  of 
military  and  health  committees. 


Dr.  Oliver  was  the  third  of  the  same  name 
to  be  born  in  Athol,  and  was  the  only  son  of 
James  Oliver.  He  was  born  June  28,  1836. 
When  he  was  seventeen  he  taught  school  at  a 
salary  of  $14  a  month.  Later  he  taught  in 
North  Orange  and  Phillipston  and  at  intervals 
attended  the  local  high  school.  He  also  taught 
in  both  the  Athol  Grammar  and  High  Schools. 

In  1860  he  began  the  study  of  medicine  with 
the  late  Dr.  J.  P.  Lynde,  finally  becoming  a 
practising  physician  in  1862.  At  the  outbreak 
of  the  Civil  War  he  was  commissioned  an  assist- 
ant surgeon  in  the  21st  Regiment.  His  record 
in  the  war  was  notable  and  honorable.  At  the 
second  battle  of  Bull  Run  he  was  left  in  charge 
of  the  sick  and  wounded,  was  taken  prisoner,  but 
later  managed  to  escape.  He  participated  in 
the  great  battles  of  South  Mountain  and  Antie- 
tam,  and  was  later  promoted  to  be  surgeon  of 
the  21st  Regiment,  on  May  26.  1864.  He  went 
through  many  battles  and  was  finally  mustered 
out  on  July  30,  1865. 

After  a  residence  of  a  few  years  in  South 
Carolina,  where  he  engaged  in  planting  and  cot- 
ton raising,  Dr.  Oliver  returned  to  Athol,  where 
he  resumed  his  medical  practice.  He  was  much 
interested  in  the  social  affairs  of  his  town,  the 
G.  A.  R.,  the  Grange,  the  schools  and  town  busi- 
ness generally.  He  was  a  prominent  figure  in 
town  meetings  where  he  showed  much  strong 
common  sense.  In  debate  he  was  an  able  speaker 
and  could  hold  his  own  with  the  best  speakers 
in.  Athol  and  in  the  State  Legislature.  He  was 
a  member  of  the  Athol  Lodge  of  Masons  and  a 
leader  in  the  old  First  Unitarian  Church. 

During  his  life  he  held  several  town  offices, 
being  for  a  long  period  of  time  a  member  of 
the  school  board,  and  for  many  years  medical 
examiner  of  his  district.  For  about  twenty 
years  he  was  chairman  of  the  Cemetery  Com- 
mission of  Athol,  and  rendered  most  valuable 
service. 

In  1876  he  married  Miss  Kate  Johnson,  daugh- 
ter of  the  late  George  T.  Johnson.  Mrs.  Oliver 
died  some  years  ago.  They  had  two  children, 
Mrs.  Annie  J.  Kendrick,  who  survives  har 
father,  and  the  late  James  Oliver,  an  only  son, 
who  died  some  years  ago. 

In  1916  Dr.  Oliver  published  his  autobiogra- 
phy, a  book  of  150  pages,  in  which  he  gives  the 
history  of  the  Oliver  family  from  the  date  of 
the  first  settlement  in  Athol  of  the  four  brothers, 
John,  James,  Robert  and  William  Oliver,  who 
came  to  Athol  from  Hatfield  in  1735.   This  auto- 
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biography  is  a  most  interesting  and  entertain- 
ing work,  full  of  sketches  of  the  life  in  Athol, 
anecdotes,  stories,  and  accounts  of  events  oc- 
curring before  and  during  the  Doctor's  life.  The 
book  gives  an  account  of  the  author's  own  life, 
his  early  trials  amid  straitened  circumstances, 
his  schooling,  teaching,  medical  training.  His 
story  of  his  experiences  in  the  Civil  War  is  full 
of  interest.  In  his  capacity  of  surgeon  of  the 
21st  Regiment,  he  was  most  valuable  to  the 
Government  and  later  received  many  testi- 
monials in  recognition  of  his  services.  Many  of 
the  Doctor's  addresses  before  the  Legislature  are 
also  comprised  in  this  book,  including  those  on 
health  and  military  matters. 

Personally,  Dr.  Oliver,  often  called  Athol's 
grand  old  man,  was  delightful  to  meet  and  know. 
He  was  a  great  favorite  in  the  Legislature,  and 
was  there  held  in  great  esteem  both  for  his  inter- 
esting conversation  and  pleasing  personality.  Ab- 
solutely honorable  and  unselfish,  he  was  held  in 
universal  esteem  and  veneration. 


UtarrUattg. 


MEMORIAL  TO  DR.  CUTTS. 

The  following  memorial  to  Dr.  Cutts  was  read 
and  adopted  at  a  meeting  of  the  Brookline  Med- 
ical Club  on  February  28,  1918 : 

' '  In  the  death  of  Harry  Madison  Cutts,  a  for- 
mer President,  the  Brookline  Medical  Club  has 
suffered  a  loss  which  it  will  be  impossible  to  fill. 
It  was  chiefly  through  his  efforts  that  the  Club 
came  into  existence,  and  his  interest  in  its  wel- 
fare had  been  most  keen.  Always  ready  to  do 
more  than  his  share  of  work,  he  contributed 
much  to  the  success  of  the  Club.  He  helped  in 
a  large  measure  to  unite  the  medical  profession 
of  Brookline  and  to  develop  a  spirit  of  co- 
operation and  good  fellowship.  The  good  eth- 
ical tone  of  medical  practice  in  Brookline  and  the 
pleasant  relations  which  exist  between  members 
of  the  profession  are  due  in  great  part  to  the  in- 
fluence of  Harry  Cutts.  The  conscientiousness 
which  characterized  all  his  work,  whether  for  his 
patients  or  the  community,  showed  itself  in  the 
service  which  he  gave  to  his  country  up  to  the 
last  week  of  his  life. 

Resolved,  That  the  deepest  sympathy  be  ex- 
pressed to  his  family  in  their  great  loss. 

Resolved,  That  a  copy  of  the  above  "be  entered 


in  our  records,  sent  to  his  family,  and  published 
in  the  local  papers. 

B.  S.  Blanchard, 
G.  H.  Francis, 
F.  P.  Denny, 

Committee." 


NOTICE  OF  COMPETITIVE  EXAMINATION  FOR 
QUALIFICATION  ON  THE  ELIGIBLE  LIST  OF 
CANDIDATES  FOR  POSITIONS  AS  STATE  DIS- 
TRICT HEALTH  OFFICERS  AND  EPIDEMIOLO- 
GIST IN  THE  MASSACHUSETTS  STATE  DE- 
PARTMENT OF  HEALTH. 

Although  the  law  leaves  the  appointment  of  Dis- 
trict Health  Officers  and  the  Epidemiologist  in  the 
hands  of  the  Commissioner  of  Health,  it  is  the  policy 
of  the  State  Department  of  Health  to  hold  competitive 
examinations  as  the  principal  basis  for  selecting  ap- 
pointees. 

On  April  1st  and  2nd,  1918,  and  on  subsequent  dates 
to  be  announced  at  that  time,  an  examination  will  be 
held  for  the  purpose  of  establishing  an  eligible  list 
of  appointments  to  positions  as  State  District  Health 
Officers  and  Epidemiologist  of  the  Massachusetts  State 
Department  of  Health. 

The  written  examination  will  be  held  on  the  above 
dates  in  the  examination  room  of  the  Civil  Service 
Commission,  No.  15  State  House,  Boston.  The  oral 
and  practical  examinations  will  be  held  on  dates  and 
at  places  announced  at  the  time  of  the  written  exam- 
ination. 

In  the  immediate  future  there  will  be  one  appoint- 
ment to  the  position  of  State  District  Health  Officer 
and  one  to  the  position  of  Epidemiologist. 

Persons  possessing  the  necessary  qualifications  and 
desiring  to  enter  the  competitive  examination  of  this 
service  are  requested  to  communicate  with  the  State 
Commissioner  of  Health,  State  House,  Boston,  at  once. 
Upon  such  written  application,  a  list  of  rules  and 
regulations  governing  the  appointment  and  promotion 
of  District  Health  Officers  and  Epidemiologist  and  an 
application  blank  will  be  sent. 

Admission  to  the  examination  is  governed  by  these 
regulations.  Physical  fitness  is  a  necessary  prerequi- 
site, but  no  percentage  credits  are  given  on  physique. 
The  examination  comprises  written,  oral  and,  if  feasi- 
ble, practical  tests. 

Relative  rating  on  the  eligible  list  is  established  on 
the  basis  of: 

(a)  Previous  experience  in  public  health 
work,  both  administrative  and  scientific 
— maximum  25  points. 

(6)  Results  of  oral  examination — maximum 
25  points. 

(c)  Results  of  written  examination — maxi- 
mum 50  points. 

A.  J.  McLaughlin, 
March  8,  1918.  Commissioner  of  Health, 
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STATE    DEPARTMENT   OF    HEALTH    OF  MAS- 
SACHUSETTS. 

REGULATIONS    GOVERNING    APPOINTMENT    OF    STATE  DIS- 
TRICT HEALTH  OFFICERS  AND  EPIDEMIOLOGIST. 

Grades.  (1)  There  shall  be  four  grades,  viz:  A,  B, 
C  and  D. 

Officers  appointed  only  to  Grade  D.  (2)  Candi- 
dates for  these  positions,  after  passing  a  successful 
examination,  shall  be  eligible  for  appointment  to 
Grade  D. 

Form  of  application  for  appointment.  (3)  Can- 
didates must  make  application  addressed  to  the  Com- 
missioner of  Health  in  their  own  handwriting,  asking 
permission  to  appear  before  a  Board  of  Examiners. 
Candidates  shall  state  their  age,  date  and  place  of 
birth,  present  legal  residence,  names  of  colleges  or 
institutions  of  learning  of  which  they  are  graduates, 
date  of  graduation,  and  shall  furnish  testimonials 
as  to  their  professional  experience  and  moral  charac- 
ter. 

Age  Limit.  (4)  No  candidate  will  be  eligible  to 
appear  before  a  Board  of  Examiners  whose  age  is 
less  than  twenty-three  years  or  more  than  forty  years. 
Candidates  over  thirty-five  must  have  had  at  least 
three  years'  practical  experience  in  public  health 
work. 

Professional  Requirements.  (5)  Candidates  shall 
be  graduates  of  an  incorporated  medical  school,  or 
shall  have  had  at  least  five  years'  experience  in  pub- 
lic health  work  and  sanitary  science. 

Citizenship.  (6)  All  candidates  must  be  citizens 
of  the  United  States,  and  preference  in  appointment 
shall  be  given  to  residents  of  Massachusetts. 

Physical  Examination.  (7)  Candidates  for  ap- 
pointment must  pass  a  satisfactory  physical  examina- 
tion before  a  Board  of  Examiners. 

Board  of  Examiners.  (8)  The  Board  of  Examin- 
ers shall  consist  of  three  or  more  members.  These 
members  shall  be  selected  by  the  Commissioner  of 
Health  from  the  Public  Health  Council  or  other  of- 
ficials of  the  State  Department  of  Health. 

Scope  of  Examination.  (9)  All  examinations  of 
candidates  shall  be  conducted  by  a  Board  of  Ex- 
aminers, and  the  examination  shall  include  a  physi- 
cal examination  and  such  oral,  written  and  practical 
tests  as  the  Board  deems  necessary  in  the  subjects 
outlined  in  the  succeeding  sections.  Experience  and 
fitness  shall  also  be  rated  by  the  Board  of  Examiners. 

Subjects  for  Written  Examination.  (10)  All  can- 
didates for  appointment  must  pass  a  satisfactory 
written  examination  in  Communicable  Diseases,  Hy- 
giene and  Sanitation,  Preventive  Medicine,  Vital 
Statistics,  Pathology  and  Bacteriology. 

Compensation.  (11)  The  compensation  of  Dis- 
trict Health  Officers  and  Epidemiologist  shall  be  as 
follows : — 

Grade  A   $3500.00 

Grade  P.    3000.00 

Grade  C    2500.00 

Grade  D   2000.00 

When  Promoted.  (12)  After  six  months'  satisfac- 
tory service  in  Grade  D,  an  officer  is  entitled  to  pro- 
motion to  grade  C.    After  three  years'  satisfactory 


service  in  Grade  C,  an  officer  is  entitled  to  examina- 
tion for  promotion  to  Grade  B.  After  five  years'  satis- 
factory service  in  Grade  B,  an  officer  is  entitled  to 
examination  for  promotion  to  Grade  A. 

Examinations  for  Promotion.  (13)  Examinations 
for  promotion  shall  be  conducted  by  a  Board  of  Ex- 
aminers, who  shall  take  into  account  the  efficiency 
record  of  the  candidate  as  well  as  his  professional 
and  physical  fitness.  Failing  first  examination  an 
officer  may  be  given  a  second  examination  after  one 
year.  Failing  two  successive  examinations,  such  an 
officer  shall  be  dropped  from  the  rolls. 

Tenure  of  Office.  (14)  A  District  Health  Officer 
or  an  Epidemiologist  may  be  removed  from  office  by 
the  Commissioner  of  Health  because  of  failure  to  pass 
two  successive  examinations  for  promotion,  or  be- 
cause of  gross  misconduct  or  inefficiency,  but  only 
after  the  accused  officer  has  been  furnished  with  a 
copy  of  the  charges  made  against  him  and  given  a 
hearing  thereon  by  the  Public  Health  Council. 

Note.  In  view  of  war  conditions,  the  maximum  age 
limit  will  not  be  strictly  adhered  to  in  candidates 
whose  other  qualifications  are  exceptional.  No  candi- 
date of  military  age  will  be  considered  unless  he  can 
convince  the  Board  of  Examiners  that  he  is  to  be 
exempted  from  military  service,  either  on  grounds  of 
dependency  or  on  physical  disability.  In  regard  to 
the  latter  cause  for  exemption  from  military  service, 
he  should  bear  in  mind  the  physical  requirements  for 
the  position  he  is  seeking,  and  that  many  caases  for 
rejection  from  the  service  would  operate  here. 


SOCIETY  NOTICES. 

Suffolk  District  Medical  Society. — A  meeting  of 
the  Medical  Section  will  be  held  on  Wednesday  even- 
ing, March  20,  1918,  at  the  Boston  Medical  Library, 
at  8.15  p.m. 

James  Alexander  Miller,  M.D.,  who  was  one  of  a 
commission  sent  to  France  last  summer  by  the  Rocke- 
feller Foundation  to  study  the  problem  of  tuberculo- 
sis! will  speak  on  "Social  and  Health  Conditions 
among  the  Civilian  Population  of  France." 

Light  refreshments  after  the  meeting. 

Gilbert  Smith,  Secretary. 

Worcester  District  Medical  Society. — The  regular 
meeting  will  be  held  Wednesday,  March  13  ,  at 
4.15  p.m.,  in  G.  A.  R.  Hall,  55  Pearl  Street,  Worcester. 

Paper— "Some  Surgically  Remediable  Gastro-Intes- 
tinal  Diseases,"  by  Dr.  Michael  F.  Fallon,  Worcester. 
The  paper  will  be  illustrated  by  lantern  slides. 

Dr.  A.  W.  Marsh  will  report  progress  on  the  plans 
for  Medical  Mobilization  in  case  of  a  great  local  dis- 
aster. 

Ernest  L.  Hunt,  Secretary. 


RECENT  DEATHS. 

Sallie  Justina  Ermentrout.  M.D..  a  former  prac- 
titioner in  Boston,  died  at  Eldridge,  California,  of 
lobar  pneumonia,  November  14,  1917,  aged  60  years. 
She  was  born  in  Reading,  Pa..  May  18.  1S57.  gradu- 
ated at  the  Woman's  Medical  College  of  Pennsylvania, 
Philadelphia,  in  1891.  and  settled  in  Boston,  joining 
the  Massachusetts  Medical  Society  in  1893.  She 
moved  to  California  in  1913. 

John  George  Blake,  M.D..  died  at  his  home  in 
Boston.  March  4.  1918.  aged  80  years. 
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THE  VALUE  OF  THE  PHYSICIAN  AND  OF 
THE  NURSE  IN  SOCIAL  SERVICE  WORK 
IN  TUBERCULOSIS;  THE  RESPONSI- 
BILITY OF  EACH  TO  THE  STATE  AND 
TO  THE  PATIENT.* 

By  John  B.  Hawes,  2d,  M.D.,  Boston, 

Secretary   of  the  Trustees  of  Hospitals  for  Con- 
sumptives; Director  Tuberculosis  Clinic,  Massa- 
chusetts General  Hospital. 

Two  very  distinct  subjects  have  been  given  me 
to  discuss,  and  there  is  much  that  might  be  said 
concerning  each  of  them. 

I  may  well  introduce  what  I  have  to  say  con- 
cerning the  responsibility  of  the  nurse  and  of 
the  physician  to  the  state  and  to  the  patient 
with  these  statements,  in  each  of  which  I  am  a 
sincere  believer: 

1.  Every  tuberculous  patient,  as  far  as  it  is 
possible,  should,  at  some  time,  have  sanatorium 
treatment,  but: 

2.  The  patient's  sojourn  in  a  sanatorium 
should  be  looked  upon  as  an  incident  of  great, 
or  less,  importance  in  a  course  of  treatment,  the 
most  important  parts  of  which  come  before  his 

*  Presented  before  the  Framingham  Medical  Club  and  Communitv 
Health  Station,  January  31,  1918. 


entrance  and  after  his  departure  from  the  sana- 
torium. 

3.  The  responsibility  of  physician  and  nurse 
does  not  end  when  the  patient  is  admitted  to  a 
sanatorium  or  hospital. 

At  present  the  tuberculosis  sanatorium  or 
hospital  is  one  of  the  most  important,  and  cer- 
tainly the  most  striking,  factor  in  our  campaign 
against  consumption;  as  time  goes  on,  however, 
I  believe  that  the  part  played  by  institutions 
will  be  a  smaller  and  smaller  one,  while 
that  of  physician  and  nurse,  in  private  or  pub- 
lic capacity,  will  become  of  increasing  impor- 
tance. "We  have  reached  the  point,  in  Massa- 
chusetts at  least,  when  we  realize  that  the  pa- 
tient's stay  in  a  sanatorium  is  only  a  means  to 
an  end  and  that  the  period  before  he  enters  the 
sanatorium,  and  after  he  is  discharged,  is  equal 
in  importance,  as  far  as  his  own  welfare  is  con- 
cerned, to  that  spent  in  the  institution  itself. 
The  physician,  and  particularly  the  nurse,  may 
be  of  inestimable  service  in  covering  these  two 
periods,  before  and  after  the  patient  undergoes 
institutional  treatment.  The  responsibility  of 
the  medical  profession  goes  further  than  merely 
making  the  diagnosis  of  tuberculosis  and  getting 
the  patient  into  a  sanatorium.  We  are  far  too 
apt  to  feel  that  our  duty  is  done,  and  well  done, 
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as  soou  as  we  get  our  patients  into  Rutland,  for 
instance.  We  do  not  always  realize  that  we  have 
a  responsibility  toward  the  patient's  family,  to- 
ward the  public  at  large,  and  that  our  responsi- 
bility toward  the  patient  continues  after  he 
leaves  the  institution. 

In  an  idealized  plan  for  controlling  tubercu- 
losis, the  following  factors  should  play  impor- 
tant parts : 

1.  The  elimination  of  sources  of  infection, 
both  human  and  bovine. 

2.  The  education  of  the  public,  and  par- 
ticularly of  children,  in  methods  of  right 
living  and  proper  hygiene. 

3.  The  early  diagnosis  of  clinical  tuberculous 
disease  in  adults  and  children. 

4.  Sanatorium  treatment  for  the  education 
and  care  of  favorable  and  suitable  cases. 

5.  Hospital  treatment  for  the  care  and  iso- 
lation of  advanced,  progressive  cases. 

6.  Supervision  of  the  tuberculous  patient  be- 
fore and  after  leaving  an  institution,  and 
at  all  times  if  the  patient  does  not,  or 
cannot,  have  institutional  care. 

I  shall  take  up  these  various  points  briefly  and 
will  try  to  point  out  in  as  practical  a  way  as 
I  can  where  the  nurse,  and  through  her,  social 
service, — or  as  I  prefer  to  call  it,  "applied  com- 
mon sense," — can  do  the  most  good,  and,  where 
the  physician's  responsibility  lies. 

THE  ELIMINATION  OF  SOURCES  OF  INFECTION,  BOTH 
HUMAN  AND  BOVINE. 

As  far  as  bovine  sources  of  infection  are  con- 
cerned, this  is  largely  a  state  or  administrative 
problem.  In  all  cases  where  there  is  any  ques- 
tion as  to  the  cleanliness  of  the  milk  supply  the 
physician  might  well  advise  pasteurizing  the 
milk,  and  the  nurse  can  give  instructions  as  to 
how  best  to  do  this. 

The  elimination  of  human  sources  is  a  far 
more  difficult  task.  Could  we  bring  this  about, 
our  tuberculosis  problem  would  be  easily  and 
quickly  solved.  This,  likewise,  is  largely  a 
state  and  administrative  problem,  yet  the 
nurse  and  the  physician  have  a  very  definite 
responsibility  in  doing  their  share  to  eliminate 
such  sources.  Although  theoretically,  we  all 
believe  that  it  should  be  done.  I  wonder  how 
many  of  us  physicians  insist  emphatically  that 
when  we  make  a  diagnosis  of  tuberculosis  in  one 
member  of  the  family  that  every  other  member 


of  the  family  should  be  carefully  examined.  I  feel 
very  sure  that  this  procedure  is  not  carried  out 
anywhere  near  as  often  as  it  should  be.  Among 
the  poorer  classes,  particularly  in  school  work, 
the  nurse  can  arrange  this  more  easily  than 
the  doctor.  As  often  happens  in  medicine,  the 
poor  classes  and  the  rich  classes  get  the  best 
treatment.  It  is  the  patients  who  come  to  our 
own  offices,  who  are  unwilling  to  go  to  a  big  pub- 
lic clinic,  and  who  pay  us  a  moderate  fee,  who 
often  get  the  poorest  treatment.  Personally,  I 
find  it  very  hard  to  ask  a  man  with  active  tuber- 
culosis, who  has  come  to  me  for  advice,  and  who 
has  cheerfully  paid  my  bill,  although  I  know 
that  he  is  in  very  moderate  circumstances,  to 
bring  in  his  wife  and  children  for  examination, 
at  what  he  knows  will  be  an  additional  expense ; 
and  yet  I  feel  that  it  would  be  a  good  invest- 
ment on  his  part. 

How  many  elderly  persons  are  there  with  so- 
called  "New  England  winter  coughs"  who  have 
coughed  and  raised  profusely  for  many  years 
and  yet  maintained  very  good  health  in  spite 
of  it,  who,  on  close  examination,  will  be  found  to 
have  chronic  phthisis,  and  who  thus  explain  the 
cases  of  consumption  among  the  younger  mem- 
bers of  the  family?  In  my  own  practice,  I  can 
name  a  good  many  instances  where  tragedies 
of  this  sort  have  occurred  because  of  neglect  on 
the  part  of  the  physician  to  inquire  into  such 
sources  of  infection.  Are  we  sufficiently  strict 
about  not  allowing  a  consumptive  father  or 
mother  to  live  at  home  without  the  training  that 
a  stay,  even  a  short  stay,  in  a  properly  run 
sanatorium  gives?  Personally,  I  do  not  think 
that  we  are.  It  has  often  been  said  that 
the  intelligent  consumptive  is  no  more  a 
source  of  danger  to  those  about  him  than  a  man 
with  a  wooden  leg.  I  do  not  feel  so  sure  of  this 
as  I  used  to,  and  the  more  I  see  of  tuberculosis 
work,  the  more  firmly  I  believe  that  every  con- 
sumptive, whenever  possible,  should  undergo 
sanatorium  treatment,  if  only  for  a  short  period. 
Dr.  Joseph  H.  Pratt  and  Dr.  Nathaniel  K.  Wood, 
of  Boston,  have  both  done  excellent  work  in 
showing  us  what  home  treatment  really  means. 
Indeed,  I  have  been  most  intimately  connected 
with  this  work  myself,  and  before  our  present 
sanatorium  system  was  developed  in  Massachu- 
setts have  urged  this  method  of  treatment  in  al- 
most every  city  in  the  state.  In  my  experience 
in  the  State  House  during  the  past  ten  years, 
where  we  deal  with  the  tuberculosis  problem  as  a 
whole,  and  not  with  individual  patients,  I  do 
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not  now  feel  that  home  treatment  ever  can,  or 
should,  take  the  place  of  sanatorium  treatment 
among  the  poorer  classes  if  the  sanatorium  is  in 
any  way  available. 

So,  here,  in  the  elimination  of  human  sources 
of  infection,  the  nurse  and  the  physician  have  a 
very  definite  responsibility  and  can  accomplish 
much  good. 

THE  EDUCATION  OF  THE  PUBLIC  AND  PARTICULARLY 
OF  CHILDREN  IN  METHODS  OF  RIGHT  LIVING 
AND  PROPER  HYGIENE. 

Seven  or  eight  years  ago  I  was  instrumental 
in  having  passed  through  the  legislature  an  act 
(Chap.  181,  Acts  of  1908)  which  demanded  that 
tuberculosis,  its  cause  and  prevention,  be  taught 
in  the  grades  of  our  public  schools  in  which  the 
subjects  of  hygiene  and  physiology  are  taught. 
I  also  helped  to  construct  some  school  tuberculo- 
sis exhibits  to  show  in  a  striking  and  graphic 
way  the  general  subject  of  right  living  as  ap- 
plied, not  only  to  tuberculosis,  but  to  health  and 
disease  in  general.  I  well  remember  the  words 
of  an  eminent  physician  who  was  much  opposed 
to  such  legislation  as  this  and  who  felt  that 
children  should  not  know  anything  about  such 
subjects.  I  could  not  agree  with  him  then  nor  can 
I  now.  I  believe  that  there  is  no  more  important 
subject  taught  in  our  schools  than  the  elemen- 
tary principles  of  hygiene.  I  should  like  to  see 
the  three  R's,  reading,  writing,  and  arithmetic, 
sacrificed  in  order  to  hammer  into  the  heads  of 
our  school  children  the  question  of  the  proper 
care  of  their  bodies  and  good  habits  in  regard 
to  the  care  of  the  teeth,  bathing,  eating,  sleeping, 
exercise,  fresh  air,  etc. 

Again,  among  the  poorer  classes,  at  least,  such 
work  as  this  does  not  so  much  involve  the  private 
practitioner  and  the  nurse.  Nevertheless,  the 
physician  has  a  very  definite  responsibility  in 
instructing  the  parents  of  the  children  with 
whom  he  comes  into  contact  and  the  children 
themselves  concerning  such  matters,  whereas  the 
opportunity  for  the  nurse  to  do  good  in  this  di- 
rection is  almost  unlimited. 

THE  EARLY  DIAGNOSIS  OF  CLINICAL  TUBERCULOUS 
DISEASES  IN  ADULTS  AND  CHILDREN. 

This  is  a  subject  in  which  sanity  and  com- 
mon sense  is  very  much  needed  in  Massachu- 
setts. 

One  must  make  a  distinction  between  tuber- 
culous infection,  which  most  of  us  have,  and  tu- 


berculous disease  which  most  of  us  have  not.  It 
is  not  the  nurse's  duty  to  make  the  diagnosis  of 
consumption,  but  it  is  her  duty  to  be  able  to 
recognize  the  danger  signals  and  to  teach 
mothers,  fathers,  and  children  concerning  them, 
and  to  bring  them  to  the  attention  of  the 
family  or  the  school  physician.  "We 
physicians  must  constantly  bear  in  mind  the 
responsibility  we  are  assuming  when  we  state 
that  any  given  patient  has  or  has  not  pulmonary 
tuberculosis.  We  must  remember  the  value  of 
constitutional  signs  and  symptoms,  fever,  loss 
of  weight  and  strength,  etc.,  as  compared 
with  localized  signs  in  the  lungs.  We  must  real- 
ize that  absence  of  proof  is  not  proof  of  absence, 
and  that  because  we  cannot  find  striking  ab- 
normalities in  the  lungs  it  does  not  follow  that 
the  patient  who  has  lost  weight  and  strength 
and  who  is  running  a  slight  fever  is  free  from 
active  tuberculous  disease. 

In  my  own  work  I  am  coming  in  contact  with 
two  extremes  in  the  diagnosis  of  tuberculosis. 
The  younger  men  in  our  large  cities  are,  ap- 
parently, eager  to  find  evidence  of  tuberculosis 
and  are  occasionally  finding  such  where  none 
exists.  At  the  Massachusetts  General  Hospital 
I  am  constantly  unmaking  diagnoses  of  con- 
sumption and  trying,  not  always  successfully,  to 
undo  the  harm  which  has  been  done  by  over- 
enthusiasm  in  this  regard.  On  the  other  hand, 
in  the  country  districts  at  a  distance  from  the 
large  medical  centres,  there  are  still  far,  far  too 
many  physicians  who  do  not  know  how  to  recog- 
nize incipient  pulmonary  tuberculosis  and  who 
are  carrying  the  patient  along  under  such  vague 
and  misleading  terms  as  weak  lungs,  a  spot  on 
the  lungs,  chronic  bronchitis,  anemia,  debility, 
and  others.  I  believe  that  the  diagnostic 
standards  drawn  up  for  the  use  of  the  Framing- 
ham  Experiment  will  be  of  great  value,  and 
merit  earnest  study,  on  the  part  of  every  physi- 
cian. 

SANATORIUM  TREATMENT  FOR  THE  EDUCATION  AND 
CARE  OF  FAVORABLE  AND  SUITABLE  CASES. 

The  physicians  of  Massachusetts  are  not  re- 
sponsible for  the  management  of  our  state  san- 
atoria. That  responsibility  rests  on  a  board  of 
trustees  and  the  Commonwealth  of  Massachu- 
setts, but  the  responsibility  of  making  effective 
the  treatment  which  our  sanatoria  are  offering 
and  of  making  the  investment  that  the  State  of 
Massachusetts  is  putting  into  these  institutions 
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a  good  investment  does  rest  very  largely  with 
the  medical  profession  of  Massachusetts.  I  do 
not  believe  that  we  sufficiently  realize  this  re- 
sponsibility. I  do  not  believe  that  the  average 
phj'sician  knows  as  much  as  he  ought  to  know 
concerning  the  place  to  which  he  is  sending  his 
patients.  I  doubt  if  he  reads  at  all  carefully  the 
detailed  circulars  of  information  which  are  sent 
out  to  every  physician  in  the  state  from  time  to 
time,  and  I  am  sure  that  the  percentage  of  physi- 
cians who  have  ever  visited  a  tuberculosis  san- 
atorium of  any  kind  whatsoever  is  an  extremely 
small  one.  At  the  largest  medical  school  in 
Massachusetts  young  men  are  graduated  every 
year  and  given  the  degree  of  Doctor  of  Medi- 
cine with  practically  no  knowledge  of  what  our 
tuberculosis  problem  is  and  what  Massachusetts 
offers  in  the  way  of  sanatorium  treatment. 

I  believe  that  we,  as  physicians,  ought  to  have 
a  very  definite  knowledge  concerning  such  mat- 
ters, and  that  before  we  advise  any  of  our  pa- 
tients to  go  to  a  state  sanatorium  or,  as  not  in- 
frequently happens,  advise  them  not  to  go  to 
a  state  sanatorium,  that  we  should  know  in  con- 
siderable detail  where  the  patient  is  going,  what 
he  will  receive  in  the  way  of  treatment,  what  he 
can  expect  in  the  way  of  improvement,  and  what 
such  improvement  depends  upon.  Far  too  many 
patients  are  entering  our  state  institutions  with 
an  attitude  partly,  at  least,  instilled  by  their 
physicians,  "Here  I  am.  Now  feed  me  and  cure 
me."  Many  of  the  difficulties  that  our  super- 
intendents meet  in  persuading  our  patients  to 
take  proper  treatment  would  be  done  away  with 
were  every  patient  given  a  frank,  plain,  com- 
mon sense,  and,  if  necessary,  severe  talk,  to 
show  him  that  the  successful  outcome  of  his 
case  depended  far  more  upon  the  amount  and 
quality  of  his  brains  than  upon  the  amount  of 
diseased  tissue  in  his  lungs.  There  is  a  tremen- 
dous opportunity  for  physicians  and  nurses  to 
do  good  in  this  direction. 

At  the  State  House,  at  the  Massachusetts  Gen- 
eral Hospital,  and  in  my  own  private  work,  I 
am  constantly  meeting  patients  who  have  come 
back  from  a  sanatorium  with  apparently  lit- 
tle or  no  idea  as  to  why  they  really  went 
there,  and  what  they  should  have  learned. 
This  is  not  altogether  the  fault  of  our 
sanatoria.  I  fully  realize  that  at  Rutland,  for 
instance,  four  physicians,  one  of  whom  is  en- 
gaged almost  entirely  in  administrative  work, 
cannot  go  into  much  detail  with  350  patients, 
and  that  until  there  are  either  more  physicians 


or  fewer  patients,  the  state  of  affairs  will  not  be 
altogether  satisfactory.  But  we  physicians  who 
send  our  patients  to  Rutland,  to  North  Reading, 
and  elsewhere,  can  be  of  great  service  in  helping 
to  make  this  problem  a  less  difficult  one  by  giv- 
ing our  patients  some  common  sense  ideas  as 
to  what  they  must  do  to  get  well,  and  by  re- 
minding them  that  their  getting  well  depends 
largely  on  themselves. 

HOSPITAL  TREATMENT  FOR  THE  CARE  AND  ISOLA- 
TION OF  ADVANCED,  PROGRESSIVE  CASES. 

It  is  not  a  pleasant  task  to  advise  any  patient 
to  go  to  a  tuberculosis  hospital  when  we  know, 
and  the  patient  knows,  that  in  all  probability  the 
outcome  of  his  case  is  going  to  be  anything  but 
a  favorable  one.  I  do  not  see  how  a  hospital  for 
advanced,  progressive,  and  dying  cases  of  con- 
sumption can  be  anything  but  more  or  less  un- 
popular, and  yet  such  hospitals  play  a  most  im- 
portant part  in  our  tuberculosis  scheme.  The 
medical  profession  and  the  nursing  profession 
should  do  more  than  they  are  now  doing  to  make 
these  institutions  effective,  to  get  into  them  the 
patients  who  should  go  there,  and  to  see  that 
they  are  made  as  attractive  as  it  is  possible  to 
make  them.  If  there  is  anything  really  at  fault 
with  such  a  hospital,  so  that  it  deserves  its  un- 
popularity, pitiless  publicity  should  be  exer- 
cised until  the  fault  is  remedied  by  those  in  a 
position  to  remedy  it.  I  do  not  think  for  a 
minute  that  we  are  going  to  accomplish  much- 
needed  changes  in  many  of  our  local  tubercu- 
losis hospitals  by  simply  refusing  to  send  our 
patients  there,  by  advising  them  not  to  go,  by 
saying  that  they  are  nothing  but  death  houses 
or  morgues,  or  by  using  similar  language  the 
echoes  of  which  constantly  reach  me  at  the  of- 
fice of  our  trustees  at  the  State  House.  The 
waiting  list  for  our  state  sanatoria  is  a  distress- 
ingly long  one.  A  patient  must  wait  at  least 
two  months,  and  at  present  a  longer  time,  be- 
fore he  can  possibly  be  admitted  to  any  one  of 
them,  while  at  "Westfield  there  is  nearly  a  six 
months'  interval  between  the  filing  of  the  pa- 
tient's application  and  his  final  admission.  Yet 
there  are  many  physicians,  and,  I  am  afraid, 
nurses  also,  who  are  advising  their  patients  not 
to  go  to  this  or  that  local  tuberculosis  hospital 
where  they  can  get  under  cover  and  wait  com- 
fortably until  they  can  enter  a  state  sanatorium. 

I,  personally,  am  acting  under  the  strictest 
injunctions  from  the  board  of  which  I  am  secre- 


Vol.  CLXXVIII,  No.  12]      BOSTON  MEDICAL  AND 


SURGICAL  JOURNAL 


385 


tary,  not  to  admit  far  advanced,  progressive, 
and  unfavorable  eases  to  our  sanatoria.  1  am 
constantly  meeting  such  patients,  however,  who 
positively  refuse  to  occupy  a  bed  available  for 
them  in  some  local  tuberculosis  hospital  and  who 
are  led  to  believe  by  their  physicians  that  they 
can  eventually  gain  admittance  to  a  state  sana- 
torium. It  is  not  a  pleasant  task  to  have  to  tell 
such  patients  the  truth. 

SUPERVISION   OF   THE   TUBERCULOUS  PATIENT  BE- 
FORE  AND   AFTER  LEAVING   AN  INSTITUTION, 
AND  AT  ALL  TIMES  IF  THE  PATIENT  DOES  NOT 
OR  CANNOT  HAVE  INSTITUTIONAL  CARE. 

Energy  and  common  sense  in  this  direction, 
will  do  untold  good.  The  work  that  our  after- 
care nurse,  Miss  Bernice  Billings,  has  done 
during  the  past  five  or  six  years  shows 
what  one  woman  can  do.  The  plan  of 
the  State  Department  of  Health  to  provide 
a  number  of  nurses  whose  duty  it  is  to  be  to  look 
after  discharged  sanatorium  patients  and  all 
other  patients  who  do  not  go  to  an  institution, 
with  Miss  Billings  at  the  head  of  such  a  corps 
of  nurses,  will,  I  firmly  believe,  do  more  to  de- 
crease our  tuberculosis  death  rate,  and  to  make 
our  anti-tuberculous  efforts  effective,  than  any 
one  thing  the  State  of  Massachusetts  has  done 
for  years.  But  every  physician,  and  every 
nurse,  should  bear  in  mind  that  unless  Miss  Bil- 
lings, and  the  corps  of  nurses  under  her  super- 
vision, have  the  earnest  and  hearty  cooperation 
of  the  medical  and  nursing  profession,  their 
efforts  will  be  more  or  less  unavailing.  With  at 
least  10,000  consumptives  in  Massachusetts  who 
are  in  need  of  active  and  aggressive  treatment, — 
and  this  I  believe  to  be  a  conservative  estimate, — 
it  is  evident  that  no  one  woman,  directing  the 
work  of  a  dozen  or  so  nurses,  can  do  very  much  ; 
but  if  a  plan  can  be  brought  into  operation 
whereby  Miss  Billings  and  each  one  of  her 
nurses  are  in  active  and  close  cooperation  with 
nurses,  physicians,  dispensaries,  tuberculosis 
associations,  boards  of  health,  and  private  phy- 
sicians throughout  the  state,  then  we  will  accom- 
plish something. 

I  hope,  before  long,  to  see  the  proper  machin- 
ery in  operation  whereby,  whenever  the  diagno- 
sis of  pulmonary  tuberculosis  is  made  in  the 
case  of  any  man,  woman,  or  child  in  this  state, 
certain  things  will  be  done,  including  the  ex- 
amination of  the  other  members  of  the  family, 
proper  supervision  of  the  patient  himself  until 


he  can  go  to  a  sanatorium  or  hospital,  adequate 
care  of  the  other  members  of  the  family,  if  the 
bread-winner  is  removed,  and  finally,  steps  taken 
so  that  when  the  patient  leaves  the  sanatorium 
or  hospital  he  will  return  to  proper  home  con- 
ditions, to  work  suited  to  his  needs,  and  that  at 
all  times  he  will  be  under  proper  supervision, 
whether  he  likes  it  or  not.  This  happy  state  of 
affairs  will  result  only  if  we,  as  physicians  or 
nurses  in  our  private  capacity,  will  realize  the 
need  of  it,  and  will  do  our  share  to  help,  and 
realize  and  assume  our  responsibilities  to  the 
state  and  to  the  patient,  some  of  which  I  have 
here  outlined. 


(Original  Arttrba. 

SPONTANEOUS  PNEUMOTHORAX.* 
By  Philip  H.  Pierson,  M.D.,  San  Francisco. 

This  term,  •"spontaneous  pneumothorax,"  has 
been  used  in  the  literature  to  refer  to  cases  of 
natural  pneumothorax  in  persons  with  no  dem- 
onstrable lung  disease  and,  conseqeuntly,  in  ap- 
parently good  health.  It  is  also  called  by  some, 
"idiopathic  pneumothorax,"  "latent  pneumo- 
thorax," "pneumothorax  with  insidious  onset," 
"pneumothorax  silencieux, "  as  well  as  other 
terms  indicating  a  non-tuberculous  etiology. 

Up  to  1902,  Russell  and  Riessman  had  been 
able  to  collect  only  56  cases  from  the  literature, 
and  in  1912  Nickolsky  reported  90  cases,  which 
included  the  56  above  mentioned.  From  this  it 
can  be  seen  that  the  condition  is  not  a  common 
one,  although  it  may  be  more  often  present  than 
recognized.  In  healthy  individuals  its  onset 
may  be  so  insidious  and  the  signs,  where  there 
is  only  a  partial  collapse,  so  vague  that  without 
urgent  symptoms  the  condition  may  be  easily 
overlooked  in  hurried  examinations  of  the  chest. 
Among  others  more  recently,  Hewlett  and  Ham- 
man  have  each  reported  four  cases  and  Perry 
one.  The  cases,  as  well  as  their  outcome,  are  so 
similar  that  certain  points  as  to  etiology,  symp- 
tomatology and  prognosis  can  be  considered  col- 
lectively. 

Zahn,  in  1891,  published  the  first  thorough 
study  of  the  causes  for  pleural  rupture  where 
there  was  no  inflammatory  process  discernible, 
and  describes  four  different  modes : 

(1)  The  rupture  of  vesicular  blebs.  These 
may  be  as  large  as  hens'  eggs,  and  are  found 
in  pulmonary  emphysema.  Because  of  the  oc- 
currence of  pneumothorax  in  the  comparatively 
young,  where  emphysema  does  not  usually  exist, 
we  must  conclude  that  it  does  exist  in  small 
portions  of  some  apparently  healthy  lungs  with- 
out giving  any  symptoms ; 

*  Read  before  San  Francisco  County  Medical  Society,  September 
4,  1917. 
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(2)  The  rupture  of  interstitial  emphysema 
blebs,  in  which  the  air  enters  the  interstitial  tis-. 
sue  and  then  reaches  the  pleural  surface,  where 
vesicles  form  and  rupture.  All  such  instances 
have  been  about  pleural  adhesions,  which  are 
probably  the  cause  of  such  a  condition; 

(3)  Direct  tear  of  pleura  by  the  tug  on  adhe- 
sions; and 

(4)  Senile  atrophy  of  pleura.  This  is  so  un- 
common that  it  may  be  disregarded,  and  (1) 
and  (2)  may  be  combined  under  the  term  of 
vesicular  emphysematous  blebs. 

The  tearing  of  a  pleural  adhesion  is  the  most 
probable  cause  for  the  rupture  and,  if  we  con- 
sider this  pleural  involvement  possibly  the  pri- 
mary focus  of  a  tuberculous  process  in  the  lung, 
as  Gohn  would  have  us  believe,  where  there  is 
no  other  discernible  evidence  of  tuberculosis, 
then  more  of  these  cases  really  may  be  due  to 
tuberculosis  than  is  believed.  If  the  original 
tuberculous  infection  was  in  the  pleura,  and  be- 
came entirely  healed  at  that  point  without  drain- 
ing into  and  involving  the  bronchial  glands,  the 
physical  signs  would  be  so  small  that  they  could 
not  be  detected,  and  the  area  might  be  so  minute 
that  it  would  not  appear  in  the  x-ray.  In  tuber- 
culosis, where  the  condition  of  pneumothorax  oc- 
curs in  about  1%  of  the  cases,  the  rupture  can 
be  explained  by  a  diseased  condition  near  the 
periphery  of  the  lung,  where  possibly  there  are 
adhesions  and,  when  just  the  right  amount  of 
pressure  is  put  upon  this  area,  there  is  a  rup- 
ture. 

Next,  may  we  consider  the  events  generally 
just  preceding  the  pneumothorax  in  apparently 
healthy  individuals  ?  It  more  often  occurs  after 
strenuous  exertion,  such  as  a  hard  day's  work, 
or  occasionally  after  a  sneeze,  hard  cough,  or 
sudden  deep  inspiration,  which  might  follow  the 
shock  of  a  cold  shower  bath.  Several  of  the 
cases  in  the  literature  have  occurred  during 
sleep.  In  one  of  the  cases,  which  I  will  speak  of 
later,  that  of  a  new-born  babe,  the  pneumothorax 
was  produced  by  the  initial  cry;  in  another,  a 
boy  of  four  years,  it  had  a  very  gradual  onset 
before  admission  to  the  hospital.  In  a  patient 
with  pneumonoconiosis  it  followed  a  hard  day's 
work. 

When  the  lung  suddenly  collapses  there  is 
naturally  always  dyspnea,  which  becomes 
marked  on  exertion.  There  is  somewhat  more 
rapid  pulse,  and  varying  degrees  of  shock  in 
the  severe  cases.  If  the  patient  is  put  to  bed 
and  given  absolute  rest,  most  of  these  symptoms 
subside  in  one,  three  or  four  days.  On  physical 
examination,  the  affected  side  is  generally 
slightly  enlarged,  due  to  the  increased  intratho- 
racic pressure.  If  the  collapse  is  only  partial, 
this  may  not  be  evident.  As  is  frequently  the 
case,  the  collapse  is  not  complete,  and  it  occurs 
gradually.  This  can  be  explained  by  the  fact 
that  the  "tear  is  only  a  small  one  and,  as  the  lung 
decreases  in  size,  the  aperture  closes  of  itself. 
It  is  not  uncommon  to  find  a  dulness,  spoken  of 


as  "wooden,"  over  the  affected  side,  although 
tympany  would  be  expected.  This  dulness  is 
probably  due  to  the  compression  of  the  air  in 
the  pleural  cavity.  There  is  always  diminished 
breathing  over  a  part  or  the  whole  of  this  chest, 
with  some  exaggeration  on  the  opposite  side. 
The  heart  may  or  may  not  be  displaced ;  it  most 
often  is,  especially  where  there  is  any  consider- 
able amount  of  air.  It  is  not  always  possible  to 
hear  a  coin  sound,  or  the  so-called  metallic 
tinkles,  which  are  caused  by  bubbles  of  air  in 
the  compressed  pocket  of  air  (pneumothorax). 
There  is  generally  hyper-resonance,  or  dulness, 
to  a  lower  level  on  the  affected  side,  and  it  does 
not  move  with  respiration.  The  history  of  sud- 
den dyspnea,  or  its  gradual  onset  within  a  few 
hours,  in  an  apparently  healthy  person,  who 
shows  either  a  wooden  tympany  or  hyper- 
resonance  over  one  chest,  with  diminished  or 
absent  breath  sounds,  should  be  sufficient  to 
make  the  diagnosis  of  pneumothorax.  From 
the  physical  signs  fluid  might  be  suspected,  but 
the  symptoms  are  not  those  of  fluid. 

The  treatment  for  this  condition  is  absolute 
rest,  and  this  is  generally  sufficient.  If  the 
symptoms  are  severe,  aspiration  may  be  tried, 
but  not  until  after  a  day  or  two,  when  the  rent 
in  the  visceral  pleura  shall  have  healed.  In  most 
of  these  cases  the  air  is  fairly  rapidly  absorbed, 
and  they  are  apparently  in  good  health  in  four 
to  eight  weeks.  The  ultimate  prognosis  is  also 
good;  practically  100%  of  the  90  cases  recov- 
ered, although  a  few  had  recurrence  of  the 
pneumothorax,  and  at  least  one  had  it  on  the 
opposite  side.  It  is  also  very  rare  for  fluid  to 
form  in  these  cases.  I  see  no  reason  why  such 
a  patient  may  not  have  a  recurrence  of  the 
pneumothorax,  because  adhesions  will  again  be 
formed  at  the  site  of  the  tear.  This  should 
cause  a  guarded  prognosis  and  advice  as  to 
avoiding  severe  and  sudden  exertion. 

Just  a  word  as  to  the  tuberculous  cases :  It 
frequently  occurs  without  any  severe  exertion ; 
it  often  is  not  complete  because  of  adhesions, 
and  it  is  generally  fatal,  due  possibly  to  some 
disease  on  the  other  side  or  to  their  depleted 
physical  condition,  or  because  the  tear  is  larger 
and  fails  to  heal  quickly  and  the  lung  to  re- 
expand.  In  those  cases  which  live,  fluid  prac- 
tically always  accumulates. 

Let  me  conclude  by  presenting  three  short 
histories  with  their  x-ray  pictures,  and  then  by 
demonstrating  a  case  of  natural  pneumothorax 
in  a  man  with  tuberculosis. 

Case  1.  A.  B.,  41  years  old;  miner;  patient  of 
Dr.  Boardman.  Complaint,  shortness  of  breath — 20 
days. 

Family  History. — Negative. 

Previous  History. — Never  sick;  no  frequent 
colds. 

Occupation. — Dry-drilling  in  a  gold  mine  for 
eleven  years,  with  the  exception  of  1V2  years. 

Present  Illness. — For  past  few  months  patient 
has  had  some  cough  and  expectoration,  which  has 
been  dark  and  filled  with  dust.    About  two  month? 
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ago  noticed  some  shortness  of  breath  on  exertion. 
This  persisted,  but  did  not  interfere  with  work  un- 
til twenty  days  ago,  when,  at  quitting  time,  after  a 
full  day's  work,  felt  weak  and  so  short  of  breath 
that  he  could  not  walk  fifteen  feet  without  rest. 
This  marked  shortness  of  breath  lasted  only  two  or 
three  days,  accompanied  by  cough  and  expectora- 
tion. He  had  no  fever,  and  otherwise  was 
well.  After  three  days  he  could  walk  about 
and  dyspnea  gradually  decreased.  At  present 
he  has  a  slight  cough  and  expectoration. 
He  has  lost  ten  pounds  in  weight,  appetite 
and  sleep  good;  no  fever,  sweat,  or  bloody  expecto- 
ration. Physical  examination  shows  the  left  side 
more  prominent  than  the  right;  motion  equal  on 
both  sides;  hyper-resonance  over  the  left  anterior- 
ally  and  tympanitic  posteriorally  down  to  the 
spine  of  the  scapula.  The  right  side  is  slightly 
dull;  the  heart  is  displaced  to  the  right.  Modified 
bronchial  breathing  with  a  few  dry  musical  rales 
on  the  right.  On  the  left  the  sounds  are  distant. 
Whispered  fremitus  absent  over  the  left  upper  lobe. 
At  the  left  base  the  breathing  is  bronchovesicular, 
no  coin  sound  heard.  X-ray  diagnosis:  pneumo- 
thorax on  left,  with  pneumonoconiosis. 

Case  2.  T.  K.,  aged  4;  patient  of  Dr.  Ash.  En- 
tered hospital  December  4,  1916. 

Previous  History. — Negative;  chicken-pox.  De- 
velopment normal. 

Present  Illness. — Ten  days  ago  child  became  irri- 
table; had  fever  in  the  afternoon,  and  the  local 
doctor  said  he  had  bronchitis.  Vomited  for  the  first 
three  days;  two  days  ago  had  profuse  sweats.  Ex- 
amination showed  hyper-resonance  in  the  left  axilla, 
with  rales  at  both  bases  and  large  interscapular 
dulness.  Two  days  later  there  was  hyper-resonance 
over  the  left  chest;  breath  sounds  distant;  dulness 
suggesting  displacement  of  the  heart  to  the  right. 
Eour  days  later  the  hyper-resonance  had  almost 
disappeared;  there  were  still  rales  pretty  much 
throughout  the  left  side.  On  following  day  the 
rales  were  still  heard  at  the  left  base  and  the  risrht 
apex;  temperature  to  about  99.6  every  afternoon. 
X-ray  showed  pneumothorax  left. 

CASE  OF  NATURAL  PNEUMOTHORAX  IN  TUBERCULAR  CASE, 
WITH  RECOVERY. 

Case  3. — M.,  a  new-born  child  on  the  service  of 
Dr.  William  Lucas,  University  of  California  Hos- 
pital. 

This  was  the  first  child  of  an  apparently  healthy 
mother.  At  birth  it  was  noticed  that  the  child  was 
cyanotic  and  uttered  a  very  feeble  cry.  The  breath 
sounds  were  harsh  and  high  pitched  on  the  left,  and 
very  much  diminished  on  the  right  side  of  the  chest. 
The  next  day  its  color  was  ashen  gray;  respirations 
increased,  but  the  child  was  not  markedly  dyspneic. 
From  this  time  on,  it  gradually  improved,  so  that  on 
the  fourteenth  day  it  was  apparently  well  and  was 
discharged.  The  x-ray  pictures  shown  below  were 
taken  on  the  third,  seventh,  and  fourteenth  days. 
In  Fig.  1  the  heart  is  seen  displaced  to  the  left; 
the  mediastinum  is  also  displaced  to  the  left; 
the  left  lung  is  somewhat  compressed  by  the 
pressure  of  the  heart,  and  the  risrht  pleural  cavity 
does  not  contain  inflated  lung.  If  this  represented 
a  case  of  failure  of  the  right  lung  to  expand,  we 
would  expect  the  heart  and  mediastinum  to  be 
pushed  to  the  right  by  the  greater  pressure  on  the 


Fig.  1. — X-ray  taken  on  third  day,  showing  collapsed  right  lung 
and  displacement  of  mediastinum  to  left. 

left  and  the  vacuum  in  the  right  pleural  cavity. 
From  this  it  seems  very  clear  that  there  must  have 
been  a  rupture  of  the  right  lung,  and  that  its  pleural 
space  was  filled  with  air  under  pressure.  From  the 
gradual  expansion  of  the  lung,  as  shown  in  Figs. 
2  and  3,  this  theory  is  substantiated. 


Fig  2. — Seventh  day.     Right  lung  almost  expanded.  Mediastinum 
still  slightly  to  left. 


KiG.  3. — Fourteenth  day.     Mediastinum  in  normal  position.  Lungs 
normal. 

Case  4.— V.  M.,  38;  cook. 

Family  History. — One  sister  died  of  tuberculosis. 

Previous  History. — Negative  except  for  frequent 
colds.  Best  weight,  157,  three  years  ago;  average, 
138. 
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Present  Ilhiess. — Twelve  years  ago  fatigue,  loss 
of  weight,  slight  cough  and  fever;  put  to  bed  and 
soon  felt  all  right.  Three  years  and  seven  months 
ago  sudden  onset  of  chill,  fever,  pain  in  the  side,  a 
"drunk  feeling"  and  sweats  at  night.  He  kept 
working,  although  one  doctor  said  there  was  a  sus- 
picion of  tuberculosis.  Three  weeks  later  his 
sputum  was  positive.  After  two  months  of  good 
treatment,  cough  almost  disappeared  and  he  gained 
27  pounds  in  weight.  His  first  x-ray  was  taken 
then,  and  showed  involvement  of  left  apex.  Nine 
months  later  the  same  symptoms  recurred,  and  in 
two  months  something  inside  his  chest  "broke"  and 
he  spit  up  considerable  pus,  which  gave  much  re- 
lief. Then  he  had  apparently  perfect  health. 
Thirty  months  ago  recurrence  of  pain  in  the  chest, 
cough,  spasmodic  hoarseness  and  asthma.  Because 
of  the  physical  signs,  he  was  advised  by  one  doctor 
to  have  an  artificial  pneumothorax.  About  one 
month  later  he  suddenly  had  a  "big  cough,  terrible 
pain  in  the  chest,  things  seemed  to  turn  upside 
down."  He  coughed  up  a  wine-glass  of  pus  and 
two  glasses  of  pus  a  day  for  two  weeks.  This  had 
a  terrific  odor,  and  was  accompanied  by  high  fever. 
At  this  time  he  noticed  his  heart  was  on  the  right 
side.  Rather  soon  began  to  feel  much  better,  but 
six  weeks  later  had  another  severe  attack  of  short- 
ness of  breath.  As  he  recovered  he  felt  water 
splashing  around  in  his  left  chest,  until  eight 
months  ago,  at  which  time,  a  doctor  who  saw  him 
said  that  his  chest  was  full  of  fluid.  When  he  came 
to  me  he  complained  of  weakness  on  slight  exertion, 
inability  to  bend  over,  a  cough  when  he  lay  down. 
Physical  examination  showed  the  left  side  full  of 
fluid,  heart  displaced  to  the  right  axilla,  and  a  few 
transient  rales  in  his  right  upper  lobe.  The  fluid 
has  gradually  been  withdrawn,  which,  with  reaecu- 
mulated  fluid,  has  amounted  to  over  11,000  cc.  I 
have  introduced  air  in  this  left  pleural  cavity  until 
there  is  now  practically  no  movement  of  this 
lung,  which  did  begin  to  expand  at  the  end  of 
thoracentesis,  two  months  ago,  making  the  total 
time  for  which  this  lung  was  collapsed,  eighteen 
months.  His  blood  Wassermann  was  negative;  his 
blood  tubercular  test  was  one  plus,  chest  fluid  tu- 
bercular test  four  plus.  Chest  fluid  at  first  showed 
specific  gravity  of  1019,  a  few  pus  cells,  no  tuber- 
cular bacilli.  About  three  months  ago  tubercular 
bacilli  were  found  in  his  chest  fluid,  as  well  as  in 
his  sputum.  The  last  fluid  withdrawn  was  much 
more  turbid,  and  of  specific  gravity  1021.  He  has 
had  no  fever. 

DISCUSSION. 

Dr.  H.  D'Arcy  Power:  These  cases  are  very  in- 
teresting to  me.  I  had  no  idea  that  the  non-tuber- 
cular form  was  such  a  rarity.  It  happened  to  be 
my  luck  some  few  years  ago  to  have  a  case  which  I 
think  must  be  placed  in  this  group.  1  have  good 
reason  to  remember  it,  because  it  was  a  week  after 
the  fire,  and  there  was  no  available  aspirating  appa- 
ratus. Everything  had  been  burned  up.  The  pa^ 
tient,  a  man  about  forty  years  of  age,  a  farmer, 
was  sent  in  from  the  Sierras,  with  the  story  that 
he  had  caught  a  cold  and  quite  suddenly  felt  pain 
in  his  chest,  with  cough.  The  local  practitioner 
could  not  make  anything  definite  out  of  it,  and 
sent  him  to  me.  I  made  an  examination  of  the 
chest,  and  found  very  much  the  condition  de- 
scribed here  tonight — a  localized  pneumothorax. 
He  had  an  area  of  absent  respiratory  sounds  on 


the  right,  and  tympany,  and  quite  distinct  splash- 
ing. He  was  not  coughing  at  the  time,  had  no 
fever,  and,  except  for  a  little  pain,  was  practically 
symptomless.  I  borrowed  a  spinal  injection  needle 
from  Dr.  Evans,  and  with  the  aid  of  a  Davidson 
syringe,  a  piece  of  glass  tube  and  a  bottle,  made  a 
very  good  aspiration  apparatus.  I  got  out  quite  a 
little  air,  under  pressure  at  first,  and  then,  I  sup- 
pose, thirty  or  forty  cc.  of  clear  fluid.  He  made 
an  uneventful  recovery,  and  while  I  was  unable  to 
follow  the  case  up,  I  heard  from  him  five  years 
afterward  as  without  any  tuberculosis  or  other 
symptoms. 

I  do  not  know  what  caused  it.  It  has  always 
been  a  puzzle  to  me,  and  that  is  the  reason  I  men- 
tion it.  I  think  probably  if  these  cases  were  more 
carefully  looked  for,  we  should  meet  them  oftener 
than  we  do.  Among  cases  of,  not  spontaneous,  but 
accidental  pneumothorax,  we  probably  have  more 
than  are  generally  reported.  Some  year3  ago,  in 
Grass  Valley,  I  was  called  in  consultation  to  a  child 
with  double  bronchial  pneumonia.  The  doctor  in 
charge  got  the  idea  that  the  child  had  fluid,  and 
stuck  in  a  large  exploratory  needle.  Aid  went  in 
and  the  child  went  out.  I  have  no  doubt  these 
things  occur  more  often  than  we  know.  They  are 
not  likely  to  be  reported. 

Dr.  Rachel  Ash  :  I  have  seen  two  of  the  pa- 
tients described  by  Dr.  Pierson  this  evening.  The 
case  of  the  boy  of  four  years  was  not  as  simple  as 
it  would  appear.  The  child  was  exceedingly  irri- 
table, had  severe  spasms,  Babinski,  and  various 
other  phenomena  pointing  to  an  involvement  of  the 
central  nervous  system.  He  entered  the  Children's 
Hospital  with  the  history  of  a  recent  bronchitis. 
On  examination,  posteriorly  there  was  a  tym- 
panitic area,  and  below  this  a  definite  dulness, 
which  I  took  to  be  fluid.  I  inserted  an  intra- 
muscular needle  very  carefully,  and  was  surprised 
to  see  the  piston  forced  back  immediately,  by 
what  was  evidently  a  gas  under  pressure.  The 
next  day,  pneumothorax  was  confirmed  by  the  x-ray. 
I  felt  that  possibly  there  might  have  been  some 
adhesions  between  the  parietal  and  visceral  pleura, 
and'  that  I  had  punctured  the  lung.  I  was  much 
relieved  to  find  that  the  pneumothorax  had  no  ap- 
parent etiology,  and  that  Dr.  Bryan  had  found  in 
the  roentgenogram  secondary  tuberculosis  and 
bronchial  adenitis.  I  was  never  able  to  find  the 
cause  of  the  various  nervous  phenomena.  We 
know  nothing  of  the  later  history  of  the  child, 
but  he  was  in  good  health  and  running  about  be- 
fore he  left  the  hospital. 

The  other  child  was  born  at  the  IT.  C.  Hospital. 
Uur  attention  was  first  called  to  the  patient  by  the 
severe  cyanosis.  One  side  of  the  chest  was  practi- 
cally immobile;  the  x-ray  made  the  diasmosis  abso- 
lute. This  child's  chest  also  cleared  up.  The 
question  there,  of  course,  was  whether  there  was  a 
true  congenital  atelectasis,  the  lung  having  never 
expanded,  or  whether  there  was  a  rupture  of  the 
Inns:  with  the  first  cry.  Unfortunately,  no  pleural 
puncture  was  made,  to  establish  the  presence  or 
absence  of  air.  There  was  apparently  no  pleural 
effusion  in  either  case. 

Major  E.  S.  Kilgore:  Dr.  Pierson's  last  case 
illustrated  well  the  enormous  capacity  of  the  lung 
to  expand  after  being  contracted  very  much  for  a 
long  time.  This  was  impressed  upon  me  very 
forcibly   some   years   ago   in   connection   with  a 
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somewhat  similar  case.  A  young  man,  about 
twenty-four,  complained  of  shortness  of  breath, 
amounting  to  disability.  This  was  the  only  symp- 
tom he  had  had  for  about  a  year.  From  the  his- 
tory we  felt  sure  his  pneumothorax,  which  was  a 
right-sided  one,  had  existed  about  a  year.  X-ray 
showed  the  lung  contracted  to  about  the  size  of 
one's  fist.  The  intrathoracic  pressure  was  meas- 
ured, and  instead  of  positive  pressure,  which  is  the 
rule  in  early  cases,  he  had  negative  pressure;  so 
that,  presumably,  air  had  been  absorbed  as  much 
as  possible,  and  the  condition  was  stationary.  At- 
tempt to  withdraw  any  considerable  amount  of  air 
failed.  A  surgical  consultant,  who  was  particularly 
interested  in  chest  surgery,  felt  that  several  of  the 
patient's  ribs  ought  to  come  off  in  order  to  strip  off 
the  fibrous  tissue  and  allow  the  lung  to  expand. 
The  internists,  however,  decided  to  try  more  aspi- 
ration, in  small  amounts,  and  small  amounts  of  air 
were  taken  out  every  other  day  for  a  considerable 
period  of  time.  In  the  course  of  a  few  weeks,  the 
lung  completely  expanded,  x-ray  showed  a  normal 
chest,  and  instead  of  being  short  of  breath,  he  could 
run  around  the  block  as  comfortably  as  a  normal 
man,  and  a  year  later  was  in  the  same  condition. 

In  regard  to  accidental  pneumothorax  resulting 
from  chest  puncture,  the  more  dangerous  cases  are 
those  without  pleural  adhesions.  Fatalities  have 
been  reported  following  in  a  few  hours  after  a 
needle  has  been  stuck  into  a  fairly  normal  lung. 
As  there  are  no  adhesions,  the  lung  can  contract 
easily  and  completely,  and  the  sudden  throwing 
out  of  so  much  lung  space  results  in  fatality. 
Pleural  adhesions  very  much  increase  the  chances 
of  puncturing  the  lung,  but,  fortunately,  they  also 
prevent  serious  pneumothorax  when  such  puncture 
occurs.  Radiograms  taken  after  ordinary  chest 
punctures  show  minor  degrees  of  pneumothorax 
oftener  than  we  are  in  the  habit  of  thinking. 

Dr.  Pierson  (closing)  :  Dr.  Power's  case  is  of 
interest,  and  I  think  would  possibly  come  under  the 
group  of  cases  that  are  due  to  emphysematous 
blebs.  It  is  very  possible  that  this  case  had  one  of 
those  blebs,  which  was  ruptured  by  a  little  extra, 
exertion. 

I  think  I  saw  that  case  that  Dr.  Kilgore  spoke 
of,  and  just  after  that  I  think  he  gave  the  man 
some  blowing  exercises  which  helped  expand  his 
lung. 

A  few  nights  ago,  while  I  was  thinking  about  this 
paper,  I  was  called  out  at  half -past  eleven  to  see  a 
tuberculosis  case  that  had  been  doing  very  well.  I 
mention  this  case  because  it  shows  how  suddenly 
symptoms  of  this  condition  happen,  and  how  un- 
expected it  is.  This  man  had  been  doing  very 
well,  had  gained  thirty  pounds,  had  a  good  position, 
and  was  feeling  so  well  that  he  bought  a  new  suit 
of  clothes  to  celebrate  his  birthday,  which  came 
this  week.  Saturday  night  at  8.30  he  began  to 
feel  mean.  At  9.30  he  was  short  of  breath.  At 
11.30  respirations  45,  and  cold  sweat  all  over  him, 
though  no  pain.  The  right  chest  moved  less  than 
the  left,  there  was  a  dull  tympany  and  very  much 
diminished  breathing  on  that  side,  and  exaggerated 
breathing  on  the  other  side.  The  condition  was 
severe,  and  the  man  died  at  1.30  that  night.  I  think 
that  brings  out  the  fact  that  in  these  cases  that  are 
tuberculous,  the  pneumothorax  is  almost  always 
fatal,  because  there  is  probably  a  good-sized  rent, 
and  there  is  no  chance  for  it  to  heal  over  and  the 
lung  to  expand. 


OBSERVATIONS  ON  DISABLED  SHOUL- 
DERS, WITH  ESPECIAL  REFERENCE 
TO  SUB-ACROMIAL  BURSITIS.* 
By  Hilbert  F.  Day,  M.D.,  Boston, 

Surgeon,  Boston  Dispensary;  Associate  in  Surgery, 
Peter  Bent  Brigham  Hospital;  First  Assistant 
Surgeon,  Beth  Israel  Hospital. 

For  the  last  four  years  I  have  been  particu- 
larly interested  in  the  cases  of  shoulder  injury 
which  I  have  seen  at  the  Brigham  Hospital,  the 
Boston  Dispensary  and  in  private  practice.  As 
the  subject  has  seemed  to  offer  no  definite  "open 
and  shut"  means  of  making  a  diagnosis  nor  hard 
set  rule  for  treatment,  it  has  proved  well  worthy 
of  careful  study.  Some  of  the  facts  which  I 
have  been  able  to  learn  may  be  of  value  to  you 
who,  perhaps,  have  not  given  much  thought  to 
them. 

It  may  seem  presumptuous  for  me  to  write  a 
paper  on  this  subject  when  we  have  in  Boston  an- 
other surgeon,  namely,  Dr.  E.  A.  Codman,  who  is 
considered  all  over  the  country  as  an  expert  in 
shoulder  injuries,  and  who  has  made  an  exhaus- 
tive study  of  them.  Nevertheless,  as  none  of  his 
writings  have  been  very  recent,  they  may  not 
have  been  brought  directly  to  your  attention! 
In  elucidating  the  subject,  therefore,  I  will  not 
hesitate  to  use  some  of  the  facts  he  has  worked 
out. 

Cause.  In  practically  all  cases  of  shoulder 
disability,  a  history  of  trauma  can  be  obtained. 
The  order  of  frequency,  as  I  have  found  it,  is  (a) 
direct  fall  on  the  point  of  the  shoulder,  (b)  fall 
on  the  hand  with  strain  transferred  to  the 
shoulder,  (c)  pull  on  the  shoulder  as  by  a  sud- 
den lurch  of  the  body  while  hanging  on  a  strap. 

Symptoms.  Generally  there  is  at  first  sore- 
ness about  the  shoulder  due  to  a  definite  contu- 
sion. This  soreness  may  subside  and  then  de- 
velop obstinate,  persistent  and  often  very  acute 
pain  in  the  shoulder.  The  pain  is  generally  con- 
stant, but  is  sometimes  intermittent,  increased 
by  motion  of  the  arm,  and  is  often  worse  at 
night.  It  is  usually  referred  to  the  upper  por- 
tion of  the  arm  in  the  front  and  outer  aspects, 
rather  than  posteriorly.  This  pain  is  sometimes 
described  as  running  down  the  arm  and  fore- 
arm, or  even  up  into  the  neck.  The  next  most 
frequent  and  disabling  symptom  is  limitation  of 
motion,  generally  evidenced  by  loss  of  abduction 
— active  abduction  slightly  less  than  passive — 
and  accompanied  by  more  pain.  External  and  in- 
ternal rotation  (in  reaching  suspender  buttons 
behind,  the  arm  is  internally  rotated;  and  in 
reaching  the  back  of  the  head  with  arm  abducted, 
it  is  externally  rotated)  are  also  usually  dimin- 
ished as  compared  to  normal.  There  is  generally 
no  deformity  unless  there  is  an  unreduced  dis- 
location, fracture  or  muscle  atrophy  due  to  long 
standing  disuse. 

In  all  cases  of  shoulder  injury,  an  x-ray  pic- 
ture should  be  taken,  for  it  frequently  clears  the 

*  Read  at  a  meeting  of  the  Boston  Chimrgieal  Societv,  Dec. 
28,  1917. 
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diagnosis,  as  without  it  a  small  fracture  about 
the  shoulder  joint  may  be  overlooked.  Most  of 
the  cases  of  shoulder  injury  that  have  come  un- 
der my  observation  have  been  seen  by  me  several 
days  or  weeks  after  the  initial  injury  and,  there- 
fore, in  this  study  we  can  disregard  recent  dislo- 
cations and  very  evident  gross  fractures.  The 
diagnoses  of  injuries  seen  at  later  periods  have 
in  their  frequency  appeared  in  the  following 
order : 

1.  Sub-acromial  bursitis, 

a.  Without  further  injury, 

b.  With  tear  of  the  supraspinatus  ten- 
don, 

c.  With  calcareous  deposit. 

2.  Injury  of  the  supraspinatus  tendon  alone. 

(It  is  probably  caused  by  pressure  of 
the  sharp,  under  edge  of  the  acromion 
on  the  tendon,  made  during  sudden,  vio- 
lent motion  of  the  arm). 

3.  Fracture  of  the  greater  tuberosity  of  the 
humerus. 

4.  Loose  joint  capsule  causing  some  sublux- 
ation of  the  humerus. 

5.  Traumatic  periostitis. 

6.  Disease  of  the  head  of  the  humerus,  as 
syphilis,  tuberculosis  or  neoplasm. 

7.  Brachial  neuritis. 

As  the  differential  diagnosis  may  be  easy  or 
may  be  quite  difficult,  a  few  words  of  explana- 
tion about  each  of  the  foregoing  injuries  may  be 
helpful. 

1.  As  to  the  various  types  listed  under  sub- 
acromial bursitis,  it  is  difficult  to  say  at  first 
whether  the  supraspinatus  tendon  is  torn.  If 
there  are  calcareous  deposits,  they  will  show  in 
the  radiograph. 

2.  I  have  seen  no  acute  case  where  I  could 
be  sure  that  the  supraspinatus  tendon  alone 
had  been  torn.  In  a  general  way  there  would 
be  complete  loss  of  abduction  with  very  little 
tenderness  and  pain.  In  chronic  or  long  stand- 
ing cases,  when  the  bursal  inflammation  has  dis- 
appeared, a  diagnosis  can  be  made  rather  easily. 
It  is  done  in  the  following  manner:  Have  the 
patient  stand  with  arms  extended  in  abduction 
to  the  level  of  the  shoulders  and  then  have  him 
counter-abduct  against  downward  pressure 
made  on  his  arms  by  the  examiner.  A  defective 
supraspinatus  tendon,  although  strong  enough 
to  abduct  an  arm  alone,  allows  the  arm  to  waver 
under  the  added  weight. 

3.  A  fracture  in  the  shoulder  joint  should 
show  up  in  an  x-ray  and,  therefore,  if  taken  at 
a  proper  angle,  a  fracture  of  the  greater  tuber- 
osity of  the  humerus  would  show. 

4.  If  there  is  subluxation  of  the  humerus, 
there  is  generally  a  slight  prominence  of  its 
head  in  front  with  depression  behind  and  no 
flattening  of  the  deltoid  muscle.  It  is  accom- 
panied by  pain  radiating  down  the  arm  and  in- 
ability to  abduct.  This  is  rarely  seen,  as  the 
acute  cases  are  so  easily  reduced ;  and  this  reduc- 
tion is  generally  accomplished  by  a  lay  person 
before  the  patient  reaches  a  doctor. 


5.  When  there  is  periostitis,  it  is  apt  to  be 
fairly  well  defined  and  is  often  accompanied  by 
fever.  As  this  disease  progresses,  there  are 
changes  in  the  bone  which  are  demonstrable  by 
the  x-ray. 

6.  Such  diseases  as  syphilis,  tuberculosis  and 
neoplasms  of  the  bones  about  the  shoulder  joint 
are  chiefly  diagnosed  with  the  help  of  the  x-ray. 

7.  As  to  brachial  neuritis,  I  have  seen  only 
one  case  which  I  was  willing  so  to  diagnose,  and 
in  that  case  there  was  tenderness  above  the 
shoulder  in  the  neck,  and  in  following  the  case, 
there  was  later  some  sensory  disturbance  in  the 
arm.  Cases  where  there  has  been  an  old  neck 
injury,  or  where  there  is  a  slight  chronic  irrita- 
tion of  nerves  in  the  neck  are  sometimes  con- 
fused with  cases  of  brachial  neuritis,  for  they 
are  apt  to  have  occasional  vague  pains  referred 
to  the  shoulder. 

As  the  greatest  number  of  cases  of  disabled 
shoulders  are  included  under  the  subacromial 
bursitis  group,  I  am  going  to  confine  my  discus- 
sion to  them. 

Anatomically  the  subacromial  bursa  embraces 
what  is  often  spoken  of  as  the  subdel- 
toid bursa.  This  latter  division  disappears 
when  the  arm  is  abducted  and  is  simply  that 
portion  of  the  subacromial  bursa  which  lies  un- 
der the  deltoid  muscle  beyond  the  acromion  pro- 
cess when  the  arm  is  adducted.  The  bursa  is 
2y2  to  3  inches  in  diameter.  Its  under  surface 
is  firmly  attached  to  the  tuberosity  of  the  hu- 
merus and  to  the  expansion  of  the  supraspin- 
atus tendon.  Its  upper  surface  is  attached  to 
the  under  surface  of  the  acromion  and  eoraco- 
acromial  ligament,  and  to  the  under  fibers  of  the 
deltoid  muscle.  From  this  description  you  may 
see  that  with  the  arm  adducted  the  subdeltoid 
portion  of  the  bursa  is  exposed  to  trauma.  If 
this  .portion  of  the  bursa  is  inflamed  for  any 
reason,  it  causes  a  mechanical  obstacle  to  free 
abduction  of  the  arm  as  it  tries  to  slip  under  the 
acromion  process.  It  is  not  generally  realized 
that  in  extreme  abduction  it  actually  has  to  pass 
beneath  the  acromion  ligament.  Its  function  is 
to  avoid  friction  at  the  time  when  the  tuberosity 
of  the  humerus  passes  under  the  acromion  liga- 
ment. When  the  supraspinatus  tendon  is  in- 
jured or  lacerated,  full  abduction  is  impossible, 
for  it  is  the  essential  abductor  of  the  shoulder. 
The  deltoid  muscle,  as  demonstrated  by  Codman, 
although  popularly  supposed  to  abduct,  has  its 
chief  function  as  a  means  of  holding  the  head  of 
the  humerus  firmly  under  the  acromion  and  in 
the  glenoid  cavity. 

Acute,  subacute  and  chronic  cases  have  all 
come  under  my  observation,  and  in  certain  in- 
dividuals, where  treatment  has  not  been  carried 
out  properly,  all  three  phases  have  been  ob- 
served. In  the  first  type  pain  is  the  outstand- 
ing complaint,  abduction  is  limited  by  pain,  and 
pain  at  night  is  particularly  troublesome.  There 
is  also  some  effusion  into  the  bursa,  and  the 
bursa  is  correspondingly  tender  to  pressure.  A 
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useful  diagnostic  sign  of  this  stage  and  one  which 
often  surprises  the  patient  is  shown  in  the  follow- 
ing way.  Have  the  patient  bend  over  and  let  his 
arms  swing  forward,  then  ask  him  to  straighten 
up,  holding  his  arms  as  they  are.  To  his  sur- 
prise he  then  finds  he  can  fully  abduct  his  af- 
fected arm  without  pain.  This  is  due  to  the 
fact  that  the  tuberosity  has  passed  beneath  the 
acromion.  Of  course  the  pain  reappears  when 
he  lowers  or  adducts  his  arm.  In  the  second 
type,  because  adhesions  have  then  formed  be- 
tween the  floor  and  roof  of  the  bursa,  the  arm 
cannot  even  passively  be  fully  abducted  because 
the  tuberosity  of  the  humerus  cannot  pass  be- 
neath the  acromion.  This  is  demonstrated  by 
showing  that  the  scapula  moves  with  the  hu- 
merus in  all  its  motions  beyond  a  very  few  de- 
grees of  unrestricted  abduction.  In  the  chronic 
type,  the  adhesions  having  generally  broken  up, 
abduction  is  again  possible  but  often  painful, 
and  sometimes  jerky,  due  to  the  roughening  of 
the  bursa.  Generally,  the  more  the  patient  uses 
his  arm,  the  more  he  has  to  suffer  with  pain  in 
his  shoulder,  which  often  manifests  itself  some 
time  after  the  actual  motion. 

Practically  all  cases  of  subacromial  bursitis 
which  have  been  under  my  observation  long 
enough,  have  recovered  despite  treatment  or  the 
absence  of  it.  The  duration  of  symptoms  seems 
to  vary  in  untreated  cases  from  six  months  to 
three  years.  A  few  cases  who  have  been  willing 
to  carry  out  ideal  treatment,  have  completely  re- 
covered in  two  weeks.  I  feel  sure  that  proper 
treatment  at  any  stage  of  the  disease  will  often 
materially  shorten  its  course. 

Proper  treatment,  according  to  my  observa- 
tions, is  as  follows:  The  acute  cases  should  be 
given  aspirin  for  their  pain  and  treated,  as 
W.  W.  Brickner  of  New  York  suggests,  by  being 
put  to  bed  "in  a  semi-recumbent  position,  sup- 
ported on  pillows  not  too  soft.  The  affected  arm 
is  abducted  on  a  pillow  as  far  as  it  comfortably 
can  be.  A  muslin  bandage  is  then  lightly  looped 
about  the  wrist  and  carried  to  a  convenient  spot 
on  the  headpiece  of  the  bed,  where  it  is  fas- 
tened, t  The  upper  end  of  the  bed  is  then  raised 
on  'shock  blocks'  or  chairs.  As  the  patient's 
body  little  by  little  slides  down  in  bed  his  arm 
travels  (relatively)  further  and  further  up  and 
thus  a  shoulder  that  obstinately  resists  forcible 
efforts  at  abduction  yields  steadily,  painlessly,  to 
this  gradual  countertraction,  which  the  patient 
often  does  not  even  feel."  This  treatment  has 
been  successful  in  every  acute  case  where  I  have 
used  it,  cures  being  accomplished  in  from  five 
to  twelve  days.  Aspiration  of  the  bursa  is  said 
to  be  helpful  when  there  is  a  large  amount  of 
effusion  into  it  causing  intense,  constant  pain.  I 
have  never  myself  used  this  treatment.  In  some 
acute  cases  where  there  has  been  a  partial  rup- 

t  Since  first  drafting  this  paper  I  have  accepted  and  used  a 
modification  suggested  by  Codman.  He  binds  a  splint  to  the 
back  of  the  forearm,  extending  from  the  hand  to  the  elbow, 
and  runs  cords  from  either  end  of  it  to  the  head  of  the  bed.  By 
this  means  a  distribution  of  traction  takes  the  place  of  a  pull 
on  the  wrist.  The  cords  are  so  arranged  that  they  can  run 
along  the  top  of  the  bed  and  give  the  arm  a  little  play. 


ture  of  the  supraspinatus  tendon,  with  an  im- 
mediate operation,  the  tendon  could  be  repaired 
and  long  weeks  of  disability  saved.  Also,  as  ad- 
hesions form  in  the  bursa  and  there  are  often 
calcareous  deposits  in  or  below  the  bursa  towards 
the  end  of  the  acute  stage,  these  cases  could  well 
be  treated  by  operation  and  so  shorten  conva- 
lescence. As  I  am  advising  operation  for  a  cer- 
tain number  of  patients,  knowing  it  will  give 
quick  relief  of  symptoms,  a  description  of  the 
operation  is  not  out  of  place. 

The  patient  should  lie  on  his  side  on  a  fiat 
table.  Local  anesthesia  with  novocaine  is  per- 
fectly satisfactory,  but  a  general  anesthetic  is 
more  often  used,  the  forearm  and  upper  arm 
wrapped  separately,  so  that  motion  at  the  shoul- 
der joint  can  be  obtained  during  the  operation. 
A  two  or  three  inch  incision  should  be  made 
from  the  acromion  process  down  over  the  greater 
tuberosity  of  the  humerus.  The  fibers  of  the 
deltoid  muscle  should  next  be  separated  by  blunt 
dissection  and  retracted.  "When  this  is  done  the 
roof  of  the  bursa  will  be  exposed.  Its  roof  can 
then  be  carefully  incised  for  practically  the  en- 
tire length  of  the  incision  and  its  sides  retracted 
so  as  to  expose  its  interior.  When  this  has  been 
done,  pulling  downward  on  the  arm  will  some- 
times allow  the  bursa  to  fill  with  air  and  so  make 
its  cavity  more  easy  to  explore  with  a  finger. 
Villous  masses  or  adhesions  can  now  be  cut  away. 
The  floor  of  the  bursa  in  acute  cases  may  be 
found  to  be  reddened  and  puffed  up  with  a 
whitish  center  like  a  boil  which,  when  incised, 
exudes  a  whitish  material  varying  from  a  smooth 
fluid  in  these  acute  cases,  to  a  thick,  granular, 
sand-like  substance  in  the  older  ones.  This  sub- 
stance should  all  be  scooped  out,  but  not  forcibly 
curetted.  "When  this  is  done  the  floor  of  the 
bursa  is  retracted  out  of  the  way  so  that  the 
tendon  of  the  supraspinatus  is  brought  in  view. 
If  there  is  a  tear  in  it,  it  should  be  repaired. 
This  can  be  done  with  vertically  placed  sutures, 
preferably  chromicized  catgut,  though  silk  may 
be  used.  The  wound  may  now  be  closed  care- 
fully in  layers.  The  fibers  of  the  deltoid  fall 
together,  but  are  best  approximated  by  a-  couple 
of  catgut  sutures  not  placed  deep  enough  to 
pierce  the  roof  of  the  bursa.  The  arm  is  then 
put  up  in  abduction,  preferably  in  a  plaster-of- 
paris  spica.  This  plaster-of-paris  spica,  in  my 
opinion,  is  not  absolutely  essential,  for  I  feel 
that  if  the  arm  is  held  in  abduction,  as  described 
above,  it  will  do  perfectly  well,  though  perhaps 
a  firm  dressing  for  the  few  hours  immediately 
following  operation  may  make  the  patient  more 
comfortable. 

The  subacute  cases,  namely,  those  where  ad- 
hesions have  formed,  require  more  ingenuity 
and  patience  in  their  treatment.  Generally 
speaking,  they  may  be  handled  in  three  differ- 
ent ways. 

a.  By  an  operation  (such  as  has  just  been 
described)  with  the  object  of  separating  adhe- 
sions and,  if  necessary,  removing  the  bursal  floor. 
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b.  By  forcible  breaking  up  of  adhesions  with 
manipulations,  the  patient  being  anesthetized. 

c.  By  gradual  stretching,  as  is  accomplished 
by  nature  without  treatment,  or  more  rapid 
gradual  stretching  by  massage,  passive  motion, 
Zander  treatment  or  active  exercises. 

The  treatment  of  chronic  cases,  namely,  those 
cases  where  the  adhesions  have  been  broken  up 
and  where  motion  is  possible  but  perhaps  pain- 
ful, generally  needs  patience  and  considerable 
time.  Patients  of  this  type  should  have  baking 
and  massage  at  regular  intervals,  generally 
every  other  day,  and  should  be  given  definite 
exercises  to  follow  up  by  themselves.  These  ex- 
ercises should  be  graded  according  to  the 
amount  of  reaction  they  set  up,  and  are  best 
taken  at  night  when  they  may  be  followed  by  a 
period  of  rest.  One  of  the  best  preliminary  ex- 
ercises is  to  have  the  patient  put  his  hand  on  a 
wall  and  slowly  abduct  the  arm,  creeping  up  the 
wall  with  his  fingers.  In  this  way  his  arm  will 
receive  some  support  and  the  abduction  is  ac- 
complished gradually. 

In  all  cases,  as  a  routine  procedure,  the  teeth, 
tonsils,  gastro-enteric  tract  and  in  fact  any  pos- 
sible focus  of  infection  must  be  eliminated.  It 
is  not  my  belief  that  subacromial  bursitis  can 
be  caused  by  infection.  Trauma  is  essential. 
However,  I  do  believe  that,  given  an  injured 
bursa,  secondary  infection  may  keep  up  its  in- 
flammation. 

conclusions. 

Subacromial  bursitis  is  a  definite  demon- 
strable disease  and  has  certain  characteristic 
symptoms.  Its  prognosis  is  ultimately  good.  Tts 
cure  can  be  hastened  by  proper  treatment. 

In  the  Peter  Bent  Brigham  Hospital  Out-door 
Department,  I  have  observed  and  tabulated  64 
cases  diagnosed  as  subacromial  bursitis  during 
the  years  1915,  1916,  and  nine  months  of  1917. 
More  of  these  cases  have  been  seen  in  the  last 
year  and  a  half,  due  to  the  increased  size  of  the 
clinic.  Of  these  there  were  thirty-two  males 
and  thirty-two  females.  The  ages  varied  from 
a  child  of  ten  years  to  a  woman  of  sixty-five,  and 
apparently  age  has  no  particular  significance 
except  that  the  younger  cases  seem  to  recover 
from  symptoms  more  rapidly  than  the  older 
ones.  Occupation,  also,  seems  to  be  an  unim- 
portant factor,  for  in  this  series  there  were 
clerks,  nurses,  students,  teachers  and  laborers. 
In  a  general  way,  the  more  highly  educated  the 
patients,  the  quicker  they  get  well  because  they 
are  more  persistent  in  following  treatment. 
Causes  given  by  them  for  their  disability  are  as 
follows : 

Direct  trauma,  29  cases 

Indirect  trauma,  6     "    (as  by  fall- 

ing on  the  hand  or  elbow). 
Unusual  use  of  arm,     10  " 
Unknown,  19  " 

At  the  time  of  their  first  visits  to  the  hospital, 
these  cases  fell  into  the  following  divisions : 


Acute,  26, 

Subacute,  25, 

Chronic,  13. 
The  cases  made  visits  ranging  from  one  to 
sixty  per  patient.  In  a  general  way,  the  acute 
cases  made  only  a  few  visits  and  the  chronic 
cases  made  many.  One  or  more  forms  of  treat- 
ment, as  outlined  in  the  foregoing  paper,  have 
been  tried  with  each  case.  Six  eases  have  been 
mobilized  under  an  anesthetic,  three  have  been 
operated  and  three  others  have  refused  to  sub- 
mit to  the  operation  advised. 


THE  RED  STREAK:  A  SIGN  OF  DISEASE. 
By  Edwaed  A.  Tracy,  M.D.,  Bostox. 

In  the  Journal  of  December  6,  1917,  was 
published,  "A  Method  of  Testing  the  Vaso- 
motor Reflexes ,  of  the  Skin. ' '  By  using  the 
method  therein  described  in  the  investigation  of 
conditions  both  of  health  and  disease,  it  was 
found  that  in  a  large  number  of  disease  condi- 
tions the  reflex  vasodilation — or  better  termed, 
"the  reflex  diastole" — of  the  peripheral  vessels 
of  the  face,  was  notably  lengthened  in  duration. 
The  normal  reflex  diastole  was  found  in  that 
location  not  to  exceed  fourteen  seconds — the 
stimuli  evoking  the  reflex  being  a  stroke  of  a 
smoothened  wooden  tongue  depressor  applied 
with  a  pressure  approximating  two  and  a  half 
ounces. 

When  the  reflex  diastole  lasted  more  than 
fourteen  seconds,  invariably  in  non-medicated 
cases,  a  diseased  bodily  condition  was  found 
present. 

This  abnormal  reflex  diastole  may  be  graph- 
ically termed  the  ' '  red  streak. ' '  The  red  streak 
is  defined,  therefore,  as  the  reflex  diastole  last- 
ing over  fourteen  seconds,  evoked  by  stroking 
the  face  with  a  suitable  instrument,  such  as  a 
smooth  wooden  tongue  depressor,  with  a  pres- 
sure approximating  two  and  a  half  ounces.  Pref- 
erably, a  cheek  is  stroked,  otherwise  the  fore- 
head. As  before  stated,  when  present  in  non- 
medicated  cases,  invariably  a  diseased  bodily 
condition  was  also  present.  The  red  streak  may 
be  taken,  therefore,  as  a  sign  of  disease.  This 
view  is  based  upon  a  study  of  392  cases  in 
which  the  red  streak  was  found  present.  In 
388  of  these  cases  the  diseased  bodily  conditions 
named  in  Tables  I  and  II  were  found.  In  four 
cases,  a  mild  hyperthyroidism  was  believed 
present  from  the  symptoms,  but  with  no  facil- 
ities to  test  the  metabolism  in  these  cases,  the 
diagnosis  remains  unconfirmed. 

In  310  of  the  cases— 79%  of  them— a  puru- 
lent condition  in  some  part  of  the  body  was 
found;  the  remaining  82  cases  being  non-puru- 
lent disease  conditions  of  the  body.  For  this 
reason,  in  non-medicated  cases,  when  the  red 
streak  is  constantly  present  when  tested  for.  the 
first  thought  is  of  pus.  If  thorough  search  ex- 
cludes a  pus  focus,  there  is  present  infection,  or 
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a  disturbance  within  the  domain  of  endocrin- 
ology— a  disturbance  in  the  balance  of  the  in- 
ternal secretions — and  manifested  by  lympha- 
tism,  hyperthyroidism,  hyperplastic  thymus, 
diabetes  mellitus,  etc.  (See  tabulation  of  cases 
with  the  red  streak  associated  with  non-puru- 
lent disease  conditions.) 

The  relation  of  the  red  streak  to  the  thyroid 
secretion  has  been  shown  in  cases  of  mild  myx- 
edema, in  which  the  normal  reflex  diastolo 
of  the  face  to  stroking1  was  absent.  In  these 
cases,  on  administering  to  them  thyroid  ex- 
tract, the  red  streak  appeared.  Digitalis  medi- 
cation can  also  lengthen  the  normal  reflex  dias- 
tole of  the  peripheral  blood  vessels,  and  so  give 
the  red  streak;  likewise,  pilocarpin. 

Functional  heart  cases— so-called  nervous 
heart — is  found  associated  with  the  red  streak. 
Twelve  cases  were  met  with  and  tested.  All 
gave  the  red  streak.  In  four  of  these  cases,  the 
phenomenon  of  partial  fading  and  intensifying 
of  the  streak,  i.e.,  active  systole  and  diastole  of 
the  peripheral  vessels,  was  visible.*  This  phe- 
nomenon, so  far  as  I  am  aware,  has  not  been  ob- 
served before;  at  least  I  have  met  with  no  ac- 
count of  it  in  the  literature.  In  one  case  in 
which  this  phenomenon  was  noted,  at  the  same 
time  there  was  present  reduplication  of  heart 
sounds  and  irregularly  acting  heart.  Some 
weeks  after,  on  examining  this  case  again,  the 
red  streak  was  found  present,  but  the  active 
systole  and  diastole  of  the  vessels  forming  it 
were  absent.  The  irregular  action  of  the  heart, 
noted  before,  was  also  absent. 

A  practical  illustration  of  the  value  of  the 
red  streak  in  diagnosis  is  furnished  in  focal  in- 
fection. In  several  cases  of  apical  abscesses,  a 
positive  diagnosis  was  made  from  the  presence 
of  the  red  streak  associated  with  slight  tender- 
ness to  pressure  over  the  root  that  had  at  a 
previous  period  been  opened  and  treated.  The 
diagnosis  in  these  cases  of  apical  abscess  was 
confirmed  by  radiograph  or  by  evidence  fur- 
nished on  root  extraction. 

In  this  brief  paper  no  attempt  is  made  to 
treat  of  the  causation  of  the  red  streak.  While 
such  an  essay  might  interest  students  of  vege- 
tative neurology,  it  would  add  nothing  to  the 
clinically  determined  fact  that  the  red  streak 
is  a  sign  of  disease. 

Table  I. 

Purulent   Disease    Conditions   found  Associated 
with  the  Red  Streak. 

1.    Purulent  gingivitis  (accompanying  den- 


tal caries)    192  cases 

2.  Purulent  gingivitis  and  acne    1  case 

3.  "  "         and  hypertrophied 

tonsils   35  cases 

4.  Purulent  gingivitis  and  mumps    1  case 

5.  "             "         and  purulent  an- 
terior nares  and  adenoids   1  case 


*  The  phenomenon  of  active  systole  and  diastole  of  peripheral 
vessels  as  a  reflex  to  stroking  the  face,  wns  observed,  also,  by 
school  nurses  Edith  W.  Sheehan  and  Emily  A.  Snow. 


6.    Purulent  gingivitis  and  eczema    3  cases 

"■  and  impetigo    1  case 

8.                                and  cervical  adeni- 
tis   i  case 

!>.    Purulent  gingivitis    and  functional 

heart  trouble    i  case 

10.  Purulent  gingivitis  and  herpes  simplex  1  case 

11.  "         and   otitis  media 
chronica    1  case 

12.  Purulent  gingivitis  and  purulent  pos- 

terior nares    1  case 

13.  Pyorrhea  dentalis    13  cases 

14.  and  asthma    1  case 

15.  Alveolar  abscess    3  cases 

1(5.  and  pyorrhea  dentalis  1  case 

17.  rurulent  anterior  nares    fi  cases 

18.  "          "      and  purulent 
gingivitis    1  case 

10.    Purulent  posterior  nares  and  hypertro- 
phied tongue  papillae    1  case 

20.  Otitis  media  chronica   4  cases 

21.  Furunculosis    10  cases 

22.  Stye    9  cases 

23.  Skin  ulceration    5  cases 

24.  Skin  ulceration  and  hypertrophied  ton- 

sils   2  cases 

25.  Impetigo    2  cases 

26.  Ulcer  and  eczema    1  case 

27.  Acute  tonsillitis    3  cases 

28.  Acute  cervical  adenitis    1  case 

29.  Acute  sublingual  adenitis    2  cases 

30.  Acute  occipital  adenitis   1  case 

31.  Chronic  blepharitis    1  case 

32.  Infective  arthritis  with  pus  in  urine  1  case 

33.  Suppurating  mastoiditis    1  case 

34.  Phthisis  pulmonalis    1  case 

35.  Cerebral  meningitis    1  case 


Table  II. 

Xox-Purulent  Disease  Conditions  Found  Associated 
with  the  Red  Streak. 


1.  Hypertrophy  of  the  tonsils   20  cases 

2.  Hypertrophy  of  the  tonsils  and  cervical 

adenitis    1  case 

3.  Hypertrophy  of  the  tonsils  and  cervical 

and  axillary  adenitis    1  case 

4.  Hypertrophied  tonsils  and  hypertrophied 

tongue  papillae    11  cases 

5.  Hypertrophied  tonsils  and  hypertrophied 

tongue  papillae  and  cervical  adenitis  1  case 

fi.    Hypertrophied  tonsils  and  adenoids  . .  •  2  cases 

7.  Cervical  adenitis  (chronic)    2  cases 

8.  Cervical  adenitis  and  hypertrophied  ton- 

sils and  hyperplastic  pharyngitis  . .  1  case 

9.  Cervical   adenitis  and  hypertrophied 

tongue  papillae  and  hyperplastic 

pharyngitis    1  oa.se 

10.  Cervical  and  axillary  adenitis    1  case 

11.  Hypertrophied  tongue  papillae  (hyper- 

trophied tonsils  excised  2  years  be- 
fore)   1  ^se 

12.  Mumps  and  hypertrophied  tongue  pap- 

illae   1  case 

13.  Mumps — 4th  day  after  onset    1  case 

14.  Mumps— 8th  day  after  onset   1  ease 

15.  Mumps  12  days  after  onset,  and  axillary 

adenitis   1  ease 

16.  Functional  heart  trouble   12  cases 

17.  Eczema    8  cases 

18.  Hyperthyroidism    5  cases 

19.  Hyperplastic  thymus   1  case 

20.  Diabetes  mellitus   2  cases 

21.  Syphilis— 3d  day  of  chancre   1  case 


22.  Svphilis — 3d    month    of    disease,  un- 
treated   1  case 
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WELFARE  INSURANCE  AND  THE  FAC- 
TORY. 

By  J.  F.  Curban,  M.D.,  Worcester,  Mass. 

At  the  present  time  there  is  much  discussion 
of  welfare  insurance,  or,  as  it  is  more  commonly 
called,  health  insurance.  The  plan,  as  proposed, 
is  that  the  State  bear  two-fifths  of  the  cost  of 
maintenance,  the  factory  two-fifths  and  labor 
one-fifth. 

Erroneous  conclusions  have  been  arrived  at 
regarding  the  value  of  health  insurance,  due  to 
a  misconception  of  the  true  meaning  of  insur- 
ance. First  of  all,  insurance  does  not  imply 
prevention.  Many  of  the  enthusiastic  support- 
ers of  social  insurance  plans  have  claimed  that 
compulsory  health  insurance  will  prevent  sick- 
ness. Let  us  remember  that  insurance  is  not 
prevention,  but  that  it  is  indemnity  for  loss. 
Health  insurance  is  proposed  as  a  means  to  re- 
place the  wages  which  are  lost  by  illness.  To 
devise  the  methods  by  which  funds  could  be  col- 
lected and  payments  made  would  be  a  compara- 
tively simple  task.  All  that  is  necessary  would 
be  to  collect  the  required  data  and  prepare  a 
table  of  rates.  But  there  are  other  more  im- 
portant phases  of  this  question  which  must  nec- 
essarily be  considered. 

The  medical  profession  is  concerned  in  this, 
since  it  must  decide  whether  the  claimant  is  en- 
titled to  compensation  or  not.  A  difficulty  will 
arise  when  the  physician  is  called  upon  to  make 
this  decision ;  also,  when  he  attempts  to  give 
medical  attendance. 

Are  we  to  have  salaried  physicians,  such  as  a 
board  like  the  medical  corps  of  the  army  and 
navy,  who  will  give  their  whole  time  to  insurance 
work,  or  are  we  to  have  individual  physicians 
with  their  fees  ?  This  is  a  question,  the  decision 
of  which  must  be  left  to  the  medical  profession. 
Tt  cannot  be  fixed  either  by  the  State,  corpora- 
tions, or  a  group  of  individuals.  - 

In  Germany,  where  such  a  plan  has  been  tried, 
physicians  have  refused  to  give  treatments. 
This  has  cost  the  German  nation  hundreds  of 
thousands  of  dollars,  and  there  has  not  been  any 
decrease  in  the  number  of  accidents  or  in  the 
number  of  cases  of  illness. 

In  Ohio,  social  insurance  has  not  been  a  suc- 
cess. The  rates  per  $100  of  payroll  have  in- 
creased alarmingly  without  any  progress  being 
made  in  prevention  measures. 

Social  insurance  has  one  advantage  for  the 
worker — it  partially  replaces  the  wages  he  loses 
by  reason  of  his  not  being  able  to  work  during 
a  period  of  sickness.  Under  the  proposed 
working  plans  there  are  no  discernible  advan- 
tages to  the  employer. 

Its  disadvantages,  however,  are  manifold.  So- 
cial insurance  means  that  individuals  will  lose 
a  share  of  their  independence.  It  will  be  a  boon 
to  the  loafer  and  industrial  hobo. 

The  whole  scheme,  as  it  has  been  outlined,  is 
not  far-reaching  enough.  For  example,  there  is 
no  provision  made  for  the  men  who  are  self- 


employed,  such  as  the  farmer,  the  news  vender, 
and  many  others.  It  taxes  the  healthy  man  and 
the  mental  and  physical  defective  at  the  same 
rate,  and  for  that  reason  alone  it  is  unjust.  The 
victim  of  alcohol  pays  no  more  than  the  normal 
man,  but  he  receives  larger  benefits.  Again,  the 
clean-living  man  pays  for  the  support  of  his  fel- 
low workman  incapacitated  by  venereal  disease, 
or  its  after-effects. 

The  labor  leaders  tell  us  that  the  average 
workman  complains  bitterly  of  the  conditions 
under  which  he  works;  but  let  us  provide  him 
with  social  insurance  of  about  $10  a  week  while 
ill,  and  he  is  perfectly  satisfied  to  work  under 
the  same  conditions.  This  would  be  a  backward 
step  for  preventive  medicine.  It  does  not  seek 
to  remove  the  causes  for  illness  and  accidents. 

Many  of  the  proponents  of  this  type  of  insur- 
ance fail  to  realize  that  it  does  not  exact  any- 
thing more  from  the  employer  than  the  payment 
of  his  share  of  maintenance. 

Moreover,  it  might  directly  prevent  many 
employers  from  taking  the  necessary  steps  to- 
ward making  their  factories  hygienic  and  health- 
ful. If  the  employer  merely  has  to  pay  his 
share,  naturally  he  will  do  no  more  than  the  law 
specifically  requires.  This  is  manifested  in  the 
attitude  the  manufacturer  takes  toward  accident 
insurance.  He  pays  his  premium  and  lets  the 
matter  end  there.  If,  however,  the  number  of  ac- 
cidents reduces  his  production  and  causes  an  in- 
crease in  his  labor  turnover,  then  he  does  what 
he  can  to  prevent  accidents.  Sickness  decreases 
production  and  increases  labor  turnover,  so  wo 
may  be  justified  in  thinking  that  the  employer 
will  take  an  active  interest  in  any  plan  that  will 
prevent  sickness. 

Convincing  the  employer  and  enlisting  his  aid 
are  not  sufficient.  We  must  have  the  coopera- 
tion of  the  employee.  He  must  do  his  share  in 
the  line  of  preventive  measures. 

This,  then,  is  our  problem.  In  my  opinion  the 
time  for  social  insurance  is  not  opportune. 
What  we  need  is  a  widespread  campaign  to 
bring  about  preventive  measures  relating  to  sick- 
ness and  accidents  and  to  introduce  the  practice 
of  surgery  in  the  factory. 

Every  factory  should  have  a  hospital  and  it 
should  be  conducted  by  a  trained  industrial  sur- 
geon. It  is  true  that,  the  cost  of  maintenance  is 
great,  but  the  hospital  shortly  proves  its  worth. 

For  concerns  who  do  not  feel  that  they  can  af- 
ford a  dispensary,  I  have  this  plan  to  suggest. 
Let  two  or  three  small  concerns  within  easy  reach 
of. each  other  club  together  to  maintain  a  small 
hospital  in  each  factory.  They  could  secure  the 
services  of  a  full-time  nurse  for  each,  and  one 
surgeon,  who  would  spend  a  stated  number  of 
hours  at  each  factory  daily.  The  next  step 
would  be  to  introduce  the  following  require- 
ments : 

1.  To  make  physical  examination  of  all  pro- 
spective employees  and  re-examine  all  physically 
defective  employees,  and  to  advise  corrective 
measures. 
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2.  To  treat  accidents  immediately  after  they 
occur  and  to  give  subsequent  treatment. 

3.  To  make  examinations  and  give  advice  in 
cases  of  sickness'. 

4.  To  formulate  and  control  sanitation  meas- 
ures throughout  the  works. 

5.  To  promote  health  education  among  em- 
ployees. 

Physical  examinations  are  necessary  in  order 
that  men  may  be  recommended  for  work  best 
suited  to  their  physical  condition,  so  that  a  min- 
imum amount  of  lost  time,  due  to  sickness,  will 
result.  Each  man  should  be  compelled  to  report 
to  the  hospital  for  treatment  of  accidents  and 
minor  illnesses. 

If  the  man  is  so  ill  that  he  is  unable  to  work, 
he  should  be  permitted  to  choose  his  physician ; 
but  he  should  pay  that  fee  himself.  I  favor  this 
procedure  for  two  reasons:  the  man  in  this  ease 
will  be  better  satisfied  because  he  feels  that  he 
has  a  doctor  who  is  personally  interested  in  his 
case,  and  it  will  gain  for  the  industrial  surgeon 
the  cooperation  of  the  general  practitioner  who 
is  not  actively  engaged  in  industrial  work. 
More  than  that,  since  the  general  practitioner  is 
mainly  dependent  on  the  laboring  man  for  his 
livelihood,  he  should  retain  this  source  of  income. 
Under  the  panel  system  of  social  insurance  this 
would  not  be  permitted,  and  the  physician  will 
suffer  greatly  if  the  measure  becomes  effective. 

In  conclusion,  I  believe  that  preventive  med- 
icine, as  a  department  of  industrial  hygiene, 
should  receive  more  attention  than  it  now  does. 

This,  plus  a  better  cooperation  between  em- 
ployer and  employee  on  those  unfortunate  cases 
which  will  always  exist,  can  in  a  large  measure 
correct  the  condition  of  the  unfortunates  in 
question. 

State  insurance  in  the  form  of  law  does  not 
meet  the  situation.  It  has  proven  so  in  Ger- 
many and  England,  where  it  has  been  experi- 
mented with  on  a  large  scale. 

I  believe  the  final  solution  will  lie  in  the  indus- 
tries themselves  settling  this  question,  as  they 
have  those  of  safety  and  prevention  of  accidents. 


THE   CONTROL  OF  A  SMALLPOX  EPI- 
DEMIC BY  VACCINATION. 
By  A.  G.  Gould,  Ph.B.,  M.D.,  Akron,  Ohio. 

During  the  summer  of  1917,  a  few  cases  of 
smallpox  developed  in  the  factory  of  The  Good- 
year Tire  &  Rubber  Co.  These  cases  were 
nearly  all  of  unknown  origin  and  occurred 
mostly  in  the  people  who  had  come  from  the 
South,  where  vaccination  laws  are  not  so  rigid 
as  in  the  Northern  states.  None  of  these  cases 
had  ever  had  a  successful  vaccination. 

During  the  autumn,  cases  broke  out  in  the 
factory  numerically  as  follows : 


September    2 

October    10 

November    32 

Few  of  these  cases  were  seen  prior  to  the  on- 
set of  their  eruption,  and  none  were  recognized 
as  smallpox  until  the  eruption  appeared. 

In  view  of  the  fact  that  cases  were  also  pres- 
ent in  Akron,  and  that  new  cases  were  develop- 
ing rapidly,  other  than  those  in  the  Goodyear 
factory,  and  the  pest  house  was  very  limited  in 
size,  it  seemed  advisable  in  November  to  pre- 
vent the  further  spread  of  the  epidemic. 

Inasmuch  as  all  cases  of  smallpox  in  Akron 
had  developed  in  those  who  had  never  been 
vaccinated  with  success,  with  one  exception,  and 
that  in  a  man  vaccinated  forty  years  before, 
it  seemed  best  to  compel  those  in  the  factory 
who  could  not  show  scars  of  vaccinia  or  vari- 
ola, to  undergo  vaccination. 

Of  the  15,000  employees  of  the  company,  this 
affected  about  5,000.  Many  were  vaccinated 
by  local  physicians.  At  the  Goodyear  Hospi- 
tal, 1647  were  vaccinated  and  all  subsequent 
dressings  were  made  there.  There  were  no 
complications  in  those  vaccinated  at  the  Hospi- 
tal, and  no  serious  complications  in  any  of  the 
5,000.    The  results  follow: 

Total  vaccinations  at  Goodyear  Hospital  1047 


Total  vaccinations  successful   1415 

Total  vaccinations  result  unknown,  due 

to  leaving  employ    90 

Percentage  of  known  "takes"   85.9% 


Much  of  the  credit  for  the  high  percentage 
of  "takes"  must  be  given  to  the  quality  of  the 
vaccine. 

Ten  of  those  whose  vaccinations  were  unsuc- 
cessful had  had  smallpox,  and  one  of  those  who 
left  the  company's  employ  had  also  had  the 
disease. 

The  result  of  the  vaccination  programme 
manifested  itself  immediately.  Three  cases  of 
varioloid  developed  in  December,  but  there  has 
been  no  case  of  true  smallpox  in  the  factory 
since. 

So  valuable  did  this  work  seem,  we  have  made 
it  a  rule  to  vaccinate  all  new  employees  with- 
out good  evidence  of  a  former  successful  vac- 
cination. 

All  of  the  cases  of  variola  were  mild  and 
only  one  case  required  bed  care,  after  the  ap- 
pearance of  the  rash. 

Conclusions : 

(1)  Smallpox  occurs,  almost  without  ex- 
ception, only  in  those  not  protected  by  vac- 
cination. 

(2)  Vaccination  protects  longer  than  the 
assigned  seven  years. 

(3)  Vaccination  should  not  be  followed 
by  complications. 

(4)  Vaccination  en  masse  controls  small- 
pox. 
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PREOPERATIVE  DIAGNOSIS  BY  ROENT- 
GEN RAY  OF  HAIR  CAST  OF  STOM- 
ACH* 

By  Frederick  W.  O'Brien,  M.D.,  Boston, 

Instructor  in  Roentgenology,  Tufts  College  Medical 
School;  Visiting  Roentgenologist  to  the  Cambridge 
Hospital,  Mt.  Auburn  St.,  and  Boston  Con- 
sumptives' Hospital;  Member  of  the 
American  Roentgen  Ray  Society. 

Butter  worth,1  in  August,  1909,  reviewed  at 
some  length  the  literature  and  reported  42  cases 
of  hair  ball,  in  only  five  of  which  the  correct 
diagnosis  had  been  made  before  operation. 
Moore,2  in  1914,  was  able  to  add  eleven  more 
from  the  literature  which,  with  one  of  his  own 
he  reported  at  the  time,  brought  the  number  of 
known  cases  up  to  54;  but  he  made  no  mention 
of  the  number  diagnosed  correctly,  if  any. 
Rudolph  Matas  of  New  Orleans,3  later  in  that 
year  made  an  exhaustive  survey  of  the  subject 
and  was  able  to  collect  some  76  cases  of  gastro- 
intestinal hair  balls  or  casts.  Indeed  his  paper, 
presented  before  the  Southern  Surgical  and 
Gynecological  Association  at  Asheville,  December 
15,  1914,  not  only  is  to  date  the  most  complete 
exposition  of  the  particular  subject  at  hand, 
but  may  well  stand  as  a  model  for  writers  on 
medicine. 

I  have  found  but  two  other  cases  reported 
since  that  time,  so  that  it  is  fair  to  conclude  that 
this  type  of  gastric  foreign  body  is  a  rarity,  but 
not  so  infrequent  but  that  one  should  bear  it 
in  mind  as  something  more  than  a  possibility  in 
gastro-intestinal  diagnosis. 

Matas  laid  stress  upon  the  value  of  roentgen 
examination  in  reaching  a  diagnosis  in  these 
cases  and  reported  eight  correct  diagnoses  by 
means  of  preliminary  x-ray  examination. 
Thurston  Holland  of  London,4  was  the  first  to 
publish  the  roentgenograph^  appearance  of 
hair  cast  of  the  stomach.  While  in  this  case 
he  had  not  made  a  positive  diagnosis  of  the  ac- 
tual condition  present  before  operation,  his 
colleague  Barclay  had  suggested  it.  Very 
shortly  afterwards  Holland5  examined  a  similar 
case  and  was  able  to  make  a  positive  diagnosis 
by  x-ray  before  operation.  His  description  of 
his  roentgen  findings  in  this  case  are  now  some- 
what of  a  classic. 

The  roentgen  appearance  of  my  own  case  re- 
ported here  is  quite  distinct  from  that  of  Hol- 
land's, and  while  in  the  case  in  question  I  made 
a  definite  diagnosis  of  hair  ball,  it  would  not 
be  fair  so  to  conclude  from  its  roentgen  appear- 
ance alone.  In  fact,  the  roentgen  evidence  in 
itself  only  justified  a  diagnosis  of  intra-gastric 
tumor.  Malignancy  could  not  be  ruled  out  ab- 
solutely by  x-ray,  but  could  rather  definitely 
when  considered  in  conjunction  with  the  pa- 

*  Read  at  the  Mid-winter  Meeting  of  Eastern  Roentgenologists, 
Atlantic  City.  Jan.  4,  1918. 


tient's  history  and  other  clinical  data.  Benign 
tumors  of  the  stomach  are  rare,  and  while  a 
lipomatous  stomach  wall  might  give  us  the  ap- 
pearance seen  in  our  case  by  x-ray,  the  roentgen- 
oscopic  (fluoroscopic)  examination  made  while 
the  patient  ingested  the  opaque  meal,  satisfied 
us  that  we  were  dealing  with  a  foreign  body. 

The  patient,  Mrs.  J.  H.,  aged  29,  was  seen  in 
consultation  with  Dr.  H.  H.  Germain  at  the 
Cambridge  City  Hospital,  November  5,  1917. 
Small  of  stature,  well  nourished  and  apparently 
of  normal  mentality,  the  patient  presented  ob- 
jectively a  palpable  mass  occupying  the  epigas- 
trium, right  upper  and  a  portion  of  the  right 
lower  abdominal  quadrants  that  seemed  con- 
tiguous with  the  liver.  Clinically  it  was  thought 
the  mass  might  be  a  new  growth  or  cyst  of  the 
liver,  involving  the  stomach. 

The  following  history  was  elicited  from  the 
patient : 

Occupation,  housework;  twenty-nine  years 
old,  married,  white. 

Family  History.  Father  and  mother  living 
and  well,  six  brothers  living  and  well,  seven 
brothers  died  when  infants,  causes  unknown. 
No  history  of  tuberculosis,  cancer,  syphilis,  dia- 
betes, Bright 's  disease. 

Past  History.  Mumps,  measles,  whooping 
cough  when  young.  Fractured  wrist  at  the  age 
of  ten  years.  Scarlet  fever  at  the  age  of  twelve 
years.  No  diphtheria,  no  diabetes.  Tonsillitis 
three  or  four  times.  Catamenia  established  at 
the  age  of  eleven  years,  regular  with  a  few 
pains,  headaches,  and  has  fainted  twice.  Eight 
years  ago  strangulated  left  ovary  by  carrying 
marble  slabs.  Since  then  has  had  considerable 
pain  at  menstrual  periods.  Denies  venereal 
diseases.  Married  three  years  ago.  Five  weeks 
ago  miscarriage  of  five  months'  duration,  due  to 
fall  two  days  previous.  Two  years  ago  tonsil- 
litis. 

'Present  illness.  Patient  states  that  in  Oc- 
tober, 1916,  she  vomited  three  or  four  times  a 
day,  especially  when  drinking  water.  Could 
retain  solid  food  all  right.  Continued  to  vomit 
for  three  or  four  times  for  some  over  three 
months,  the  vomitus  being  a  light  color  and  la- 
ter became  yellow,  and  patient  still  continued 
to  vomit  three  or  four  times  a  day  for  nearly 
four  months.  Then  she  did  not  vomit  at  all  for 
about  one  month.  Then  she  began  to  have 
vomiting  spells,  vomitus  being  yellow  in  color. 
January,  1917,  patient  first  noticed  a  lump  in 
the  region  of  the  stomach  which  has  continued 
to  grow  larger.  Has  had  sharp,  piercing  pains 
at  times  and  at  other  times  would  be  dull.  Pains 
were  localized  about  the  region  of  the  stomach. 
Patient  says  she  has  lost  twenty-five  pounds 
weight  between  October,  1916,  and  January 
1917.  Has  continued  about  same  weight  since. 
Has  had  good  appetite,  but  ate  small  amount  of 
food  at  a  time  and  at  frequent  intervals.  Pa- 
tient when  asked  if  she  could  in  any  way  ac- 
count for  loss  of  hair  from  head  says  that  her 
hair  has  been  coming  out  some  for  over  a  year. 
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That  she  does  not  know  of  any  sickness  to  cause 
same  or  other  reason. 

It  should  be  noted  in  passing  that  in  obtain- 
ing the  patient's  history  the  house  officer  had 
noticed  the  patient's  thinness  of  hair,  and  the 
accustomed  inquiry  in  regard  to  exposure  to 
specific  disease  as  well  as  laboratory  tests  were 
made,  but  no  thought  was  given  to  the  real 
cause. 

The  patient  was  given  the  usual  contrast 
meal  for  x-ray  examination  and  particular  care 
given  to  the  fluoroscopic  evidence.  The  opaque 
meal  was  seen  to  trickle  unevenly  down  and 
about  some  obstruction  that  occupied  the  major 
portion  of  the  stomach,  since  only  the  stomach 
antrum  and  duodenum  were  seen  to  fill  with  the 
opaque  meal  which  passed  rapidly  on  into  the 
small  bowel.  The  pars  cardia  and  pars  media 
presented  a  c\-stic  appearance  due  to  the  opaque 
medium  passing  between  the  stomach  wall  and 
the  foreign  body  which  was  of  uneven  density. 

The  fluoroscopic  image  and  that  registered 
upon  the  photographic  plate  giving  us  the  ap- 
pearance as  seen  in  Fig.  1.    The  intragastric 


PIG.  1. — RoentgenogTaphic    appearance    of    author's    hair    cast  of 
stomach. 

character  of  the  mass  was  readily  determined, 
and  by  the  use  of  the  fluoroscope,  it  was  seen  to 
be  freely  movable  and  not  connected  with  the 
liver.  A  positive  diagnosis  of  hair  ball  of  the 
stomach  was  made  and  on  November  7th  Dr. 
Germain  removed  a  hair  cast  of  the  stomach 
(Fig.  2),  weighing  twenty-nine  and  one-half 


Fig.  2. — Hair  cast   of  stomach  as  removed  at  operation. 

ounces,  nine  inches  long,  with  a  cardiac  diameter 
of  three  inches,  that  occupied  the  entire  stomach 
save  for  the  antrum. 

Even  when  confronted  with  the  evidence,  no 
admission  of  the  hair-eating  habit  could  be  ob- 
tained from  the  patient,  her  husband  or  other 
relatives. 

REFERENCES. 

'  BuUerworth :    Jour.  A.  M.  A.,  1909,  Vol.  liii,  p.  617. 
-Moore:    Boston    Medical    and    Surgical    Journal,   1914.  Vol. 
clxx,  p.  8. 

3Matas:    Surg.,   Gyn.   and  Obst.,   Vol.  xxi,  p.  594. 
♦Holland:    Arch.  Roent.   Ray,  July,  1913. 
'Holland:    Arch.  Roent.  Ray,  March,  1914. 


A  Manual  of  Organic  Materia  Medica  and 
Pharmacognosy,  an  Introduction  to  the  Study 
of  the  Vegetable  Kingdom  and  the  Vegetable 
and  Animal  Drugs.  (With  syllabus  of  inor- 
ganic remedial  agents.)  Comprising  The 
Botanical  and  Physical  Characteristics, 
Source,  Constituents,  Pharmacopeial  Prepa- 
rations, Insects  Injurious  to  Drugs,  and 
Pharmacal  Botany.  By  Lucius  E.  Sayee, 
B.S.,  Ph.M.,  Dean  of  the  School  of 
Pharmacy;    Professor    of    Materia  Medica 
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in  the  University  of  Kansas;  Member 
of  the  Committee  of  Revision  of  the  United 
States  Pharmacopeia;  Director  of  Drug  Lab- 
oratory for  State  of  Kansas.  Fourth  edition, 
revised.  With  302  illustrations,  the  majority 
of  which  are  from  original  drawings  and  pho- 
tomicrographs. Philadelphia:  P.  Blakiston's 
Son  and  Company. 

The  author  has  prepared  a  book  which  does 
not  differ  very  considerably  from  the  other  edi- 
tions which  have  preceded  it  and  which  contin- 
ues the  merits  and  often  the  errors  of  the  earlier 
editions.  It  confines  itself,  as  the  title  indicates, 
almost  entirely  to  a  description  of  crude  and 
prepared  drugs,  with  but  slight  reference  to 
their  therapeutic  action. 

As  a  text-book  for  students  of  pharmacology, 
it  is  undoubtedly  valuable,  but  for  the  physician 
it  presents  but  little  of  interest.  Some  of  the 
views  of  the  therapeutic  application  of  drugs 
are  extremely  vague,  if  not  positively  incorrect. 
For  instance,  on  page  four,  the  author  in  his 
description  of  acids,  declares  that,  ' '  When  much 
diluted,  they  are  administered  for  the  purpose 
of  checking  hyperacidity  of  the  stomach,  by 
stimulating  the  production  of  the  alkaline  pan- 
creatic juice  and  cheeking  acid  gastric  juice." 
[f  this  were  true,  then  much  of  the  modern  in- 
vestigation is  futile. 

It  is  unfortunate,  too,  that  with  drugs,  first 
introduced  under  a  fanciful  name  by  the  manu- 
facturer, which  have  been  later  adopted  by  the 
pharmacopeia,  with  a  name  conveying  some  sig- 
nificance as  to  their  composition,  the  old  name 
is  still  employed.  As  an  example  of  this  custom, 
one  need  only  mention  the  employment  of  the 
terms,  "aristol,"  ''aspirin,"  "dermatol,"  "diu- 
retin, "  "salol, "  and  "urotropin. "  It  would 
seem  that  with  the  official  adoption  of  thesa 
preparations,  the  older  names  might  be  left  in 
abeyance. 

The  illustrations  throughout  the  book  are  ad- 
mirable and  many  of  them  original  with  the 
author. 

There  is  a  fairly  good,  though  brief,  descrip- 
tion of  serotherapy,  in  which  a  fairly  critical 
statement  of  the  therapeutic  value  of  the  differ- 
ent substances  employed  is  given. 

Chapter  II  includes  reagents  and  processes 
w  hich  will  be  of  value  to  those  engaged  in  labor- 
atory work,  both  on  vegetable  and  animal  prod- 
ucts. 

One  is  astounded  at  the  vast  number  of  drugs, 
many  of  which  have,  in  later  years,  been  pro- 
nounced worthless,  included  in  this  work. 

Diet  for  Children.  By  Louise  B.  Hogan  (Mrs. 
John  L.  Hogan).  A  Complete  System  of 
Nursery  Diet  with  Numerous  Recipes;  Also 
.Many  Menus  for  Young  and  Older  School 
Children.    A   Home  and  School   Guide  for 


Mothers,  Teachers,  Nurses  and  Physicians. 
Author  of  "How  to  Feed  Children,"  "A 
Study  of  a  Child,"  "The  Introduction  of 
Domestic  Science  in  the  Schools  of  New  York 
City,"  U.  S.  Government  Bulletin  No.  56, 
"Timely  Hints  for  Mothers  and  Nurses," 
"The  Child  in  Sickness  and  Health,"  etc. 
160  pp.  Indianapolis:  The  Bobbs-Merrill 
Company,  Publishers. 

In  this  little  book,  Mrs.  Hogan,  who  is  well- 
known  as  an  authority  on  the  care  and  feeding 
of  children,  has  covered  the  question  of  diet.  In 
it  she  tells  what  foods  to  give  children,  and  at 
what  times;  discusses  pure  food  and  its  value, 
and  gives  a  large  number  of  recipes  and  menus. 
It  is  marked  throughout  by  common  sense,  and 
should  be  of  great  assistance  to  mothers,  nurses 
and  all  others  who  are  concerned  with  the  care 
of  children.  The  point  of  view  is,  however,  at 
times  that  of  ten  or  more  years  ago  rather  than 
of  today.  In  general,  we  agree  with  the  diet 
which  she  recommends,  but  differ  with  her  in 
certain  respects.  It  seems  to  us,  for  example, 
that  she  is  rather  too  much  afraid  to  begin  to 
give  meat  to  children  and  that  she  is  rather  too 
partial  to  desserts  and  cream.  These  are  minor 
matters,  however,  and,  on  the  whole,  there  is 
little  to  criticise  in  the  book. 

Principles  of  Diagnosis  and  Treatment  in  Heart 
Affections.  By  Sir  James  Mackenzie.  Lon- 
don: Oxford  University  Press. 

The  preface  explains  fully  the  purpose  of  this 
book  of  250  pages.  The  contents  were  originally 
prepared  as  lectures  for  postgraduate  students 
and  workers  in  the  cardiac  department  of  the 
London  Hospital.  On  account  of  the  war,  they 
were  never  delivered,  but  are  now  published  in 
somewhat  changed  form.  Sir  James  Mackenzie 
utilizes  this  opportunity  to  express  his  personal 
opinion  in  regard  to  many  cardiac  problems. 
The  book  is  not  a  treatise  or  a  text-book,  never- 
theless, the  whole  field  of  cardiac  disease  is  cov- 
ered fairly  thoroughly.  Sir  James  Mackenzie's 
work  is  too  well  known  through  his  other  publi- 
cations to  justify  extended  comment.  In  the 
book  under  discussion,  one  gets  Mackenzie's  per- 
sonal viewpoint  in  regard  to  the  significance, 
both  present  and  future,  of  the  information  that 
is  being  so  rapidly  acquired  by  means  of  the 
various  instruments  of  precision  in  cardiac  dis- 
ease. On  this  subject,  Mackenzie,  himself  a  pio- 
neer and  a  considerable  contributor,  can  justly 
speak  with  authority. 

Traumatic  Pneumonia  and  Traumatic  Tubercu- 
losis. By  F.  Parkes  Weber,  M.A.,  M.D., 
F.R.C.P.,  Lond.  London:  Adlard  and  Son 
and  West  Newman. 

This  monograph,  reprinted  with  additions 
from  articles  in  the  London  Clinical  Journal  of 
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July,  1916,  discusses  the  importance  of  the  ele- 
ment of  trauma  as  a  factor  in  the  cause  of  pneu- 
monia and  tuberculosis.  The  first  part,  devoted 
to  traumatic  or  contusional  pneumonia,  reports 
several  cases,  and  refers  briefly  to  the  literature 
of  the  subject.  The  second  part  treats  at  greater 
length  of  similar  relations  in  tuberculosis.  The 
idea  is  not  new,  but  it  has  hardly  been  so  ex- 
tensively dealt  with  in  previous  publications. 
Logically,  there  seems  little  to  contradict  in  the 
author's  contention,  and  this  monograph  ef- 
fectively emphasizes  the  clinical  possibility. 

The  Biology  of  Tumors.  By  C.  Mansell  Moul- 
lin,  M.A.,  M.D.,  Oxon.,  F.R.C.S.  London: 
H.  K.  Lewis  &  Company. 

This  monograph  is  an  expansion  of  the  Brad- 
shaw  Lecture  delivered  by  the  author  before  the 
Royal  College  of  Surgeons  in  1912.  The  pro- 
posed classification  of  tumors  rests  on  their  bio- 
logical mode  of  origin.  The  first  class  is  due  to 
the  sudden  awakening  of  the  innate  reproductive 
power  of  tissues ;  the  second  class  to  failures  of 
detail  in  carrying  out  the  normal  structures  of 
the  body.  On  this  basis  the  author  divides  all 
tumors  into  two  great  groups,  of  which  the  former 
may  be  described  as  truly  neoplastic,  the  latter 
as  representing  the  limited  group  of  fetal  rests 
or  embryonic  inclusions.  Most  interesting  is  his 
discussion  of  conditions  that  lead  to  the  produc- 
tion of  gemmation  tumors  of  the  first  class. 
Development  or  evolution,  he  believes  to  be  the 
restraining  influence  against  this  process,  an  in- 
fluence which  may  be  broken  down  by  adverse 
chemical  or  mechanical  conditions.  His  classi- 
fication is  not  classic  and  appears  philosophical, 
rather  than  scientific.  But  where  all  theories 
are  still  largely  hypothesis,  it  deserves  attention 
on  its  own  merits. 

The  Year-Booh  of  the  Bureau  of  Preventable 
Diseases.  By  John  S.  Billings,  M.D.  De- 
partment of  Health  of  the  City  of  New  York. 
Monograph  Series,  No.  14. 

The  Department  of  Health  of  New  York  have 
superseded  the  publication  of  their  yearly  Hand- 
book by  this  considerable  monograph,  which  de- 
scribes in  detail  the  procedure  of  the  Depart- 
ment of  Health  in  the  supervision  of  prevent- 
able diseases  in  New  York  City.  It  includes  a 
statement  of  the  organization  of  the  department, 
and  of  the  bureau  of  preventable  diseases,  the 
functions  of  the  bureau,  the  sanitary  code,  that 
is,  the  authority  under  which  the  bureau  oper- 
ates, and  its  regulations.  It  gives  in  detail  the 
rules  and  regulations  of  the  bureau  in  its  man- 
agement of  infectious  diseases,  with  tuberculosis, 
including  clinics  and  camps  and  all  institutions 
for  the  care  of  tuberculates  under  the  control  of 
the  bureau.  The  division  of  epidemiology,  an 
outgrowth  of  the  division  of  typhoid  fever, 
covers  diphtheria,  scarlet  fever,  and  such  spor- 


adic diseases  as  spinal  meningitis  and  poliomye- 
litis. The  division  of  venereal  diseases,  with  ;i 
description  of  the  management  of  animal  dis- 
eases, and  a  description  of  the  work  of  industrial 
hygiene,  conclude  the  volume.  As  a  complete 
and  clear  statement  of  the  execution  of  sanitary 
supervision  of  a  large  city  the  book  is  valuable, 
not  only  to  those  coming  in  contact  with  the  de- 
partment, but  to  all  who  are  concerned  with  pub- 
lic health  administration. 


The  Organism  as  a  Whole.  By  Jacques  Loer. 
M.D.,  Ph.D.,  Sc.D.  New  York  and  London: 
G.  P.  Putnam's  Sons. 

In  this  volume,  published  in  Putnam's  science 
series,  Dr.  Loeb  continues  the  development  and 
exposition  of  the  mechanistic  conception  of  life 
and  its  phenomena,  already  made  familiar 
through  his  previous  works.  In  this  exposition 
he  correlates  many  of  the  facts  hitherto  observed 
and  described  separately,  and  presents  a  per- 
spective view  of  the  organism  as  a  whole,  trac- 
ing its  career  from  the  origin  of  life  through  the 
various  stages  of  individual  and  generic  develop- 
ment, throughregeiieration,  adaptation  and  evolu- 
tion, to  death  and  dissolution.  Of  particular  in- 
terest in  view  of  Loeb's  earlier  work,  are  tho 
chapters  on  fertilization,  artificial  parthenogen- 
esis, the  determination  of  sex,  and  the  mechan- 
ism of  Mendelian  heredity.  The  book  is  well  il- 
lustrated with  fifty-one  figures,  including  a  few 
full-page  plates.  Whatever  one's  agreement  or 
disagreement  with  the  author,  his  monograph  is 
of  extreme  interest  as  a  contribution  to  the  phi- 
losophy of  science. 

Text-Book  of  Surgical  Operations.  Illustrated 
by  Clinical  Observations,  for  Physicians  and 
Students.  By  Prof.  Fedor  Krause,  Privy 
Medical  Councillor,  Directing  Physician  Au- 
gusta Hospital,  Berlin,  in  association  with 
Emil  Heymann,  M.D.,  Chief  Physician, 
Augusta  Hospital.  Translated  into  English 
and  Edited  for  American  Readers,  by  Al- 
bert Ehrenfried,  A.B.,  M.D.,  F.A.C.S.,  First 
Assistant  Visiting  Surgeon,  Boston  City  Hos- 
pital; Junior  Assistant  Surgeon,  Children's 
Hospital;  Surgeon,  Boston  Consumptives' 
Hospital.  In  six  volumes,  Volume  IT.  With 
373  illustrations  in  two  or  more  colors.  New 
York:    Rebman  Company. 

The  second  of  the  six  volumes  of  Krause 's  Sur- 
gical Operations  contains  about  700  pages,  and 
is  uniform  in  binding  and  general  appearance 
with  Volume  I.  It  deals  with  operative  surgery 
of  the  mouth,  jaws,  neck  and  brain.  It  is  pro- 
fusely illustrated  with  300  cuts  and  more  than 
as  many  colored  plates. 
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It  wall  be  recalled  that  this  large  system  of 
operative  surgery  is  based  upon  the  case  method  j 
a  brief  description  of  technic  is  outlined,  and 
the  precise  procedure  carried  out  in  an  actual 
case  then  follows  in  detail.  While  of  course  this 
cannot  be  done  in  every  single  instance,  it  is  the 
plan  upon  which  the  whole  work  is  based.  The 
result  is  vivid  and  interesting,  free  from  the  or- 
dinary machine-like  dullness  of  many  older 
treatises  upon  the  subject. 

Nothing  has  been  spared  to  make  the  volume 
completely  satisfactory. 

A  Text-Book  of  Histology.  By  Frederick  R 
Bailey,  A.M.,  M.D.  Fifth  Revised  Edition. 
New  York:    William  Wood  &  Co. 

This  fifth  edition  of  a  standard  textbook  of 
histology  contains  no  important  change  in  the 
original  general  plan  and  scope  of  the  work.  The 
text,  however,  has  been  thoroughly  revised  and 
some  parts  of  it  rewritten.  Some  figures  have 
been  added  and  the  entire  work  is  now  profusely 
illustrated,  with  a  well-selected  series  of  three 
hundred  and  ninety-two  text  cuts,  including  one 
insert  diagram  illustrating  the  more  important 
cerebellar  connections.  The  chapter  on  the  ner- 
vous system,  rewritten  for  the  third  edition  and 
revised  for  the  fourth  by  Dr.  Oliver  F.  Strong, 
deserves  particular  commendation.  The  work 
should  continue  to  fill  its  useful  place  as  a  text- 
book for  teachers  and  students. 

Wound  Infections,  and  Some  New  Methods 
for  the  Study  of  the  Various  Factors  Which 
Come  into  Consideration  in  their  Treatment. 
By  Colonel  Sir  Almroth  E.  Wright,  M.D., 
F.R.S.,  Consulting  Physician  to  the  Expedi- 
tionary Force.  Being  an  address  delivered 
before  the  Royal  Society  of  Medicine,  and 
taken  from  the  research  laboratory,  attached 
to  No.  13,  General  Hospital,  Boulogne-sur-Mer. 
New  York :    William  Wood  &  Company. 

A  small  book  of  less  than  100  pages.  Wright 
considers,  discusses  and  summarizes  his  views  up- 
on wound  infections.  It  is,  of  course,  an  exam- 
ination of  the  question  of  antiseptics  as  com- 
pared with  physiological  methods  of  dealing  with 
wounds  already  infected.  The  question  is.  what 
shall  we  do  when  we  are  confronted  by  an  exist- 
ing inflammatory  process?  Wright  believes  in 
a  5%  solution  of  common  salt,  with  or  without 
the  addition  of  y2  Per  cent-  of  sodium  citrate. 
"This  brings  into  play  osmotic  forces,  and 
'draws'  the  lymph  out  of  the  walls  of  the  wound 
by  a  vis  a  fronte.  The  sodium  citrate  is  added 
with  a  view  to  decalcifying  the  outflowing 
lymph  and  rendering  it  incoagulable. 

' '  It  may  perhaps  be  allowed  to  say  with  regard 
to  this  lymphagogic  solution — or,  rather,  with 
regard  to  the  simple  5  per  cent,  salt  solution, 
which  I  find  works  in  most  eases  equally — that 


it  has  in  this  war  proved  itself  pre-eminently 
useful.  When  brought  into  action  upon  a  dry 
and  infiltrated  wound,  or  a  wound  that  is  foul 
and  covered  with  slough,  it  resolves  the  indur- 
ation, brings  back  moisture  to  the  surfaces,  and 
cleans  up  the  wound  in  a  way  that  no  other 
agent  does.  Applied  in  gaseous  gangrene  in 
the  form  of  a  wet  dressing  to  incisions  which 
have  been  carried  down  into  infected  tissues,  it 
causes  lymph  to  pour  out  of  the  wounds,  and 
arrests  the  spread  of  the  infection.  And,  again 
applied  in  gaseous  gangrene  to  an  amputated 
stump  in  cases  where  it  has  been  necessary  to 
leave  infected  tissues  behind,  it  reverses  the 
lymph-stream  and  draws  out  the  infected 
lymph — saving  life  in  almost  desperate  condi- 
tions. ' ' 

Wright  further  adds  that  it  has  in  this  war 
proved  itself  pre-eminently  useful.  It  has  been 
asserted  that  antiseptics,  at  least  in  the  present 
war,  have  been  used  by  those  in  the  field  near 
the  front,  whereas  the  physiological  methods 
and  the  non-use  of  antiseptics  have  been  ad- 
vocated from  the  laboratories;  but  it  would 
seem  from  Wright's  little  book  that  there  must 
be  exceptions  to  this  statement,  and  it  is  cer- 
tainly most  desirable  that  the  use  of  so  simple 
a  method  as  a  five  per  cent,  common  salt  solu- 
tion, with  or  without  sodium  citrate,  should  be 
thoroughly  investigated  in  a  dispassionate  man- 
ner by  a  large  number  of  competent  surgeons 
under  all  conditions.  It  is  hard  to  read 
Wright's  statement  without  feeling  that  his 
arguments  against  antiseptics  are  very  strong. 

A  Laboratory  Manual  of  Organic  Chemistry  for 
Medical  Students.  By  Matthews  Steel. 
Ph.D.  First  Edition,  First  Thousand.  NeAv 
York :  John  Wiley  &  Sons.  London :  Chap- 
man and  Hall. 

This  monograph,  originally  compiled  as  a  lab- 
oratory guide  for  medical  students,  constitutes 
a  practical  course  in  organic  chemistry  and 
aims,  without  burdening  the  student  with  a 
mass  of  unessential  data,  to  supply  the  demand 
for  a  broader  training  than  was  formerly  re- 
quired in  experimental  chemistry.  The  text  is 
conveniently  grouped  into  seventeen  chapters, 
and  is  divided  continuously  into  two  hun- 
dred and  five  numbered  sections,  each  represent- 
ing an  experiment.  Every  right-hand  page  is 
left  blank  for  laboratory  notes.  There  are  two 
appendices;  the  first  contains  tables  of  interna- 
tional atomic  weight,  specific  gravity  and  per- 
centage of  alcohol  and  freezing  mixtures  of  pow- 
dered ice  and  various  salts.  The  second  appen- 
dix contains  a  tabulated  list  of  reagents  and  so- 
lutions. There  are  no  text  illustrations.  Many 
of  the  data  in  the  chapter  on  alkaloids  were  ob- 
tained from  Autenrieth's  "Detection  of  Poisons 
and  Powerful  Drugs."  The  manual  should  be 
of  value  to  both  students  and  teachers  of  organic 
chemistry. 
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Habits  that  Handicap;  The  Menace  of  Opium, 
Alcohol  and  Tobacco,  and  the  Remedy.  By 
Charles  B.  Towns.  New  York:  The  Cen- 
tury Company. 

Every  physician  knows  something  of  the 
grave  dangers  from  the  use  of  habit-forming 
drugs,  particularly  narcotics,  and  this  book 
gives  interesting  points  of  view  of  this  subject 
from  a  man  who,  though  not  a  physician,  has 
had  unusual  opportunities  for  informing  him- 
self. A  person  of  this  sort  is  sure  to  run  to  ex- 
cess in  statement,  and  this,  too,  is  found  in  this 
book — as  that  in  the  introduction,  that  depriva- 
tion of  the  drug  means  death,  and  in  statements 
such  as  that  in  the  great  hospitals  in  London, 
Paris,  and  Berlin,  he  found  the  physicians  igno- 
rant of  how  to  treat  cases  of  alcoholic  mental 
disturbance.  Of  course,  the  weakest  point  of 
the  book  is  the  implied  claim  that  the  author's 
method  of  treatment  of  drug  addictions  is  the 
best  method  known,  if  not  the  only  effective  one. 
The  endorsement  of  this  method  of  treatment  in 
the  preface  by  Dr.  Richard  C.  Cabot ;  that  it  ac- 
complishes the  withdrawal  of  morphine  with 
vastly  less  suffering  than  that  entailed  by  any 
other  treatment  or  method  that  he  had  ever  seen, 
shows  the  lack  of  experience  of  a  prominent 
physician  in  general  practice  with  methods  of 
treatment  for  a  special  condition,  and  should 
serve  as  a  warning  to  others  against  hasty  en- 
dorsement of  man  and  methods  in  fields  outside 
of  their  special  study. 

A  System  for  Case-Taking,  with  Explanatory 
Notes.  By  George  William  Ross,  M.A., 
M.B.,  Tor.:  M.R.C.P.,  Lond. ;  and  Julian 
Loudon,  B.A.,  M.B.,  M.R.C-S.,  Eng.;  L.R. 
C.  P.,  Lond.  Canada:  The  Macmillan  Com- 
pany. 

A  brochure  of  seventy  pages,  containing  a 
method  of  case-taking,  has  been  made  up  by  the 
above  authors,  and  has  been  accepted  for  use  by 
the  Department  of  Medicine  of  the  University 
of  Toronto.  It  consists  of  nine  headings:  gen- 
eral registration,  complaint,  present  illness,  per- 
sonal history,  family  history,  initial  observation, 
general  examination,  interrogation  concerning 
special  systems  and  investigation  of  special  sys- 
tems. The  outline  of  procedure  to  be  followed 
under  each  heading,  with  definite  questions  to 
be  answered,  is  printed  on  the  right-hand  pages. 
On  the  left-hand  pages  are  printed  explanatory 
notes  regarding  different  points  of  the  examina- 
tion, elucidating  them,  and  emphasizing  where- 
ever  necessary.  As  a  comprehensive  basis  for 
careful  and  thorough  case-taking,  and  as  a  guide 
for  any  physical  examination,  the  book  can  be 
recommended. 

Diagnosis  from  Ocular  Symptoms.  By  Mat- 
thias Lancton  Foster,  M.D..  F.A.C.S.,  Mem- 


ber American  Ophthal.  Soc,  etc.  Rebman  and 
Company. 

In  this  book  the  author  takes  up  leading 
symptoms  and  signs,  and  works  from  them  to 
the  diagnosis,  collecting  about  the  predominat- 
ing feature  all  the  minor  ones  that  make  up  the 
picture  of  the  disease.  To  do  this  well  and  to 
make  such  a  work  of  value  to  the  ophthalmolo- 
gist is,  as  the  author  says,  ' '  a  stupendous  task. ' ' 
and  we  think  he  may  well  be  proud  of  his  suc- 
cess. The  book  must  be  read  to  be  appreciated; 
no  summary  can  show  the  industry  and  ability 
of  the  author,  and  we  believe  few  will  read 
without  learning  a  good  deal  of  value  for  daily 
practice.  The  book  is  printed  in  large  type  on 
mat  surfaced  but  light  paper,  and  its  perusal 
gives  pleasure  to  the  eye  as  well  as  to  the  mind. 

The  Secretion  of  Urine.  By  A.  R.  Cushny, 
M.D.,  LL.D.,  P.R.S.  New  York  and  London : 
Longmans,  Green  and  Company. 

Hardly  any  member  of  the  series  of  mono- 
graphs on  physiology  which  are  gradually  ap- 
pearing under  Professor  Starling's  editing  will 
prove  more  valuable  than  this  one  upon  the  kid- 
ney. Even  efforts  to  get  reliable  information 
through  textbooks  upon  this  organ  are  crowned 
with  disappointment  and  confusion,  but  only 
those  who  have  attempted  to  plunge  into  kidney 
literature  can  realize  the  mass  of  contradiction 
and  worthless  investigation  which  surrounds  the 
subject.  It  is  a  great  achievement,  and  one 
which  could  only  have  been  accomplished  by  an 
investigator  very  prominent  in  kidney  work,  to 
have  struggled  through  this  mass  of  material, 
adequately  separating  wheat  from  chaff,  and 
appending  acute  critical  discussion  to  practi- 
cally every  phase  of  the  subject. 

A  summary  of  the  anatomy  and  histology  of 
the  kidney  is  followed  by  chapters  which  carry 
one  through  the  kidney  metabolism,  theories  of 
renal  secretion,  functions  of  the  tubules  and 
glomeruli,  mechanical  factors  in  secretion  and 
chemical  factors  in  secretion.  Then  follow 
chapters  upon  diuretics, — the  action  of  which 
has  been  so  indissolubly  bound  up  with  renal 
physiology,  glycosuria,  albuminuria,  and  notes 
on  nephritis,  and  other  renal  disorders  in  their 
bearing  upon  the  normal  physiology  of  the 
organ. 

If  the  reader  has  made  no  excursions  into 
kidney  literature,  he  will  be  apprised  of  the 
magnitude  of  Professor  Cushny 's  task  by  the 
appended  bibliography,  which  is  carefully  in- 
dexed for  the  text,  and  adds  markedly  to  the 
value  of  the  book.  Indeed,  one  finds  acute  com- 
ment upon  almost  every  one  of  these  many  refer- 
ence^— comments  which  cannot  fail  to  save 
time  and  energy  for  every  worker  in  the  field. 
Well-chosen  diagrams  and  tables  illuminate  a 
text  which  cannot  be  too  highly  commended. 
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THE  CAUSES  OF  EYESTRAIN. 
The  increase  in  the  use  of  lenses  among  civi- 
lized peoples,  because  of  visual  defects  or  dis- 
turbances, has  been  variously  ascribed  to  poorer 
visual  development  among  the  civilized,  as 
against  aboriginal  peoples.  This  hypothesis  has 
not,  however,  been  substantiated  by  investiga- 
tions into  this  matter.  The  apparently  better 
vision  of  the  aborigines  is  due  to  their  ability 
to  utilize  the  other  senses  and  other  aids  in 
assisting  them  to  interpret  visual  perceptions, 
rather  than  to  any  inherent  visual  superiority. 
That  they  are  not  sufferers  from  the  many  re- 
flex effects  of  the  use  of  the  eyes — eyestrain — 
is  because  they  are  not  called  upon  to  use  their 
eyes  in  the  same  manner  or  in  the  same  degree 
that  modern  civilization  and  technical  develop- 
ment demand.  Very  few  eye  defects  give  any 
trouble  until  the  eyes  are  used  for  close  or 
detailed  -application  of  a  fatiguing  character, 
or  unless  the  illumination  is  poor,  or  badly  di- 
rected or  distributed, — whether  natural  or  arti- 


ficial. Even  children  with  high  visual  defects 
are  not  likely  to  suffer  the  effects  until  they  at- 
tempt the  close  application  required  of  them  at 
school.  And  in  this  respect  it  is  the  far-sighted 
or  those  with  poor  general  or  ocular  muscula- 
ture who  suffer  first  and  suffer  most.  The  near- 
sighted are  quite  in  their  element  in  near  work. 
They  have  the  added  advantage  of  magnifica- 
tion that  their  near-sighted  eyes  give  them. 
Even  with  high  degrees  of  myopia,  it  is  remark- 
able how  little  discomfort  they  suffer  and  how 
well  they  can  do  work  that  requires  close  appli- 
cation. Of  course,  they  suffer  the  embarrass- 
ment, rather  than  real  inconvenience,  of  being 
unable  to  negotiate  distant  points.  Near-sighted 
people  suffer  least  from  eyestrain.  But  even 
very  mild  degrees  of  hyperopia  will  often  cause 
profound  reflex  disturbances,  out  of  all  propor- 
tion to  the  degree  of  the  defect,  It  is  for  this 
reason  that  any  case  of  hyperopia  must  be  de- 
tected early  and  appropriate  lenses  applied. 
For  hig-h  degrees  of  hyperopia,  even  correction  is 
not  remedial.  Vocation  must  be  chosen  that 
close  application  of  the  eyes  may  be  at  a  mini- 
mum. 

The  eyestrain  due  to  muscular  fatigue  of  the 
ocular  muscles  is  more  nearly  a  condition  accom- 
panying civilization  than  any  other  condition. 
Lack  of  muscular  development,  sometimes  con- 
genital, to  be  sure,  but  usually  the  result  of 
sedentary  life  or  occupation,  leaves  the  ocular 
muscles  underdeveloped  and  unable  to  maintain 
the  muscular  balance  of  the  eyes  or  of  the  ac- 
commodative apparatus.  Fatigue  and  all  the 
reflex  symptoms  that  go  with  it  must  be  the 
natural  result.  The  muscular  cause  of  eye- 
strain can  be  distinctly  limited  by  inculcating 
the  necessity  for  proper  physical  exercise  and 
physical  development  in  the  child,  as  well  as  in 
the  adult.  Perhaps  the  universal  military  train- 
ing advocated  at  present  will  be  the  means 
of  removing  this  one  evil  of  civilized  life- — lack 
of  muscular  development.  For  eyestrain  the 
result  purely  of  muscular  underdevelopment, 
neither  lenses  nor  muscle  treatment  locally  is 
of  permanent  benefit.  Treatment  must  be  gen- 
eral, looking  toward  an  increase  in  the  general 
tone  of  the  body,  and  particularly  of  the  mus- 
cles. Because  so  many  of  the  neurasthenic 
symptoms  are  of  reflex  ocular  origin,  it  would 
seem  wise  in  making  vocational  placements,  in 
the  young  particularly,  to  take  into  considera- 
tion the  muscular  and  refractive  conditions  of 
the  eye,  in  order  that  those  unfitted  for  long- 
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continued  near  application  of  the  eyes  shall  not 
be  placed  in  unsuitable  occupations. 

But  while  these  causes  of  eyestrain  apply  only 
to  individuals  with  these  developmental  or  mus- 
cular conditions,  any  one  may  have  his  eyes 
put  under  a  strain  by  such  extrinsic  conditions 
as  illumination.  Numerous  investigations  into 
the  lighting  conditions  of  work  and  school- 
rooms have  shown  under  what  poor  conditions 
of  illumination  most  people  work.  Where  the 
degree  of  illumination  is  adequate,  the  distribu- 
tion and  the  protection  of  the  light  are  still 
questions  for  consideration.  Inadequate,  ill  dis- 
tributed or  unprotected  illumination  places  an 
extra  burden  upon  the  visual  integrity.  Eyes 
become  easily  fatigued,  reduce  their  efficiency 
and  cause  the  many  reflex  symptoms  of  eye- 
strain. Probably  the  most  harmful  of  the  illu- 
mination defects  is  badly  protected  illumina- 
tion. Illumination  that  glares  directly  into  the 
eyes,  without  any  protection,  is  most  injurious. 
The  source  of  light  must  always  be  protected 
against  glare.  It  is  the  object  of  vision  that 
needs  illumination,  rather  than  the  eyes  them- 
selves. In  the  matter  of  the  lighting  of  factories 
and  public  buildings  of  whatever  character,  the 
illuminating  engineer  is  as  important  a  factor 
in  construction  as  the  construction  engineer. 
Proper  direction,  distribution  and  protection  of 
the  sources  of  light  are,  besides,  matters  of  econ- 
omy. Due  regard  for  the  location  of  desks,  ta- 
bles, machinery,  etc.,  with  regard  to  the  source 
of  light,  will  give  the  best  and  most  economical 
consumption  of  light,  and  will  avoid  the  baneful 
effects  upon  the  eyes  of  bad  illumination. 


ANNUAL  REPORT  OF  THE  PHILIPPINE 
HEALTH  SERVICE  FOR  1916. 

The  Phili  ppine  Health  Service  for  1916  pre- 
sents a  most  favorable  report.  The  routine 
work  of  the  Service  was  carried  on  in  a  satis- 
factory manner,  real  interest  and  enthusiasm 
being  manifested  by  the  various  officers  and  em- 
ployees. With  the  exception  of  cholera,  no  epi- 
demic diseases  were  present  in  serious  form. 
Cholera  was  present  throughout  the  year,  but 
did  not  assume  serious  proportions  until  May, 
when,  in  spite  of  all  efforts  to  control  it,  it  be- 
gan to  make  its  appearance  in  various  places. 
A  total  of  12,847  cases  and  7986  deaths  occurred 
in  the  Islands  during  the  year.    Of  this  total. 


1214  cases  and  513  deaths  occurred  in  Manila, 
and  11,637  cases  and  7473  deaths  occurred  in 
the  various  provinces.  At  the  end  of  the  year, 
Manila  was  almost  entirely  free  from  cholera, 
and  only  a  few  scattered  cases  existed  in  the 
provinces. 

Extraordinary  efforts  were  put  forth  to  con- 
trol the  cholera  epidemic,  but  as  the  situation 
became  serious,  all  that  could  be  done  was  to 
hold  the  disease  down  to  a  minimum  and  eradi- 
cate it  as  soon  as  possible.  It  was  quite  conclu- 
sively proved  that  the  epidemic  was  spread  by 
cholera  carriers,  and  kept  going  by  them.  Rec- 
ord is  now  being  kept  of  all  persons  who  have 
recovered  from  cholera  and  are  known  carriers 
of  the  disease.  These  will  be  examined  from  time 
to  time,  to  learn  as  far  in  advance  as  possible 
of  an  impending  epidemic. 

The  work  of  the  School  of  the  Bureau  of  Sci- 
ence, and  others,  has  demonstrated  quite  conclu- 
sively that  when  a  cholera  carrier  is  given  a 
severe  purge  or  when  he  ingests  food  or  other 
substances  which  have  the  effect  of  producing  a 
severe  purge,  the  carrier  frequently  is  con- 
verted into  an  actual  case.  The  usual  history 
of  the  first  case  of  cholera  in  a  community  is  as 
follows :  No  cholera  has  been  present  for 
months,  perhaps.  An  individual,  usually  one 
of  the  very  poor  class,  has  gone  to  work  or  fish- 
ing early  in  the  morning,  and  has  been  exposed 
to  the  rain  and  has  been  thoroughly  wet  all  day ; 
upon  his  return  home,  completely  exhausted, 
soaked  to  the  skin,  and  very  hungry,  he  eats 
excessively  of  any  food  that  happens  to  be  in 
the  house,  as  often  as  not  rice  and  fish  that  very 
probably  have  been  cooked  in  the  morning  and 
kept  in  a  covered  vessel  all  day ;  that  night  he 
has  an  attack  of  "cholera  morbus,"  with' vomit- 
ing and  purging,  cramps,  etc.,  and  the  next  day 
has  cholera  and  probably  dies;  this  is  the  usual 
focus  from  which  the  disease  spreads  throughout 
the  town.  Though  not  every  person  who  has  an 
experience  similar  to  the  above  has  cholera,  it  is 
believed  that  a  large  per  cent,  of  the  cholera 
carriers  who  have  such  an  experience  are  likely 
to  develop  the  disease. 

At  the  time  of  the  recent  outbreak  of  cholera 
in  Manila,  it  was  discovered  that  an  unusual 
quantity  of  shrimp  and  other  small  fish  had  ap- 
peared in  the  local  market.  These  soon  began  to 
decompose,  and  the  sanitary  inspectors  ordered 
their  condemnation ;  the  fish  venders  conse- 
quently lowered  their  prices  to  avoid  loss,  and 
large  quantities  were  bought  by  the  poorer  class- 
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es;  many  fell  ill  of  cholera,  and  the  epidemic 
raged  until  the  sale  of  shrimp  and  shell  fish  was 
prohibited.   At  once  the  disease  abated. 

Early  in  the  outbreak  it  was  decided  to  estab- 
lish temporary  emergency  hospitals  for  cholera, 
as  a  means  of  removing  cases  of  infection  to  a 
common  center  where  they  could  be  effectively 
controlled.  There  was  some  objection  at  first, 
as  the  people  did  not  take  kindly  to  hospitaliza- 
tion. After  the  successful  treatment  of  several 
cases  at  Hagonoy,  Bulacan,  however,  a  volun- 
tary influx  of  cases  began,  and  as  a  result  the 
epidemic  was  promptly  controlled,  with  an  aver- 
age mortality  of  about  45%,  as  compared  with 
75-80%  in  previous  outbreaks.  Emergency  hos- 
pitals sprang  up  wherever  cholera  appeared, 
with  excellent  results;  the  people  were  con- 
vinced, and  voluntarily  reported  themselves  or 
their  sick,  all  over  the  Islands.  In  Manila,  over 
50%  of  all  cases  presented  themselves. 

Two  sanitary  commissions — all  that  the  Serv- 
ice has  been  able  to  support — have  made  a  study 
of  conditions  in  ten  towns  of  the  Islands,  and 
have  learned  many  things  concerning  the  mor- 
tality rate.  As  a  direct  result  of  their  efforts, 
the  people  have  learned  that  many  diseases  hith- 
erto considered  inevitable,  are  preventable  and 
curable.  Sanitary  ordinances  have  been  enacted 
and  enforced,  especially  those  regarding  sewage 
and  waste  disposal.  Over  fifty  women's  clubs 
have  been  formed,  dedicated  to  the  prevention 
of  infant  mortality,  to  better  housing  for  the 
people,  and  to  the  inculcation  of  better  bal- 
anced diets.  "With  this  end  in  view,  almost  15,- 
000  families  agreed  to  maintain  vegetable  gar- 
dens, with  the  idea  of  adding  protein-producing 
vegetables  to  the  almost  universal  diet,  among 
the  poorer  classes,  of  rice  and  fish. 

The  researches  of  the  sanitary  commissions 
indicated  early  in  their  existence  the  necessity 
for  a  better  house  than  the  average  Filipino  now 
possesses.  The  average  house  now  in  use  is 
made  of  nipa  and  bamboo,  affords  inadequate 
shelter  from  the  elements,  is  too  small  for  the 
average  family,  is  a  continual  expense  on  ac- 
count of  its  frail  nature,  and  is  perpetually  in 
danger  of  destruction  by  fire,  due  to  its  tinder- 
like makeup.  The  problem  has  been  studied, 
and  the  commission  now  issues  a  statement  that 
it  is  possible  to  build  a  house  that  is  sufficiently 
large  for  the  average  family,  that  is  neat  in  ap- 
pearance, durable,  fireproof,  and  sanitary,  for 
the  average  cost  of  about  $250  to  $300  U.  S.  cur- 
rency.   These  houses  are  to  be  built  of  mate- 


rials locally  available,  and  on  a  very  simple 
plan  of  construction. 

Statistics  show  that  there  are  about  4466  in- 
sane in  the  Islands,  and  of  these,  hardly  1000 
are  under  proper  restraint  and  care.  The  great 
majority  are  cases  of  the  manic-depressive  type 
of  insanity,  probably  due  to  chronic  intoxica- 
tions resulting  from  chronic  infections,  as 
fevers,  malaria,  etc.,  and  to  prolonged  and  re- 
peated food  poisonings,  due  to  improper  and 
poorly  balanced  diets.  When  proper  care  and 
food  are  received,  many  recover. 

The  leper  colony  at  Culion  averages  about 
4300,  and  many  improvements  have  been  made 
there  of  late.  The  lepers  are  taking  more  in- 
terest in  life  than  ever  before,  and  the  colony 
does  much  to  care  for  itself.  An  ice  plant  has 
been  constructed  with  leper  capital,  all  the  fish 
used  are  caught  by  the  lepers,  and  almost  all 
the  vegetables  used  are  raised  by  them.  Prac- 
tically the  only  articles  sent  to  the  colony  now 
are  clothing  and  rice;  groceries  are  sent  to  the 
Culion  store  and  sold  to  the  lepers  at  cost. 

There  were  few  cases  of  actual  smallpox  dur- 
ing the  year,  but  the  number  of  cases  of  vario- 
loid, practically  without  deaths,  has  increased. 
This  is  interpreted  to  mean  that  the  immunity 
obtained  by  the  general  vaccination  begun  in 
1905  and  3906  has  begun  to  wane.  Revaccination 
will  be  started  at  once,  and  it  is  hoped  to  estab- 
lish immunity  once  more  before  that  formerly 
gained  is  entirely  lost. 


THE  SCOPE  OP  MENTAL  HYGIENE. 

It  is  a  fallacy  to  view  the  subject  of  mental 
hygiene  as  a  separate  scientific  entity  distinct 
from  general  hygiene.  It  would,  perhaps,  be 
better  to  look  upon  mental  hygiene  as  the  in- 
itial and  essential  step  toward  general  hygiene. 
Certainly  it  is  the  pivot  around  which  all  no- 
tions of  hygiene  must  revolve.  It  is  essentially 
necessary  to  understand  and  to  carry  out  the 
principles  of  mental  hygiene  in  order  to  de- 
velop the  kind  of  mind  that  will  be  receptive 
to  the  dictates  of  general  hygienic  principles. 
With  the  development  and  the  conservation  of 
the  mind,  whether  as  a  matter  of  course  in  evo- 
lution or  as  the  result  of  positive  effort  in  study 
and  research,  has  come  the  eradication  of  dis- 
eases previously  scourges  of  mankind,  and 
which,  undoubtedly,  will  be  followed  by  still 
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further  progress  in  this  direction.  But  whether 
it  is  a  question  of  progress  in  general  or  in 
mental  hygiene,  large  results  must  come  from 
the  efforts  of  the  entire  community,  rather  than 
by  individual  effort. 

The  first  necessity  in  mental  hygiene,  as  in 
general  hygiene,  is  the  exclusion  of  foreign 
sources  of  mental  disease  and  the  isolation  and 
segregation  of  those  found  in  a  given  commu- 
nity. In  a  measure,  even  mental  disease  is 
"contagious"  indirectly  from  the  influence  asso- 
ciation with  mental  cases  has  on  immature  minds, 
but  perhaps  more  directly  by  the  tendency  to 
transmit  mental  disease  to  the  offspring.  More- 
over, there  are  certain  diseases  and  conditions, 
almost  entirely  preventable,  which  seem  to  have 
a  very  marked  tendency  to  produce  mental  dis- 
ease in  the  person  concerned  and  then  in  the  off- 
spring by  hereditary  transmission.  In  this  re- 
spect, alcohol  and  syphilis  are,  of  course,  the 
most  important  factors.  The  prevention  of  alco- 
holism and  syphilis  would  be  the  greatest  fac- 
tors in  the  promotion  of  mental  hygiene  and  in 
the  conservation  of  the  mind.  It  is  estimated 
that  70%  of  the  mental  conditions  are  heredi- 
tary in  nature.  This  would  seem  to  indicate 
that,  in  spite  of  the  enormous  number  of  insane 
and  defective,  very  few  of  them  are  accidental 
infections,  so  to  say,  but  are,  most  of  them,  due 
to  bad  ancestry. 

Of  those  not  traceable  to  heredity,  the  cause 
of  the  mental  disturbance  can  be  found  in  the 
lack  of  attention  in  the  very  young  to  such  con- 
ditions as  environment,  food,  exercise,  prevent- 
able illness,  etc., — the  same  conditions,  practi- 
cally, that  officiate  in  the  causation  of  physical 
conditions.  Besides,  the  impressionistic  condi- 
tion of  early  life  makes  it  essential  that  only 
those  ideas  be  allowed  to  appear  before  the  child 
that  will  arouse  healthful  thoughts  and  actions. 
The  depressing,  the  maudlin  and  the  exciting 
must  be  religiously  kept  from  the  immature 
mind.  Instead,  their  places  must  be  taken  up 
by  healthful  play,  exercise,  amusement,  read- 
ing. The  mind,  as  the  body,  must  be  care- 
fully guarded  from  trauma  of  any  kind.  The 
mind  must  be  exercised  but  not  injured.  When 
the  child  has  a  bad  heredity  these  elements  must 
receive  especial  attention  in  order  to  anticipate 
injury,  just  as  a  frail  child  must  be  more  care- 
fully guarded  than  the  normal.  Suitable  occu- 
pation must  be  determined  early,  and  proper 
vocational  training  given  in  order  to  prevent 
economic  failure  and  the  depressing  effect  it  has 


on  the  mind.  Vocational  guidance,  based  on 
mental  and  physical  capacity  and  inclination 
should  be  the  foundation  of  the  future  indus- 
trial life  of  the  child.  No  opportunity  must  be 
overlooked  to  encourage  and  to  educate  the 
younger  generation  in  wholesome  interests  and 
wholesome  thoughts,  and  to  discourage  laziness, 
dreaming  and  introspection. 

Much  of  the  incidence  of  mental  disease  and 
defect  can  be  reduced  by  proper  education,  even 
when  the  heredity  of  the  individual  is  bad ;  more 
of  it  can  be  prevented  by  the  eradication  of 
preventable  diseases  and  abuses,  and  much  more 
by  segregating  and  preventing  marriage  and 
propagation  by  defectives  and  those  suffering 
from  alcohol,  syphilis,  and  like  conditions,  and 
I  finally  by  a  more  rigid  exclusion  of  alien  sources 
of  disease,  disease  tendency,  and  inferiority. 


INDICATIONS  FOR  LOCAL  ANESTHESIA. 

As  a  general  routine  of  operative  clinics  when 
there  exists  none  of  the  accepted  contra- 
indications to  general  anesthesia,  and  where  the 
operation  is  sufficiently  major  to  warrant  ren- 
dering the  patient  unconscious,  general  anes- 
thesia must  still  remain  the  most  feasible  method. 
But  while  general  anesthesia  renders  the  pa- 
tient unconscious  and  free  from  pain,  it  does  not 
render  the  organism  free  from  the  shock  to  the 
nervous  structures  engendered  directly  by  rea- 
son of  the  operative  hurt  to  the  tissues.  The 
sensibility  of  the  nervous  system  and  its  cen- 
ters controlled,  the  production  of  shock  is  not 
avoided  by  rendering  the  patient  unconscious 
with  the  general  anesthetic.  In  reality,  it  is 
only  with  local  anesthesia  that  these  conditions 
may  be  anticipated.  The  Crile  method  of  anoci- 
association  is  the  outgrowth  of  this  circumstance. 
Unless  the  seat  of  the  operation,  where  the  hurt 
is  administered  to  the  tissues  and  to  the  irritable 
nerves,  can  be  freed  from  communication  with 
the  general  nervous  system  for  the  period  of  the 
operation,  shock  and  the  other  bad  by-effects  of 
the  operation  will  continue  in  spite  of  the  anes- 
thesia, the  anesthetic,  or  the  quality  of  the  anes- 
thetist. The  injection  of  the  local  anesthetic 
into  the  site  of  the  surgical  hurt  renders  it  im- 
possible for  the  shock  of  the  operation  to  be 
transmitted  to  the  higher  centers.  When,  then, 
the  general  anesthetic  is  administered,  there  is 
the  advantage  of  unconsciousness  together  with 
the  freedom  of  shock. 
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'  Moreover,  it  is  quite  well  understood  that,  no 
matter  what  general  anesthetic  is  administered, 
it  is  highly  toxic  to  the  organism.   Many  of  the 
post-operative    complications,    such    as  albu- 
minuria, acidosis,  etc.,  are  directly  due  to  the 
anesthetic.    Of  course,  some  anesthetics  are  bet- 
ter than  others.    At  best,  there  is  only  a  choice 
between  evils.    One  anesthetic  may  be  contra- 
indicated  in  some  conditions  and  under  certain 
circumstances,  another  in  other  conditions  and 
circumstances,  but  all  of  them  have  distinct 
contraindications,   often   hard   to  determine. 
Such    mechanical    conditions    as    the  pres- 
ence of  mucus,  congestions,  and  such  diseases  as 
nephritis,  diabetes,  sepsis,  suppurative  thoracic 
conditions  and  the  like  all  make  the  administra- 
tion of  a   general  anesthetic  dangerous.  Of 
course,  there  are  untoward  effects  and  dangers 
from  the  use  of  local  anesthesia.    Sudden  death 
is    not    unknown.     Yet    local    anesthesia  is 
becoming  more   and   more   popular  in  major 
operations,  and  in  operations  where  local  anes- 
thesia would  never  have  been  dreamed  of  only 
a  short  time  ago.    There  is  hardly  any  major 
operation  which  cannot  be  performed  under  lo- 
cal anesthesia.     In  minor  operations  there  is 
hardly  any  excuse  for  rendering  the  patient  un- 
conscious and  subject  to  all  the  after-effects, 
dangers  and  annoyances  of  a  general  anesthetic. 
Local  anesthesia  often  has  the  peculiar  anomaly 
that  the  administration  of  the  local  anesthetic 
is  out  of  proportion  in  point  of  time  to  the  op- 
eration itself.    But  this  is  not  a  valid  objection 
against  it.    Local  anesthesia  will  not  overcome 
spasm  of  the  abdominal  muscles,  nor  can  local 
anesthesia  be  administered  in  mutilating,  violent 
injuries  where  rapid  surgical  measures  of  an 
emergency  character  are  indicated.    In  the  lat- 
ter instance  it  was  always  understood  that,  no 
matter  how  much  the  patient  was  in  collapse 
from  the  shock  of  the  injury,  the  general  an- 
esthetic had  a  therapeutic  effect  in  relieving 
the  shock,  in  the  same  way  that  the  methods  of 
anoci-association  would  anticipate  it  in  surgical 
operations.    However,  the  added  shock  to  the 
patient  of  the  remedial  surgery  would  tend  to 
overcome  any  benefit  that  the  general  anesthet- 
ic would  bring  about ;  but  in  such  cases  there  is 
no  alternative  but  to  give  the  general  anesthetic 
and  operate,  regardless  of  the  question  of  the 
anesthetic  or  the  operative  shock.   "Whatever  the 
indications,  however,  children  and  very  nervous 
individuals  are  not  good  subjects  for  local  anes- 
thesia. 

tf3  HSU 
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ANNUAL  REPORT  OF  THE  BOSTON  MED- 
ICAL LIBRARY. 

The  Boston  Medical  Library  has  issued  its 
forty-second  annual  report  for  the  year  of  1917. 
Several  innovations  have  been  made  during  the 
year.  It  has  been  voted  that  books  shall  not  be 
reserved  for  a  longer  period  than  forty-eight 
hours ;  duplicate  books  and  periodicals  may  be 
given  in  exchange  to  other  libraries  only  for 
similar  material  needed  by  the  library.  It  has 
been  decided  to  keep  the  library  open  only  three 
evenings  a  week,  instead  of  five,  and  a  further 
curtailment  of  service  may  be  necessitated  by 
the  shortage  of  coal. 

The  Committee  on  Membership  and  Elections 
reported  that  the  Library  had  gained  4  Fellows 
and  24  Associates,  and  had  lost  by  death,  resig- 
nation, and  dropped  from  the  rolls,  20  Fellows 
and  12  Associates,  making  a  net  loss  of  4  mem- 
bers. The  total  membership  on  January  1,  1918, 
consisted  of  one  Honorary  Member,  11  Life 
Members,  464  Fellows,  and  328  Associates,  mak- 
ing a  total  of  804. 

The  Librarian  states  that  very  few  new  books 
and  periodicals  have  been  received  from  Europe 
since  last  year.  Many  of  the  subscription  pe- 
riodicals have  been  held  up  in  Rotterdam,  and 
there  is  some  question  of  their  being  allowed  to 
leave  Holland  until  after  the  war.  Several  large 
collections  of  books  and  periodicals,  principally 
in  foreign  languages  and  on  subjects  in  which 
the  library  has  been  deficient,  have  been  pur- 
chased in  this  country  the  past  year;  among 
them  are  books  on  the  examination  of  food,  bev- 
erages, and  drugs,  toxicology,  handwriting  of 
the  insane,  also  some  valuable  monographs  and 
sets  of  unusual  journals.  The  large  collection 
of  autograph  letters  and  autographs,  which  had 
not  been  looked  over  or  put  in  order  for  years, 
has  been  arranged  in  chronological  and  alpha- 
betical order,  so  that  they  are  now  readily  ac- 
cessible. 


War  Relief  Funds. — On  March  15  the  totals  of  the 
principal  New  England  war  relief  funds  reached  the 
following  amounts: — 

Halifax  Fund   $695,779.75 

Belgian  Fund   G64,53S.57 

French  Wounded  Fund    32S.566.94 

Armenian-Syrian  Fund    2S8.150.59 

Jewish  Fund    285,532.53 

Italian  Fund    151,021.64 
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MEDICAL  NOTES. 

American  Posture  League. — At  the  annual 
meeting  of  the  American  Posture  League,  which 
occurred  March  9,  closing  with  a  dinner  for  the 
Honorary  Boards  at  the  Aldine  Club,  the  fol- 
lowing officers  were  elected :  Miss  Jessie  H.  Ban- 
croft, president  ;  Captain  Frederick  R.  Green, 
vice-president;  Dr.  Henry  Ling  Taylor,  secre- 
tary ;  and  Dr.  Percy  W.  Roberts,  treasurer. 

The  reports  for  the  year  showed  a  great  activ- 
ity in  relation  to  war  conditions,  and  a  large 
demand  on  the  resources  of  the  American  Pos- 
ture League,  as  a  national  health  organization, 
indicating  a  quickened  public  conscience  on  the 
subject  of  health  since  the  physical  examination 
for  the  draft  Army. 

The  Technical  Committees  of  the  League  re- 
ported completed  work  for  the  year  on  factory 
and  school  seats,  shoes  and  other  articles  of 
clothing  for  men,  women  and  children,  besides  a 
large  educational  service. 


Sixth  Conference  op  Industrial  Physi- 
cians and  Surgeons. — The  Department  of  La- 
bor and  Industry  will  hold  its  Sixth  Conference 
of  Industrial  Physicians  and  Surgeons  in  the 
Hall  of  the  House  of  Representatives  at  Harris- 
burg,  on  April  9,  1918. 

The  program  to  be  presented  is  of  exceptional 
interest  and  timeliness.  At  the  morning  ses- 
sion there  will  be  brought  up  the  subject  of  in- 
dustrial health  hazards  arising  out  of  the  war 
emergency. 

The  afternoon  session  will  be  devoted  entirely 
to  the  subject  of  workmen's  compensation.  The 
question  of  hernia  in  its  relation  to  the  com- 
pensation law  will  be  gone  into  thoroughly,  and 
the  possibility  of  amendments  to  the  present 
Pennsylvania  Workmen's  Compensation  Law 
will  be  discussed. 

Copies  of  the  completed  program  may  be  ob- 
tained on  request  from  Dr.  Francis  D.  Patter- 
son, Chief,  Division  of  Industrial  Hygiene  and 
Engineering,  Third  and  North  Streets,  Harris- 
burg,  Pa. 


The  "Quaderni  D'Anatomia."— The  Lancet 
makes  the  following  interesting  statement  about 
the  "Quaderni  d'Anatomia,"  by  Leonardo  da 
Vinci : 

"The  'Quaderni  d'Anatomia,'  by  Leonardo  da 
Vinci,  has  had  a  fate  stranger  even  than  that 


reserved  for  his  other  works.  Written  early  in 
the  sixteenth  century,  almost  300  years  were  to 
come  and  go  before  any  serious  reference  was 
made  to  it,  while  another  100  years  were  to  pass 
before  it  was  published  in  an  adequate  or  com- 
plete form.  The  interest  of  the  work,  which 
formed  the  subject  of  two  recent  Arris  and 
Gale  lectures  by  Professor  William  Wright,  lies 
largely  in  the  fact  that  it  provides  the  spectacle 
of  certainly  one  of  the  ablest  and  most  versatile 
men  who  have  ever  lived,  attempting  the  solu- 
tion of  some  of  the  main  problems  of  anatomy 
and  physiology  at  a  period  when  the  systemic 
circulation,  osmosis,  oxygen,  and  the  microscope 
were  all  unknown.  In  addition  to  these  grave 
defects  in  his  knowledge,  Leonardo,  like  all  his 
contemporaries,  was  further  handicapped  by 
the  inheritance  of  two  fundamental  errors — 
viz.,  the  belief  that  the  arteries  contained  free 
air  and  that  the  interventricular  septum  of  the 
heart  was  penetrated  by  narrow  passages 
through  which  the  blood  passed  from  the  right 
ventricle  into  the  left.  The  nearest  approach 
which  Leonardo  made  to  the  elimination  of  the 
first  of  these  errors  was  that  he  in  one  passage 
denied  that  free  air  entered  the  heart  from  the 
lungs,  and  wrote  of  the  blood  in  the  lungs  be- 
ing merely  refreshed,  thus  returning  to  the  cor- 
rect Aristotelian  view.  Leonardo's  main  con- 
tributions, had  the  publication  of  his  woi'k  not 
been  delayed,  would  have  included  a  more  pre- 
cise description  of  the  interior  of  the  heart  and 
large  vessels  than  had  ever  been  supplied  be- 
fore, thanks,  no  doubt,  to  his  skill  in  draughts- 
manship, and  a  singularly  correct  account  of 
the  action  of  the  thoracic  and  abdominal  muscle? 
in  respiration.  The  book  was  intended  as  a  text- 
book for  students,  and  it  is  of  interest  to  find 
how  modern  were  his  methods,  as.  for  instance, 
the  representation  of  opaque  parts  as  transpar- 
ent so  that  the  relations  of  underlying  struc- 
tures may  be  observed,  the  pouring  of  wax  into 
hollow  viscera  in  order  to  obtain  casts  of  their 
interior,  the  study  of  comparative  anatomy,  and 
in  one  instance,  at  least,  the  practice  of  vivisec- 
tion. Although  Leonardo's  work  cannot  be  said 
to  have  had  any  effect  on  the  progress  of  anat- 
omy, it  must  always  remain  an  interesting  con- 
tribution, while  the  question  as  to  what  its  effect 
might  have  been  can  never  be  finally  decided. ' ' 

The  Use  of  Hog  Serum  by  Veterinarians.— 
Criticism  of  the  State  Department  of  Animal 
Industry  was  voiced  at  a  recent  hearing  before 
the  Legislative  Committee  on  Agriculture,  on  a 
petition  of  Frank  R.  Austin  of  Lynn,  that  on 
application  of  any  registered  veterinarian,  the 
department  shall  furnish  him  at  cost  with  hog 
serum  in  such  quantities  as  he  may  require  for 
his  practice.  Mr.  Austin  charged  that  the  State 
Department  has  a  monopoly  on  the  serum,  that 
it  sends  its  agents  to  treat  diseased  hogs,  and 
that  there  are  delays  involved  which  often  cause 
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serious  losses  to  hog  owners.  Dr.  John  F.  Win- 
chester of  Lawrence,  Dr.  "William  M.  Simpson 
of  Maiden,  and  Dr.  C.  H.  Playdon  of  Reading 
all  argued  that  they  should  be  allowed  to  apply 
the  serum,  and  that  the  department  ought  not 
to  stand  in  their  way. 

James  E.  Dodge,  superintendent  of  the  Hood 
farm  in  Lowell,  led  the  opposition.  He  is  a 
breeder  of  swine,  and  opposed  allowing  veteri- 
narians the  power  to  administer  serum  for  hog 
cholera.  Edward  A.  Cahill,  of  the  Department 
of  Animal  Industry,  declared  the  improper  use 
of  the  serum  to  be  the  cause  of  the  loss  of  hun- 
dreds of  thousand  of  dollars  among  hogs  in 
other  States.  He  said  that  the  average  veteri- 
narian was  not  competent  to  its  use.  He  stated 
that  out  of  500  veterinarians  in  the  State,  only 
four  have  asked  for  the  right  to  use  the  serum, 1 
and  that  not  a  single  hog  owner  had  asked  that 
the  right  be  given  to  veterinarians. 

war  notes. 

An  Appeal,  for  Roehampton  Hospital.— 
Lieutenant-General  Sir  Francis  Lloyd  has  re- 
quested that  the  following  appeal  for  Roehamp- 
ton Hospital  be  given  publicity  in  the  columns 
of  the  Journal. 

"In  1915  we  made  an  appeal  for  funds  to  es- 
tablish Queen  Mary's  Convalescent  Auxiliary 
Hospitals  at  Roehampton  for  Sailors  and  Sol- 
diers who  had  lost  their  limbs  in  the  war.  The 
response  from  all  parts  of  the  Empire  was  most 
gratifying,  and  with  liberal  grants  made  by  the 
British  Red  Cross  Society  and  the  National  Re- 
lief Fund,  the  Committee  were  able  to  establish 
the  Hospitals  on  a  sure  foundation,  and  to  ex-, 
tend  vastly  the  original  scheme  by  the  erection 
of  additional  wards,  training  workshops,  recrea- 
tion rooms,  factories  for  artificial  limbs,  etc. 

The  work  at  Roehampton  is  so  widely  known 
that  it  is  unnecessary  to  describe  it,  but  it  may 
be  mentioned  that  up  to  December  31  last  over 
11,500  officers  and  men  (including  a  large  num- 
ber from  our  Overseas  Dominions)  have  been 
admitted  to  the  hospitals,  supplied  with  artificial 
limbs  (provided  by  the  State)  and  taught  how 
to  use  them ;  large  numbers  have  also  been  ad- 
mitted for  readjustment  and  renewal  of  their 
limbs. 

Twenty-three  hundred  men  have  been  found 
good  posts  through  the  Employment  Bureau  at- 
tached to  the  hospitals,  and  7000  men  have  been 
returned  to  their  old  employment  or  passed  on 
to  local  committees  with  information  necessary 
to  secure  them  a  fresh  start  in  life. 

The  present  accommodation  is  totally  inade- 
quate to  meet  the  increasing  demands  made  upon 
it,  and  serious  consideration  must  now  be  given 
to  the  future. 


The  majority  of  our  limbless  men  are  quite 
young,  cheery  and  full  of  hope  about  their  fu- 
ture, but  much  depends  upon  the  usefulness  of 
their  artificial  limbs,  which  always  require  re- 
adjustment owing  to  the  shrinking  of  the  stump. 
Also  at  intervals  repairs  and  new  limbs  are  nec- 
essary. Consequently,  there  will  be  need  of  Roe- 
hampton for  the  next  forty  years. 

Scotland,  Ireland,  and  Wales  have  recognized 
this  want,  and  by  voluntary  effort  have  estab- 
lished permanent  fitting  hospitals  for  dealing 
with  the  problem.  It  is  felt  that  the  need  here 
has  only  to  be  known,  and  England  will  wish  to 
do  the  same  for  her  gallant  men  who  are  maimed 
for  life. 

A  generous  conditional  offer  has  been  made 
by  the  owner  of  Roehampton  House,  Mr.  Ken- 
neth Wilson,  by  which  it  is  hoped  that  the  house 
and  grounds  may  be  purchased  and  the  great 
work  continued  there  without  interruption  after 
the  war,  but  if  this  is  found  to  be  impossible, 
funds  will  be  available  to  purchase  another  suit- 
able place. 

We  earnestly  appeal  for  £100,000,  not  only  to 
extend  the  present  scheme  but  to  found  a  per- 
manent 'Roehampton,'  where  our  men  can  al- 
ways return  to  have  their  artificial  limbs  re* 
adjusted  and  renewed,  and  we  feel  sure  that 
this  appeal  to  make  adequate  provision  in  the 
future  for  the  limbless  men  who  have  served 
their  country  by  sea,  land,  and  air  will  not  be 
made  in  vain.  No  donation  will  be  too  small 
and  none  to  large. 

Cheques  and  postal  orders  should  be  ad- 
dressed to  the  Hon.  Treasurer,  Queen  Mary's 
Auxiliary  Hospital,  12,  Little  College  Street. 
Westminster,  S.W.,  marked  'Roehampton.'  and 
crossed  Lloyds  Bank,  222,  Strand. 

Francis  Lloyd, 

Lt.-Genl.,  Chairman, 
M.  E.  Gwynne  Holford, 
Charles  H.  Kenderdine, 

Hon.  Treasurer, 

Kathleen  Falmouth." 

ExpLosrvE  Action  of  Bullets. — Herman 
Kuttner  (Muench.  med.  Woch.,  August  14.  1917, 
abstracted  in  a  recent  issue  of  the  Lancet),  con- 
sulting surgeon  in  the  German  navy,  has  drawn 
attention  to  the  fact  that  the  explosive  action  of 
projectiles  in  the  body  is  not  confined  to  the 
rifle  bullet.  This  effect  of  the  rifle  bullet  had 
in  recent  wars  been  the  cause  of  numerous  mis- 
takes and  false  accusations.  Kuttner  recognized 
that  fragments  of  shells  and  bombs  may  inflict  a 
single  wound  of  entry  and  numerous  wounds  of 
exit.  He  has  seen  a  whole  series  of  such  cases, 
and  he  believes  that  they  are  not  rare.  He  has 
seen  not  only  single  wounds  of  entry  and  mul- 
tiple wounds  of  exit  inflicted  by  shell  fragments, 
but  with  the  x-rays  has  demonstrated  the  pres- 
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ence  of  many  fragments  of  shell  in  the  body, 
though  there  was  only  one  wound  of  entry.  He 
reproduces  photographs  of  two  metal  boxes  for 
holding  a  gas  mask  outfit  which  had  been  struck 
by  fragments  from  an  aerial  bomb.  Both  boxes 
show  a  single  hole  of  entry,  while  on  the  oppo- 
site side  there  were  many  large  and  small  holes 
of  exit.  An  analysis  of  the  splinters  from  the 
bombs  revealed  no  intrinsic  explosive  qualities, 
only  nickel  molybdic  steel. 

Investigation  of  Trench  Fever  Begun. — 
Sixty  enlisted  men  of  the  United  States  Sanitary 
Corps,  all  from  New  England,  are  now  serving 
as  hosts  to  normal  or  infected  lice,  or  have  re- 
ceived injections  of  blood  from  soldiers  known 
to  have  been  suffering  from  trench  fever.  The 
organism  producing  the  fever  has  not  yet  been 
discovered  by  microscope,  and  an  investigation 
is  under  way  to  discover  and  control  it.  Trench 
fever  heads  the  list  of  fevers  among  the  British 
troops,  and  although  it  is  not  fatal,  it  means  an 
absence  of  six  to  eight  weeks  from  the  ranks. 
Scarcity  of  physicians  in  the  British  Army  pre- 
vented the  Royal  Army  Medical  Corps  from 
studying  the  cause  of  the  disease.  The  Amer- 
ican Red  Cross  decided  to  undertake  a  survey 
based  on  the  yellow  fever  investigation  in  Cuba. 

With  the  approval  of  General  Pershing,  a  call 
for  volunteers  was  made,  and  virtually  every 
member  of  the  101st,  102d,  and  104th  Field  Hos- 
pitals and  the  101st,  103d,  and  104th  Ambu- 
lance Companies  offered  to  submit  to  the  ex- 
periment. Sixty  men  were  selected,  and  were 
quartered  in  a  British  base  hospital,  with  a  com- 
plete laboratory  equipment,  and  everything  nec- 
essary to  trace  the  transmission  of  the  parasites 
causing  the  disease.  There  the  effect  of  the  in- 
jections received  is  being  observed. 

Need  op  Surgical  Dressings.— The  New  Eng- 
land Surgical  Dressings  Committee,  now  operat- 
ing as  an  auxiliary  of  the  American  Red  Cross, 
issues  an  appeal  to  the  public  for  $30,000,  to  be 
used  within  the  next  three  months  for  the  pur- 
chase of  material  to  be  made  into  surgical  dress- 
ings. Although  this  committee  is  producing 
over  1,000,000  dressings  a  month,  the  demand  is 
so  enormous  that  it  desires  not  only  to  continue 
the  present  product,  but  to  increase  shipments 
to  meet  the  necessities  of  armies  in  the  field. 

The  appeal  follows : 

"The  Surgical  Dressings  Committee  once 
more  asks  your  help.  The  public  has  been  most 
generous  in  its  support,  but  the  great  increase 


in  the  number  of  dressings  produced  and 
shipped  makes  it  necessary  to  ask  again  for  more 
money. 

The  committee  has  made  every  endeavor  to 
supply  more  and  more  dressings,  the  need  for 
which  grows  constantly.  The  number  produced 
has  risen  from  990,712  sent  during  the  month 
of  August  last  to  1,314,000  sent  during  January. 
Materials  cost  more  than  they  did  six  months 
ago.  Obviously  this  increased  production  re- 
quires more  money. 

Some  of  the  branches  have  raised  their  output 
beyond  their  capacity  to  raise  money.  The 
workers  are  anxious  to  keep  on  increasing  their 
product.  They  should  receive  from  this  com- 
mittee the  financial  assistance  they  require  to 
enable  them  to  do  so. 

The  committee  has  been  fortunate  in  being 
able  to  supply  the  Red  Cross  with  some  of  the 
dressings  they  have  from  time  to  time  needed. 
The  cost  of  these  does  not  constitute  any  part 
of  the  increased  expenses,  for  they  are  paid  for 
by  the  Red  Cross.  Neither  are  they  included  in 
the  5,800,000  dressings  shipped  during  the  past 
six  months  directly  to  Europe,  for  the  use  of 
the  United  States  Army  hospitals  and  those  of 
our  Allies.  The  need  for  them  is  far  from  be- 
ing met,  even  by  the  large  number  that  has  been 
sent.  It  is  the  desire  of  the  committee  to  stimu- 
late production  still  further,  and  to  increase  the 
shipments  as  rapidly  as  possible.  We  need  at 
least  $30,000  for  the  next  three  months'  expen- 
ditures, and  we  appeal  for  assistance,  in  the  con- 
fident belief  that  the  supply  of  dressings  for 
wounded  soldiers  will  not  be  allowed  to  fall 
short,  even  though  the  demands  of  the  war  are 
a  heavy  burden  on  every  one. 

Checks  may  be  made  to  the  order  of  the  Sur- 
gical Dressings  Committee  and  sent  to  the  Old 
Colony  Trust  Company,  17  Court  Street,  Bos- 
ton. 

John  W.  Elliott,  M.D., 
Margaret  D.  Porter. 
Elizabeth  Cabot  Lyman, 

Executive  Committee." 

BOSTON   AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During  the 
week  ending  March  9,  1918,  the  number  of 
deaths  reported  was  299,  against  278  last  year, 
with  a  rate  of  19.88,  against  18.77  last  year. 
There  were  42  deaths  under  one  year  of  age, 
against  38  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were :  diphtheria,  71 ;  scarlet  fever,  32 ; 
measles,  162;  whooping  cough,  40;  typhoid 
fever,  1 ;  tuberculosis,  50. 

Included  in  the  above  were  the  following  cases 
of  non-residents  :  diphtheria,  11 ;  scarlet  fever, 
5 ;  measles,  2 ;  whooping  cough,  1 ;  tuberculosis, 
6. 
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Total  deaths  from  these  diseases  were:  diph- 
theria, 6 ;  measles,  5 ;  whooping  cough.  4 ;  tuber- 
culosis, 26. 

Included  in  the  above  were  the  following  non- 
residents :  diphtheria,  5 ;  measles,  3 ;  whooping 
cough,  4;  tuberculosis,  24. 

Hospital  Bequests. — By  the  will  of  the  late 
Mrs.  Charlotte  M.  Fiske  of  Boston,  the  Free 
Hospital  for  Women  at  Brookline  and  the  Bos- 
ton Home  for  Incurables  each  receives  a  bequest 
of  $5000. 

The  will  of  the  late  George  Von  L.  Meyer,  of 
Hamilton,  Mass.,  contains  bequests  of  $2500 
each  to  the  Boston  Lying-in  Hospital,  the  Massa- 
chusetts General  Hospital,  and  the  Huntington 
Memorial  Hospital,  Boston. 

Diphtheria  Death  Rate. — Eight  out  of 
every  100  persons  sick  with  diphtheria  in  Mas- 
sachusetts die.  This  is  by  far  too  high  a  death 
rate,  and  every  precaution  should  be  taken  to 
guard  against  the  disease.  The  early  calling  of  a 
physician  in  case  of  diphtheria,  and  the  prompt 
administration  of  diphtheria  antitoxin  in  suffi- 
cient amounts  will  decrease  this  fatality  rate  at 
once.  The  following  methods  for  prevention  of 
diphtheria  are  advocated  by  the  State  Depart- 
ment of  Health  of  Massachusetts. 

1.  Isolation  of  diphtheria  carriers  and  all 
clinical  cases  of  diphtheria  on  the  appearance 
of  the  first  symptoms  of  the  disease. 

2.  Culturing  of  families,  schools,  institu- 
tions, and  other  contacts. 

3.  Immunization  of  all  contacts  with  diph- 
theria antitoxin,  using  1000  units. 

4.  Use  of  the  Schick  test  in  families,  schools; 
and  institutions. 

5.  Active  immunization  with  toxin-antitoxin 
of  those  individuals  who  prove  to  be  susceptible 
to  the  disease  by  the  Schick  test. 

Isolation  of  cases,  culturing  of  contacts  and 
immunization  by  antitoxin  have  been  carried 
out  for  several  years.  This  immunization  is 
fleeting  and  protects  the  person  for  only  a  few 
weeks,  but  is  very  efficient  in  checking  out- 
breaks of  the  disease.  The  Schick  test  and  active 
immunization  with  toxin-antitoxin  enables  the 
health  officer  to  locate  the  persons  who  are  sus- 
ceptible to  the  disease,  and  to  immunize  these 
persons  with  toxin-antitoxin.  This  immunity  in 
practically  95%  of  all  persons  so  treated  will 
last  for  years. 


iBtacFllanu. 


MALNUTRITION  AMONG  SCHOOL  CHIL- 
DREN. RESULT  OF  A  RECENT  INVES- 
TIGATION. 

The  Bureau  op  Child  Hygiene  has  just  com- 
pleted a  survey  of  171,691  school  children  in 
the  public  schools  of  the  Borough  of  Manhattan. 
This  number  represents  all  of  the  children  who 
were  in  attendance  at  school  at  the  time  the  sur- 
vey was  made.  It  is,  however,  far  below  the 
registration  figures  for  the  borough,  owing  to 
the  facts  that  the  survey  was  made  during  in- 
tensely cold  weather  and  many  children  were 
kept  out  of  school  at  that  time.  It  is  believed, 
however,  that  the  survey  represents  very  ac- 
curately the  general  physical  condition  of  the 
children.  Indeed,  the  fact  that  these  children 
came  to  school  while  other  children  remained  at 
home  would  seem  to  show  that  they  were  rather 
hardier,  from  a  physical  standpoint,  than  the 
children  who  were  not  examined. 

This  survey  was  made  for  the  sole  purpose  of 
determining  the  condition  of  nutrition  of  these- 
children.  The  Dunfermline  scale  was  used. 
No.  1  means  a  child  who  is  perfectly  normal 
from  the  nutritional  point  of  view.  No.  2  means 
a  child  who  is  in  passable  condition,  that  is,  one 
who  is  not  perfectly  normal  but  who  does  not 
yet  have  the  stigmata  of  undernourishment. 
These  are  the  so-called  "borderline  cases"  and 
any  pronounced  change  in  their  living  conditions 
'would  undoubtedly  have  a  distinct  effect  upon 
their  physical  condition.  No.  3  indicates  a  child 
who  is  distinctly  undernourished,  who  bears  the 
stigmata  of  malnutrition  and  who  needs  imme- 
diate supervision  and  readjustment  of  life  and 
environment.  No.  4  represents  a  child  so  seri- 
ously undernourished  as  to  need  immediate 
medical  attention ;  in  fact,  a  case  of  pronounced 
malnutrition  or  marasmus. 

Of  the  children  six  years  of  age,  22.5%  were 
undernourished.  This  undernourishment  in- 
creased in  percentage  up  to  nine  years  of  age 
where  25.2%  were  found  undernourished.  Then 
followed  a  gradual  decrease  up  to  the  age  of  16 
years  where  only  12.1%  were  found  under- 
nourished. The  general  proportion  of  actual 
undernourishment  for  the  borough  was  21.6%. 
Previous  surveys  made  in  other  boroughs  and 
statistics  of  undernourishment  on  record  in  the 
department  pertaining  to  the  children  of  these 
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boroughs  show  that  conditions  are  jusv  about 
the  same  as  in  the  Borough  of  Manhattan. 

It  may  safely  be  assumed  that  the  figures 
found  in  Manhattan  are  applicable  to  the  other 
boroughs.  Applying  them  in  this  way  to  the 
total  school  registration  of  about  one  million 
children  in  the  public  and  parochial  schools  of 
New  York  City,  it  is  probable  that  17.3%,  or 
173.000,  are  in  normal  condition  as  regards  nu- 
trition, 61.1%,  or  611,000,  are  passable  or  border- 
line cases,  18.5%  are  seriously  affected  with 
malnutrition  and  3.1%  are  in  a  bad  stage. 

It  was  not  found  that  nationality  played  any 
important  part  in  the  consideration  of  the  prev- 
alence of  undernourishment,  although  it  is  of 
interest  to  note  that  of  the  Italian  children  ex- 
amined, 28.7%  were  found  undernourished. 
These  Italian  children  comprised  23%  of  the 
total  number  examined.  The  children  from  Rus- 
sia and  Poland,  who  comprised  26%  of  all  the 
children  examined,  were  found  undernourished 
in  19.8%  of  the  cases.  The  figures  for  the  other 
countries  have  no  particular  significance,  but 
range  generally  from  17%  to  20%. 

It  should  be  distinctly  understood  that  these 
children  indicated  as  undernourished  are  not 
actually  starving.  According  to  Dr.  S.  J.  Baker, 
under  whose  direction  this  investigation  was 
made,  these  children  are  undernourished  as  a 
result  of  long-continued  under-feeding  or  wrong 
feeding.  She  calls  attention  to  the  fact  that 
this  condition  has  been  increasing  in  seriousness 
for  the  last  year  and  a  half  and  has  resulted 
mainly  from  the  fact  that  the  increase  in  wages 
has  not  kept  pace  with  the  decrease  in  the  buy- 
ing power  of  the  dollar  for  food.  It  has  been 
shown  that  during  the  past  few  years  wages  have 
increased  an  average  of  18%  while  the  buying 
power  of  the  dollar  for  food  has  decreased  about 
62%  during  the  same  period. 

Children  are  always  the  first  in  any  jcommun- 
ity  to  react  to  any  environmental  changes  or 
conditions  which  pertain  to  hygiene  and  food. 
Investigations  have  shown  that  large  numbers 
of  children  are  being  fed  on  tea  or  coffee  or  beer 
or  wine  with  bread ;  that  milk  is  used  sparingly, 
if  at  all,  and  that  the  proper  type  of  food  for 
children  is  seldom  used.  The  condition  is  one 
that  should  be  met  not  by  charity  or  philan- 
thropy. It  can  be  met,  however,  in  two  ways : 
First,  to  help  the  mothers  of  the  city  to  under- 
stand how  they  may,  within  their  limited  in- 
comes, purchase  and  prepare  proper  food  for 
their  children,  and,  second,  to  make  available  a 


daily  meal  for  all  children  in  the  city  at  a  price 
they  can  afford  to  pay.  Such  a  meal  could  easily 
be  provided  through  the  school  lunch  system 
and  should  be  available  for  all  children  of  school 
age  and  pre-school  age,  not  only  during  the 
school  year,  but  also  during  vacations. 


CHILDREN  FIRST. 

"The  results  of  underfeeding  or  indiscrimi- 
nate food  substitution  in  childhood  are  start- 
lingly  shown  abroad  as  a  result  of  the  war,  and 
are  beginning  to  be  evident  in  our  own  great 
cities";  and  "milk  has  no  substitute  in  the 
diet  of  the  child. ' '  These  and  other  unqualified 
statements  of  the  importance  of  guarding  the 
milk  supply  to  prevent  the  physical  deteriora- 
tion of  American  children  during  the  war  are 
scattered  through  the  latest  report  issued  by  the 
Children's  Bureau  of  the  U.  S.  Department  of 
Labor  and  entitled,  "Milk,  the  Indispensable 
Food  for  Children." 

This  report,  with  its  striking  figures  showing 
a  decrease  in  the  amount  of  milk  now  available 
and  in  the  amount  which  is  finding  its  way  to 
the  children  in  poor  homes,  has  special  interest 
in  connection  with  the  campaign  to  save  100,000 
lives  of  babies  and  little  children  during  the  sec- 
ond year  of  the  war.  It  not  only  emphasizes  the 
fact  that  children  who  are  deprived  of  milk  can- 
not thrive  properly,  but  it  analyzes  the  changes 
in  the  production  and  export  of  dairy  products 
during  the  war,  and  shows  the  necessity  of  pub- 
lic action. 

"The  nourishment  of  our  children  is  the  first 
duty  of  the  nation.  Since  milk  and  milk  prod- 
ucts are  a  vital  necessity  for  children,  for  nurs- 
ing mothers,  and  for  the  sick  and  wounded,  the 
public  should  be  made  to  realize  that  the  chil- 
dren's need  for  dairy  products  should  be 
assured." 

England  and  Italy  have  regulated  the  sale  of 
cream  and  curtailed  the  use  of  butter,  in  order 
that  their  child  population  might  receive  the 
more  adequate  and  economical  nourishment  of- 
fered by  whole  milk.  Germany,  early  in  the 
war,  provided  that  the  adult  civilian  population 
might  have  milk  only  after  the  needs  of  chil- 
dren, mothers,  invalids,  and  the  army  were  met. 

The  report  discusses  the  various  forms  in 
which  cows'  milk  may  be  used  for  children.  For 
the  young  baby,  it  says,  there  is  nothing  so  good 
as  mother's  milk. 
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"Never  before  in  the  history  of  civilization 
has  it  been  so  urgent  a  matter  that  every  child 
should  have  breast  milk  for  as  long  a  time  as 
possible,  in  order  that  every  child  that  survives 
birth  may  have  the  best  chance  for  life  and 
health." 

But  for  children  under  two,  other  than  those 
breast  fed,  and  for  older  children,  the  report 
states  that  cows'  milk  is  an  absolute  necessity  if 
disease  and  death  are  to  be  kept  within  bounds, 
and  if  the  coming  generation  is  to  survive  and 
to  sustain  the  national  standards.  "  'Children 
first'  should  be  part  of  the  national  food  pro- 
gram. ' ' 

"It  is  the  duty  now  of  every  individual  com- 
munity to  see  that  its  children  have  milk  of  good 
quality  and  in  sufficient  amount  to  assure  their 
normal  development.  To  do  this  the  price  of 
milk  must  be  controlled  or  fixed,  and  the  milk 
supply  to  infants  and  children  carefully  safe- 
guarded. The  malnutrition  of  our  children  was, 
even  before  1914,  a  serious  national  problem 
and  one  demanding  urgent  attention.  Poverty 
and  ignorance  of  dietary  essentials  have  been 
ever-present  factors  in  the  malnutrition  of  the 
young,  and  war  conditions  cannot  fail  to  increase 
the  gravity  of  the  situation  and  the  difficulties 
of  maintaining  the  health  of  the  nation." 


HYGIENE  AND 


SANITATION 
SALEM. 


IN  JERU- 


In  the  issue  of  the  Lancet  for  February  23, 
1918,  Dr.  E.  W.  G.  Masterman  presents  a  val- 
uable account  of  Jerusalem  from  the  point  of 
view  of  health  and  disease,  from  which  the  fol- 
lowing abstracts  seem  of  interest: 

"Jerusalem  lies  some  2400  feet  above  the  level 
of  the  Mediterranean  and  3700  fet  above  the 
Dead  Sea.  The  site  is  largely  shut  in  by  higher 
mountains.  The  older  parts  of  the  city  are  built 
upon  a  vast  accumulation  of  rubbish,  the  debris 
of  previous  cities,  in  places  over  300  feet  deep. 
Modern  Jerusalem  has  in  normal  times  about 
80,000  inhabitants,  over  two-thirds  being  Jews, 
most  of  whom  depend  largely  upon  charity. 
During  the  last  thirty  years  there  has  been  a 
rapid  growth  of  suburbs  to  the  north,  northwest, 
and  west. 

As  Jerusalem  is  inhabited  by  representatives 
of  all  the  nations  of  Christendom,  is  visited  an- 
nually by  thousands  of  tourists  and  pilgrims 
from  all  parts,  and  is  a  'Sacred'  City  in  the  eyes 
of  Christians,  Jews  and  Moslems,  its  sanitary 
condition  cannot  continue  a  matter  of  indiffer- 
ence, as  it  has  been  to  a  large  extent  under  the 
Turkish  Government.    Almost  all  efforts  made 


to  improve  the  condition  of  the  city  have  come 
from  outside  sources,  and  many  radical  improve- 
ments which  different  European  bodies  would 
gladly  have  undertaken  as  to  water-supply, 
drainage,-  etc.,  have  been  persistently  thwarted 
by  the  Turkish  authorities. 

As  to  climate,  the  mean  temperature  for  the 
four  summer  months  (June  to  September)  is  in 
Jerusalem  74°  F.  (in  the  maritime  plains  80°  . 
and  on  the  banks  of  the  Jordan  92.5°).  The 
mean  maximum  temperature  in  these  summer 
months  is  84.3° ;  a  temperature  of  over  100°  in 
the  shade  is  very  exceptional.  The  temperature 
is  largely  mitigated  by  dryness  of  atmosphere 
and  by  a  cool  breeze.  During  the  rainy  months 
of  winter  (December  to  March)  the  mean  tem- 
perature is  53.6°  (in  the  plains  57.1°  and  on  the 
Jordan  71.2°).  Frost  is  not  uncommon,  and 
snow  some  years  lies  for  several  days — some- 
times to  a  considerable  depth. 

The  rainfall  in  Jerusalem  has  now  been  care- 
fully watched  for  over  half  a  century.  Like  all 
this  part  of  the  Near  East  there  is  a  wet  winter 
season  and  a  very  dry  summer  season,  each  of 
about  four  months'  duration.  The  mean  rain- 
fall is  now  about  26.5  inches;  maximum.  42.95 
inches,  1877-78 ;  minimum,  12.5  in  1869-70.  The 
most  disagreeable  and  unhealthy  days  occur 
during  May  and  from  the  middle  of  September 
to  the  end  of  October,  when  the  dry  southeast 
wind — the  sirocco — blows  sometimes  for  several 
successive  days  hot  and  stifling  from  over  the 
deserts. 

The  water-supply  of  Jerusalem  has  ever  been 
a  problem.  The  ancient  spring  known  as  the 
'Virgin's  Spring,'  or  to  the  Arabs  'Ain  J] mm,  ed 
Deraj'  (lit.  the  Spring  of  the  Mother  of  the 
Steps),  and  known  in  the  Old  Testament  as 
Gihon,  originally,  no  doubt,  gave  a  fresh  and 
plentiful  supply.  But  though  it  is  now  at  times 
fairly  plentiful — but  intermittent — the  quality 
is  bad.  The  other  source,  B?r  Eyyub,  is  a  deep 
well  with  a  perennial  supply  at  the  bottom  of 
equally  sewage-tainted  water.  In  Roman  times 
— possibly  originally  a  little  earlier — great  aque- 
ducts were  made  to  bring  water  to  the  city,  but 
the  most  that  reaches  the  city  now  is  a  four-inch 
iron  pipe,  and  at  two  points  the  poor  are  at 
stated  hours  allowed  a  meager  supply.  This  is 
the  only  really  fresh  water  available,  but  the 
whole  site  of  the  city  is  riddled  with  cisterns 
of  many  kinds.  All  houses  have  private  cisterns 
and  they  are  a  satisfactory  source  of  supply  if 
kept  in  good  repair,  cleaned  periodically,  and 
if  no  water  is  allowed  to  run  into  them  except 
from  a  well-cleaned  roof.  But  these  provisos  are 
often  neglected.  There  has  in  the  past  been  no 
sort  of  inspection  or  control  over  these  cisterns, 
all  of  which  need  to  be  most  rigidly  supervised 
and  provided  with  pumps.  Various  schemes 
have  been  made  in  recent  years  to  provide  the 
city  with  a  better  water-supply.  I  think  it  is  a 
question  whether  it  would  not  be  more  practical 
to  enclose  a  great  catchment  area  on  higher 
ground  west  of  the  city  and  collect  the  rain- 
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water  in  cisterns  for  conveyance  to  the  city  by 
pipes. 

The  drainage  of  Jerusalem  also  requires  im- 
mediate attention.  The  existing  sewers  are  old 
and  utterly  useless.  Needless  to  say,  nearly  all 
the  w.c.'s  in  the  city  are  untrapped — the  native 
w.c.  being  an  open  slit  between  flagstones, 
flushed  only  at  rare  intervals;  it  is  not  surpris- 
ing that  flies  abound  all  the  summer,  and  the 
older  city  is  one  of  various  and  unpleasant 
odours.  In  some  of  the  hospitals  and  schools  a 
system  of  cesspools  has  been  adopted. 

Under  the  Turks  no  system  of  notification  of 
infectious  diseases  was  inaugurated,  and  amid 
many  hospitals  no  efficient  accommodation  of 
cases  needing  isolation  was  provided.  The  only 
disease  which  seems  to  have  been  taken  seriously 
in  the  Turkish  Empire  is  cholera,  and  most  elab- 
orate, but  fantastic  and  ridiculous,  precautions 
are  taken  from  time  to  time  to  exclude  this  dis- 
ease. It  must  be  admitted  that  on  several  occa- 
sions when  cholera  has  raged  in  other  districts, 
it  failed  to  reach  Jerusalem.  Vaccination  is  not 
enforced  and  smallpox  epidemics  in  this  city 
are  terrible  in  the  extreme.  Notification  of 
deaths  has  never  been  carried  out  seriously.  Re- 
cently certificates  of  death  from  medical  men 
were  asked  for  by  the  burial  authorities,  but  the 
whole  thing  was  an  utter  farce  and,  therefore, 
was  rightly  dropped. 

It  must  not  be  thought  that  all  this  want  of 
health  organization  was  taken  lightly  by  the' 
medical  men  of  the  city.  The  difficulty  has  been 
the  supineness  of  the  Turks,  the  jealousy  of  all 
the  various  nationalities  and  their  unwillingness 
to  work  together,  and  the  want  of  close  union 
and  cooperation  on  the  part  of  the  medical  men. 
The  first  really  hopeful  movement  in  a  right 
direction  was  made  shortly  before  the  war, 
when,  through  the  efforts  of  Professor  Muhlens, 
a  German  professor  of  tropical  diseases  sent  out 
by  a  Berlin  committee,  a  kind  of  'International 
Health  Bureau'  was  with  infinite  difficulty  es- 
tablished. Professor  Muhlens  was  genuinely 
anxious  to  get  the  cooperation  of  other  nation- 
alities, and  particularly  of  England.  Locally,  I 
had  the  privilege  of  representing  the  British  and 
American  consuls  on  the  international  commit- 
tee, and  was  endeavoring  almost  up  to  the  out- 
break of  hostilities  to  get  a  whole-time  British 
scientific  medical  man  sent  out  from  England 
to  cooperate  in  the  laboratory  work.  The  war 
has  swept  all  this  away,  but  while  it  was  there 
great  improvements  were  made.  A  pathological 
laboratory  was  started,  where  any  medical  men 
in  the  city  could  have  blood  examinations  and 
tests  made,  e.g.,  Widal,  Wassermann,  cultures, 
films  of  malaria,  etc. ;  tumors  were  examined, 
etc. ;  serums  were  prepared.  There  was  a  small 
Pasteur  Institute  for  rabies.  This  was  only  the 
beginning  of  what  it  was  hoped  would  be  done. 
By  means  of  lectures  and  publications  in  Eng- 
lish, French,  German,  and  Arabic,  a  knowledge 
of  the  true  nature  of  malaria  and  its  mode  of 


spread  was  being  diffused,  and  an  attempt  to 
purify  the  cisterns  was  begun. 

All  this  now  waits  for  England  to  reorganize. 
It  is  a  great  work  which  is  certain,  if  carried 
out,  to  have  enormous  results  for  good  in  the 
city  and  the  land.  Jerusalem  is  a  city  of  hos- 
pitals, but  half  of  them  could  be  emptied  if  an 
efficient  department  of  public  health  would  or- 
ganize these  needed  reforms.  Although  it  may 
be  necessary  to  have  some  form  of  international 
health  committee,  the  executive  should  be  Brit- 
ish and  free  from  any  form  of  partisanship." 

The  most  prevalent  disease  in  Jerusalem  is 
malaria.  Two  factors  of  importance  bear  par- 
ticularly upon  this  question. 

"The  first  is  the  great  number  of  mosquitoes, 
among  which  Anopheles  maculipennis  are  plen- 
tiful. The  second  is  that  the  nearness  of  the 
tropical  Jordan  valley,  where  tropical  malaria 
is  endemic,  provides  a  source  of  constant  rein- 
fection. There  is  no  reason  whatever  to  doubt 
that  with  proper  organization  this  pest  could  be 
reduced  to  very  small  dimensions. 

Blackwater  fever  is  not  uncommon  in  other 
parts  of  Palestine,  but  I  have  known  several 
fatal  cases  originate  in  Jerusalem  itself. 

Of  other  tropical  diseases  it  is  only  necessary 
to  make  brief  mention  here.  Dengue  fever  oc- 
curs in  rather  frequent  epidemics.  Recurrent 
fever  due  to  spirochetae  is  found  occasionally- 
There  are  many  sufferers  from  tropical  boil  in 
Jerusalem — most  of  these  come  from  Aleppo  and 
its  neighborhood  and  from  Bagdad,  and  I  have 
never  seen  one  originate  in  the  mountain  dis- 
tricts of  Palestine.  There  is  a  local  variety  of 
the  disease  known  as  Jericho  boil,  which  occurs 
in  the  Jordan  Valley,  which  I  have  described 
elsewhere.  I  excised  some  of  these,  and  the  pa- 
thologist wrho  investigated  them  considered  that 
it  was  a  distinct  disease.   This  is  very  doubtful. 

Jerusalem  is  one  of  the  four  centers  in  the 
Holy  Land  where  lepers  congregate.  The  ma- 
jority, happily,  are  segregated  in  the  Moravian 
Leper  Hospital. 

Among  diseases  of  the  eye,  the  commonest  is 
ophthalmia.  The  onset  of  the  annual  exacerba- 
tion of  ophthalmia  is  usually  just  after  the  oc- 
currence of  the  highest  mean  temperature.  In- 
fection is  due  to  flies  and  to  the  use  of  common 
mattresses  or  the  use  of  dirty  rags,  etc.,  for 
wiping  the  eyes.  Cataract  occurs  much  as  in 
England,  but  the  cases  stand  operations  much 
better,  iritis  being  a  rare  disease  in  Jerusalem. 
'In  Palestine  not  10%  of  the  population  have 
absolutely  sound  eyes'  (Butler). 

By  far  the  oldest  establishment  is  the  English 
Mission  Hospital,  founded  in  1842  and  trans- 
ferred to  handsome  new  buildings  a  mile  outside 
the  old  city  walls  in  1897.  The  new  hospital 
was  erected  on  plans  made  by  Professor  Beres- 
ford  Pite.  It  is  built  on  the  pavilion  system, 
and  has  two  wards  for  men,  two  for  women, 
and  two  for  children.  There  are  also  some  pri- 
vate wards  for  English  tourists;  its  present 
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number  of  beds  could  be  doubled  without  alter- 
ing the  original  plan.  It  had  before  the  war  ac 
conimodation  for  70  beds  and  cots,  with  a  staff 
of  two  English  doctors,  six  English  nursing  sis- 
ters, and  native  assistant  nurses  and  servants. 
It  has  in  the  past  been  used  exclusively  for 
Jews  (Kosher  food  being  the  rule)  except  as 
regards  the  private  patients,  but  since  the  war 
broke  out  it  became — until  our  capture  of  Jeru- 
salem— a  'Red  Crescent  Hospital,'  and  I  hear 
that  at  one  time  no  less  than  200  typhus  cases 
were  accommodated  there.  It  is  now  tempora- 
rily a  Divisional  headquarters,  but  may  shortly 
be  reopened  as  a  general  hospital  for  all  classes, 
and,  it  is  to  be  hoped,  will  continue  to  be  so  used. 

The  German  Hospital,  under  the  Kaiserwerth 
Deaconesses  Committee,  was  originally  an  out- 
growth of  the  English  Hospital.  It,  too,  was  at 
first  within  the  old  wall,  but  now  has  fine  build- 
ings near  the  latter.  It  accommodates  a  little  over 
100  beds,  and  is  a  good  surgical  center.  Then  there 
are  besides  a  Turkish  Municipal  Hospital,  and 
French,  Russian,  Greek,  Armenian,  and  Italian 
Hospitals — the  last  a  very  handsome  building 
still  in  process  of  construction  when  the  war 
broke  out.  There  was  also  a  small  hospital, 
started  in  rented  premises,  in  connection  with 
the  English  bishop  and  supported  largely  from 
Canada. 

The  Jews  have  four  general  hospitals,  one  of 
which,  known  as  Shaaret  Zedek,  is  the  largest 
and  finest  hospital  in  the  city.  There  are  a  hos- 
pital for  lepers  supported  by  the  Moravian  com- 
munity, and  two  eye  hospitals.  One  of  these  is 
Jewish,  the  other  is  the  British  Ophthalmic  Hos- 
pital, one  of  the  most  appreciated  institutions  in 
Jerusalem.  It  is  supported  by  the  Grand  Priory 
of  the  Order  of  the  Hospital  of  St.  John  of  Je- 
rusalem in  England.  It  has  two  surgeons  and  a 
competent  staff,  and  is  of  immense  benefit,  not 
only  to  the  residents  of  Jerusalem  of  all  classes, 
but  also  draws  patients  from  every  part  of  Pal- 
estine. It  occupies  picturesque  buildings  on  the 
western  side  of  the  valley  of  Hinnom  between 
the  railway  station  and  the  Jaffa  Gate.  Between 
30,000  and  40,000  out-patients  and  1200  in- 
patients are  treated  annually.  News  comes  to 
hand  that  the  Turks  used  it  as  an  ammunition 
store,  and  blew  a  great  part  of  it  up  when  they 
had  so  hastily  to  evacuate  the  city." 


MORE  NURSES  NEEDED  FOR  WAR 
SERVICE. 

The  importance  of  an  intensive  training  in 
nursing  for  young  women  in  the  large  colleges 
of  the  country  was  emphasized  at  a  meeting  re- 
cently held  at  the  State  House,  under  the  aus- 
pices of  the  Massachusetts  Public  Safety  Com- 
mittee. The  conference  was  called  to  consider 
methods  of  increasing  the  number  of  nurses 


available  for  war  service  in  Europe  and  Amer- 
ica. Several  hundred  persons  attended  the  meet- 
ing, representing  the  faculties  and  student  bod- 
ies of  leading  New  England  educational  insti- 
tutions and  nurses'  associations. 

Miss  Julia  Lathrop,  chief  of  the  Children's 
Bureau,  Department  of  Labor,  Washington, 
told  of  a  twelve  weeks'  summer  course  which 
Vassar  College  would  give  to  its  regular  stu- 
dents and  others  qualified  in  the  elementary 
principles  of  nursing.  She  explained  that  after 
the  student  had  completed  the  course  she  could 
then  enter  a  hospital  and  become  a  graduate 
nurse  after  two  years'  additional  training.  By 
such  a  method,  a  large  number  of  nurses  would 
be  developed  who  could  relieve  nurses  now  in 
hospitals  for  war  duty  in  France,  and  be  of  ma- 
terial assistance  to  the  country  when  the  war  is 
ended. 

Miss  Anne  H.  Strong,  professor  at  Simmons 
College,  spoke  upon  public  health  nursing. 
There  is  now  an  inadequate  number  of  women 
trained  for  this  purpose.  Miss  Strong  made  the 
statement  that,  while  there  are  6500  women 
capable  of  donning  nurses'  gowns  in  the  United 
States,  there  are  in  the  city  of  Berlin  alone  6500 
women  similarly  qualified.  The  District  Nurs- 
ing Association  of  Boston  is  giving  a  course  to 
girls  which  already  has  resulted  in  the  securing 
of  more  than  80  young  women  competent  to  per- 
form the  service  required  in  this  line.  A  num- 
ber of  young  women  have  already  registered  for 
the  intensive  training  course  at  Vassar. 


VENTILATION  AFTER  FUMIGATION. 

The  spread  of  the  bubonic  plague  to  all  parts 
of  the  world  in  recent  years  has  turned  atten- 
tion to  the  necessity  of  improved  means  for  the 
destruction  of  rats  on  board  ships,  as  it  is 
through  these  animals  that  the  disease  is  trans- 
mitted. As  rats  are  great  travelers,  and  as  they 
are  to  be  found  in  all  parts  of  vessels,  and  so 
infect  all  parts,  it  is  necessary  that  every  part 
of  the  ship  be  fumigated  to  prevent  the  spread 
of  the  disease. 

The  fumigants  now  most  used  for  this  pur- 
pose are  sulphur  dioxide  and  hydrocyanic  acid 
gas.  The  objections  to  sulphur  dioxide  are  that 
it  takes  a  great  length  of  time  for  the  fumes  to 
dissipate,  often  as  much  as  16-24  hours,  and  that 
it   sometimes   causes   great   damage.  Hydro- 
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cyanic  acid  gas  is  much  more  efficient,  for  it 
quickly  destroys  animal  life,  does  no  damage  to 
inanimate  objects,  and  smaller  quantities  are 
needed.  It  takes  a  much  shorter  time  to  venti- 
late a  ship  after  hydrocyanic  acid  gas  than  after 
sulphur  dioxide,  usually  only  2-3  hours  being 
required,  but  the  exact  time  cannot  be  deter- 
mined, owing  to  changing  weather  conditions. 

As  it  is  important  that  quarantine  officers 
and  steamship  agents  should  know  when  persons 
may  safely  return  on  board,  a  system  of  arti- 
ficial ventilation  is  a  distinct  saving  of  time. 
Experiments  have  been  tried  along  these  lines, 
and  it  has  been  found  that  the  best  system  of 
artificial  ventilation  consists  of  a  huge  gasoline- 
driven  air  propeller,  designed  to  propel  boats 
and  sleds.  This  delivers  about  22,700  cubic  feet 
of  air  per  minute,  is  operated  in  a  horizontal 
position,  and  drives  air  directly  downward  into 
the  fumigated  section  of  the  ship.  For  holds 
deeper  than  thirty  feet,  a  muslin  chute  is  used 
to  propel  the  air  in  the  proper  direction.  A  hold 
may  be  made  safe  when  all  hatches  have  .been 
opened  and  the  aerothrust  operated  for  30  min- 
utes. A  vessel  with  several  holds  is  usually  safe 
after  three  hours. 

It  should  be  understood  that  artificial  ventila- 
tion does  not  take  the  place  of  natural  ventila- 
tion, and  on  a  warm,  dry  day,  with  a  good 
breeze,  natural  ventilation  may  save  time.  But 
in  cloudy  or  humid  weather,  artificial  ventila- 
tion undoubtedly  saves  much  time  for  all 
parties  concerned. 


APPLICATION  OF  OZONE  TO  THE  PURI- 
FICATION OF  SWIMMING  POOLS. 

Recirculation  and  disinfection  of  swimming 
pool  water  may  now  be  accepted  as  standard 
and  mutually  interdependent  procedures  in  the 
sanitary  control  of  plunge  baths.  Experimental 
data  collected  during  the  past  few  years  have 
demonstrated  beyond  doubt  the  necessity  of  re- 
sorting to  refiltration  to  aid  in  swimming  pool 
purification,  unless  fresh,  warm,  well-filtered 
water  is  constantly  supplied  to  the  pool.  In  the 
latter  process  the  waste  of  water,  and  of  coal  for 
heating  it,  coupled  with  the  difficulty  of  remov- 
ing all  suspended  matter  by  an  initial  filtration, 
are  sufficient  reasons  for  adopting  refiltration 
of  the  pool  water  as  a  standard  procedure.  A 
clear  water  is  essential,  not  mainly  because  of 


esthetic  reasons,  but  for  the  reduction  of  the 
hazard  of  drowning. 

The  methods  of  disinfection  hitherto  employed 
are  objectionable  on  one  score  or  another.  Ul- 
traviolet light  in  actual  practice  has  proved  in- 
effective; copper  sulphate  in  low  dilutions  is  un- 
reliable, and  in  high  concentration  is  not  only 
costly,  but  produces  a  water  disagreeable  to 
swim  in ;  chlorine  compounds,  while  effective  as 
disinfectants,  require  a  technical  control  usually 
not  available  in  swimming  pools,  and  when  used 
in  excess  produce  objectionable  taste  and  odors 
in  the  water. 

Ozone  is  now  believed  to  be  the  best  agent  for 
the  purification  of  swimming  pool  water.  When 
one  part  of  ozone  per  million  parts  of  water  is 
used,  the  result  obtained  is  sterile  water.  When 
half  part  ozone  per  million  parts  of  water  is 
used,  a  bacterial  reduction  of  99.8%  results,  ex- 
cept when  too  great  an  excess  of  air  is  intro- 
duced with  the  ozone. 

A  study  of  the  cost  of  operation  of  the  ozo- 
nator has  shown  that  a  current  consumption  of 
2  kilowatts  per  day  with  alternating  current, 
and  of  4  kilowatts  per  day  with  direct  current, 
plus  one  cent  a  day  for  calcium  chloride,  repre- 
sents the  total  operating  cost  for  a  60,000  gallon 
pool.  This  amounts  to  11  to  15  cents  a  day  for 
alternating  current  (at  5  to  7  cents  per  kilo- 
watt), and  to  21  to  29  cents  a  day  with  direct 
current.  The  cost  of  refilling  the  pool  is  at  least 
$30.  The  use  of  the  ozonator  decreases  the 
number  of  times  the  pool  must  be  emptied  to 
such  an  extent  that  the  cost  of  the  installation 
is  soon  paid  for. 

The  application  of  ozone  to  the  purification  of 
swimming  pools  is  automatic  in  control,  reliable 
in  action,  and  inexpensive  in  application.  No 
other  chemical  can  be  used  to  such  great  advan- 
tage in  this  connection. 


(£arrtBpatibtmt. 

BACTERIOLOGY  OF  CEREBROSPINAL 
MENINGITIS. 

Welsh  Metropolitan  War  Hospital, 

Cardiff,  Wales,  Feb.  11,  1918. 

Mr.  Editor: — 

I  notice  from  your  editorial  of  Jan.  17,  1918,  on 
"The  Military  Significance  of  Cerebrospinal  Meningi- 
tis" that  the  new  knowledge  of  the  bacteriology  of 
this  disease  has  not  yet  come  to  your  attention. 

When  on  duty  in  London  in  September,  1917,  I 
learned  that  studies  conducted  this  side  of  the  water 
have  clearly  demonstrated  that  the  meningococcus  is 
not  an  individual  organism  but  is  a  group  of  at  least 
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four,  as  we  also  now  know  the  pneumococcus  to  be. 
These  can  readily  be  distinguished  by  certain  pre- 
cipitation or  agglutination  tests. 

The  method  of  treatment  now  is  to  identify  the 
type  of  organism  and  to  treat  the  case  with  a  poly- 
valent (all  four  types)  serum  strongly  fortified  with 
the  individual  type  of  meningococcus. 

Carriers  are  detected  by  culturing  the  nasopharynx 
in  large  groups  of  men.  The  plate  method,  of  grow- 
ing the  germs  is  used.  Military  units  with  not  more 
than  six  per  cent,  of  carriers  have  little  trouble  with 
meningitis,  but  when,  as  is  frequently  found,  the  rate 
runs  from  20%  to  40%  or  more,  trouble  can  be  pre- 
dicted. The  carrier  rate  is  then  cut  down  by  inhala- 
tions of  vaporized  flavine  followed  later  by  zinc 
sulphate,  also  vaporized. 

This  is  the  method  that  the  British  and  (I  believe) 
other  armies  are  now  employing  to  keep  down  the 
incidence  of  cerebrospinal  meningitis  in  training 
camps.  The  work  is  relatively  simple  as  new  medi- 
cal officers  are  trained  for  the  work  in  but  one  week. 
Yours  truly, 

Wm.  D.  Eeid,  Lieut.,  M.O.R.C. 


VENEREAL  DRUG  LEGISLATION. 

Boston.  March  9,  1918. 

Mr.  Editor:— 

Re — proposed  legislation  "relative  to  the  prescribing 
and  compounding  of  certain  drugs." 

Is  it  not  true  that  the  existing  laws  of  this  Com- 
monwealth state  that  none  but  a  registered  physician 
shall  prescribe  or  recommend  any  drugs  or  medicines 
for  the  cure  or  alleviation  of  any  disease?  Such  be- 
ing true,  is  it  not  a  fact  that  "counter  prescribing  and 
advice"  and  back  room  attention — in  other  words,  the 
treatment  of  diseases,  or  the  practice  of  medicine — 
are  prevalent  in  the  majority  of  the  drug  stores  in 
this  state?  Still  further,  is  it  not  true  that  the  quack 
medicine  and  nostrum  manufacturers  depend  upon 
such  drug  stores  (and  certain  newspapers  and  depart- 
ment stores)  to  disseminate  their  fraudulent  and 
worthless  products?  Ergo,  why  not  enforce  the  ex- 
isting laws  as  they  are  written?  Would  not  such 
enforcement  cover  the  ground? 

Yours  very  truly. 

James  Brown  Thornton,  M.D. 


SOCIETY  NOTICES. 

New  England  Physical  Therapeutic  Association. 
— The  next  regular  meeting  of  the  New  England 
Physical  Therapeutic  Association  will  be  held  at  the 
Hotel  Brunswick,  Boston,  Tuesday,  March  26,  at 
8  p.m.  Dinner  will  be  served  at  6  p.m.  Dr.  Percy 
G.  Stiles,  of  Harvard  Medical  School,  will  read  a 
paper  on  the  Autonomic  Nervous  System. 

A  cordial  invitation  is  extended  to  all  members  of 
the  medical  profession  to  be  present. 

Frank  E.  Stoweix,  M.D,  President, 
Frederick  H.  Morse,  M.D.,  Secretary, 
Frank  B.  Granger,  M.D.,  Treasurer. 

Boston  Medical  Library  in  conjunction  with  the 
Suffolk  District  Medic  al  Society. — Medical  Section 
meeting,  John  Ware  Hall.  Wednesday,  March  20,  1918, 
at  8.15  p.m. 

"Social  and  Health  Conditions  among  the  Civilian 


Population  of  France."  Dr.  James  Alexander  Miller. 

Dr.  Miller  was  a  member  of  the  commission  sent 
last  summer  to  France  by  the  Rockefeller  Foundation 
to  undertake  anti-tuberculosis  work. 
Light  refreshments  after  the  meeting. 

Edwin  A.  Locke,  M.D.,  Chairman. 
George  R.  Minot,  M.D.,  Secretary. 

Middlesex  South  District  Medical  Society. — A 
special  meeting  of  the  Society  will  be  held  at  the  Bos- 
ton Medical  Library  on  Friday.  March  22.  1918,  at 
12  o'clock  noon. 

Business :  Report  and  recommendations  of  the 
Committee  on  the  question  of  financial  assistance  of 
those  who  enlist. 

Consideration  of  the  question  of  omitting  the  an- 
nual dinner  this  year. 

Paper :  John  Bapst  Blake.  Chairman  of  the  Massa- 
chusetts State  Committee  for  National  Defense,  will 
speak  on  the  Medical  Aspects  of  the  War. 

Lunch  will  be  served  at  1.15  p.m. 

Lyman  S.  Hapgood.  Secretary. 

The  Norfolk  District  Medical  Society. — A  regular 
meeting  of  the  Society  will  be  held  at  the  Roxbury 
Masonic  Temple.  171  Warren  Street.  March  26,  at 
8.00  p.m.  sharp.    Phone  Roxbury  22753. 

Communication :  "The  Management  of  Syphilis  in 
the  British  Army,"  G.  W.  Winchester.  M.D..  Central 
Military  Hospital.  Lichfield.  England. 

Discussion,  F.  P.  McCarthy.  M.D. 

The  Censors  meet  for  the  examination  of  candi- 
dates. Thursday,  May  2,  1918.  Annual  Meeting,  Wed- 
nesday. May  15,  1918. 

Bradford  Kent.  M.D..  Secretary. 

East  Boston  Medical  Society. — Dr.  W.  P.  Graves 
will  speak  before  the  East  Boston  Medical  Society 
Friday,  March  22.  at  8.30  p.m..  at  Walcott  Hall.  Cen- 
tral Square. 

Subject :    "Ovarian  Organotherapy." 

Physicians  interested  in  this  subject  are  invited  to 
be  present. 

J.  Danforth  Taylor,  M.D..  Secretary. 


RECENT  DEATHS. 

Dr.  Clarence  L.  Howes,  one  of  the  most  prominent 
medical  practitioners  in  Plymouth  County,  died  re- 
cently at  his  home  at  Hanover  Four  Corners,  after  a 
short  illness.  He  was  born  at  Mattapoisett,  March 
28,  1848,  the  son  of  Dr.  Woodbridge  Howes.  The 
family  removed  to  Hanover  in  1864,  and  young  Howes 
attended  Hanover  Academy,  where  he  fitted  for  Am- 
herst College  from  which  he  graduated  in  1869.  After 
a  period  of  school  teaching  he  entered  Massachusetts 
Institute  of  Technology  and  graduated  in  1873  as  a 
civil  engineer.  He  followed  this  profession  until 
1876  when  he  began  the  study  of  medicine.  He  gradu- 
ated from  the  Long  Island  College  Hospital  in  1878. 
and  then  returned  to  Hanover  where  he  soon  built 
up  a  practice  which  extended  to  all  parts  of  Ply- 
mouth County.  He  was  a  member  of  the  Hanover 
school  committee  for  33  consecutive  years,  was  promi- 
nent in  town  and  county  affairs  and  a  writer  on  con- 
temporaneous matters.  He  is  survived  by  a  daughter. 
Caroline. 

Dr.  Charles  F.  Osman  of  Dorchester,  died  recently 
at  his  home.  He  was  born  in  New  York.  July  27. 1858. 
but  his  father,  also  a  physician,  removed  to  Boston 
when  the  son  was  but  a  boy.  and  his  school  years 
were  passed  here.  He  was  graduated  from  Harvard 
and  also  from  the  Harvard  Medical  School  in  the 
Class  of  1880,  and  had  since  practised  in  Dorchester. 

Dr.  Osman  was  a  member  of  various  medical 
societies.  He  is  survived  by  his  widow  and  one 
daughter. 
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THE  PLACE  OF  THE  HOME,  THE  DIS- 
PENSARY, THE  SANATORIUM  OR  HOS- 
PITAL IN  THE  TREATMENT  OF  TU- 
BERCULOSIS (VALUE  OF  DIET,  REST. 
FRESH  AIR,  ETC.).* 

By  Edward  O.'  Otis,  M.D.,  Boston, 

Professor  of  Pulmonary  Diseases  and  Climatology, 
Tufts  College  Medical  School. 

One  can,  in  the  first  place,  make  various  divi- 
sions of  tuberculous  individuals  with  regard  to 
treatment. 

First.  There  are  those  who  receive  no  treat- 
ment at  all;  and  of  these  there  are  some  who 
never  know  that  they  have  tuberculosis,  and  re- 
cover with  no  direct  treatment.  They  suffer 
for  a  while  from  a  moderate  depression  of  health 
included  under  the  generic  term  of  "run 
down."  They  reorganize  more  or  less  their  rou- 
tine of  life,  take  a  vacation,  pay  more  attention 
to  rest  and  food,  and  in  a  short  time  their  resist- 
ance recovers  its  normal  power,  and  their  usual 
health  returns.  There  are  others  in  a  more  or 
less  advanced  stage,  who  have  no  acute  symp- 
toms, maintain  an  equilibrium  between  the  in 
fection  and  the  resistance,  and  live  on  indefi- 

•  An  address  before  the  Framingham  Medical  Club  and  the  Com- 
munity Health  Station,  January  3,  1918. 


nitely,  attending  to  their  occupation  with  more 
or  less  regularity.  They  may  or  may  not  have 
been  under  treatment  in  a  sanatorium  or  else- 
where ;  they  know  they  have  tuberculosis,  for 
they  cough  and  expectorate,  but  so  long  as  their 
general  health  remains  fairly  good  and  no  acute 
svmptoms  occur  they  go  on  their  way  and  at- 
tend to  their  duties  regardless  of  their  disease. 
They  are  probably  more  or  less  of  a  menace  to 
their  community,  but  it  is  apparently  one  of  the 
unavoidable  risks  incident  to  civilization. 

Second.  We  can  make  the  general  division  of 
those  who  are  treated  for  their  disease,  between 
those  who  receive  treatment  at  home  or  in  an 
open  health  resort, — which  includes  the  major- 
ity,— and  those  who  go  to  some  institution  for 
treatment;  and  of  those  who  are  treated  at 
home  we  can  make  a  further  distinction  between 
those  who  receive  treatment  from  a  dispensary 
and  those  who  are  treated  solely  by  their  fam- 
ily physician. 

All  treatment  must  be  based  upon  the  same 
fundamental  principles,  whether  at  home  or  in 
a  sanatorium,  namely,  what  we  all  know  as  the 
"hygienic-dietetic"  or  "open  air"  treatment, 
and  ideally  this  treatment  should  be  most  suc- 
cessfully carried  out  in  a  properly  equipped 
and  conducted  sanatorium,  but  there  are  often 
personal  or  other  considerations  which  render 
the  home  treatment  the  only  one,  and  indeed  the 
most  satisfactory.    Of  course  it  is  understood 
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that  in  speaking  of  treatment  here  I  am  refer- 
ring to  such  cases  as  offer  a  reasonable,  or  at 
least  some  chance  of  arrest  or  improvement,  and 
it  is  difficult  to  determine  at  the  outset  what 
these  cases  are.  Some  very  unpromising  cases, 
as  we  all  know,  make  remarkable  recoveries, 
even  when  well  advanced.  For  the  obviously 
incurable,  far-advanced  cases  the  "open-air 
cure"  is  not  applicable.  Such  need  only  com- 
fortable care  while  they  drag  out  their  weary 
days,  either  in  a  consumptive  hospital  or  at 
home.  Infinitely  pathetic  is  the  slow  and  steady 
march  to  the  grave  of  the  advanced  consump- 
tive, and  one  cannot  be  too  patient  and  tender 
with  such  unfortunate  ones. 

Furthermore,  in  speaking  of  tuberculosis  in 
relation  to  treatment,  I  am,  of  course,  referring 
to  clinical  tuberculosis,  which  has  symptoms  of 
toxemia,  such  as  fever,  tachycardia,  cough,  loss 
of  weight  and  strength,  etc.,  not  of  anatomical 
tuberculosis,  so  called,  in  which  the  physical  ex- 
amination indicates  some  tuberculous  infiltra- 
tion, but  without  activity  as  indicated  by  symp- 
toms. The  individual  is  in  no  way  ill,  and  con- 
sequently needs  no  treatment.  Probably  most 
of  us  are  more  or  less  in  this  latter  category.  As 
I  have  said  above,  a  large  number  of  active  tu- 
berculous persons  must  be  treated  at  their  homes 
if  treated  at  all ;  for,  in  the  first  place,  there  are 
not  sanatorium  accommodations  for  but  a  mi- 
nority, and  in  the  second  place,  many  will  not 
or  cannot  go  to  an  institution,  for  various  rea- 
sons. Moreover,  home  treatment,  if  conducted 
by  a  conscientious  and  painstaking  physician, 
with  the  cooperation  of  the  patient,  will,  in 
many  cases  at  least,  produce  quite  as  good  re- 
sults as  sanatorium  treatment,  and  sometimes 
better. 

The  present-day  treatment  of  tuberculosis  is 
essentially  hygienic, — rest,  diet,  fresh  air,  and 
the  prompt  correction  of  any  complications  are 
the  four  basic  elements.  What  is  almost  equally 
important,  but  not  always  sufficiently  appre- 
ciated, is  the  psychological  element  in  the  treat- 
ment, and  herein  is  the  preeminent  value  of  the 
inspiring  physician,  whether  in  the  sanatorium 
or  in  home  treatment;  hope,  faith,  courage, 
peace  of  mind,  are  most  essential  for  a  success- 
ful conduct  of  the  treatment,  and  the  true  tu- 
berculosis physician  must  inspire  his  patients 
with  these  virtues.  The  late  Doctors  Trudeau 
of  Saranac  and  King  of  the  Loomis  Sanatorium 
were  striking  examples  of  this  kind  of  a  physi- 
cian. 


To  treat  a  case  successfully  at  home  requires 
a  careful  and  painstaking  arrangement  of  all 
the  details  by  the  physician.  He  must  arrange 
the  diet,  make  out  the  menu,  assure  himself  that 
the  proper  amount  of  food  is  taken ;  arrange  the 
room  for  sleeping  or,  better,  a  sleeping-porch, 
which  can  often  be  inexpensively  done.  If  there 
is  an  afternoon  temperature,  he  must  keep  the 
patient  at  rest  and,  when  possible,  have  a  nurse, 
as  with  other  bed  patients.  Later,  when  the 
time  for  exercise  has  come,  he  must  carefully 
arrange  and  supervise  that,  both  as  to  the  kind 
and  amount.  The  physician  must,  so  to  speak, 
hold  a  weekly  or  periodic  class  with  his  patient 
and  go  over  the  previous  period's  record,  and 
hence  a  record  of  the  pulse,  temperature,  rest, 
amount  of  food  taken,  time  spent  in  the  open 
air,  and  whatever  other  details  the  physician 
may  desire  should  be  kept  by  the  patient,  nurse 
or  attendant.  Of  course,  the  proper  disposal 
of  the  sputum  must  be  insisted  upon  and  the 
patient  instructed  as  to  safe  coughing.  The 
other  members  of  the  household  must  be  in- 
structed as  to  their  duty  towards  the  patient, 
and  given  an  intelligent  understanding  of  the 
situation.  All  the  members  of  the  household 
should  be  examined,  for  they  are  "contacts." 
With  an  enthusiastic,  painstaking  physician, 
who  possesses  the  confidence  of  his  patient,  and 
who  is  willing  to  devote  the  time  for  a  proper 
and  complete  management  of  the  case,  and  with 
the  intelligent  cooperation  of  the  patient  and 
other  members  of  the  household,  I  believe  a  case 
of  tuberculosis  can  be  perfectly  well  treated  at 
home,  as  I  have  before  said. 

The  Dispensary.  The  principal  role  of  the 
dispensary  is  in  making  the  diagnosis  and  ar- 
ranging for  the  treatment  of  the  tuberculous  pa- 
tient, either  by  his  own  physician  at  home,  or 
in  a  sanatorium  or  hospital.  I  do  not  believe 
that  it  is  the  province  of  the  dispensary  to  treat 
its  tuberculous  patients,  nor  can  it  satisfactorily 
do  so.  If,  however,  it  does  assume  treatment, 
as  it  sometimes  seems  compelled  to  do,  it  must 
proceed  upon  much  the  same  plan  as  I  have  out- 
lined for  the  private  physician.  The  home  of 
the  patient  should  be  visited  by  the  dispensary 
physician  or  visiting  nurse,  proper  arrange- 
ments devised  for  fresh  air  both  day  and  night, 
the  diet  arranged,  and,  in  brief,  all  the  details 
of  the  treatment.  At  least  once  a  week  the 
patient,  if  an  ambulatory  case,  should  report  at 
the  dispensary  for  a  review  of  the  previous 
week,  and  to  receive  whatever  new  instructions 
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are  necessary.  In  fact,  the  dispensary,  when  it 
does  attempt  treatment,  must  proceed  upon  much 
the  same  plan  as  the  well-known  "Class  Meth- 
od-' so  successfully  developed  by  Dr.  Pratt. 

The  Sanatorium.  The  sanatorium  is  only  a 
large  home,  so  to  speak,  especially  designed  and 
equipped  for  the  special  purpose  of  treating  this 
single  disease  with  medical  service  trained  in 
tuberculosis  work.  The  same  general  plan  of 
treatment  is  followed  as  I  have  outlined  for  the 
home, — fresh  air,  proper  and  abundant  food, 
rest — complete  in  fever  cases — and  supervised 
exercise,  when  the  time  for  exercise  comes. 
There  are,  however,  certain  obvious  advantages 
which  the  sanatorium  possesses  which  do  not  or 
may  not  exist  in  the  home  treatment : 

First.  The  sanatorium  is  established  in  a  sup- 
posedly favorable  location  as  to  climate,  situa- 
tion, protection  from  wind,  etc.  If  a  state  sana- 
torium, it  is  situated  in  the  best  available  loca- 
tion in  the  state  in  regard  to  climate,  purity  of 
air,  etc. 

Second.  A  skilled  physician  is  always  at  hand 
for  any  emergency,  such  as  hemorrhage  or  any 
sudden  complication. 

Third.  When  a  dietitian  is  employed,  as  is 
the  case  in  most  large  sanatoria,  the  diet  as  to 
food  values  can  be  arranged  more  scientifically. 

Fourth.  Certain  specific  forms  of  treatment, 
as  the  use  of  tuberculin  or  the  employment  of 
artificial  pneumothorax,  can  only,  or  best,  be 
carried  out  in  an  institution  where  physicians 
are  experienced  in  these  methods  of  treatment. 

Fifth.  Better  discipline  can  often  be  main- 
tained, especially  with  certain  patients  of  weak 
will-power,  and  lapses  from  the  rigidity  of 
the  routine  treatment  are  avoided.  Indeed,  with 
a  patient  of  little  self-control  the  sanatorium  is 
the  only  place  which  offers  any  prospect  of  suc- 
cessful treatment. 

Sixth.  The  example  of  others  all  doing  the 
same  thing — taking  the  "cure" — makes  it 
easier  to  follow  out  the  treatment,  and  encour- 
ages one  to  do  so  when  he  sees  the  benefit  of  it 
in  others. 

With  all  its  advantages,  the  sanatorium  is 
also  not  without  disadvantages.  In  the  first 
place,  when  a  large  number  of  patients  are 
treated  en  masse  there  is,  of  necessity,  a  certain 
rigidity  in  the  treatment.  Each  patient  cannot 
be  individualized  as  in  home  treatment,  or  re- 
ceive so  much  personal  attention  from  the  sana- 
torium physician.  Again,  he  may  not  be  able  to 
obtain  just  the  kind  of  food  he  has  been  accus- 


tomed to  at  home,  and  with  certain  nationalities 
this  means  much.  There  is  also  a  monotony  of 
diets,  which  tends  to  loss  of  appetite.  The  com- 
panionship may  not  always  be  agreeable,  and, 
on  the  other  hand,  loneliness  and  homesickness 
may  depress  one.  In  general,  there  are  the  an- 
noyances and  disadvantages  incident  to  any  in- 
stitutional life,  be  it  in  a  hospital  or  sanatorium. 
Some  patients  will  never  do  well  in  a  sana- 
torium, while  for  others  it  is  the  only  place 
which  offers  a  reasonable  hope  of  arrest. 

The  Consumptive  Hospital.  The  consumptive 
hospital  is  quite  a  different  institution  from  the 
sanatorium.  It  is,  primarily  and  chiefly,  in- 
tended for  advanced  cases,  and  its  principal 
duty  is  to  afford  these  poor  patients  comfortable 
care  while  they  live.  In  my  opinion  no  such 
equipment  for  open-air  life  is  necessary  as  in  a 
sanatorium.  Warm,  well  ventilated  wards  are 
the  essential  thing.  The  consumptive  hospital 
as  a  permanency  is  comparable  to  the  reception 
hospital  in  connection  with  a  sanatorium  where 
patients  are  temporarily  placed  for  observation 
or  for  the  treatment  of  acute  symptoms.  Even 
though  advanced  and  apparently  hopeless,  some 
cases  will  so  far  regain  their  resistance  as  to  be 
enabled  to  lead  a  comfortable  existence  and  do  a 
certain  amount  of  work.  Some  will  even 
achieve  a  genuine  arrest,  with  a  large  amount 
of  fibrosis,  to  be  sure,  which  will  prevent  any 
strenuous  exertion  but  which  will  allow  a  lim- 
ited activity.  There  are  at  present  many  exam- 
ples of  the  consumptive  hospital  in  this  state,  as 
all  cities  above  a  certain  number  of  inhabitants 
are  obliged  by  law  to  provide  them.  In  Europe 
the  general  hospitals  admit  such  cases.  The 
poor,  advanced  consumptive  has  almost  infinite 
troubles  and  distresses  of  one  kind  or  another, 
and  needs  all  the  care  and  sympathy  we  can 
give  him,  for  his  condition  is  a  lamentable  one 
indeed.  He  is  often  the  most  grateful  of  pa- 
tients, though  sometimes  he  is  also  ths  most  in- 
cessant and  imperative  in  his  demands.  In 
brief,  the  main  treatment  in  a  consumptive  hos- 
pital for  advanced,  hopeless  cases  is  everything 
and  anything  which  will  make  the  patient  com- 
fortable and  mitigate  his  sufferings  and  weari- 
ness. 

Diet,  Rest,  Fresh  Air,  Exercise.  As  has  been 
said  above,  the  basic  principles  of  treatment 
are  the  same  whether  at  home  or  in  a  sanato- 
rium, and  to  repeat,  they  are,  first,  a  pains- 
taking and  constant  supervision  by  the  physi- 
cian, who  should  arrange  all  the  details  of  the 
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new  life  of  the  patient.    "A  masterful  arrange- 
ment on  the  part  of  the  doctor,"  as  Osier  puts 
it.    Diet,  rest,  sunshine  and  fresh  air,  and  exer- 
cise when  permissible.    "When  treated  at  home 
it  is  well  to  have  the  patient  keep  a  daily  record 
of  his  temperature  and  such  other  details  as  the 
physician  may  desire.    As  to  diet,  if  the  diges- 
tion is  normal,  three  good  meals  a  day  of  a 
mixed  diet,  with  an  added  amount  of  fat  and 
carbohydrates  if  the  patient  is  below  weight,  as 
he  generally  is,  will  suffice.    I  insist  upon  a  lib- 
eral amount  of  bread  and  butter  and  a  glass  of 
milk  with  every  meal.    If  the  patient  cannot 
take  the  three  ample  meals,  lunches  between 
meals  are  to  be  added  to  make  up  the  deficiency, 
such  as  milk  and  eggs,  broth,  cocoa,  or  anything 
nutritious  that  he  can  be  persuaded  to  take. 
In  many  cases  the  physician  will  have  to  ar- 
range the  daily  menu  in  order  to  be  certain 
that  his  patient  gets  the  right  kind  and  amount 
of  nourishing  food.    "My  kitchen  is  my  phar- 
macy," is  the  oft-quoted  saying  of  Dettweiler. 
In  general,  the  average  tuberculous  patient  needs 
from  500  to  700  calories  of  proteids,  1200  to  1500 
calories  of  carbohydrates,  and  1300  to  1500 
calories  of  fats.     Very  admirable  charts  have 
been  prepared  by  the  United  States  Department 
of  Agriculture,  indicating  pictorially  the  food 
values  of  the  different  articles  of  diet,    so  that 
one  can  see  at  a  glance  the  amount  of  proteids, 
carbohydrates  and  fats  any  article  of  food  con- 
tains, from  a  banana  to  a  herring.    If  digestive 
disturbances  exist  these  must  receive  proper  at- 
tention, and  the  diet  modified  in  such  a  way  as 
can  be  digested  and  assimilated.    One  must  ever 
bear  in  mind  that  "a  consumptive  who  does 
not  eat  is  doomed,"  and  that  his  stomach  is  one 
of  the  toughest  organs  in  his  body.  If  the  physi- 
cian does  not  go  to  the  extent  of  arranging  the 
daily  menu  he  can  give  a  list  of  nutritious  and 
proper  foods  from  which  to  make  a  selection. 

Rest.  During  the  whole  course  of  the  treat- 
ment rest  must  hold  a  predominant  place.  If 
there  is  fever,  an  afternoon  temperature  above 
99.5°,  the  rest  is  to  be  absolute  as  in  any  other 
active  infection,  and  when  possible  this  rest 
should  be  in  the  open  air,  as  in  a  sleeping  porch. 
If  there  is  no  rise  of  temperature,  there  should 
still  be  rest  a  considerable  portion  of  the  day, 
but  not  bed  rest,  and  the  night's  sleep  should 
be  long.  Dr.  Pratt  is  the  energetic  exponent  of 
complete  rest  throughout  the  whole  course  of  the 
treatment.  Few,  however,  I  think,  are  disposed 
to  go  as  far  as  that,  but  would  rather  agree  with 


Dr.  Baldwin  in  his  admirable  statement  of  the 
great  principles  of  treatment  in  his  recent  ad- 
dress before  this  Club,  namely,  "regulated  exer- 
cise during  convalescence  or  quiescence  of  the 
disease."    If  the  patient  is  kept  at  rest  during 
the  long  months,  or  it  may  be  years,  of  his  treat- 
ment, his  morale  may  become  so  enfeebled  that 
he  may  never  dare  to  resume  his  place  as  an 
active  member  of  the  community  again.  He 
may  effect  his  cure,  but  in  doing  so  he  has  de- 
stroyed his  usefulness.    Those  of  us  who  see 
much  of  tuberculosis  are  familiar  with  such  un- 
fortunate cases.    At  the  commencement  of  the 
treatment,  even  if  there  is  no  fever,  it  is  a  wise 
rule  to  keep  the  patient  at  absolute  rest  for  two 
weeks ;  for  in  this  way,  the  physician  can  get  a 
better  idea  of  the  resistance  and  recuperative 
powers  of  his  patient.    One  can  never  do  harm 
by  insisting  upon  much  rest,  and  when  in  doubt 
it  is  safest  to  prescribe  rest.    Before  the  treat- 
ment of  tuberculosis  had  become  so  standardized 
as  it  is  now,  the  significance  of  rest  in  the  active 
stage  of  the  disease,  when  there  was  fever,  was 
not  fully  appreciated,  strange  as  it  may  seem, 
for  in  other  acute  infections  it  was  recognized 
that  complete  rest  was  the  foundation  of  all 
treatment.    Undoubtedly,  in  consequence,  many 
lost  their  chance  of  recovery  by  exercising  while 
there  was  fever,  and  at  the  present  time  it  is  to 
be  feared  that  not  all  physicians  fully  realize 
the  supreme  importance  of  "rest  when  fever" — 
absolute  rest. 

Fresh  Air.  If  possible,  a  sleeping  porch  or 
the  protected  corner  of  a  piazza  should  be  ar- 
ranged for  outdoor  sleeping,  although  a  large, 
airy  room  with  several  windows,  and  which  has 
had  the  sunshine  during  the  day,  is,  in  many 
cases,  a  satisfactory  substitute.  With  a  little 
ingenuity  on  the  part  of  the  physician,  an  in- 
expensive sleeping  porch  can  generally  be  de- 
vised. The  National  Association  for  the  Study 
and  Prevention  of  Tuberculosis  has  issued  a  lit- 
tle pamphlet  illustrating  many  simple  appli- 
ances for  outdoor  sleeping.  It  is  noteworthy 
how  readily  most  persons  adapt  themselves  to 
outdoor  sleeping,  if  properly  protected  and 
their  feet  are  warm,  for  one  cannot  sleep  with 
cold  feet.  There  must  be  protection  from  the 
wind,  and  if  the  patient  is  awakened  early  by 
the  morning  light,  a  band  or  a  long  stocking  can 
be  tied  over  the  eyes.  Of  bed  clothes,  the  best 
plan  is  to  have  a  good  part  of  them  upon  the 
patient  himself,  in  the  form  of  woolen  under- 
clothes, thick  pajamas,  woolen  stockings,  a  knit 
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helmet  for  the  head.  Newspapers  placed  under 
the  mattress  will  shut  out  the  wind  from  below. 
When  one  has  once  become  accustomed  to  out- 
door sleeping  he  is  never  quite  satisfied  to  sleep 
indoors  again,  for  he  finds  the  open-air  sleep  so 
much  more  refreshing.  One  should,  however, 
dress  and  undress  in  a  warm  room. 

Exercise.  This  subject  has  already  been  re- 
ferred to,  but  it  is  of  such  vital  importance  to 
have  a  clear  understanding  of  it  that  repeti- 
tion will  not  be  amiss.  No  exercise  while  there 
is  fever.  When,  however,  fever  has  disappeared 
and  all  the  symptoms  are  improving,  the  weight 
and  strength  increasing,  cough  and  expectora- 
tion diminishing,  carefully  regulated  exercise 
may  be  begun,  and  if  there 'is  no  reaction  it  can 
gradually  be  increased.  If,  on  the  contrary, 
there  is  evidence  of  a  reaction  after  the  exercise, 
as  indicated  by  a  rise  of  temperature  a  half  hour 
or  an  hour  later,  with  headache  and  a  general 
feeling  of  malaise,  the  exercise  must  be  omitted 
for  a  few  days  or  lessened. 

It  is  of  extreme  importance  that  the  exercise 
should  be  carefully  prescribed,  both  as  to  kind 
and  time,  and  constantly  supervised;  for  ex- 
ample, so  many  holes  of  golf,  so  long  a  walk,  so 
much  garden  work,  and  with  so  much  expendi- 
ture of  energy,  and  for  a  definite  period  of  time, 
is  the  careful  plan  and  regulation  of  exercise 
pursued  at  the  Loomis  Sanatorium.  Reference 
has  already  been  made  to  the  Pratt  method,  of 
no  exercise  during  the  whole  course  of  the  treat- 
ment. Dettweiler  of  Falkenstein  also  intro- 
duced this  plan  of  continuous  rest.  The  results, 
it  must  be  confessed,  are  excellent,  but,  never- 
theless, I  am  of  the  opinion  that  regulated  exer- 
cise at  the  proper  period  of  the  treatment,  when 
all  the  symptoms  are  improving,  produces 
equally  good  results,  and,  moreover,  prepares 
the  patient  to  resume  his  work  when  the  arrest 
is  accomplished.  As  to  gymnastic  and  breath- 
ing exercises,  advocated  by  some,  I  do  not  be- 
lieve they  are  usually  advisable  or  are  of  any 
especial  value,  and  they  may  do  harm.  All  vio- 
lent exercise,  such  as  a  violent  game  of  tennis, 
should,  of  course,  be  avoided.  It  is  well  to  re- 
member that  more  patients  injure  themselves  by 
too  much  exercise  than  by  too  little.  It  is  a 
very  inadequate  comprehension  of  the  subject  of 
exercise  for  the  tuberculous  individual,  to  say, 
"Take  a  little  exercise";  the  kind,  the  amount, 
and  the  time  should  all  be  carefully  prescribed. 

The  Cold  Bath.  The  cold  morning  bath  is 
good  for  some  patients  and  bad  for  others  and 


should,  therefore,  not  be  ordered  indiscrimi- 
nately. If  the  patient  is  fairly  robust  and  has  a 
good  resistance,  the  cold  bath  will  act  as  a  tonic, 
and  is  a  useful  adjunct  to  the  treatment.  If, 
on  the  contrary,  the  patient  is  slow  to  react, 
feels  chilly  for  some  time  after  the  bath,  and 
has  a  feeling  of  depression  rather  than  of  in- 
vigoration,  the  bath  should  either  be  omitted  or 
gradually  begun,  first  with  warm  water  or  dry 
rubbing,  and  then  with  the  wet  pack  or  cooler 
water  until  a  temperature  of  60°  F.  can  be  en- 
dured without  discomfort  or  lack  of  prompt  re- 
action. There  are  many  simple  methods  of 
taking  the  cold  bath ;  all  that  is  actually  neces- 
sary is  a  washcloth  or  large  sponge,  a  bowl  of 
water  to  which  a  little  sea  salt  may  be  added, 
and  a  coarse  towel.  If,  for  any  reason,  the  cold 
bath  is  not  considered  applicable  for  the  whole 
body,  it  can  be  applied  to  the  neck  and  chest. 

Clothing.  No  more  clothing  should  be  worn 
than  is  sufficient  for  comfort.  Generally  the  tu- 
berculous patient  will  require  rather  more  warm 
clothing  than  the  normal  person,  but  an  exces- 
sive amount,  especially  about  the  chest,  is  un- 
necessary and  debilitating.  It  is  a  popular  be- 
lief, or  was,  that  the  consumptive  must  be  heav- 
ily clothed,  and  one  often  meets  with  examples 
of  this  erroneous  idea.  Increased  bodily  pro- 
duction of  heat  by  increased  bodily  energy  is 
the  essential  means  of  keeping  comfortably 
warm,  not  by  excessive  clothing.  For  outdoor 
life,  a  pair  of  arctics,  with  thick  woolen  stock- 
ings and  a  fur-  or  woolen-lined  overcoat,  or  one 
of  leather,  will  render  one  comfortable  in  cold 
weather.  One  can  dress  in  the  same  way  and 
sit  by  an  open  window  when,  for  any  reason,  he 
cannot  be  out  of  doors. 

It  will  be  seen  from  this  hasty  review  of  the 
treatment  of  curable  cases  of  tuberculosis  that 
tne  fundamental  principles  of  treatment  are 
few  and  simple,  but  their  successful  application 
requires  careful,  painstaking,  and  constant  at- 
tention to  the  many  details  involved,  and  an  in- 
dividualization of  each  patient. 

The  descent  to  active  tuberculosis  is  a  slow 
and  insidious  one,  and  the  ascent  to  health  again 
is  often  equally  slow,  and  demands  patience  and 
fortitude  on  the  part  of  the  patient,  and  un- 
remitting care  on  the  part  of  the  physician. 

Bowdoin  Medical  School  Graduation. — 
Report  from  Portland,  Me.,  states  that  the  an- 
nual graduation  exercises  of  a  class  of  18  were 
held  at  the  Bowdoin  Medical  School  on  March 
2 — three  months  in  advance  of  the  usual  time. 
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SOME  MODERN  MEDICAL  PROBLEMS  * 
By  Timothy  Leahy,  M.D.,  Boston. 

The  War  Lord,  using  Christianity  as  a  shield, 
while  invoking  the  Pagan  gods,  has  let  loose 
upon  the  world  a  war  which  has  wiped  out  at 
one  stroke  the  progress  of  centuries  of  civiliza- 
tion. Pursuant  to  the  Pagan  practices,  millions 
of  human  beings  have  been  subjected  to  violence 
and  death,  international  law  is  made  a  subject 
for  mockery,  treaties  have  become  scraps  of 
paper,  deceit  and  rapine  and  the  slavery  and 
slaughter  of  innocents  have  replaced  the  Chris- 
tian standards.  We  have  reverted  to  the  prim- 
itive conditions  of  the  Pagan  period. 

How  great  this  reversion  has  been  is  illus- 
trated by  the  old  but  new  medical  problems  of 
the  present  war. 

The  war  is  being  fought  underground  on  the 
Western  front,  in  the  most  fertile  ter- 
rain of  Europe.  This  garden  of  the  world  owed 
its  fruitfulness  to  high  fertilization  with  ma- 
nure, and  to  the  moisture  of  the  climate.  The 
trenches  in  which  fighting  is  being  carried  on, 
dug  through  this  rich  ground,  are  converted 
into  veritable  sewers  by  the  continuous  rainfall. 

We  were  proud  of  the  fact  that  advances  in 
bacteriology  had  made  the  world  clean,  sur- 
gically, even  in  war.  The  conditions  of  trench 
warfare  have  reversed  this  picture,  and  we  are 
carried  back  to  the  days  of  Ambroise  Pare  or 
beyond.  Clean  wounds  are  the  exception,  and 
not  the  rule.  The  bacteriology  of  the  wounds  is 
actually  that  of  sewage.  Instead  of  clean-cut 
rifle  wounds,  lacerated  and  contused  wounds, 
due  to  shrapnel  or  that  weapon  of  the  barbaric 
period,  the  trench  bomb,  are  most  commonly 
met  with.  The  driving  of  sewage-soaked  cloth- 
ing into  the  wounds,  by  fragments  of  shrapnel 
and  bomb  casing,  results  in  a  high  percentage  of 
infections  with  the  gas  bacillus,  derived,  per- 
haps, from  the  putrefying  bodies  of  the  un- 
buried  dead. 

The  fire  pots  and  winged  fire  of  the  ancients 
have  again  come  into  use  and  the  stink-pots  are 
represented  by  deadly  gases,  which  cauterize 
the  mucous  membranes  as  with  a  flame.  The 
use  of  high  explosive  shells  has  resulted  in  a 
new  phenomenon, — shell  shock, — visited  often 
on  those  so  remote  from  the  bursting  shell  that 
external  injuries  are  slight,  if  any;  marked  in 

•  Address  delivered  to  the  Graduating  Class  of  the  Tufts  College 
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fatal  cases  by  minute  hemorrhages  into  the 
brain,  and  in  the  living,  by  manifestations,  per- 
haps partly  neurasthenic  or  hysterical,  of  minds 
literally  shaken  from  their  foundations. 

Another  new  but  old  lesion  is  the  so-called 
trench  foot.  Thought  in  the  beginning  of  the 
war  to  be  due  to  freezing  of  the  feet,  it  is  now 
agreed  to  be  a  neuro-vascular  phenomenon, 
favored  by  varicosities  or  other  disturbances  of 
the  circulation,  and  due  to  the  long  exposure,  in 
tight  boots,  without  ventilation,  in  the  water  of 
the  trenches.  It  is  interesting  to  note  that  Lar- 
rey,  Napoleon's  great  surgeon,  recognized  dur- 
ing the  Napoleonic  wars  that  this  phenomenon 
did  not  arise  during  periods  of  freezing,  but 
appeared  after  the 'exposure  of  men  to  contin- 
uous wet  and  cold,  when  opportunity  for  change 
of  footwear  did  not  present. 

The  necessarily  intimate  association  of  hu- 
man beings  in  masses  in  the  trenches  and  dug- 
outs, with  infrequent  opportunity  for  bathing 
or  change  of  clothing,  has  given  rise  to  universal 
infestation  with  that  too  familiar  friend  of  man- 
kind,— the  body  louse,  or  the  ' '  cootie ' '  of  trench 
slang.  The  cootie  is  the  carrier  of  typhus  fever, 
which  the  allied  forces  have  largely  escaped, 
not  because  of  the  absence  of  lice,  but  because 
the  troops  as  a  whole  come  from  countries  where 
typhus  has  largely  disappeared  with  the  louse, 
as  a  result  of  the  practice  of  personal  cleanli- 
ness. On  the  Eastern  and  Southern  fronts,  louse 
transfer  has  been  followed  by  epidemics  of  ty- 
phus, originating  in  the  endemic  centers  of  the 
disease,  the  lands  of  the  annual  bath, — Serbia, 
Bulgaria,  Russia  and  Turkey. 

Another  pest  of  the  underworld,  the  rat, 
is  able  to  flourish  under  trench  conditions.  This 
animal  with  other  rodents,  such  as  the  field  vole, 
is  a  carrier  of  a  group  of  spirochetae,  which  re- 
cent observations  in  Japan,  where  from  the  na- 
ture of  the  habitations  rat  infestation  is  com- 
mon, have  shown  to  be  the  pathogenic  agents 
producing  rat-bite  fever  and  infectious  jaundice. 
The  obscure  trench  fevers  and  trench  nephritis 
are  accompanied  by  the  presence  of  spirochetae 
resembling  those  found  in  rodents,  and  it  is 
probable  that  these  rat  parasites,  transmitted 
either  by  biting,  or  by  the  contamination  of  food 
with  rat  excreta,  are  causal  agents  of  these  dis- 
eases. 

These  problems  are  not  new,  except  to  our 
civilization.  We  are  afflicted  with  the  plagues 
of  the  cave  dwellers. 

The  truly  newer  problems  we  have  met  and 
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are  solving.  Though  religion  has  faltered  and 
justice  has  failed:  though  our  boasted  efficiency 
has  miscarried,  there  is  one  service  in  every 
army  which  has  met  all  requirements,  and  has 
had  no  explanations  or  apologies  to  offer. 

President  Eliot  said,  in  May,  1917 : 

"In  the  present  crisis  in  the  life  of  the  Amer- 
ican people,  the  medical  profession  cannot  but 
rejoice  that  it  was  better  prepared  for  war  serv- 
ice than  any  other  profession  in  the  country,  in- 
cluding the  military  and  naval  profession.  It 
was  prepared  to  apply  every  medical  and  sur- 
gical invention  of  the  last  fifty  years  at  once  for 
the  benefit  of  the  Army  and  Navy.  It  did  apply 
inoculation  for  typhoid,  and  conducted  a  suc- 
cessful resistance  to  typhus.  It  was  already 
preventing  yellow  fever,  and  curing  and  pre- 
venting hookworm  disease  and  malaria.  It 
promptly  demonstrated  that  surgery  was  some- 
thing more  than  cutting  off  and  cutting  out — it 
could  rectify  and  repair.  It  could  make  imme- 
diate application  in  war  of  the  recently  discov- 
ered improvements  in  orthopedic  and  dental 
surgery.  The  first  aid  which  America  was  able 
to  give  to  the  European  combatants  was  medical 
aid.  This  country  is  not  ready  yet  to  give  ef- 
fective military  or  naval  aid ;  but  we  were  ready 
to  send  in  the  first  year  of  the  war  doctors,  sur- 
geons, nurses  and  orderlies  by  the  thousand, 
thoroughly  prepared  to  render  efficient  service 
at  the  great  hospitals  at  the  front  or  in  the  rear. 
In  war  as  in  peace,  the  medical  profession  has 
shown  itself  to  be  thoroughly  altruistic,  benefi- 
cent and  self-sacrificing." 

Lloyd  George  has  said: 

"When  you  come  to  the  Medical  Service, — 
the  men  and  the  women, — they  have  never 
shown  greater  courage,  knowledge  and  experi- 
ence. Thousands  of  them  have  devoted  them- 
selves— devotion  is  the  word — to  the  curing  of 
the  wounded  and  the  healing  of  the  sick.  We 
owe  our  thanks  to  the  medical  profession.  They 
have  suffered;  hundreds  have  been  killed  and 
many  more  hundreds  wounded." 

Earl  Curzon,  also  in  moving  a  vote  of  thanks 
to  the  British  forces,  made  the  following  state- 
ment : 

' '  There  has  never  been  an  army  that  has  been 
in  such  a  state  of  health  as  the  British  Army 
in  France.  In  other  wars  disease  has  often 
proved  more  fatal  than  the  guns  of  the  enemy. 
We  remember  it  in  the  Crimea.  There  were 
even  some  sad  stories  in  South  Africa.  But  in 
this  war  the  health  of  the  army  in  the  field  has 
actually  been  better  than  that  of  the  civilian 
population  at  home.  It  has  been  better  than 
the  health  of  the  army  in  times  of  peace,  and, 


paradoxical  as  it  may  seem,  the  British  Army  in 
France  has  really  been  a  sanitarium  for  the 
British  citizen." 

Our  own  experience  is  similar.  Though  much 
publicity  has  been  given  to  inadequate  camp 
and  hospital  conditions,  due  to  deficiencies  of 
the  quartermaster  service,  the  fact  remains  that 
the  mortality  from  disease  among  our  troops  is 
but  a  fraction  of  the  mortality  among  our 
civilian  population.  The  principal  menaces  to 
health  have  been  epidemics  of  pneumonia,  men- 
ingitis, and  measles.  The  first  two,  which  fur- 
nish a  considerable  mortality  record,  will  be 
controlled,  I  venture  to  prophesy,  by  prophy- 
lactic vaccination. 

All  of  you  who  are  physically  fit  will  go  auto- 
matically into  the  service  of  your  country.  It 
will  be  your  duty,  as  a  part  of  the  great  medical 
services,  to  deal  with  the  problems  for  which 
civil  life  has  prepared  you,  and  with  the  new 
old  problems  which  I  have  cited,  and  others 
which  may  arise. 

Your  duties  will  not  end  there.  It  is  the  glo- 
rious function  of  your  profession  to  serve  as  the 
great  salvage  corps,  for  the  restoring  to  human- 
ity of  the  derelict  fragments  of  human  beings, 
whom  war  has  crippled  in  body  or  mind,  but 
not  destroyed.  The  crippled  veteran  of  pre- 
vious wars  has  been  permitted  to  drag  out  an 
existence,  unhappy  though  pensioned,  a  salaried 
pauper,  dependent  on  the  charity  of  the  com- 
munity and  serving  no  useful  purpose.  The 
crippled  veteran  of  this  war  will,  as  the  result 
of  organized  effort  for  his  reconstruction  and 
rehabilitation,  be  given  every  opportunity  to 
prepare  himself  for  work  adapted  to  his  phys- 
ical disability,  and  so  will  be  able  to  serve  some 
useful  purpose  in  civil  life.  In  other  words,  he 
will  be  given  back  not  only  his  body,  but  his  in- 
dependence of  mind  and  soul,  as  far  as  is  pos- 
sible. 

On  your  return  at  the  end  of  the  war,  with 
added  experience  and  ripened  wisdom,  with  an 
outlook  broadened  and  chastened  by  contact 
with  suffering  humanity,  you  will  have  several 
options  offered  you. 

Those  of  you  who  are  adventurous  may  have 
a  hand  in  the  spreading  of  civilization  to  new 
lands.  The  world  has  so  shrunk  that  the  con- 
quest of  the  savage  and  uninhabited  portions  of 
the  globe  has  become  a  purely  medical  problem. 
The  civilization  of  the  Congo  and  Eastern, 
Western  and  Central  Africa,  of  the  wilds  of 
South  America,  in  a  word,  of  the  unredeemed 
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portions  of  the  world's  surface,  is  uo  longer  a 
question  of  men,  or  money,  or  transportation  or 
hostile  tribes,  but  of  disease,  which  paralyzes 
the  forces  of  the  white  man. 

The  insuperable  difficulties  which  met  the 
French  effort  to  build  the  Panama  Canal,  were 
not  due  to  lack  of  engineering  skill,  nor  of 
money  to  carry  out  the  enterprise,  but  arose  .be- 
cause the  workers  were  killed  off  by  disease 
faster  than  their  successors  could  be  supplied. 
This,  the  principal  obstacle  to  success,  was  over- 
come by  the  destruction  of  the  insect  carriers  of 
disease,  according  to  methods  whose  efficacy 
was  demonstrated  by  Gorgas,  following  the  dis- 
coveries of  Reed,  Carroll,  Lazear  and  Agra- 
monte, — methods  which  have  made  the  harbors 
of  Cuba,  the  Spanish  Main,  Brazil,  and  the 
Western  Tropics  safe  ports  of  call  at  all  seasons, 
for  the  first  time  in  their  history.  The  Panama 
Canal  is  a  monument  to  the  efficiency  of  medical 
research. 

If  you  should  choose  a  life  of  adventure  in  the 
advancing  of  civilization  in  the  wilds,  you  may 
be  called  upon  to  walk  alone  and  unafraid  into 
the  valley  of  the  shadow  of  death;  to  exhibit  a 
form  of  courage  which  men  with  other  training 
rarely  show.  As  an  example  in  point,  imme- 
diately following  the  Spanish-American  War, 
the  city  of  Santiago  was  garrisoned  by  the  men 
who  fought  at  Caney.  No  man  who  has  looked 
upon  that  naked  sugarloaf,  crowned  with  its 
blockhouse,  can  for  a  moment  doubt  the  courage 
of  the  troops  who  stormed  and  took  it.  And  yet, 
when  yellow  fever  appeared  in  the  city,  the 
withdrawal  of  these  troops  took  on  the  nature 
of  a  flight,  and  faces  blanched  with  fear  were 
in  evidence.  These  men  had  shown  their  brav- 
ery in  the  face  of  Spanish  bullets — but  bullets 
are  tangible  things.  This  unseen  death,  creep- 
ing in  the  dark  upon  its  victims,  caused  by  an 
agent  which  human  eye  cannot  see,  even  with 
the  aid  of  the  microscope,  converting  human  be- 
ings into  loathsome  objects  to  be  isolated  from 
their  kind  and,  if  death  comes,  to  be  thrust 
hastily  into  the  ground,  without  the  pomp  and 
panoply  of  war,  might  well  give  them  pause.  To 
charge  into  a  storm  of  bullets,  with  Hotspur  en- 
thusiasm for  the  fray,  and  the  shouts  of  com- 
rades in  one's  ears,  is  one  thing,  but  to  face 
alone  in  cold  blood  the  unseen  death,  is  another. 

It  is  the  duty  of  your  profession  to  meet  and 
solve  these  problems,  and  thus  make  safe  the 
unreclaimed  portions  of  the  world  for  the  white 
man  and  his  civilization. 


Another  choice  which  will  be  offered  you  for 
your  life  work  is  entrance  into  one  of  the  public 
services.  The  Army,  the  Navy  and  the  Public 
Health  Services  of  the  National  Government, 
even  before  the  war,  had  grown  with  our  expan- 
sion into  a  world  power.  To  the  credit  of  the 
Army  Medical  Corps  is  to  be  placed  the  solution 
of  the  yellow  fever  problem,  the  recognition  of 
hookworm  disease  as  the  cause  of  tropical  ane- 
mia, and  the  first  adequate  demonstration  of 
the  control  of  typhoid  infection  by  prophylactic 
vaccination.  The  Medical  Corps  of  the  Navy 
has  advanced  our  knowledge  of  tropical  dis- 
eases, and  has  demonstrated  the  value  of  pro- 
phylaxis in  the  checking  of  venereal  infection. 
The  Public  Health  Service  has  added  to  our 
information  on  anaphylaxis,  the  etiology  of 
measles,  the  eradication  of  vermin,  and  the  con- 
trol of  bubonic  plague  and  cholera.  This  service 
is  the  watchdog  of  our  ports,  obtaining  first- 
hand knowledge  of  the  plagues  which  beset  for- 
eign countries,  and  guarding  our  shores  from 
their  invasion.  It  meets  and  administers  in- 
ternal problems  arising  from  infection,  where 
the  local  health  authorities  are  imperfectly 
equipped,  or  where  the  country  at  large  is 
placed  in  jeopardy  from  a  new  or  unusual  dan- 
ger. The  Public  Health  Service  has  worked 
with  the  Rockefeller  Foundation  in  curbing  the 
spread  of  hookworm  disease. 

We  are  slowly  realizing  that  the  child — our 
chief  asset — can  be  converted  into  a  liability  or 
its  value  as  an  asset  increased,  depending  upon 
the  care  which  we  are  willing  or  able  to  expend 
upon  it.  In  older  civilizations,  and  in  our  own 
until  a  recent  period,  the  welfare  of  the  child 
was  a  responsibility  of  the  family  alone.  The 
socialization  of  education  led  to  the  disclosure 
that  efforts  to  develop  a  mind  were  seriously 
handicapped  unless  that  mind  occupied  a  body 
which  was  healthy.  Nowhere  has  the  influence 
of  bodily  state  on  the  mind  been  more  clearly 
demonstrated  than  in  our  Southern  country, 
where  the  offspring  of  an  intelligent,  adven- 
turous race  have  been  converted  into  feeble- 
bodied  and  feeble-minded  paupers,  "poor  white 
trash,"  by  the  ravages  of  the  hookworm. 

The  arousiug  of  legislators  to  the  necessity  of 
caring  for  such  problems  is  slow,  because  legis- 
latures reflect  the  attitude  of  the  public.  The 
training  of  the  public  to  think  nationally,  or, 
better,  socially,  instead  of  selfishly  or  paro- 
chially, is  a  long  and  weary  task.  The  pioneer 
thinkers,   whose   training   in   medicine  brings 
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home  to  them  first  t he  national  or  international 
character  of  these  problems  and  their  solution, 
are  able  more  readily  to  awaken  the  minds  of 
the  few  to  the  necessities  of  the  situation.  As  a 
result,  there  have  arisen  a  series  of  quasi-public 
foundations,  supported  by  private  funds,  which 
have  taken  up  for  the  time  the  burdens  which 
ultimately  the  public  must  bear.  The  bronze 
doors  of  the  Forsyth  Infirmary  for  Children 
symbolize  the  evolution  we  are  undergoing.  One 
door,  illustrating  primitive  motherhood,  is 
titled,  "The  Mother,  Giver  of  Life  and  Love"; 
the  other,  expressing  the  modern  concept  of  our 
responsibilities,  is  inscribed,  "The  Common- 
weal, Giver  of  Health  and  Learning." 

The  lesson  we  are  here  to  teach  is  that  the 
care  of  the  public  health  is  a  public  function, 
and  that  many  of  the  disease  problems  which 
were  thought  to  be  private  and  personal,  or,  at 
most,  municipal  or  territorial,  are  national  or 
international  in  their  significance.  No  better 
example  could  be  supplied  than  that  furnished 
by  hookworm  disease  in  our  own  lands. 
Thought  at  first  to  be  a  purely  local  problem  in 
Porto  Rico,  investigations  have  shown  that  in- 
fection with  this  pest  has  spread  widely 
throughout  our  Southern  country  and  the  Phil- 
ippines, and  the  results  of  treatment  according 
to  the  teachings  of  Ashford,  are  giving  rise  to  a 
virtually  new  birth  of  a  nation. 

The  prejudices  we  have  inherited  from  our 
forebears  have  led  us  to  adopt  an  attitude  to- 
ward certain  diseases  which  is  absurd  in  the 
light  of  modern  knowledge.  We  shun  and  iso- 
late the  sufferer  from  leprosy,  a  disease  which  is 
transmitted  only  through  long  and  intimate 
contact,  but  we  allow  in  many  states  the  man 
with  advanced  tuberculosis,  who  is  expectorat- 
ing billions  of  tubercle  bacilli  every  day.  his 
complete  freedom.  Worse  than  that,  we  permit 
the  individual  infected  with  syphilis  to  walk 
the  streets  unrestrained,  to  work  in  our  shops,  to 
eat  in  our  restaurants  and  to  enter  our  homes. 
Syphilis  is  a  disease  usually  lacking  the  spec- 
tacular external  manifestations  which  brand  the 
leper,  but  due  to  a  parasite  so  ready  for  trans- 
fer to  a  new  host,  and  so  superficially  placed  in 
many  of  the  hidden  lesions  that  mere  momen- 
tary contact,  and  indeed  indirect  contact,  by 
means  of  a  drinking  cup,  for  instance,  may  suf- 
fice to  mark  a  new  victim. 

The  mantle  of  personal  privacy,  which  has 
cloaked  and  favored  the  spread  of  this  disease, 
is  being  lifted  by  the  demands  of  an  enlight- 


ened public  opinion.  It  will  be  a  part  of  your 
duty  to  make  plain  to  the  world  that  no  man  has 
a.  right  to  inflict  disease  upon  his  neighbor, 
knowingly  or  through  ignorance.  The  public 
must  learn  that  investigations  with  reference 
to  the  so-called  private  diseases,  and  treatment 
of  the  individual  for  the  protection  of  the  many, 
are  no  more  invasions  of  personal  lib- 
erty than  is  the  law  which  prohibits  the  prop- 
erty owner  from  building  a  fire  trap,  on  land 
which  he  owns,  in  the  restricted  districts  of  a 
city.  If  the  lesions  of  syphilis,  or  gonorrhea, 
were  as  visible  on  the  surface  as  are  those  of 
the  leper,  there  would  be  no  need  of  debate  or 
instruction  in  this  subject. 

Activity  in  the  control  of  these  plagues  was 
never  more  needed  than  now,  when  we  are  at 
war.  The  Wassermann  test  has  shocked  us  with 
its  revelations  of  the  universal  spread  of  syph- 
ilis among  our  people.  But,  if  German,  French 
and  English  experiences  are  a  criterion,  we  may 
expect  a  tremendous  increase  in  its  prevalence, 
following  the  return  of  our  troops.  Men  who 
are  freed  in  mass  from  the  restraints  and  influ- 
ences of  home  life  are  prone  to  develop  the  mob 
spirit,  and  tend  to  cast  aside  the  teachings  of 
religion  and  civilization  and  even  common  sense. 
So  that,  while  we  look  upon  our  men  as  superior 
to  the  common  lot,  while  religion  and  discipline 
and  pride  in  clean  living  and  self-restraint  will 
serve  to  save  many  from  exposure,  we  may  ex- 
pect a  large  addition  to  the  number  of  our  in- 
fected, with  the  closing  of  the  war. 

State  and  municipal  health  boards  are  pre- 
paring to  assist  the  profession  and  the  public  in 
the  discovery,  treatment  and  continued  observa- 
tion of  these  cases.  So  important  is  the  specific 
treatment  of  syphilis  with  the  Ehrlich  .prepara- 
tion, that  the  German  patent  rights  have  been 
withdrawn,  and  it  is  the  purpose  of  several 
state  health  boards,  including  that  of  Massachu- 
setts, to  manufacture  the  preparation,  and  turn 
it  over  to  the  profession  at  cost,  or  free  of 
charge,  in  needy  cases. 

The  broadening  of  the  scope  of  state  and 
municipal  health  boards,  in  both  preventive  and 
corrective  medicine,  has  developed  the  need  of 
men  with  special  training,  and  opportunities  in 
this  respect  will  open  to  those  of  you  who  will 
have  seen  special  service  in  sanitation  abroad, 
or  who  take  added  instruction  on  your  return. 

In  industry  in  this  country  in  times  of  peace, 
there  has  been  a  daily  toll  of  injury,  disease  and 
death,  comparable  to  the  highest  records  of  war. 
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The  old  attitude  of  the  employer  is  illustrated 
by  an  experience  which  T  had  several  years  ago. 
A  structural  steel  workman  had  missed  his  foot- 
ing aud  gone  crashing  down,  through  a  build- 
ing under  construction,  to  his  death.  He  died 
without  relatives  or  friends.  When  I  called  up 
the  large  corporation  which  employed  him,  and 
inquired  who  would  care  for  the  burial  of  the 
body,  I  was  told,  "Let  the  city  bury  him." 
When  I  replied  that  I  would  furnish  all  of  the 
facts  to  the  newspapers,  there  was  a  prompt 
change  in  the  atmosphere,  and  the  corporation 
was  eager  to  take  up  the  duty  of  caring  for  its 
dead.  Here  was  a  man  the  nature  of  whose 
work  required  a  constant  mental  and  physical 
alertness  during  sixty  seconds  of  every  minute 
of  his  working  day.  One  lapse  or  one  miscalcu- 
lation by  himself  or  his  fellow  workmen,  and  his 
end  might  come.  So  great  were  the  risks  he 
took,  that  insurance  companies  would  furnish 
protection  only  for  exorbitant  fees.  If  his  in- 
juries had  not  been  fatal  he  could  not  have  sued 
successfully  for  compensation  during  recovery, 
because  his  rights  were  hedged  about  with 
"willing  assumption  of  risk"  and  "fellow  serv- 
ant" clauses  which  would  effectually  have 
barred  him. 

We  have  changed  all  this.  Industries  are  re- 
quired by  law  to  assume  responsibility,  as  a 
proper  charge  upon  the  industry,  for  those  who 
become  injured  or  diseased  or  who  die  as  the 
result  of  their  employment. 

Employers  have  come  to  realize  that  they 
have  a  financial  interest  in  the  trained  work- 
man, whose  protection  from  accident  and  dis- 
ease is  as  important  as  the  conservation  of  their 
other  assets.  There  has  developed  as  a  result  of 
this  attitude  of  employers,  a  new  branch  of 
medical  activity,  having  to  do  with  the  investi- 
gation of  the  causes  of  industrial  accidents  and 
industrial  diseases  and  their  removal. 

In  connection  with  the  treatment  of  indus- 
trial accidents,  public  commissions  have  for  the 
first  time  been  empowered  to  dictate,  by  author- 
ity of  the  law,  the  amount  of  compensation 
which  shall  be  paid  to  physicians  for  the  care  of 
their  private  patients  who  have  suffered  indus- 
trial accidents,  whether  the  treatment  be  carried 
out  in  hospitals  or  in  the  privacy  of  the  home. 

In  England,  where  lodge  practice  is  common, 
the  establishment  of  old-age  pensions  and  health 
insurance  has  been  followed  by  a  demand  for 
the  socialization  of  the  medical  profession,  as  a 
public  service.    Whether  the  wave  of  socialism 


now  gathering  in  Russia  and  penetrating  Ger- 
many, will  engulf  England,  as  Henderson  sug- 
gests, is  a  question,  but  one  of  the  inevitable  re- 
sults of  its  success  will  be  the  conversion  of  your 
profession  from  its  present  semi-public  position 
to  that  of  a  purely  public  service. 

However,  present  indications  are  that  when 
you  return  from  war  duty,  if  you  do  not  enter 
one  of  the  public  services,  you  will  be  given  op- 
portunity to  go  into  the  private  practice  of 
medicine.  You  will  be  surprised,  if  you  have 
not  during  student  life  observed  this  peculiar 
situation,  to  note  the  value  which  the  public 
will  place  on  your  services,  as  measured  in  dol- 
lars and  cents. 

The  spectacular  character  and  the  brilliant 
lesults  of  modern  surgery,  and  the  prompt 
improvement  of  patients  following  many  sur- 
gical operations,  is  followed  equally  promptly 
by  generous  reimbursement  of  the  surgeon  by 
the  grateful  patient.  This  is  a  technical  age. 
and  men  with  technical  ability  are  highly  paid. 
The  over-appreciation  of  the  technical  has  nat- 
urally led  to  a  surplus  of  operators,  many  of 
whom  are  not  surgeons  in  the  true  sense  of  the 
term.  The  application  of  efficiency  tests  to  the 
end-results  obtained,  as  suggested  by  Codman, 
should  ultimately  serve  to  eliminate  the  unfit. 

Internal  medicine,  requiring  greater  basic 
ability  in  the  man  who  would  be  its  master  than 
is  demanded  of  men  in  the  more  showy  branch, 
pays  its  devotees  less  generously  than  does  sur- 
gery. The  thermometer,  the  stethoscope,  and 
the  test  tube  are  less  impressive  than  the  scalpel, 
and  results  are  usually  slow  and  gradual,  in 
contrast  to  the  sudden  relief  which  frequently 
follows  surgical  intervention. 

You  may  be  attracted  to  one  of  the  special- 
ties, in  which  case  you  will  probably  be  highly 
paid.  You  will  pick  out  some  limited  field  of 
medicine,  after  perhaps  several  years  in  gen- 
eral practice,  and  as  you  narrow  your  field,  the 
public  will  evince  its  appreciation  by  widening 
the  mouth  of  its  pocketbook. 

The  surgeon  and  the  specialist  are  the  mag- 
nates of  the  profession.  I  had  in  my  hands  a 
few  days  ago  a  pathetic  piece  of  evidence  in  this 
respect.  Jenner,  the  discoverer  of  vaccination, 
had  printed  a  circular  letter  of  information  to 
the  profession,  describing  the  then  new  proced- 
ure of  vaccination.  The  particular  copy  which 
I  saw  had  been  sent  to  Sir  Astley  Cooper,  the 
most  famous  fashionable  surgeon  of  his  day, 
whose  income  is  said  to  have  exceeded  twenty 
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thousand  pounds  per  annum.  The  interesting 
feature  of  this  copy  lay  in  a  postscript  over 
Jenner's  signature,  in  which  he  apologized  for 
daring  to  take  the  valuable  time  of  the  great 
man  for  the  reading  of  his  circular.  Time's 
measure  of  the  relative  greatness  of  the  men  is 
indicated  by  the  fact  that  Cooper's  name  is  not 
thought  of  sufficient  importance  to  appear  in  the 
Century  Dictionary. 

Another  example  of  the  humility  of  greatness 
is  found  in  the  story  of  Metchnikoff,  who,  while 
the  scientific  world  watched  the  struggle  for  su- 
premacy between  his  cellular  theory  and  Ehr- 
lich's  humoral  theory  of  immunity,  the  most 
masterly  discussion  in  modern  medical  history, 
received  from  the  Pasteur  Institute,  I  am  in- 
formed, an  annual  salary  of  three  thousand 
francs  or  six  hundred  dollars. 

The  predatory  classes,  always  on  the  lookout 
for  easy  money,  have  seen  an  opportunity  for 
gain  in  the  readiness  of  the  public  to  pay  the 
specialist  generously  for  services.  Most  of  the 
quack  practitioners,  therefore,  advertise  them- 
selves as  specialists,  and  you  will  see  even'  sub- 
divisions of  the  specialties,  particularly  the  easy 
and  safe  branches  dealing  wholly  with  chronic 
conditions,  erected  to  the  dignity  of  cults,  and, 
backed  by  abundant  funds  and  lobbies,  wring- 
ing recognition  from  legislatures  for  their  so- 
called  schools  and  so-called  degrees. 

The  neurotics  and  the  neurasthenics,  the  peo- 
ple who  are  self-centered  to  the  point  where  they 
focus  all  of  their  energies  on  their  internal 
mechanism,  to  its  and  their  own  discomfort ;  the 
people  who  have  nothing  to  do,  no  external  in- 
terests, no  concern  or  sympathy  for  others  and 
no  charity, — will  go  out  of  your  hands  into 
those  of  the  various  cults,  or  will  join  the  Re- 
ligion of  the  Selfish,  to  your  financial  loss;  for 
the  selfish  are,  usually  well  to  do,  as  was  discov- 
ered by  that  astute  psychologist,  Mary  Baker 
Eddy. 

With  them,  unfortunately,  will  go  a  group  of 
sufferers  from  real  diseases,  whose  diabetes  or 
renal  disease,  lacking  restraints  in  diet,  will 
rapidly  progress;  whose  tuberculosis  will  ad- 
vance from  hopeful  to  hopeless :  whose  new 
growth  will  show  the  inevitable  extension  from 
the  operable  to  the  inoperable  stage. 

You  will  not  be  robbed  of  the  poor  by  the 
disciples  of  the  various  pseudo-medical  cults, 
to  whom  charity  is  unknown,  and  whose  meth- 
ods of  treatment  (?)  are  intended  to  apply  only 
to  those  who  can  pay  for  services  rendered. 


Most  of  you  will,  at  least  in  the  beginning,  go 
into  the  general  practice  of  medicine,  the  most 
poorly  paid  and  most  highly  valued  medical 
service  which  is  offered  to  the  public.  General 
practice  is  criticized  because  many  general  prac- 
titioners  are  content  to  rest  on  their  laurels,  and 
do  not  keep  pace  with  the  growth  of  the  profes- 
sion. They  serve  only  as  sign-posts  for  the  va- 
rious specialists.  The  general  practitioner 
whom  the  world  admires  is  the  man  who,  in 
spite  of  his  small  income  and  his  long  days, 
finds  money  for  the  purchase  of  medical  books 
and  journals,  and  time  to  read  and  digest  them ; 
who  impresses  the  specialist,  called  in  for  un- 
usual cases,  by  the  accuracy  of  his  observations, 
the  intelligence  of  his  diagnosis,  and  the  up-to- 
date  character  of  his  methods ;  who  is  the  valued 
guide,  counsellor  and  friend  of  a  countryside. 

That  eminent  medical  publicist,  Dr.  Richard 
Cabot,  has  said  that  the  general  practitioner 
must  go.  But  what  is  the  world  to  do  without 
him  ?  He  is  the  medical  ' '  man  in  the  trenches. ' ' 
He  is  called  to  meet  at  first  hand  the  emer- 
gencies of  life  and  death.  He  it  is  who  makes 
plain  to  the  amateur  graduate  of  a  first-aid 
course,  that  a  seidlitz  powder  is  a  deadly  thing 
to  offer  to  the  man  whose  heart  is  struggling 
through  an  attack  of  acute  insufficiency,  masked 
by  symptoms  of  indigestion.  His  is  the  burden 
of  coaxing  back  to  efficient  service  the  recalci- 
trant organs  which  are  groaning  under  the 
emergency  load  they  are  carrying.  His  intimate 
knowledge  of  the  family  affairs  makes  him  ap- 
preciate that  in  saving  the  wage-earner,  he  is 
protecting  the  family  from  a  life  of  pauperism, 
with  all  that  that  means. 

It  is  the  duty  of  the  profession  not  to  elimi- 
nate the  general  practitioner,  but  to  make  more 
easy  his  pathway  to  progress  by  establishing 
local  or  county  centers,  with  laboratory  and 
library  facilities  in  charge  of  trained  medical 
observers,  who  will  solve  his  unusual  laboratory 
problems,  helping  him  in  searching  the  liter- 
ature, and  refer  him  to  specialists  who  are 
willing  to  assist  when  the  center  authorities  are 
at  a  loss.  According  to  Professor  Winslow's 
reports,  even  Russia  has  progressed  further  in 
this  direction  than  we  have.  The  recently  es- 
tablished consulting  clinic  at  the  Massachusetts 
General  Hospital  is  a  local  step  m  the  right  di- 
lection,  but,  even  with  the  limited  distances  to 
be  travelled  in  our  State,  is  not  readily  access- 
ible to  many  of  our  practitioners.  Perhaps  trav- 
elling consulting  clinics,  with  fixed  days  of  call 
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at  county  centers,  would  overcome  the  difficul- 
ties of  the  present  situation. 

Whatever  the  solution  may  be,  I  am  loath  to 
believe  that  the  world  can  dispense  with  the 
general  practitioner's  services,  either  now  or 
in  the  future.  He  is,  or  should  be,  the  embodi- 
ment of  all  of  the  qualities  which  have  caused 
the  world  to  call  your  profession  blessed. 

And  now,  a  word  of  counsel  to  you,  as  indi- 
viduals. 

My  advice  to  you  in  the  selection  of  a  location 
in  which  to  practise,  is  to  pick  out  the  place  in 
which  you  want  to  live  out  your  life,  and  make 
yourself  worthy  to  deserve  the  admiration  and 
welcome  of  your  neighbors. 

As  for  your  future,  to  paraphrase  Ruskin: 

If  it  is  love  and  an  abiding  faith  in  mankind ; 
if  it  is  willingness  to  subordinate  self  to  the 
needs  of  others;  if  it  is  realization  of  the  re- 
sponsibilities you  have  accepted  and  purpose  to 
keep  yourself  ever  fit  and  ready  to  discharge 
them  worthily,  that  move  you;  then  the  Spirit 
is  upon  you,  and  the  world  is  yours,  and  the 
fulness  thereof. 

It  is  my  high  privilege  to  welcome  you 
to  full  membership  in  the  medical  profession, 
and  to  bestow  on  you  the  benediction  of  your 
Alma  Mater.  May  God  bless  and  speed  you  in 
your  work. 


(Original  Article. 

REVISED  IDEAS  CONCERNING  FOOT  DE- 
FECTS AND  ORTHOPEDIC  FOOTWEAR. 

By  Herman  W.  Marshall,  M.D.,  Boston. 

The  last  word  concerning  common  foot  ail- 
ments has  not  been  said  yet,  although  too  much 
to  be  <'ompreh ended  readily  has  been  recorded 
at  the  present  time.  There  has  been  a  deluge 
of  special  information  from  civil  and  military 
orthopedic  surgeons,  shoemakers  and  shoe-fitters, 
each  pointing  out  many  important  details;  but 
there  still  remains  much  to  be  done  in  piecing 
together  scattered  facts  into  a  simplified,  harmo- 
nious conception  of  the  entire  subject. 

Furthermore,  certain  familiar  details  increase 
in  significance  with  time;  while  other  well-known 
facts  lose  some  of  the  prominence  they  held 
when  first  brought  to  notice ;  and  accordingly, 
there  is  a  need  now  for  sorting  over  our  various 
and  numerous  data.  The  writer,  in  puzzling 
over  innumerable  details  of  the  subject,  has 
picked  out  special  points  which  he  thinks  should 


be  emphasized  again,  although  many  of  them 
are  familiar;  and,  because  of  their  diversity, 
they  will  be  presented  here  to  the  attention  by 
listing  them  without  trying  to  elucidate  all  their 
complex  inter-relationships. 

1.  Feet  are  plastic  and  can  be  moulded  grad- 
ually into  many  different  forms,  especially  dur- 
ing earlier  years  of  life,  before  bones  become 
completely  hardened.  Illustrations  are  seen  in 
feet  deformed  by  the  old  Chinese  custom  of 
binding  down  the  toes  continuously  during  the 
growing  period;  also  in  the  modern  custom  of 
wearing  shoes  that  are  too  short,  with  pointed 
toes  and  high  heels,  until  feet  become  contracted, 
and  longitudinal  arches  are  forced  abnormally 
high,  while  anterior  arches  become  depressed 
and  toes  deformed;  or  thirdly  in  beneficial 
regulations  of  growth  by  means  of  plaster  casts 
and  strappings  in  congenitally  deformed  feet 
whereby  they  are  restricted  in  a  way  that  pro- 
duces more  normal  shapes  as  patients  grow 
older. 

Bones  which  have  become  completely  ossified 
still  undergo  slow  changes;  and  there  is  a  con- 
stant turning  over  of  the  lime  constituents  of 
bone,  some  of  the  lime  being  eliminated  con- 
tinually, while  simultaneously  some  is  being  laid 
down  anew.  In  this  way  the  internal  structure 
of  cancellous  bone  slowly  accommodates  itself 
to  its  shifting  mechanical  needs.  Certain  in- 
ternal trabeculae  become  thickened  and  strength- 
ened, others  become  thinned  from  absorption, 
and  slight,  slow,  adaptive  changes  in  bony 
shapes  result  from  time  to  time,  even  in  adults. 

2.  Foot  deformities  are  produced  most  com- 
monly by  continuous  wear  of  one  style  of  shoes. 
Other  less  common  causes  include  congenital 
defects,  deformities  produced  by  bone  diseases 
and  tumors,  anterior  poliomyelitis  and  other 
nervous  affections,  and  various  kinds  of  chronic 
arthritis. 

3.  Results  of  causes  operating  previously  for 
prolonged  periods  are  shown  by  these  most  com- 
mon foot  deformities;  and  the  latter  should  not 
be  interpreted  primarily  as  causes  for  existing 
pains  or  weaknesses  complained  of;  for  an  ex- 
tremely large  percentage  of  them  are  not  as- 
sociated with  pain,  and  such  feet  are  serviceable 
enough  for  ordinary  requirements  of  life. 

4.  Caicses  of  abnormal  weakness,  pain,  and 
disability  are  found  most  commonly  in  musculo- 
ligamentous  weaknesses,  strains  or  irritations. 
Other  causes  for  abnormal  symptoms  include 
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lesions  of  bones,  joint  linings,  tendon  sheaths, 
nervous  structures  and  skin. 

5.  Sharp  distinctions  in  treatment  of  foot  de- 
fects should  be  made  between  abnormal  symp- 
toms and  foot  deformities.  Both  occur  together 
very  frequently,  yet  there  may  be  marked  de- 
fects of  structure  without  musculo-ligamentous 
weakness;  or,  vice  versa,  there  may  be  severe 
pain  and  weakness  with  very  little  deformity. 
Errors  observed  in  treatment  frequently  are 
those  of  emphasizing  unduly  the  various  pecul- 
iarities of  forms  of  feet,  and  overlooking  real 
causes  for  acute  symptoms,  namely,  those  more 
remote  obscure  causes  for  musculo-ligamentous 
weaknesses  and  irritations.  As  a  result  of  these 
errors,  foot  symptoms  often  are  unnecessarily 
prolonged  or  aggravated  by  therapeutic  pro- 
cedures. 

6.  Feet  of  persons  in  good  health,  who  have 
never  worn  shoes,  aire  flexible,  and  adapt  them- 
selves easily  to  innumerable  unfavorable  condi- 
tions, because  the  latter  states  follow  one  another 
in  rapid  succession.  All  parts  of  the  feet  thus 
are  alternately  exercised  and  rested  in  a>  phys- 
iological manner,  while  no  parts  are  too  badly 
strained  through  maintenance  of  a  single  per- 
manent position. 

7.  Feet  of  persons  in  good  health  are  able  to 
endure  without  injury,  for  variable  periods  of 
time,  shoes  that  have  pointed  toes  or  broad  ones, 
high  heels  or  low  ones,  flexible  shanks  or  stiff 
ones,  shoes  that  are  a  trifle  too  short  or  long,  or 
a  trifle  too  wide  or  narrow  for  comfort  across 
front  parts  at  locations  of  transverse  arches. 

8.  Harm  from  high  heels,  pointed  toes  and 
shoes  fitted  too  short  or  too  narrow  comes  only 
when  they  are  worn  too  much  of  the  time.  Or- 
thopedic shoes  of  most  approved  shape  and  fit 
are  defective  in  one  important  respect,  namely, 
that  they  tend  to  fix  the  feet  in  one  position 
continuously,  to  the  detriment  of  certain  muscles 
and  ligaments  which  become  thereby  weakened 
through  comparative  disuse. 

9.  Several  slightly  different  styles  of  shoes 
with  variations  in  widths  and  flexibilities  are 
preferable  to  a  single  shape  and  size  of  the 
most  correct  orthopedic  last  for  individual  wear, 
because  slight  accommodative  changes  required 
in  use  of  several  different  pairs  of  shoes  of  dif- 
ferent proportions  assist  in  retention  of  normal 
flexibility  and  adaptability  found  in  barefooted 
races  of  people.  One  of  the  several  styles,  how- 
ever, should  be  the  usual  foot-shaped  orthopedic 
shoes. 


When  this  ability  of  feet  to  make  moderate 
changes  without  discomfort  is  lost,  then  prompt 
attention  should  be  given  to  underlying  tend- 
encies that  are  developing  unnoticed  toward 
musculo-ligamentous  defects. 

10.  Causes  of  musculo-ligamentous  defects 
include  too  much  mechanical  use  of  the  feet; 
li armful  variations  in  blood  supplying  muscles 
and  ligaments;  and  defective  nervous  control  of 
these  tissues.  These  three  elements  are  found 
acting  together  in  each  person  in  normal  or  de- 
fective ways;  and  the  most  common  defective 
variation  is  a  combination  of  too  much  use  with 
a  temporary  poor  quality  of  blood. 

It  is  correct  to  speak  of  only  one  defective 
factor  in  any  selected  instance,  yet  it  is  still 
more  correct  to  recognize  combined  influences 
at  work.  For  example,  a  person  may  fail  to  de- 
velop acute  musculo-ligamentous  foot  strain 
after  an  unusual  amount  of  exercise,  or  after 
some  traumatic  cause ;  but,  if  the  blood  becomes 
poor  for  any  reason  at  this  particular  time  then 
the  same  amount  of  exercise  or  an  exactly  sim- 
ilar injury  may  produce  a  strain.  One  physi- 
cian, perhaps,  will  call  the  trouble  a  simple  me- 
chanical or  functional  strain.  Another  physi- 
cian may  point  only  to  the  vascular  peculiarity, 
yet  a  more  truthful  interpretation  includes  rec- 
ognition of  both  causes  acting  in  combination. 

11.  Vascular  causes  of  musculo-ligamentous 
defects  are  obscure  and  numerous.  Some  qual- 
ities of  blood  produce  musculo-ligamentous 
weakness  and  relaxation ;  others  cause  muscular 
rigidity  and  tenderness;  and  many  vascular  pe- 
culiarities exert  mixed  influences  so  that  prac- 
tically these  two  extreme  types  of  muscular 
relaxations  or  rigidities  in  a  large  series  of  cases 
show  combinations  of  the  two  in  all  intermediate 
stages. 

Furthermore,  circulating  substances  influence 
bones  and  synovial  linings  of  joints,  as  well  as 
muscles  and  ligaments;  and  there  may  be  addi- 
tional confusions  arise  from  adhesions  forming 
in  joints  and  tendon  sheaths,  or  from  reflex 
muscular  rigidity  due  to  irritative  bacterial  foci 
in  the  bones. 

12.  Clinically,  musculo-ligamentous  weak- 
nesses or  irritations,  i.e.,  acute  foot  strains,  are 
noticed  in  the  following  conditions :  At  times 
after  prolonged  illnesses  like  typhoid  fever,  sear- 
let  fever,  measles,  pneumonia,  and  in  connection 
with  infections  of  tonsils,  teeth,  naso-pharynx 
and  genito-urinary  tract.  Cachectic  states  asso- 
ciated with  cancer,  anemias,  chronic  pulmonary 
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tuberculosis  are  often  accompanied  by  foot 
weaknesses  and  strains.  Cardio-renal  disease 
may  lead  to  weakening  and  stretching  of  foot 
muscles  and  ligaments.  Painful  foot  symptoms 
are  commonly  complained  of  before  and  after 
childbirth,  due  to  important  vascular  and  mus- 
culo-ligamentous  changes  going  on  at  these 
times.  Chronic  gastro-enteric  troubles,  constipa- 
tion, and  visceroptosis  are  remote  yet  frequent 
causes  of  foot  symptoms. 

13.  The  most  common  vascular  origin  for 
mild  transient  foot  symptoms  probably  is  found 
in  the  numerous  transient  mild  auto-intoxica- 
tions and  debilities  arising  from  combinations  of 
overwork,  worry,  high  nervous  tension,  over- 
eating, and  other  accompaniments  of  our  modern 
complex  life. 

14.  Painful  foot  symptoms  are  indicators  of 
underlying,  often  unrecognized  troubles,  ivhich 
may  be  more  serious  than  the  resultant  foot  dis- 
ability. For  this  reason  foot  troubles  should  not 
be  treated  locally  simply,  and  all  persons  who 
are  able  should  have  opinions  passed  upon  their 
general  conditions  by  physicians  who  under- 
stand relationships  which  exist  between  foot  de- 
fects and  patients'  general  states  of  health.  In 
this  connection,  it  is  well  to  recall  that  shoe  re- 
tailers apparently  relieve  many  cases  of  foot 
strain  without  medical  assistance,  but  often  this 
is  because  very  many  of  these  cases  of  foot 
trouble  are  produced  and  relieved  by  self-cor- 
recting debilities.  At  least,  all  cases  which  do 
not  subside  quickly  should  have  proper  medical 
attention  in  order  to  avoid  as  far  as  possible  the 
establishing  of  very  chronic  resistant  types  of 
defects. 

15.  Practitioners'  limitations  in  care  of  pa- 
tients' feet  are  appreciated  by  practical  shoe- 
men,  while  many  practitioners  have  still  to  rec- 
ognize that  there  are  some  shoe  retailers  and 
shoe  manufacturers  whose  knowledge  of  foot 
troubles  locally  is  very  complete.  Urged  by 
business  competition  and  other  causes,  a  few 
have  temporarily  encroached  on  the  domain  of 
medicine  sufficiently  to  learn  structures  of  feet 
and  how  feet  maintain  their  natural  shapes  and 
functions.  Furthermore,  shoemen  are  familiar 
with  many  proportions  and  foot  measurements 
which  most  medical  men  are  entirely  unaware 
of. 

Their  comments,  accordingly,  on  the  medical 
profession  are  interesting,  and  an  opinion  com- 
monly expressed  by  them  is  that  physicians 
usually  are  satisfied  if  shoes  look  well,  have 


broad  toes,  low  heels  and  straight  inside  lines. 
Niceties  of  good  fitting,  the  importance  of  loose- 
ness and  snugness,  correct  balance,  the  necessity 
of  having  a  good  variety  of  styles  to  fit  from, 
completeness  in  numbers  of  sizes  and  -widths  are 
points  which  doctors  know  too  little  about:  and 
defects  of  which  are  responsible  undoubtedly 
for  many  unsatisfactory  results.  The  selection 
of  shoe  fitters  should  be  made  as  carefully  as 
selections  are  made  of  physicians  for  treatment 
of  foot  troubles. 

16.  Shoe  manufacturers  should  have  the  task 
of  furnishing  harmoniously  graded  shapes  and 
sizes  of  shoes  to  supply  adequately  all  important 
needs ;  but  a  few  of  them  only  have  succeeded  as 
yet  in  constructing  series  on  correct  orthopedic 
principles.  Then,  secondly,  it  is  essential  to 
have  fitters  in  retail  stores  who  have  proper  xm- 
derstandings  and  proper  stock  to  fit  from,  and 
these  conditions  are  fulfilled  exceptionally  rather 
than  usually.  Finally,  physicians  in  treating 
feet  have  to  know  how  to  apply  supports,  correct 
general  systemic  defects,  and  understand  possi- 
bilities and  limitations  of  shoe  fitting;  and  in 
this  respect  the  medical  profession  still  shows  a 
wide  range  of  efficiency,  with  understanding  in- 
adequate not  infrequently,  it  must  be  admitted. 

Since  only  one  important  omission  or  mistake 
is  needed  to  impair  seriously  the  efficiencies  of 
other  steps  in  ultimate  success,  there  are  obvious 
reasons  why  so  many  imperfect  results  are  still 
obtained.  We  can  be  optimistic  over  the  great 
increase  in  knowledge,  but  ought  also  to  be  rea- 
sonably pessimistic  over  the  chasm  which  still 
divides  our  present  grades  of  efficiency  from 
real  perfection. 

17.  Deformities  are  not  devoid  of  signifi- 
cance although  they  represent  effects  of  past  in- 
fluences rather  than  causes  of  present  troubles. 
They  do  indicate  that  feet  are  working  more  or 
less  at  a  mechanical  disadvantage  although  pain 
is  not  present;  and,  while  certain  muscles  and 
ligaments  may  strengthen  enough  to  compensate 
for  disadvantages  of  deformities  so  that  good 
function  still  remains  possible,  yet  these  struc- 
tural defects  should  be  corrected  as  far  as  prac- 
ticable, keeping  in  mind  the  relative  importance 
of  degrees  of  defection  that  are  being  remedied. 

18.  Orthopedic  corrections  of  foot  deform- 
ities can  be  as  uncomfortable  as  repeated 
"breaking  in"  of  shoes  in  the  past  which  pro- 
duced these  structural  defects.  And  it  is  un- 
wise to  omit  the  explanations  to  patients  that 
corrective  orthopedic  appliances  or  shoes  are  not 
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designed  for  increased  comfort,  but  for  slowly 
forcing  feet  back  into  normal  shapes  a.s  rapidly 
as  tolerance  will  permit. 

19.  Corrective  apparatus  should  not  be 
forced  vigorously  with  feet  that  are  showing 
symptoms  of  acute  strain,  because  muscles  and 
ligaments  then  are  enduring  all  they  can,  and 
readjustments  of  corrective  nature  are  liable  to 
be  crippling  in  effect.  Instead,  strained  feet 
should  be  comfortably  supported  with  adhesive 
straps,  blood  peculiarities  attended  to;  and, 
finally,  when  abnormal  symptoms  have  appre- 
ciably abated,  gentle  beginnings  made  to- 
ward slow  corrections  of  pronations,  restora- 
tions of  defective  arches  and  of  deflected  toes. 

When  too  short  shoes,  however,  are  causes  of 
pain,  longer  shoes  should  be  prescribed  imme- 
diately, and  later,  when  symptoms  have  sub- 
sided, anterior  arches  can  be  forced  upward 
gradually  again. 

20.  Manipulations,  exercises  and  massage 
should  not  be  omitted  in  the  more  chronic  types 
of  foot  troubles,  because  they  are  of  very  great 
importance  if  properly  done  at  right  stages  in 
restoring  normal  ranges  of  joint  motions,  renew- 
ing normal  muscle  function,  and  in  bringing 
back  the  flexibility  and  elasticity  of  feet.  De- 
tails of  these  measures,  however,  cannot  be  dis- 
cussed in  this  paper. 

21.  New  treatments  undoubtedly  will  be  de- 
vised in  the  future  and  may  be  essential  for 
special  eases;  yet  the  large  majority  of  foot  cases 
are  likely  to  be  treated  more  successfully  in  the 
future  mainly  through  wider  spread  greater 
efficiencies  in  use  of  facilities  now  at  hand. 
Closer  cooperation  between  shoemen  and  the 
medical  profession  holds  possibilities  for  much 
greater  success. 

22.  Special  situations,  confusing  and  appar- 
ently contradictory  in  nature,  can  be  cleared  up 
in  many  instances  only  by  puzzling  over  the 
facts  already  established,  as,  for  example,  em- 
ployment of  a  single  style  of  shoes  for  all  men 
in  the  United  States  Army,  while  on  the  other 
hand,  multiple  styles  of  footwear  are  advocated 
by  most  progressive  shoe  dealers. 

There  are  no  doubts  that  feet  vary  greatly  in 
sizes,  shapes  and  proportions,  and  that  conse- 
quently one  shape  in  lasts  will  not  fit  all  feet  in 
all  respects.  But,  with  many  widths  and  lengths 
a  single  style  can  be  fitted  comfortably  and 
snugly  across  insteps  and  anterior  arches,  while 
a  little  extra  length  does  no  material  harm. 


This  same  style  of  last  in  its  shorter,  wider  sizes, 
however,  often  produces  transitory  acute  foot 
strain  among  army  recruits  who  have  been  pre- 
viously wearing  shoes  of  various  shapes;  but 
their  improved  personal  habits  soon  help  to  off- 
set abrupt  changes  made  in  their  footwear.  Af- 
ter a  few  weeks  merely  a  little  extra  broadness 
across  toes  usually  becomes  relatively  unimpor- 
tant with  robust  soldiers,  and  the  only  remain- 
ing menace  of  importance  is  too  short  shoe 
lengths.  The  latter  difficulty  obviously  is  not  an 
insuperable  one. 

Customers  in  civilian  life,  on  the  other  hand, 
require  fittings  of  shoes  to  existing  deformities 
and  to  musculo-ligamentous  strengths  more  ac- 
curately, partly  owing  to  demands  of  fashion, 
and  partly  because  such  customers  are  more 
likely  to  be  debilitated  or  in  poor  physical  con- 
ditions from  various  causes.  Satisfaction  of  cus- 
tomers' whims  and  wishes  have  to  be  considered 
more  earefuly  than  in  the  Army,  where  service- 
ability counts  most.  Aims  of  shoe  fitters  are 
rather  useless  accomplishments  from  an  ortho- 
pedic point  of  view  when  they  try  to  fit  all  cus- 
tomers absolutely  perfectly  and  comfortably 
from  the  very  outset;  because  feet  may  go  from 
bad  to  worse  regardless  of  excellent  local  condi- 
tions when  underlying  vascular  causes  are  not 
remedied.  Feet  have  adaptability,  which  is  not 
taken  into  account  in  these  aims;  and  shoemen 
do  not  appreciate  sufficiently  the  importance  of 
general  medical  supervision  when  feet  begin  to 
lose  their  adaptability. 

At  other  times  confusion  in  customers'  minds 
arises  because  one  physician  or  shoe  fitter  ad- 
vises shoes  loose  across  anterior  arches,  while 
others  recommend  shoes  with  snugly  fitted  front 
parts.  Both  bits  of  advice  may  be  right,  how- 
ever, for  the  same  individual,  and  are  recon- 
cilable upon  understanding  that  weakened,  re- 
laxed feet  reqiiire  additional  supports  tempo- 
rarily, while  at  other  times  foot  ligaments  and 
muscles  whose  strengths  have  been  restored  are 
better  if  unsupported.  Similar  explanations  ap- 
ply to  the  usefulness  and  limitations  of  stiff  and 
flexible  shanks.  Comparatively  few  fundamen- 
tal physiological  principles,  including  the  need 
of  alternate  periods  of  rest  and  exercise,  of  ef- 
fects of  too  much  use  and  disuse,  of  too  much 
and  too  little  support,  of  natural  adaptability 
and  plasticity  of  feet,  and  importance  of  under- 
lying vascular  conditions  will  account  satisfac- 
torily for  a  multitude  of  the  combinations  ob- 
served which  are  individually  perplexing. 
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23.  Surgical  treatments  for  deflected  toes 
undoubtedly  give  most  satisfactory  results  in 
many  long-standing  eases  of  severe  grade ;  but 
it  is  necessary  to  sound  a  note  of  warning  also 
that  a  very  large  number  of  hallux  valgus  pa- 
tients can  be  equally  improved  by  non-operative 
methods.  As  our  knowledge  of  the  great  possi- 
bilities and  limitations  or  surgery  has  increased, 
there  have  been  wonderful  advances  in  this  spe- 
cial branch  of  medicine ;  and  very  few  bad  re- 
sults are  observed  now  after  surgical  treatments 
for  deflected  great  toes.  This  fact,  nevertheless, 
should  not  be  allowed  to  obscure  the  comparative 
merits  of  other  forms  of  treatment. 

While  it  may  be  perfectly  safe  to  operate  on 
toe  deformities,  and  almost  surely  relieve  pa- 
tients to  some  degree  finally,  yet  the  simple  ex- 
pedient of  wearing  proper  shoes  with  corrective 
pads  and  cuffs  will  relieve  the  majority  of  mild 
cases  without  surgically  damaging  the  ligaments 
of  transverse  arches  of  feet,  and  without  dis- 
abling patients  as  operations  do.  Not  toe  de- 
formities alone,  nor  possibilities  for  safe  sur- 
gery only  have  to  be  considered;  but  functional 
foot  defects  which  are  represented  have  to  be 
judged  mainly,  if  the  highest  aim  of  medical 
practice,  namely,  the  welfare  of  patients,  is  ad- 
hered to  most  strictly. 


DISPENSARIES     IN  MASSACHUSETTS, 
PARTICULARLY  IN  BOSTON. 

By  Michael  M.  Davis,  Jr.,  Ph.D.,  Boston, 
Director  of  the  Boston  Dispensary. 

The  Social  Insurance  Commission  of  Massa- 
chusetts, appointed  in  1917,  was  interested  to 
ascertain  the  extent  to  which  dispensary  service 
has  grown  in  Boston,  and  elsewhere  in  the  Com- 
monwealth ;  the  proportion  of  the  population 
which  dispensaries  are  reaching;  the  social  and 
economic  classes  reached ;  and  the  kinds  of  med- 
ical service  which  are  provided.  The  data  in 
this  paper  were  collected  at  the  request  of  the 
Commission,  and  much  of  the  text  will  appear 
as  an  Appendix  to  its  Report. 

Dispensaries  and  out-patient  departments  of 
hospitals  are  generally  philanthropic  institu- 
tions. They  usually  charge  small  fees,  for  in- 
stance, twenty-five  cents  or  ten  cents  per  visit, 
and  similar  amounts  for  medicines,  etc.  These 
fees  are  generally  remitted  in  whole  or  in  part 
when  the  circumstances  of  the  patient  appear 
to  render  it  necessary. 

With  the  assistance  of  the  State  Board  of 


Charity,  to  which  all  incorporated  charitable  in- 
stitutions must  report  annually,  a  list  of  dis- 
pensaries and  out-patient  departments  was  se- 
cured, and  the  general  statistics  of  their  work 
ascertained.  Table  I  shows  a  list  of  22  dispen- 
saries and  out-patient  departments,  in  Boston, 
and  the  total  attendance,  or  number  of  "visits" 
made  by  patients  to  the  clinic,  also  the  number 
of  new  patients  received  during  the  most  recent 
year  for  which  statistics  are  available.  This  was 
usually  1916.  The  data  are  not  complete,  prac- 
tically all  of  the  tuberculosis  dispensaries  being 
omitted.  Several  small  dispensaries  are  also  not 
included.  This  renders  the  figures  below  rather 
fhan  above  the  truth.  Since  this  paper  has  ref- 
erence primarily  to  general  medical  care,  the 
omission  of  tuberculosis  clinics  would  not  affect 
conclusions  based  on  these  data. 

It  will  be  observed  that  the  total  annual  at- 
tendance at  these  dispensaries  was  nearly  900.- 
000,  and  that  the  number  of  new  patients  was 
over  250,000.  To  ascertain  the  number  of  dif- 
ferent individuals  we  must  bear  in  mind  that 
there  are  a  certain  number  of  persons  who  are 
treated  at  more  than  one  dispensary.  Investi- 
gations published  in  The  Modern  Hospital 
of  1916  (Vol.  vii,  p.  359)  indicate  that  this 
overlapping  is  small,  not  over  10%,  and  prob- 
ably not  over  5%.  On  the  other  hand,  the 
number  of  "new  patients"  at  the  dispensaries 
during  a  year  does  not  equal  the  number  of  dif- 
ferent individuals  during  the  same  period,  since 
many  old  patients  who  were  treated  during  a 
previous  year,  keep  on  coming.  A  total  attend- 
ance of  895,000  probably  represents  at  least 
300,000  different  persons.  Deducting  10%  for 
overlapping,  we  have  270,000.  Not  all  of  these 
are  from  the  city  of  Boston,  but  the  great  ma- 
jority are.  Certain  of  the  dispensaries  receive 
patients  from  Boston  only ;  some,  like  the  Mas- 
sachusetts General  Hospital  and  the  Children's 
Hospital,  receive  a  considerable  proportion  from 
outside  the  city.  Only  a  few  of  the  annual  re- 
ports of  the  institutions  state  the  proportions 
exactly,  but  it  is  very  probable  that  fully  three- 
quarters  of  the  attendance  is  from  within  the 
city  limits.  Three-quarters  of  270,000  is  202,- 
500.  It  is  safe  to  say  that  200,000  residents  of 
Boston  receive  treatment  annually  at  the  dis- 
pensaries of  the  city.  This  is  one-quarter  of 
the  total  population. 

It  must  not  be  inferred  that  this  vast  number 
of  persons  received  all  of  their  medical  service 
through  these  dispensaries.    Many  of  them  re- 
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ceivo  part  of  their  medical  service  from  a  pri- 
vate physician,  and  come  to  the  dispensaries  for 
special  service  only.  The  three  departments 
which  correspond  more  or  less  to  the  field  cov- 
ered by  the  general  practitioner  are  the  medical 
(adult  and  children's),  and  the  general  surgical. 
At  the  Out-Patient  Department  of  the  Boston 
City  Hospital,  68%  of  the  new  patients  come  to 
these  three  clinics,  and  32%  come  to  clinics  deal- 
ing with  specialties.  At  the  Massachusetts  General 
Hospital  Out-Patient  Department,  58*^%  of 
the  new  patients  come  to  the  three  general  clin- 
ics, and  411/£%  to  the  specialties.  At  the  Boston 
Dispensary  the  proportion  is  reversed,  39% 
coming  to  the  general  and  61%  to  the  special 
clinics.  The  average  for  these  three  largest  in- 
stitutions is  55%  of  new  patients  in  the  three 
general  clinics,  and  45%  in  the  specialties.  But 
a  considerable  proportion  of  patients  (certainly 
over  10%,  and  probably  25%)  in  the  medical, 
children's  and  surgical  clinics,  come  to  see  a 
specialist.  We  may  say  with  assurance  that 
more  than  half  of  all  the  patients  at  dispen- 
saries come  to  secure  service  such  as  requires  a 
specialist  rather  than  a  general  medical  prac- 
titioner. In  view  of  the  high  cost  of  specialist 
service  at  private  office  rates,  this  proportion  is 
significant. 

There  are,  in  fact,  large  numbers  of  families 
who  can  and  do  employ  a  general  practitioner 
for  ordinary  ailments,  but  who  cannot  afford  to 
pay  for  the  work  of  an  oculist,  or  a  throat  spe- 
cialist or  a  specialist  in  the  diseases  of  children, 
etc.  Also,  it  is  a  matter  of  common  knowledge 
to  all  hospital  administrators,  that  a  certain 
proportion  of  dispensary  patients  are  referred 
by  doctors,  mostly  general  practitioners,  who 
wish  their  patients  to  have  specialist  service,  for 
which  the  patient  cannot  pay. 

All  the  dispensaries  on  the  list  aim  to  reject 
patients  who  can  afford  to  pay  a  private  physi- 
cian for  the  care  they  need.  The  accurate  en- 
forcement of  this  policy  is  not  always  easy,  for 
obvious  reasons.  Investigations  have  indicated, 
however,  that  the  proportion  of  applicants  for 
treatment  at  the  Boston  Dispensary  and  the 
Ont-Patient  Department  of  the  Massachusetts 
General  Hospital,  who  could  pay  for  the  medical 
service  which  they  need,  is  very  small,  less  than 
3%.  (See  Annual  Report,  Boston  Dispensary, 
1915,  p.  46.) 

From  what  social  classes  does  this  army  of 
200,000  patients  come?  The  great  bulk  are 
wage-earners  or  their  dependents.    The  family 


incomes  have  been  tabulated  for  1196  families, 
taken  consecutively  from  the  patients  in  the 
Boston  Dispensary  during  September,  1917,  and 
191  families  from  the  Out-Patient  Department 
of  the  Massachusetts  General  Hospital,  taken 
during  November.*  Statistics  of  income  have 
also  been  prepared  for  1457  individual  wage- 
earners,  at  the  Boston  Dispensary,  taken  during 
August,  1917.  The  family  incomes,  of  course, 
include  supplementary  earnings  of  adults  or 
children  other  than  the  chief  wage-earner.  The 
Massachusetts  General  Hospital  figures  agree 
quite  closely  with  those  from  the  Boston  Dis- 
pensary, although  the  number  of  cases  from  the 
Massachusetts  General  Hospital  is  rather  small 
on  which  to  base  any  conclusions. 

Taking  all  these  data  together,  we  find  that 
albout  40%  of  the  families  of  these  dispensary 
patients  are  earning  less  than  $15  a  week ;  about 
45%  earn  ibetween  $15  and  $20,  and  20%  to 
15%  over  $20  a  week.  In  other  words,  a  little 
less  than  half  of  these  families  have  an  income 
«f  $800  or  less  a  year,  and  about  the  same  num- 
ber have  incomes  between  $800  and  $1000  a 
year.f 

A  highly  significant  figure  is  the  number  of 
cases  known  to  be  receiving  material  aid,  i.e., 
money,  food,  clothing,  fuel,  etc.,  at  the  time 
when  they  were  dispensary  patients.  The  pro- 
portion of  families  thus  aided  by  charity  was 
less  than  3%  among  1196  Boston  Dispensary 
families. %  It  is  safe  to  say  that  not  over  5% 
of  the  patients  at  the  dispensaries  are  usually  in 
receipt  of  material  aid  from  charitable  agen- 
cies. In  other  words,  the  great  bulk  of  the 
families  whose  members  are  cared  for  by  the  dis- 
pensaries of  Boston  are  able  to  meet  the  ordi- 
nary expenses  of  maintaining  a  family  during 
health,  but  they  cannot  meet  the  expenses  of  ill- 
ness and  pay  the  cost  of  medical  service  in 
addition. 

Among  the  same  group  of  patients  of  the 
Massachusetts  General  Hospital  and  the  Boston 
Dispensary,  it  appears  that  a  majority  of  fam- 

*  Detailed  tables  are  printed  in  the  Appendix  to  the  Report  of 
the  Social  Insurance  Commission,  giving  the  figures  on  which  these 
and  the  following  statements  are  based. 

t  These  estimates  of  income,  based  on  usual  weekly  earnings,  are 
probably  conservative,  as  most  working  people  have  periods  of 
unemployment  which,  even  during  the  present  prosperous  times, 
would  amount  to  something  through  the  year.  The  figures,  moreover, 
correspond  quite  closely  to  the  general  levels  of  wage-earners'  in- 
comes, which  the  reports  of  our  State  Bureau  of  Statistics  show  to 
prevail  in  this  community. 

%  Reference  is  made  later  to  a  special  intensive  study  of  a 
number  of  families,  made  by  the  Social  Service  Departments  of  the 
Massachusetts  General  Hospital,  Boston  City  Hospital,  Psychopathic 
Hospital,  and  Boston  Dispensary,  and  including  159  cases.  It 
was  found  that  only  49  out  of  these  159  families,  or  less  than 
30%.  were  in  receipt  of  material  aid,  although  Social  Service  De- 
partment cases  are  those  who  present  some  family  problem,  or 
distress  other  than  medical  need. 
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ilies  have  three  children  or  more;  that  the  pro- 
portion of  large  families  is  not,  however,  un- 
duly great;  that,  in  fact,  the  size  and  constitu- 
tion of  families  is  not  very  different  from  that 
which  would  be  found  in  the  community  as  a 
whole. 

Previous  to  the  war-time  regime  of  abnor- 
mally high  prices,  an  income  of  $800  a  year, 
for  a  family  of  average  size  in  Boston,  was  esti- 
mated by  several  careful  students  to  be  barely 
sufficient  for  the  minimum  physical  necessities, 
and  gave  no  margin  for  the  emergency  of  ill- 
ness. An  income  of  $1000  a  year,  for  a  family 
of  five  or  six,  gave  only  a  very  slight  margin. 
Thus,  even  before  the  war,  families  receiving 
such  incomes  as  these  dispensary  patients  pos- 
sess, could  but  just  support  themselves  during 
health,  but  could  not  bear  the  burden  of  illness 
without  either  deprivation  of  food  or  other 
necessities,  or  else  recourse  to  charity.  At  the 
present  time,  the  above  estimates  are  too  low, 
for  wages  have,  on  the  average,  risen  much  less 
than  the  cost  of  living.  The  incomes  of  these 
dispensary  patients  are  not  lower  than  are 
shown  by  our  State  Bureau  to  prevail  among 
many  wage-earning  groups.  They  can  often 
pay  for  medical  service  in  an  emergency,  but 
out  of  an  income  of  $1000  or  $1200  a  year  a 
family  of  five  or  six  persons  cannot  meet  the 
expense  of  specialist  service,  nor  of  any  long- 
continued  illness.  "When  the  illness  is  of  the 
chief  wage-earner  the  condition  of  the  family 
usually  becomes  serious. 

The  question  has  been  raised  whether,  under 
the  present  system,  the  patient  frequently  de- 
lays in  getting  medical  treatment  long  after  the 
onset  of  his  disease.  Data  were  secured  on  this 
point  from  1529  patients  at  the  Boston  Dispen- 
sary and  197  at  the  Out-Patient  Department  of 
the  Massachusetts  General  Hospital — a  total 
of  1726.  Out  of  the  1726,  1236  had  had  no  med- 
ical care  previous  to  coming  to  the  clinic,  and 
435  of  these,  or  35%,  had  been  suffering  from 
their  ailment  for  three  months  or  more  before 
seeking  the  clinic's  care.  One  hundred  and 
sixty-three  additional  cases,  or  13%  out  of  the 
same  1236,  had  delayed  from  one  to  three 
months.  Out  of  the  whole  1726  cases,  350  had 
waited  from  a  week  to  a  month,  while  430  had 
gone  to  the  clinic  within  a  week  from  the  time 
they  felt  their  illness. 

These  figures  can  be  better  understood  when 
delay  in  securing  treatment  is  tabulated  in  con- 
nection with  particular  diseases.    This  has  been 


done  for  1529  Boston  Dispensary  eases.  Where 
diseases  are  such  as  cause  much  pain  or  dis- 
comfort in  their  early  stages,  such  as  minor 
surgical  lesions,  cuts,  burns,  etc.,  or  irritations 
of  the  skin,  treatment  appears  to  be  sought 
pretty  promptly.  On  the  other  hand,  with  dis- 
eases that  cause  less  trouble  to  the  patient  in 
the  beginning,  but  which  are  often  likely  to  be 
more  serious,  there  is  frequently  more  delay. 
Thus  15  out  of  29  patients  with  tuberculosis 
were  conscious  of  illness  over  three  months  be- 
fore they  sought  any  kind  of  treatment,  and  7 
waited  a  whole  year ;  15  out  of  37  cases  of  syph- 
ilis waited  more  than  three  months,  which  is 
past  the  period  when  the  disease  can  be  most 
effectively  dealt  with ;  40  out  of  69  of  disorders 
of  the  circulatory  system  (mostly  heart  dis- 
eases), and  10  out  of  21  cases  of  kidney  disease, 
waited  over  three  months. 

Of  the  minor  diseases  of  the  ear,  nose,  and 
throat,  not  requiring  operation,  48  out  of  75 
cases  waited  less  than  one  month,  while  out  of 
152  more  serious  cases,  requiring  surgical  op- 
eration, only  43  cases  came  within  a  month,  and 
98  cases  waited  over  three  months.  The  same 
contrast  appears  in  "general  surgery,"  since 
the  non-operative  and  usually  minor  cases  ap- 
pear to  have  waited  less  time  before  seeing  a 
doctor  than  the  operative  cases,  which  are  gen- 
erally more  serious. 

The  data  collected  also  show  the  proportion  of 
patients  who  had  some  medical  care  previous 
to  coming  to  the  clinics,  and  whether  this  care 
was  secured  from  a  private  doctor  or  from  an- 
other medical  institution  (usually  a  hospital). 
Three  hundred  thirty-nine  cases  (out  of  1726) 
had  previously  been  to  a  private  doctor.  The 
usual  reason  given  for  leaving  him  was  that  they 
"had  no  more  money  to  pay  him."  A  consider- 
able number  of  cases  are  referred  to  the  clinics, 
by  the  doctors,  for  consultation  or  for  care  by  a 
specialist  for  which  the  patient  could  not  pay 
at  private  rates. 

The  fact  that  of  these  1726  cases,  only  339  had 
had  a  private  doctor,  whereas  435  persons  had 
waited  three  months  or  more  before  getting  any 
medical  treatment,  suggests  that  private  medical 
practice  is  not  sought  by  a  large  proportion  of 
people  because  they  feel  they  cannot  afford  it. 
It  also  indicates  that  there  are  many  persons 
who  either  do  not  know  of  dispensaries,  or  who 
do  not  wish  to  accept  medical  charity.  Under 
the  best  conditions,  people  will  often  delay  in 
going  to  a  doctor,  even  if  a  doctor  is  free.  The 
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figures  regarding  delayed  treatment  must  be  in- 
terpreted with  this  caution  in  mind. 

The  Social  Service  Departments  of  the  four 
institutions  above  mentioned  rendered  reports 
of  159  cases  which  had  been  individually  stud- 
ied. Among  the  points  taken  up  was  the  extent 
of  any  form  of  insurance  in  these  families.  It 
was  found  that  sickness  insurance  was  infre- 
quent. Only  23  out  of  159  families  carried  any 
sickness  insurance.  One  hundred  and  twenty- 
four  stated  that  they  had  none ;  in  12  cases  no 
data  on  this  point  were  secured.  Life  insurance 
was  fairly  frequent,  60  families  carrying  some 
insurance  on  one  or  more  members,  78  carrying 
none,  and  20  furnishing  no  information  on  this 
matter.  This  "life  insurance1 '  is  usually  indus- 
trial insurance  on  the  weekly-payment  plan, 
providing  small  amounts  on  the  death  of  the 
insured  person.  The  majority  of  the  60  cases 
pay  50  cents  a  week  or  more  for  this  insurance. 

A  comparison  of  the  figures  secured  in  this 
study  may  be  made  with  the  information  gath- 
ered in  California  by  the  Social  Insurance  Com- 
mission of  that  State  in  1916,  and  published  in 
their  Report  during  the  early  part  of  1917 : 
"Among  2587  patients  applying  at  dispensary 
clinics  in  San  Francisco,  only  53  were  depend- 
ent upon  charity,  public  or  private,  for  their 
support"  (page  43  of  Report).  In  addition, 
there  were  137  cases  of  unemployment  where 
dependency  was  imminent,  making  a  total  of 
190  cases,  or  7%,  in  which  the  "application  for 
free  treatment  at  the  clinics  in  San  Francisco 
could  be  attributed  to  the  fact  of  dependency  or 
unemployment"  (page  44).  In  42%  of  the 
2587  San  Francisco  cases  the  family  income 
was  $14  or  under  a  week,  which  compares  closely 
with  the  36%  found  among  the  Boston  Dispen- 
sary patients,  and  43%  among  the  Massachu- 
setts General  Hospital  cases.  The  studies  in 
Boston  and  San  Francisco — the  two  extremes  of 
the  continent — are  alike  in  showing  that  a 
large  number  of  self-supporting  wage-earners 
of  small  incomes,  not  otherwise  dependent  in 
any  sense,  are  seeking  medical  assistance  at  dis- 
pensary clinics.  The  California  Commission 
accounts  for  this  situation  as  follows  (page  46 
of  their  Report)  : 

"It  would  be  futile  to  ascribe  such  seeking 
(of  medical  care  at  the  clinics)  to  a  total  lack  of 
self-respect  and  an  endeavor  to  get  something 
for  nothing  on  the  part  of  these  individuals. 
The  mimber  of  them  alone  would  be  sufficient  to 
refute  such  a  conclusion.   Aside  from  this  point, 


however,  the  interviewing  and  observation  of 
1000  cases  would  convince  any  one  that  there  is 
a  more  far-reaching  and  direct  cause  respon- 
sible. The  growing  attendance  at  the  free  clin- 
ics is  accounted  for  by  the  fact  that  they  can 
there  get  from  physicians  and  surgeons,  whom 
they  know  to  be  men  and  women  of  reputation, 
specialist  care,  which  they  cannot  possibly  af- 
ford to  purchase.  There  is  no  reason  to  suppose 
that  if  there  were  a  way  by  which  they  might 
buy  this  same  attention  for  a  small  price  with- 
in their  means  we  shoidd  still  find  the  bulk  of 
them  frequenting  the  'free  clinic'  " 

In  the  city  of  Boston  we  found  that  a  quarter 
of  the  population  receive  care  at  dispensary 
clinics  annually.  A  marked  contrast  appears 
between  Boston  and  the  remainder  of  the  Com- 
monwealth. From  data  furnished  by  the  State 
Board  of  Charity  we  find  that  in  Massachu- 
setts, outside  of  Boston,  there  are  only  30  dis- 
pensaries and  out-patient  departments.  The 
total  number  of  visits  paid  by  patients  to  these 
30  dispensaries  and  out-patient  departments 
was  138,000  for  the  last  year  during  which  re- 
ports were  available  (usually  1916).  The  list  of 
institutions  is  given  in  Table  II.  The  number 
of  new  patients  reported  was  32,000,  and  the 
probable  total  number  of  different  individuals 
treated  was  between  50,000  and  60,000.  Boston 
has  one-fifth  the  population  of  the  Common- 
wealth, but  between  three  and  four  times  as 
many  dispensary  patients  as  all  the  other  cities 
and  towns  in  the  Commonwealth  put  together. 
This  is  true  in  spite  of  the  fact  that  Boston  has 
more  physicians  in  proportion  to  its  population 
than  the  rest  of  the  State.  The  fact  that  most 
of  the  tuberculosis  dispensaries  are  omitted 
from  the  lists  would  not  substantially  affect  the 
contrast  between  Boston  and  the  rest  of  the 
Commonwealth. 

Do  these  facts  mean  that  Boston  is  over-sup- 
plied with  facilities  for  charitable  medical  caret 
Or  does  it  mean  that  the  remainder  of  the  Com- 
monwealth is  under-supplied?  The  statistics 
gathered  do  not  furnish  an  answer  to  this  in- 
quiry. There  can  be  little  doubt  that  many  com- 
munities in  Massachusetts  contain  large  num- 
bers of  wage-earners  whose  incomes  are  no 
higher  than  those  found  among  dispensary  pa- 
ti  nts  in  Boston.  The  question  may  at  least  be 
raised  whether  no  need  exists,  in  such  commu- 
nities, for  some  system  of  organized  medical 
care,  particularly  in  the  specialties,  such  as  the 
dispensaries  of  the  metropolis  in  a  measure 
provide? 
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The  organizations  of  dispensaries  as  found  in 
Boston  would,  of  necessity,  have  to  be  adapted 
to^the  conditions  in  smaller  communities.  In  a 
large  city  specialists  in  all  the  different  branch- 
es of  medicine  are  usually  found,  but  they  are 
relatively  much  fewer  in  smaller  places.  The 
large  dispensary,  particularly  if  attached  to  an 
important  hospital,  provides  medical  advantages 
to  the  physicians  on  its  staff,  by  affording 
facilities  for  diagnosis  and  consultation,  which 

Table  I. 

Dispensaries    and    Out-Patient    Departments  in 
Boston. 


Name  of  Institution                 Total  Visits  Total  New 

Patients 

Berkeley  Infirmary    5,075  782 

Boston  City  Hospital  (including 

Relief  Stations)    221,267  86,922 

Boston  Dispensary    118,918  24,505 

Boston  Lying-in  Hospital    7,388  1,632 

Carney  Hospital    48,111  18,965 

Children's  Hospital    44,405  9,283 

Denison  House    4,848*  1,616 

Dispensary  for  Women    10,111  1,093 

Dorchester  Belief  Society    l.OOOf  300f 

Forsyth  Dental  Infirmary    29,186  17,060 

Jamaica  Plain  Dispensary   1,326*  442 

Lincoln  House  Association    5,778*  1,926 

Mass.  Char.  Eye  and  Ear  Inf'm'y  76,017  30,698 

Mass.  General  Hospital    201,375  31,061 

Mass.  Homeopathic  Hospital  . . .  44,094  12,745 

Maverick  Dispensary    8,301  2,052 

N   E.  Hospital  for  Women  and 

Children    6,012*  2,004 

Peter  Bent  Brigham  Hospital  . .  36,523  8,536 

St.  Elizabeth's  Hospital    8,713  2,936 

Salvation  Army  (Rescue  Home)  300*  100 
Woman's  Home  Miss'y  Society 

(Hull  Street  Dispensary)  ..  16,643  5,548 


Total    895,391  260,206 


Kote. — These  figures  do  not  include  some  small  dispensaries  and 
also  omit  the  City  Tuberculosis  Dispensary.  The  number  of  "new 
patients"  is  not  the  same  as  the  number  of  different  individuals 
treated. 

*  In  certain  cases  which  are  marked  with  an  asterisk  (*)  the 
reports  of  the  institutions  as  furnished  to  the  State  Board  of  Char- 
ity did  not  contain  the  number  of  visits  and  in  certain  other  in- 
stances they  did  not  contain  the  number  of  new  patients.  Where 
either  figure  was  given  the  other  has  been  estimated  according  to 
the  rule  that  the  number  of  visits  is  usually  not  less  than  three 
times  the  number  of  new  patients. 

f  Estimated. 


a  small  dispensary  cannot  offer.  Connection 
with  a  medical  school  is  also  of  value  to  a  phy- 
sician, and  is  not  possible  except  in  a  city  which 
has  one  or  more  medical  colleges.  For  all  these 
reasons  it  would  be  much  more  difficult  and 
often  impossible  to  secure  in  small  communities 
anything  like  the  amount  of  volunteer  medical 
service  which  is  found  in  the  dispensaries  of 
Boston.  It  may,  indeed,  be  questioned,  whether 
the  custom  of  depending  upon  volunteer  med- 
ical service  in  dispensaries  has  not  reached  a 
point  at  which  the  system  threatens  to  break 
down  by  its  own  weight.   In  any  case,  there  can 


be  little  doubt  that  any  considerable  expansion 
of  dispensaries  in  the  smaller  communities 
must  be  based  upon  a  system  of  remu- 
nerated medical  services,  and  that  such  re- 
muneration is  necessary,  both  in  justice  to  the 
medical  profession  and  in  order  to  have  suffi- 
cient and  efficient  service  in  the  clinics.  One 
of  the  disadvantages  of  the  present  system  in 
the  dispensaries  of  Boston  is  the  fact  that  al- 
most all  the  clinics  are  held  during  working 


Table  II. 

Dispensaries  and  Out-Patient  Departments  of  Hos- 
pitals Outside  of  Boston. 


Name  of  Institution                 Total  Visits 

Total  New 

Patients 

Brockton  Hospital  Company, 

1,660 

690 

Free  Hosp.  for  Women,  Brookline 

8,124 

1,920 

Cambridge  Hospital,  Cambridge 

8,484 

1,420 

Rufus  S.  Frost  General  Hospital, 

Chelsea   

1,658 

999 

Clinton   Hospital  Association, 

Clinton   

1,344 

448 

Framingham  Hospital,  Framing- 

236 

135 

St.  Anne's  Hospital  Corporation, 

Fall  River   

1,758 

586 

Union  Hospital,  Fall  River  .... 

30.529 

3.99s 

Addison  Gilbert  Hospital,  Glou- 

250 

272 

Hale  Hospital.  Haverhill   

177 

59 

Ladies'  Union  Charitable  Soc. 

(Lawrence  General  Hosp.) 

5,157 

1,719 

Lowell  Corporation  Hospital, 

17,856 

4.716 

St.  John's  Hospital.  Lowell  

5,645 

1,766 

Ludlow  Hospital  Soc.  Ludlow. . 

2,142 

487 

Lvnn  Hospital,  Lynn   

13.691* 

5.642* 

816 

272 

Melrose  Hospital,  Melrose  

601 

299 

Milford  Hospital,  Milford  

219 

198 

Glover  Home  and  Hospital,  Need- 

20 

20 

Anna  Jacques  Hospital.  New- 

626 

374 

Cooley    Dickinson  Hospital, 

Northampton   

383 

99 

Hillcrest  Surgical,  Pittsfield  .... 

5,296 

883 

Salem  Hospital,  Salem   

6.100 

1,527 

Somerville  Hospital.  Somerville 

17.568 

60S 

Sprinarfield  Hospital.  Springfield 

1.386 

462 

Morton  Hospital.  Taunton  

100 

56 

Waltham  Hospital.  Waltham  . . . 

404 

433 

Noble  Hospital,  Westfield  

36 

12 

Memorial  Hospital,  Worcester  . . 

11.385 

3,578 

143.651 

33,678 

Note. — The  tuberculosis  dispensaries  are  not  included. 
*  Same  footnote  as  to  Table  I. 


hours,  so  that  wage-earners  coming  to  the  dis- 
pensaries lose  time  and  money.  So  far  as  dis- 
pensary service  is  to  be  for  the  benefit  of  em- 
ployed persons,  it  should  include,  in  Boston  and 
elsewhere  in  the  Commonwealth,  a  reasonable 
proportion  of  clinics  held  in  the  late  afternoon 
or  evening. 
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SUMMARY. 

Twenty-three  dispensaries  in  Boston  treat 
200,000  persons  annually,  or  one-quarter  of  the 
population  of  the  city.  In  all  the  remainder  of 
the  Commonwealth  there  are  only  about  thirty 
dispensaries,  receiving  altogether  only  50.000  to 
60,000  patients  a  year.  Facts  gathered  concern- 
ing certain  groups  of  dispensary  patients  in 
Boston  indicate  that  the  bulk  are  from  self- 
supporting  families  with  incomes  similar  to 
those  possessed  by  the  majority  of  wage-earning 
families  in  general;  and  that  these  families, 
while  able  to  meet  their  ordinary  expenses,  can- 
not provide  for  the  emergency  of  sickness  nor 
pay  sufficient  for  the  medical  service  which 
they  require,  to  secure  it  at  private  physicians' 
rates.  Delay  in  obtaining  needed  medical  treat- 
ment after  the  onset  of  disease  is  frequent,  espe- 
cially in  diseases  which  begin  insidiously,  even 
when  they  are  serious.  Protection  to  the  wage- 
earner  or  his  family  by  means  of  sickness  in- 
surance is  infrequent.  The  present  dispensary 
system,  while  providing  greatly-needed  treat- 
ment, both  in  general  medicine  and  surgery  .and 
in  the  specialties,  has  the  disadvantages  of  de- 
pending upon  volunteer  medical  service,  and  of 
being  usually  inaccessible  to  wage-earners  except 
during  working  hours. 


ON  THE  POSSIBLE  NATURE  OF 
MEASLES. 

By  Leyerett  D.  Bristol,  M.D.,  DR.P.H., 
Augusta,  Me., 

State  Commissioner  of  Health. 

Concerning  the  nature  of  the  disease  agents 
which  give  rise  to  the  acute  exanthemata,  Von 
Jiirgensen1  said:  "Since  the  methods  which 
serve  for  the  demonstration  of  pathogenic  mi- 
crobes fail  us  here,  we  are  justified  in  conclud- 
ing that  we  have  to  deal  with  something  of  a 
different  nature.  We  have  no  ground,  however, 
for  assuming  that  this  different  'something'  is 
not  a  living  organism,  since  every  argument 
favorable  to  a  belief  in  a  contagium  vivum  as 
the  cause  of  infectious  diseases  in  general  ap- 
plies in  full  force  to  the  acute  exanthemata. ' ' 

Many  years  ago  Jenner2  asked  the  question  in 
regard  to  measles,  scarlet  fever,  etc.:  "May  we 
not  conceive  that  many  contagious  diseases,  now 
prevalent  among  us,  may  owe  their  present  ap- 
pearance not  to  a  simple  but  to  a  compound 
origin?" 


In  presenting  an  hypothesis  that  scarlet  fever 
and  the  other  acute  exanthemata  may  be  due  to 
varieties  of  bacterial  anaphylaxis  depending  on 
various  well-known  micro-organisms,  I  suggest- 
ed in  a  recent  communication3  that  the  acute 
exanthemata  may  depend  on  something  more 
than  mere  primary  infections  with  bacteria.  I 
believe  that  the  evidence  points  to  a  strepto- 
coccic anaphylaxis  as  the  "compound"  cause  of 
scarlet  fever. 

Measles,  also,  may  be  nothing  more  than  the 
manifestation  of  an  anaphylactic  intoxication 
following  sensitization  with  a  well-known  micro- 
organism. In  spite  of  the  fact  that  measles  is 
the  most  prevalent  and  widespread  disease  to 
which  human  flesh  is  heir,  its  cause  has  not 
been  explained  by  finding  or  assuming  any 
simple  mierobic  agent.  Either  the  causal  agent 
is  one  which  is  unrecognizable  by  our  present 
methods  of  examination  and  diagnosis — a  rather 
hopeless  outlook — or  the  cause  is  so  simple  in 
its  explanation  that  we  have  overlooked  it. 

It  may  be  said  that  measles  is,  primarily,  an 
acute  respiratory  disease.  That  the  organism 
par  excellence  of  acute  respiratory  disease  is  the 
pneumococcus  will  be  admitted  by  most  author- 
ities. Is  the  pneumococcus  guilty  of  being  the 
prime  cause  of  measles'?  Examine  the  records 
of  our  Army  camps.  Is  it  not  suggestive  that 
measles  and  pneumonia  seem  to  closely  coincide 
in  number  of  cases,  seasonal  prevalence,  mode  of 
spread,  communicability,  etc.  ? 

An  account  given  by  Duncan4  of  a  recent  epi- 
demic of  measles  and  pneumonia  at  Camp 
Wheeler  is  most  interesting  in  this  connection. 
In  point  of  time  the  measles  curve  and  pneu- 
monia curve  almost  coincide.  There  were  701 
cases  of  pneumonia  and  2939  cases  of  measles. 
Of  the  701  cases  of  pneumonia,  312  (44.51%) 
were  preceded  by  measles,  while  389  (55.49%) 
were  not  preceded  by  measles.  10.6%  of  the 
2939  measles  cases  developed  pneumonia.  Dun- 
can says  that  "the  two  diseases  occurred  in  dif- 
ferent parts  of  the  camp  at  about  one  and  the 
same  time,  showing  thereby  that  a  common 
factor  present  at  the  same  time  in  different 
parts  of  the  camp  had  to  be  considered."  The 
pneumococcus  as  the  etiological  agent  in  both 
diseases  would  explain  many  of  the  facts 
brought  out. 

From  the  standpoint  of  general  factors  such 
as  annual,  seasonal  and  monthly  incidence 
curves,  it  may  be  said  that  measles  and  pneu- 
monia correspond.    Sporadic  cases  of  each  dis- 
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ease  exist  in  nearly  every  community,  and  each 
may  take  on  epidemic  proportions.  So  far  as 
geographical  distribution  is  concerned,  it  is 
known  that  both  diseases  are  ubiquitous.  In 
civil  life  as  well  as  in  Army  life  pneumonia  is 
now  looked  upon  as  a  highly  communicable  dis- 
ease, for  which  isolation  and  disinfection  are  as 
important  as  in  cases  of  measles. 

Susceptibility  to  both  diseases  and  virulence 
of  the  causal  agents  seem  to  vary  considerably 
from  time  to  time.  Both  diseases  have  as  pre- 
disposing factors — crowding,  poor  ventilation, 
and  the  promiscuous  spread  of  mouth  and  nose 
secretions. 

Both  measles  and  pneumonia  are  transmitted 
chiefly  by  direct  contact,  and  the  infectious 
agent  of  each  has  little  vitality  outside  the  body. 
Through  the  air  zone  of  droplet  infection  due  to 
coughing,  sneezing,  talking,  laughing,  etc.,  both 
diseases  may  be  transmitted  easily. 

Before  proceeding  further  it  may  be  well  to 
compare  the  symptoms  and  signs  of  measles  with 
those  of  serum  sickness,  which  is  an  admitted 
example  of  anaphylaxis.  Following  is  an  out- 
line of  the  symptoms  and  signs  common  to  these 
diseases. 


Chabactemstics 
Incubation  period 
General  malaise 
Fever 
Eruption 


Edema 

Lymph  adenitis 
Albuminuria 
Blood  changes 

Protection 


It  is  noticeable  that  in  serum  sickness  there  is 
little  or  no  evidence  of  the  various  inflammatory 
lesions  in  the  conjunctivae,  nose,  mouth,  and 
throat,  which  are  commonly  found  in  measles. 
This  may  be  interpreted  by  assuming  that  the 
possible  anaphylaxis  of  measles  is  a  natural  one 
following  the  bacterial  infection  in  the  con- 
junctivae, nose,  mouth  and  throat  as  portals  of 
entry,  while  serum  anaphylaxis  is  artificially 
produced  with  its  chief  local  signs  around  the 
injection  site.  On  the  other  hand,  congestion 
of  the  conjunctivae  and  other  membranes  is  fre- 
quently associated  with  serum  disease. 


There  is  nothing  in  the  various  experimental 
results  obtained  by  many  investigators  which  is 
incompatible  with  the  above  explanation  of  the 
nature  of  measles.  The  numerous  instances  in 
which  the  inoculation  of  filtered  or  unfi]tered 
blood,  or  mouth  or  nose  secretions,  from  cases  of 
measles  to  apparently  normal  individuals  (or  to 
monkeys)  have  resulted  in  transmitting  the  dis- 
ease, may  be  explained  by  assuming  the  passive 
transference  of  a  hypersensitive  state  (passive 
anaphylaxis)  through  blood  serum,  or  the  active 
carriage  of  the  micro-organism  from  one  indi- 
vidual to  another  who  has  been  previously  sen- 
sitized. 

About  two  years  ago  I  carried  on  a  brief  in- 
vestigation to  test  my  original  hypothesis  as  to 
the  nature  of  measles.  On  account  of  other 
work,  this  investigation  has  been  more  or  less 
interrupted  until  quite  recently. 

Kealizing  that  the  buccal  mucous  membrane  is 
one  of  the  earliest  points  of  attack  in  measles, 
and  that  the  characteristic  lesions  (Koplik 
spots)  first  appear  on  such  membranes,  it  was 
decided  to  make  a  careful  microscopic  and  cul- 
tural examination  of  these  membranes  in  various 
stages  of  measles.    Twenty-four  sporadic  cases 


Sebum  Sickness 
10  days  (average) 
Present 
Present 

First  around  site  of  injection  and 
then  spreads  over  body.   Has  variable 
appearance.     Often  indistinguishable 
from  measles  rash.   Severe  itching. 
Present 
Present 

Frequently  present  temporarily 
Early  leucocytosis  and  later  leuko- 
penia 

One  attack  protects  for  variable 
period  of  time  (antianaphylaxis) 


occurring  in  the  city  of  Boston  were  studied, 
and  form  the  basis  of  this  preliminary  report. 

Sterile  glass  slides,  swabs,  and  tubes  of  media 
were  used  in  each  examination.  The  patient 
was  placed  in  such  a  position  and  light  that  a 
good  view  of  the  buccal  mucous  membrane  could 
be  obtained.  Using  care  not  to  touch  the  lips, 
tonsils,  or  other  parts  of  the  mouth  except  the 
insides  of  the  cheeks,  sterile  swabs  were  rubbed 
with  considerable  force  over  the  mucous  mem- 
brane. For  each  case  three  different  swabs  were 
used.  The  first  was  inoculated  onto  Loffler's 
blood  serum,  the  second  into  glucose  broth  with 


Table  I. 

Measles 
10  days  (average) 
Present 
Present 

First    in    mouth     (Koplik  spots). 
Spreads  to  skin  of  face  and  then 
over  entire  body.    Has  a  variable  ap- 
pearance.   Severe  itching. 
Present 
Present 

Frequently  present  temporarily 
Early  leucocytosis  and  later  leuko- 
penia 

One  attack  protects  for  variable 
period  of  time 
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a  reaction  of  0.3  to  0.5  acid  to  phenolphthalein, 
and  the  third  was  smeared  over  a  sterile  glass 
slide  which  was  then  fixed  by  heat.  The  cul- 
tures were  incubated  in  an  inside  vest  pocket 
until  they  could  be  placed  in  a  laboratory  in- 
cubator (usually  within  one-half  hour).  At  the 
end  of  24  hours,  subcultures  were  made  in  va- 
rious media,  especially  tall  tubes  of  glucose 
agar  (previously  boiled  to  expel  the  air)  and 
into  tubes  of  ascitic  fluid — kidney  media  with  a 
layer  of  paraffin  oil  for  the  purpose  of  deter- 
mining possible  anaerobic  organisms.  Smears 
were  stained  by  Gram's  method  and  counter- 
stained  with  safranin.  No  attempt  was  made  to 
differentiate  between  types  of  .pneumococeus. 

As  a  result  of  these  preliminary  tests,  it  was 
found  that  all  cultures  showed  the  presence  of 
pneumococci.  Pneumococeus  was  grown  in  pure 
culture  from  fifteen.  From  the  remaining  nine 
cases  pneumococci  mixed  with  other  pathogenic 
organisms  such  as  staphylococci,  streptococci, 
and  mic.  catarrhalis  were  cultivated.  In  the 
smears  various  mouth  organisms  were  found, 
but  in  most  cases  the  pneumococeus  prevailed 
in  largest  numbers,  especially  within  the  phago- 
cytic cells. 

The  predominance  of  the  pneumococeus  in 
many  of  the  smears  and  cultures  examined  is 
certainly  suggestive,  and  the  additional  finding 
of  several  pure  cultures  of  pneumococeus  adds 
strength  to  the  opinion  that  the  measles  stoma- 
titis in  these  cases  was  due  chiefly  to  this  or- 
ganism. The  fact  that  pneumococci  may  fre- 
quently be  found  in  the  mouths  and  saliva  of 
apparently  normal  individuals  prevents  any 
positive  deduction  in  this  regard. 

Of  more  importance  than  the  prevalence  of 
pneumococci  in  cultures  from  the  buccal  mucous 
membrane,  is  the  finding  in  the  smears  exam- 
ined of  a  very  definite  epithelial  (endothelial) 
phagocytosis  of  pneumococci.  If  we  are  to  give 
credence  to  our  theories  of  positive  chemotaxis, 
and  believe  that  phagocytosis  is  an  active  de- 
fense of  the  body  cells  against  attacks  of  bac- 
teria, etc.,  we  must  assume  that  in  the  above 
instances  the  pneumococci  were  the  invading 
hosts  and  that  they  were  present  in  more  than 
an  incidental  way.  In  these  cases  the  evidence 
points  to  an  active  invasion  of  buccal  mucous 
membranes  by  pneumococci,  and  an  equally 
active  defense  on  the  part  of  the  tissue  cells 
against  pneumococci. 

In  addition  to  verifying  the  above  ideas  and 
findings  the  writer  is  undertaking  experiments 


to  determine  the  possibility  of  using  simple  ana- 
phylactic skin  tests  for  the  diagnosis  of  measles 
and  scarlet  fever. 

The  value  of  prophylactic  streptococcus  vac- 
cines for  the  prevention  of  scarlet  fever  has 
been  demonstrated  by  Grabritschewsky5  and 
other  Russian  workers,  as  well  as  by  Watters.6 
Along  this  same  line,  experiments  are  being  at- 
tempted by  the  writer  to  determine  the  value  of 
prophylactic  injections  of  pneumococeus  vac- 
cine to  prevent  measles.  In  this  connection, 
however,  it  must  be  kept  constantly  in  mind 
that  the  process  of  desensitization,  or  of  bring- 
ing about  an  anti-anaphylactic  state,  may  in 
some  cases  first  result  in  an  actual  anaphylactic 
condition  with  serious  symptoms.  In  from  ten 
to  fifteen  per  cent,  of  persons  who  have  been 
given  the  prophylactic  streptococcus  vaccine,  a 
scarlatiniform  eruption  appears  at  the  site  of 
injection  and  often  extends  over  the  entire 
body.  This  may  be  associated  with  fever  and  all 
other  symptoms  of  scarlet  fever.  Unless  these 
are  all  coincidental  cases  of  scarlet  fever  (an 
unwarranted  assumption),  it  must  be  admitted 
that  true  scarlet  fever  in  man  may  be  thus  arti- 
ficially produced  in  a  hypersusceptible  individ- 
ual, and  it  constitutes  one  of  the  strongest  argu- 
ments for  the  theory  that  scarlet  fever  is  the 
result  of  a  streptococcic  anaphylaxis. 

It  would  seem  advisable  to  use  pneumococeus 
vaccines  in  the  prevention  of  pneumococcic  in- 
fections, and  anaphylaxis,  in  both  the  Army  and 
civil  life.  Military  authorities  are  beginning  to 
agree  that  vaccination  with  pneumococeus  prob- 
ably offers  a  better  means  of  preventing  the 
spread  of  pneumonia  than  does  isolation  of 
cases.  It  will  most  certainly  be  interesting  to 
determine  whether  or  not  measles,  also,  may  be 
decreased  in  its  incidence  in  Army  camps,  fol- 
lowing judicious  prophylactic  injections  of 
pneumococeus  vaccines. 

That  measles  is  nothing  more  than  the  mani- 
festation of  a  pneumococcic  anaphylaxis  is 
worthy  of  consideration,  as  is  also  the  sugges- 
tion that  scarlet  fever  is  dependent  on  a  strep- 
tococcic anaphylaxis. 
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The    Pathology    of    Nephritis.    By  William 
Ophuls,  California,  Stanford  University. 

This  monograph  on  the  pathology  of  nephritis 
is  illustrated  by  32  consecutive  cases  and  consists, 
primarily,  of  reports  of  these  cases,  pathologi- 
cally grouped  and  discussed.  Nephritis  is  classi- 
fied on  this  basis  into  acute,  subacute,  subacute 
and  chronic  in  children,  and  chronic.  Only  the 
glomerular  form  of  the  disease  is  considered. 
The  author  believes  it  due  always  to  a  bacterial 
infection,  most  commonly  with  members  of  the 
streptococcus  family.  The  continuance  of  the 
disease  is  often  due  to  a  focal  infection  else- 
where. Edema,  hypertension,  and  arterial  sten- 
osis are  to  be  regarded  as  associated  incidents  or 
manifestations,  due  to  the  fortuitous  action 
upon  other  tissues  of  the  same  cause,  which  in- 
jures the  kidneys.  The  work  is  illustrated  with 
64  microscopic  plates,  and  is  a  useful  contribu- 
tion to  the  pathology  of  nephritis. 

The  Practical  Medicine  Series.  Comprising  Ten 
Volumes  on  the  Year's  Progress  in  Medicine 
and  Surgery.  Under  the  general  editorial 
charge  of  Charles  L.  Mix,  A.M.,  M.D.,  Pro- 
fessor of  Physical  Diagnosis  in  the  Northwest- 
ern University  Medical  School.  Volume  II, 
General  Surgery.  Edited  by  John  B.  Mur- 
phy, A.M.,  M.D.,  LL.D.,  F.  R.  C  S.  England 
(Hon.),  F.  A.  C.  S.,  Professor  of  Surgery  in 
the  Northwestern  University;  Attending  Sur- 
geon and  Chief  of  Staff  of  Mercy  Hospital, 
and  Columbus  Hospital;  Consulting  Surgeon 
to  Cook  County  Hospital  and  Alexian  Broth- 
ers Hospital,  Chicago.  Series  1916.  Chicago: 
The  Year  Book  Publishers. 

This  small  (five  by  six)  familiar  volume  is 
of  course  the  final  one  edited  by  Dr.  John  B. 
Murphy.  This  fact  alone  increases  the  reader's" 
interest  and  awakens  recollections  of  the  dead 
editor.  Dr.  Murphy  has  written  a  brief  intro- 
duction of  four  pages:  this  corresponds  to  the 
conclusions  which  sometimes  are,  and  always 
should  be,  placed  at  the  end  of  a  surgical  mono- 
graph. In  this  volume  they  come  at  the  begin- 
ning, and  offer  an  excellent  bird's  eye  view  of 
'  the  most  important  contributions  to  surgery  dur- 
ing the  previous  year :  a  summary  of  progress,  in 
fact. 

It  is  quite  impossible  to  review  in  detail  this 
solid  little  book  of  600  pages.    It  seems  very 


complete,  admirably  condensed  and  satisfactorily 
illustrated.  Accurate  references  to  original  pa- 
pers are  given  under  the  head  of  each  author 
who  is  quoted.  The  editor's  comments,  always 
brief  and  unequivocal,  are  enclosed  in  paren- 
theses. 

The  book  is  an  extremely  satisfactory  sum- 
mary of  recent  surgical  work.  It  is  recom- 
mended to  all  surgeons,  without  reserve. 

Universal  Military  Education.  By  Lucien 
Howe,  Fellow  of  the  Royal  Society  of  Med- 
icine; Member  of  the  Royal  College  of  Sur- 
geons. New  York  and  London:  The  Knick- 
erbocker Press. 

This  volume  is  a  sequel  to  the  author's  "Brief 
for  Military  Education  in  Schools  and  Colleges," 
published  last  year.  Its  advocacy  of  universal 
military  training  is  chiefly  of  interest  from  the 
medical  standpoint,  on  account  of  its  relation  to 
physical  education.  The  author  advocates  the 
adoption  of  the  Swiss  system,  or  some  modifica- 
tion thereof,  in  the  United  States,  and  this  mono- 
graph is  an  exposition  of  his  reasons  and  argu- 
ments. Whatever  the  personal  attitude  of  phy- 
sicians on  this  subject,  this  book  is  commended 
to  their  reading,  for  the  pertinence  of  its  obser- 
vations and  comments. 


Aids  to  Bacteriology.  By  C.  G.  Moor,  M.A. 
(Cantab.)  F.I.C.,  and  William  Partridge, 
F.I.C.  Third  Edition.  New  York:  William 
Wood  &  Co. 

The  previous  editions  of  this  volume  on  bac- 
teriolog3r  in  the  "Student's  Aids  Series"  have 
been  reviewed  in  the  Journal.  This  third  edi- 
tion, though  it  chronicles  no  notable  discovery, 
represents  a  considerable  extension  and  consol- 
idation of  previous  knowledge  on  this  subject. 
The  conditions  of  military  surgery  in  the  Euro- 
pean War  have  emphasized  the  important  patho- 
genic possibilities  of  many  anaerobic  organisms. 
Meningitis  as  a  disease  of  encamped  troops  har 
increased  in  importance,  and  the  authors  have 
extended  their  articles  upon  it  and  added  an  ap- 
pendix. In  another  chapter  is  collected  a  sum- 
mary of  what  is  known  about  the  filterable  vir- 
uses, anaphylaxis  and  the  preparation  of  vaccine. 
In  discussing  the  anaerobic  organisms  men- 
tioned, particular  emphasis  is  given  to  the  rela 
tive  values  of  various  antiseptics  in  sterilizing 
contaminated  wounds.  A  few  terminal  chapters 
are  devoted  to  the  bacteriology  of  sewage,  shell 
fish,  meat,  soil,  air,  milk  and  water,  and  to  the 
more  peaceful  relations  of  bacteriology  to  agri- 
cultural methods  in  soil  sterilizations,  and  in 
nitrogen  fixation.  The  volume  should  continue 
its  useful  position  in  the  series  of  manuals  to 
which  it  belongs. 
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INFECTIVE  JAUNDICE  AND  "WEIL'S 
DISEASE. 

A  careful  gathering  together  of  the  various 
articles  contributed  by  medical  officers  on  toxic 
and  infective  jaundice  and  Weil's  disease  gives 
a  very  interesting  study  of  the  points  of  especial 
importance,  and  adds  appreciably  to  our  know- 
ledge of  the  pathology  of  the  liver.  Of  the  three 
types,  toxic  jaundice,  which  has  become  familiar 
among  munition  workers,  may  be  put  aside  for 
the  moment.  As  for  infective  or  spirochetal 
jaundice,  there  is  an  increasing  tendency  to  dif- 
ferentiate it  from  "Weil's  disease.  In  some  of  the 
earlier  reports,  notably  that  by  Stokes,  Ryle  and 
Tytler,  which  appeared  in  the  Lancet,  January 
27,  1917,  infective  jaundice  is  regarded,  both 
historically  and  clinically,  as  virtually  the  same 
disease  as  that  described  by  Weil.  Yet-  there 
seems  to  be  a  strong  probability  that  the  two 
diseases  have  clearly  defined  differences.  On 
this  point  it  is  noteworthy  that  Weil  himself  has 
recently  expressed  a  strong  opinion  (Deutsche 


med.  Wechenschrift,  1916).  He  states  that  the 
cases  observed  by  many  writers  are  distinct  from 
those  which  he  has  described. 

Further  information  has  only  confirmed  what 
he  says  as  to  the  causes  and  symptoms  of  infec- 
tive jaundice.  On  the  Italian  front,  for  example, 
Sampietro  (Annali  d'igiene,  1917)  observed 
many  cases  which  differed  from  Weil's  disease 
in  being  relatively  benign,  in  the  absence  of 
fever  and  albuminuria.  Physicians,  who  before 
the  war  have  seen  cases  of  Weil's  disease,  will 
readily  admit  it  is  a  serious  form  of  icterus, 
with  enlargement  of  the  spleen  and  nephritis, 
or,  as  some  writers  like  to  add,  with  evidences  of 
systemic  infection.  It  rarely  exists  in  an  epi- 
demic form,  though  many  cases  have  occurred 
at  one  time  in  summer,  in  troops  after  swim- 
ming exercises  and  after  eating  fatty  foods. 
According  to  Baumler  (Muenchener  med.  Woch- 
enschrift,  October  17,  1916)  icterus  is  nearly  al- 
ways present  as  w^ell  as  splenic  enlargement, 
fever  and  nephritis.  It  has  been  known  for 
some  time  that  Weil's  disease  is  peculiarly  an 
affair  of  hot  weather,  youth,  the  male  sex,  food 
and  swimming,  all  of  which,  according  to  Hecker 
and  Otto  (Deutsches  Archiv  fur  Iclin.  Med., 
1892.  p.  232)  suggest  an  infection  through  the 
mucous  membrane  of  the  nose  and  throat  and 
the  alimentary  tract. 

So  far  as  the  German  authors  believe.  Weil's 
disease  is  not  caused  by  the  Spirochaeta  ictero- 
hemorrhagica  of  Ita  and  Inada,  nor  by  the 
spirocheta  of  Hiibener  and  Reiter  (Berliner  hUn. 
Wochenschrift,  1916.  p.  131).  In  fact,  there  is 
no  evidence  which  seems  to  fit  in  with  the  theory 
that  the  infective  agent  of  Weil's  disease  is  a 
visible  organism.  This  point  is  very  clearly 
brought  out  in  the  most  recent  work  on  the  dif- 
ferentiation of  the  two  forms  of  jaundice.  In 
the  January  issue  of  the  Journal  of  the  Royal 
Ann)/  Medical  Corps,  Colonel  Martin.  F.R.S., 
states  that  the  distinction  may  be  thus  expressed  : 
"In  the  spirochetal  disease,  in  addition  to  hepati- 
tis and  jaundice,  hemorrhages  and  an  acute 
nephritis  occur.  It  has  a  mortality  of  twenty  to 
thirty  per  cent,  and  is  apparently  dependent 
upon  man's  association  with  rats  for  its  propa- 
gation. The  Gallipoli  disease  was  much  milder, 
was  apparently  more  infectious,  and  there  was 
no  reason  to  suppose  that  rats  contributed  to  its 
dissemination.  Nevertheless  striking  analogies 
occur."  In  the  cases  of  this  jaundice.  Colonel 
Martin  adds,  no  blood  parasites  were  found  in 
films. 
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Another  very  uncertain  factor  in  spirochetal 
disease  appears  to  be  the  jaundice.  On  this  point 
the  best  opinion  is  divided.  According  to  Schott 
(Muenchener  med.  Wochenschrift,  October  24, 
1916)  it  occurs  in  nearly  all  cases.  Martin  and 
Pettit,  on  the  other  hand,  observed  it  in  only 
fifty  per  cent,  of  the  cases  in  the  French  camps 
(Bulletin  de  V  Academic  de  Medecin,  October 
10th,  1916).  The  British,  French  and  Italian 
authors  generally  agree  with  this  opinion.  It 
has  been  suggested,  however,  by  Monti  (Bolle- 
tino  della  Societa  medico-chirurgica  di  Pavia,  No. 
4,  1916)  that  icterus  may  be  a  misleading  symp- 
tom, as  it  may  indicate  the  co-existence  of  catar- 
rhal jaundice  and  the  jaundice  of  paratyphoid 
infection.  Hence  some  British  writers  believe 
that  the  term  "icteric"  is  something  of  a  mis- 
nomer, the  two  characteristic  features  being  the 
hemorrhages  and  the  spirochetosis.  The  dis- 
tinction certainly  has  the  merit  of  clearness. 

Most  authors  accept  the  spirocheta  described 
by  the  Japanese  biologists  Ita  and  Inada  (Jour- 
nal of  Tropical  Medicine,  January,  1917)  as  the 
causal  organism.  The  evidence  is  sufficiently 
strong,  but  some  authors  have  failed  to  find  it 
in  their  cases.  Looking  at  this  organism  in  its 
bearing  on  the  different  symptoms  of  the  dis- 
eases, we  may  inquire  how  far  other  spiro- 
chetae  may  affect  the  question.  Infective  jaun- 
dice has  several  elements  of  uncertainty ;  in  some 
cases  the  Spirocheta  pallida  has  been  found,  and 
in  still  others  a  spirocheta  isolated  by  Uhlenhuth 
and  Fromme  was  the  alleged  cause.  There  seems 
in  the  present  state  of  our  knowledge  no  proof 
that  there  is  a  single  organism  at  work.  The 
appearance  of  the  spirocheta  of  Ita  and  Inada  is 
by  no  means  invariable.  It  has  been  found  in 
the  kidneys  of  field  rats,  but  not  always  (Nicolle 
and  Blanc,  Societe  de  biologie,  No.  9,  1917). 
Further  researches  seem  to  be  necessary  in  this 
direction,  as  well  as  in  the  study  of  the  specific 
immune  bodies. 

In  saying  this  we  are  far  from  suggesting  that 
Monti  is  right  in  his  argument  that  infective 
jaundice  is  not  an  entity.  The  belief  in  a  specific 
organism  has  amply  justified  itself  by  the  facts 
of  the  case — the  long  period  of  incubation  of 
three  weeks,  like  syphilis,  the  sudden  onset,  the 
petechial  hemorrhages,  the  lysis,  and  relative 
mildness  of  the  disease.  But  it  would  be  inter- 
esting to  account  for  the  cases  of  icterus  gravis, 
acute  yellow  atrophy,  and  meningitis  which  have 
been  noted  as  complications. 


INCIPIENT  AND  ADVANCED  TUBERCU- 
LOSIS. 

It  is  no  longer  consonant  with  the  advanced 
conception  of  the  nature  of  pulmonary  tubercu- 
losis to  differentiate  incipient  and  advanced  tu- 
berculosis, nor  to  separate  the  disease  off  into 
stages  for  any  purpose  except  in  the  most  rela- 
tive sense.  This  classification  gives  the  patient  a 
sense  of  security  not  warranted  by  the  circum- 
stances, or  too  gloomy  a  one,  as  the  case  may  be. 
Neither  in  this  disease  nor,  indeed,  in  any  other 
is  the  line  of  demarcation  between  pathologic 
developments  sharp  enough  for  such  deter- 
minations. In  tuberculosis,  particularly,  is  the 
time  of  the  inception  of  the  disease  especially 
hard  to  discover,  because  so  many  recover  from 
the  infection  before  a  diagnosis  can  be  made. 
The  discovery  of  the  first  palpable  signs  or 
symptoms  of  this  disease  may  be  long  removed 
from  the  actual  commencement  of  infection. 
Often  the  discovery  of  the  pulmonary  lesion  is 
synchronous  with  the  invasion  of  the  general  or- 
ganism, that  is,  with  the  time  when  the  ravages 
of  the  disease  manifest  themselves  in  disturb- 
ances of  all  the  organs.  To  classify  the  progress 
of  the  disease  in  accordance  with  the  amount  of 
pulmonary  involvement  would  be  to  ignore  those 
eases  with  little  or  no  physical  signs  because  too 
deep  in  the  tissues  or  not  sufficiently  circum- 
scribed to  manifest  themselves  to  the  senses,  but 
where  symptoms,  and  even  sputum,  may  be  posi- 
tive. General  miliary  tuberculosis  may  have 
origin  in  a  focus  of  infection  not  patent  to  the 
senses  of  an  examiner.  The  size  of  an  area  of 
involvement  is  seldom  an  indication  of  the  dura- 
tion or  of  the  severity  of  an  infection.  In  sus- 
ceptible individuals  with  little  resisting  power, 
any  lesion  denotes  an  advanced  stage,  no  matter 
how  recent  the  origin,  if  that  could  be  deter- 
mined. On  the  other  hand,  in  resistant  individ- 
uals, even  a  very  large  area  may  denote  a  very 
tractable  condition,  for  the  active  part  of  the 
lesion  may  be  a  very  small  part  of  the  whole,  the 
rest  being  healed  and  scarred  tissue.  These 
large  areas  may  have  less  systemic  symptoms 
than  very  small  but  active  lesions.  Even  in  the 
matter  of  prognosis,  a  small  lesion  with  systemic 
symptoms  may  be  of  graver  import  and  actually 
more  advanced  than  a  very  large  lesion  without 
symptoms.  "Within  reasonable  limits,  the  deter- 
mination of  the  progress  of  the  disease,  as  well 
as  the  outlook  in  pulmonary  tuberculosis,  is  de- 
pendent   largely   upon   the    systemic  symp- 
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toms  rather  than  on  physical  signs.  In  all  like- 
lihood, subjects  in  whom  the  systemic  manifes- 
tations are  severe  are  the  ones  in  whom  the  out- 
look is  uncertain;  and  cases  of  so-called  far- 
advanced  tuberculosis  that,  nevertheless,  come  to 
cure  are  all  the  time  really  incipient  in  that 
healing  and  spread  go  on  hand  in  hand, 
while  at  no  time  is  the  active  disease  area  very 
profound,  although  much  tissue  had  actually 
been  involved.  In  fact,  the  disease  is  practically 
a  local  infection  so  far  as  the  general  organism 
is  concerned.  The  organism  can  compensate  for 
the  destruction  of  a  great  deal  of  lung  tissue 
without  perceptible  reduction  of  the  air  space. 

The  tendency  to  view  tuberculosis  with  more 
gravity  than  heretofore,  especially  with  respect 
to  military  service,  has  been  enhanced  by  ob- 
servation of  the  behavior  of  known  tubercular 
cases  in  military  life.  There  is  little  doubt  that 
those  cases  of  tuberculosis  that  were  able  to 
weather  severe  campaigns  were  cases  in  which 
the  disease  had  practically  always  been  local,  no 
matter  how  large  the  area  of  involvement.  In 
tuberculosis,  if  there  is  a  line  of  demarcation  "be- 
tween incipient  and  advanced  involvement,  the 
line  hinges  on  the  question  of  systemic  partici- 
pation in  the  disease.  The  terms  "incipient" 
and  "advanced,"  while  in  one  sense  unjustified, 
if  they  must  be  used,  should  be  employed  with 
these  facts  in  mind,  and  as  especially  indicative 
of  the  effect  of  the  disease  upon  the  organism  as 
a  whole  rather  than  upon  the  pulmonary  tissues 
alone. 


THE    SERUM    TREATMENT    OF  PNEU- 
MONIA. 

In  discussing  the  reasons  for  the  lack  of 
marked  success  with  the  serum  treatment  of 
pneumonia,  and  perhaps  even  to  a  greater  de- 
gree with  the  pneumococcus  vaccine,  it  must  be 
remembered  that,  while  pneumonia  is  caused  by 
the  pneumococcus,  there  are  many  strains  of 
this  coccus  which,  although  they  are  identical 
morphologically,  are  quite  dissimilar  in  their 
behavior  biologically.  Any  hope  of  success  with 
serum  or  vaccine  treatment  must  come  from  the 
employment  of  a  serum  from  the  actual  type  of 
the  pneumococcus  that  causes  the  particular  dis- 
ease to  be  treated.  Bacteriologists  have  suc- 
ceeded in  isolating  four  of  the  most  numerous 


types,  and  they  are  designated  as  Types  I,  II, 
III,  and  IV.  Types  I  and  II  are  the  most  com- 
mon. It  is  found  in  animal  experimentation 
that  serum  produced  with  one  type  will  not  im- 
munize against  another  type  of  pneumococcus, 
nor  will  immunity  gained  with  one  type  protect 
against  infection  with  another.  This  is,  of 
course,  true  with  the  active  treatment  of  pneu- 
monia with  the  serum.  For  some  reason,  there  has 
been  even  less  success  with  vaccine  prophylaxis 
and  vaccine  treatment  in  this  disease,  although 
some  success  has  been  reported  with  the  prophy- 
lactic treatment.  The  prophylactic  vaccine  dos- 
age is  given  of  600  million  dead  cocci  at  seven- 
day  intervals  for  three  injections,  given  under 
the  skin.  For  the  treatment  of  active  cases,  the 
introduction  of  so  many  bacteria  into  an  organ 
ism  already  overcome  with  them  rather  lowers 
the  resistance  than  increases  it.  In  all  likeli- 
hood, this  can  be  explained  on  the  ground  that 
the  negative  phase  induced  immediately  on  the 
introduction  of  the  killed  cocci  is  too  profound, 
and  is  not  followed  by  the  positive  phase  so  nec- 
essary for  successful  vaccination  therapy. 

But  any  success  gained  through  the  serum 
treatment  of  pneumonia  has  been  almost  en- 
tirely with  the  use  of  sera  produced  from 
Type  I  organism,  and  because  this  type  com- 
prises the  greatest  number  of  infections,  it  is 
advised  to  use  serum  from  this  type  where  the 
exact  type  cannot  be  determined.  The  manu- 
facture of  other  types  of  serum  is  being  dis- 
continued for  stock  use  because  of  their  slight 
application.  The  use  of  polyvalent  immune 
horse  serum  made  from  the  many  types  of  the 
pneumococcus  has  proved  to  be  almost  valueless, 
because  the  benefits  that  arise  with  serum  treat- 
ment seem  to  depend  wholly  upon  the  employ- 
ment of  the  specific  serum  indicated  in  the  par- 
ticular case.  Either  the  exact  type  of  coccus 
must  be  determined  in  the  laboratory,  or  a 
chance  must  be  taken  with  Type  I  serum.  Even 
though  disease  caused  by  other  types  of  cocci  is 
not  benefited  by  Type  I,  it  is  perhaps  advisable 
that  all  cases  on  admission  be  given  Type  I 
serum  until  the  exact  type  is  determined.  It  is 
not  at  all  unlikely  that  most  of  the  failures  with 
the  use  of  immune  sera  come  from  using  serum 
made  from  a  strain  not  causing  the  particular 
infection. 

Moreover,  with  this  lack  of  marked  success 
with  the  use  of  serum  must  be  remembered  the 
usual  dangers  of  serum  treatments — that  is,  the 
danger  of  serious  protein  sensitization  when  so 
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much  foreign  protein  is  introduced  into  the 
body.  However,  even  this  danger  may  be  some- 
what anticipated  by  the  intradermal  skin  test 
for  serum  sensitiveness — serum  sickness.  The 
raising  of  a  wheal  on  the  site  of  the  injection  is 
an  indication  of  this  anaphylactic  sensitiveness 
to  the  injection  of  foreign  protein.  The  serum 
dosage  is  rather  large.  About  100  cc.  are  given 
intravenously  every  eight  hours  for  three  or 
four  doses  until  there  is  a  decided  drop  in  tem- 
perature. At  best,  the  serum  treatment  is  ap- 
plicable only  to  a  limited  number  of  cases, — . 
where  the  exact  type  of  organism  causing  the  in- 
fection can  be  determined,  and  where  there  is  no 
great  anaphylactic  objection  to  the  introduc- 
tion of  foreign  protein. 


DEFINITION  OF  INFECTIVE  STAGE  OF 
VENEREAL  DISEASE. 

Many  requests  are  being  received  by  the  State 
Department  of  Health  for  an  authoritative  defi- 
nition as  to  what  is  intended  by  the  term  "in- 
fective stage"  of  venereal  disease,  as  used  by 
this  Department  in  the  circular  making  these 
diseases  reportable. 

The  term  "no  longer  in  an  infective  stage"  is 
by  no  means  a  synonym  of  ' '  cured. ' '  The  syph- 
ilis patient  who,  for  example,  has  had  a  few 
doses  of  arsphenamine  may  no  longer  be  in  an 
actively  infectious  state  so  far  as  the  general 
public  is  concerned,  yet  he  would  be  far  from 
being  cured.  In  order  to  give  the  practitioner 
something  definite  to  go  on,  the  following  official 
interpretation  of  the  term  "infective  stage"  is 
offered  for  the  purposes  of  reporting. 

Syphilis — A  patient  suffering  from  syphilis 
shall  be  considered  to  be  in  an  infective  stage 
so  long  as  he  shows  any  symptom  or  lesion  of 
primary  or  secondary  syphilis,  or  any  discharg- 
ing lesion,  of  the  tertiary  stage. 

Gonorrhea — A  patient  suffering  from  gonor- 
rhea shall  be  considered  to  be  in  an  infective 
stage  until  two  negative  laboratory  tests  have 
been  obtained  from  specimens  taken  at  least  a 
week  apart. 


GRAVE   OF  A   FAMOUS   BRITISH  SUR- 
GEON. 

The  Lancet  has  recently  published  the  follow- 
ing photograph  of  the  grave  of  Sir  Victor  Hors- 
ley  at  Amara,  Mesopotamia,  where  the  distin- 
guished British  surgeon  died  in  service,  July 
16,  1916.  The  grave  is  in  the  British  Cemetery, 
on  the  fringe  of  a  palm  grove,  the  mound,  con- 
sisting of  earth,  baked  and  cracked  by  the  sun. 
The  picture  was  taken  by  a  Sergeant  of  the 
Royal  Army  Medical  Corps,  attached  to  an  In- 
dian General  Hospital. 


MEDICAL  NOTES. 

Smallpox  in  New  York  City. — During  the 
year  1917,  there  were  fourteen  cases  of  small- 
pox in  the  City  of  New  York,  eleven  of  them 
contracted  out  of  town.  One  came  from  the 
South,  eight  from  the  West,  one  from  Connecti- 
cut and  one  from  up-state.  Of  the  remaining 
three  cases,  one  was  closely  associated  with  one 
of  the  preceding.  The  other  two  were  in  mother 
and  son,-  and  in  these  no  definite  connection  with 
an  earlier  case  of  smallpox  could  be  discovered. 
Six  of  the  fourteen  patients  were  Negroes. 

During  the  past  two  months  (January  and 
February)  five  cases  of  smallpox  have  occurred 
in  the  City  of  New  York.  Two  of  these  con- 
tracted the  disease  outside  of  New  York  City, 
one  in  Bristol,  Pa.,  the  other  probably  in  New- 
ark, N.  J.    A  third  case  was  traced  to  infection 
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by  exposure  to  an  earlier  ease.  Four  of  the  five 
cases  were  in  Negroes. 

While  the  total  number  of  cases  occurring  in 
the  city  in  the  past  few  months  is  a  little  higher 
than  usual,  they  need  cause  no  uneasiness  on 
the  part  of  the  public.  Their  occurrence  calls 
attention  to  the  fact  that  New  York,  as  a  center 
of  industry,  attracts  large  numbers  of  persons, 
some  of  whom  bring  infectious  diseases  into  the 
city  from  distant  points.  These  cases  also  show 
that  the  protection  conferred  by  vaccination  in 
childhood  is  of  value  for  only  a  limited  period. 
It  should  also  be  pointed  out  that  a  number  of 
the  smallpox  cases  which  come  in  from  outside 
sources  or  which  develop  in  the  city,  travel 
about  freely  during  the  initial  period  of  the 
disease,  riding  in  public  conveyances  and  other- 
wise coming  in  contact  with  large  numbers  of 
people. 

Medical  Aspects  op  the  Tobacco  Habit. — 
In  a  paper  read  before  the  Association  of  Health 
Officers  of  Nova  Scotia,  (published  in  The 
Quarterly  Bulletin  of  the  Department  of  Public 
Health  of  Nova  Scotia.  Halifax,  N.  S.,  January, 
1918)  D.  Fraser  Harris,  Professor  of  Physiology 
in  Dalhousie  University,  gives  an  excellent  re- 
sume of  the  medical  aspects  of  the  tobacco  habit. 
We  believe  that  the  following  conclusions,  pre- 
sented by  Professor  Harris,  will  be  approved  by 
many  physicians. 

1.  The  substances  in  tobacco  smoke 
which  are  injurious  are  probably  oxidation 
products  of  nicotine  and  other  alkaloids. 

2.  The  smoking  of  tobacco  is  the  more 
injurious  the  younger  the  person,  hence 
young  recruits  suffer  more  readily  from 
"tobacco  heart"  than  older  men. 

3.  The  chewing  of  tobacco  is  much  more 
injurious  than  the  smoking  of  it,  and  ought 
to  be  discouraged. 

4.  Since  what  is  injurious  in  tobacco 
smoke  is  absorbed  more  readily  by  inhaling 
than  by  smoking  without  inhaling,  inhaling 
ought  to  be  discouraged. 

5.  There  is  a  marked  idiosyncrasy  to- 
wards tobacco  in  respect  of  the  substances 
which  raise  the  blood-pressure,  cause  irregu- 
larity of  the  heart  and  give  rise  to  gastric 
acidity. 

6.  Those  who  have  this  idiosyncrasy 
ought  not  to  use  tobacco  at  all. 

7.  Those  who  do  not  have  this  idiosyn- 
crasy may  use  tobacco  in  moderation  with 
impunity. 

Typhus  in  Ireland. — The  Lancet  quotes  from 
the  annual  report  of  the  Local  Government 


Board  for  Ireland,  just  issued,  which  states  that 
the  eases  of  typhus  notified  during  the  year  end- 
ed March  31st,  1917,  numbered  110,  or  practi- 
cally the  same  as  the  previous  year,  when  the 
number  was  112. 

"These  figures,  however,  do  not  fully  disclose 
the  incidence  of  the  disease,  because,  as  the  re- 
port adds,  notification  has  not  been  universally 
adopted  in  Ireland,  and,  further,  because  the  in- 
itial cases  in  outbreaks  of  typhus  are  liable  to 
escape  recognition.  In  urban  districts  the  dis- 
ease was  prevalent  in  Belfast,  where  46  cases 
were  notified;  unfortunately  the  source  from 
which  the  infection  was  conveyed  was  not  ascer- 
tained. Twelve  cases  were  reported  as  having 
occurred  in  Dublin,  where  the  outbreak  was  at- 
tributed to  overcrowding  and  insanitary  condi- 
tions. In  rural  districts  the  largest  outbreak 
(25  cases)  occurred  in  Oughterard  rural  dis- 
trict, and  this  was  also  attributed  to  the  same 
factors  as  in  Dublin.  Smaller  outbreaks  oc- 
curred in  Tuam,  Killadysert,  and  Enniscorthy 
rural  districts.  The  steps  taken  to  prevent  the 
spread  of  the  disease  seem,  in  general,  to  have 
been  more  effective  than  the  administrative  ac- 
tion in  regard  to  the  grossly  insanitary  condi- 
tions and  domestic  overcrowding  which  admit- 
tedly were  associated  with  its  appearance." 

WAR  NOTES. 

Petrograd  Decimated  by  Disease. — It  is  re- 
ported that  the  population  of  Petrograd  is  be- 
ing decimated  by  an  outbreak  of  disease.  The 
epidemic  is  attributed  to  extreme  shortage  of 
food  and  to  all  kinds  of  insanitary  conditions. 
Various  forms  of  typhus,  as  well  as  smallpox, 
are  prevalent. 

Moreover,  extremely  unsanitary  conditions 
now  prevail  in  the  city,  while  all  the  organiza- 
tions concerned  with  public  health  have  either 
been  abolished  or  have  virtually  ceased  opera- 
tions, owing  to  the  revolution.  There  is  no  sani- 
tary commission,  there  are  no  medical  special- 
ists, and  there  is  no  registration  of  diseases.  Very 
few  doctors  are  in  practice  and  some  of  these 
threaten  to  go  to  Germany  if  the  ignorant  Rus- 
sian proletariat  doing  menial  work  in  the  hos- 
pitals are  permitted  to  continue  to  dictate  to 
medical  officers  and  trained  nurses. 

Measles  in  Army  Camps. — Measles  epidemics 
are  subsiding  in  both  National  Guard  and  Na- 
tional Army  divisions,  but  pneumonia  persists, 
according  to  the  detailed  health  report  for  the 
week  ending  January  4,  as  made  public  by  the 
Army  Medical  Corps.  The  tables  show  109 
deaths  during  the  week  in  the  National  Guard, 
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80  due  to  pneumonia;  and  167  in  the  National 
Army,  110  being  due  to  pneumonia.  The  death 
totals  for  the  previous  week  were  108  for  the 
National  Guard  and  98  for  the  National  Army. 

Deaths  in  U.  S.  Army  for  Week  of  March 
8. — Deaths  among  the  troops  in  the  United 
States  regular  army,  National  Guard  and  Na- 
tional Army,  totalled  156  during  the  week  end- 
ing March  8,  an  increase  of  3  over  the  preceding 
week.  Seventy-one  of  the  deaths  were  from 
pneumonia. 

The  regular  army  had  the  highest  total  of 
deaths  with  60,  the  National  Army  had  54,  and 
the  National  Guard  42.  The  detailed  report  of 
the  division  of  field  sanitation,  made  public  re- 
cently, says  that  the  health  of  the  troops  con- 
tinues satisfactory. 

War  Belief  Funds. — On  March  19,  the  totals 
of  the  principal  New  England  War  Relief  Funds 
reached  the  following  amounts : 


Halifax  Fund   $697,979.32 

Belgian  Fund    665,521.90 

French  Wounded  Fund   330,379.85 

Syrian-Armenian  Fund   293,404.78 

Italian  Fund    152,668.40 

French  Orphanage  Fund   152,598.86 

British  Imperial  Fund   116,903.29 

Lafayette  Fund   34,594.28 


American  Tuberculosis  Refuge  in  France. 
— Report  from  Paris  on  March  16,  states  that 
the  American  Red  Cross  in  France  has  initiated 
a  plan  of  caring  for  the  repatriated  French  tu- 
berculates  who  are  returning  daily  to  their 
homes  from  behind  the  German  lines. 

"A  village  community  and  a  family  colony  for 
tubercular  refugees  will  be  created  outside  Paris 
on  a  site  where  a  group  of  Quakers  are  clearing 
the  land  and  constructing  150  three-room  and 
five-room  houses.  Each  house  has  a  porch  and 
can  be  taken  apart  and  transported  to  the  de- 
vastated regions  when  the  war  is  over. 

Dr.  William  C.  White,  head  of  the  tuber- 
culosis bureau  of  the  Red  Cross  and  originator 
of  the  plan,  says  the  Red  Cross  has  established 
tuberculosis  hospitals  for  men  and  for  women, 
but  this  involves  separating  husbands  from  wives 
and  parents  from  children.  This  is  the  first  ex- 
periment of  a  family  colonv  for  tuberculosis 
sufferers  to  be  tried  on  a  large  scale. 

The  Department  of  the  Seine  has  loaned  50 
acres  of  meadow  and  woodland  for  the  settle- 
ment and  the  Society  of  Friends  has  provided 
architects  to  lay  out  plans  for  the  village  and 
the  houses.  The  French  Government  will  pay 
more  than  half  the  cost  of  maintenance  and  the 
American  Red  Cross  will  expend  a  large  sum." 


American  Women's  War  Hospitals. — Report 
from  New  York  on  March  16  announces  a  plan 
of  the  War  Service  Committee  of  the  Medical 
Women's  National  Association  in  behalf  of  the 
American  Women's  Hospitals  to  raise  a  large 
fund  for  the  establishment  and  maintenance  of 
hospital  clinics  in  the  Allied  countries,  to  be 
staffed  throughout  by  American  women  physi- 
cians, surgeons,  and  lay  workers.  The  fund  will 
be  expended  under  the  authority  of  the  Red 
Cross.  The  raising  of  the  fund  will  be  in  charge 
of  Dr.  Gertrude  A.  Walker,  a  trustee  of  the 
Women's  Medical  College  of  Perm.,  and  of  Dr. 
Rosalie  Slaughter  Morton,  chairman  of  the 
American  Women's  Hospitals. 

BOSTON   AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During  the 
week  ending  March  16,  the  number  of  deaths 
reported  was  289,  against  266  last  year,  with  a 
rate  of  19.21,  against  15.19  last  year.  There 
were  49  deaths  under  one  year  of  age,  against 
36  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were :  diphtheria,  68 ;  scarlet  fever,  24 ; 
measles,  255 ;  whooping  cough,  40 ;  typhoid 
fever,  1 ;  tuberculosis,  54. 

Included  in  the  above  were  the  following 
cases  of  non-residents :  diphtheria,  6 ;  scarlet 
fever,  3 ;  measles,  5 ;  tuberculosis,  2. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 2;  scarlet  fever,  2;  measles,  3;  whooping 
cough,  2 ;  tuberculosis,  15. 

Included  in  the  above  were  the  following  non- 
residents: diphtheria,  1;  scarlet  fever,  2; 
measles,  1 ;  tuberculosis,  1. 


©bttuarg. 


JOHN  GEORGE  BLAKE,  M.D. 

Dr.  John  George  Blake  was  born  in  the 
County  of  West  Meath,  Ireland,  on  August  8, 
1837,  and  died  at  his  residence  in  Beacon 
Street,  Boston,  March  4,  1918.  He  came  to 
Boston  on  a  sailing  vessel  with  his  mother  and 
brother  in  1849,  and  lived  on  Purchase  Street, 
in  the  Fort  Hill  district.  He  attended  school, 
and  at  odd  times  worked  for  a  well-known  drug- 
gist in  that  vicinity.  Then  and  there  began 
his  wide  knowledge  of  drugs,  which  was  a  char 
acteristic  in  after  years. 
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He  entered  the  Harvard  Medical  School  in 
1858,  and  was  fortunate  in  attracting  the  favor- 
able notice  of  Drs.  0.  W.  Holmes,  J.  Mason 
"Warren,  Henry  J.  Bigelow,  and  Edward  H. 
Clarke.  These  gentlemen,  appreciating  the  en- 
ergy and  struggles  of  the  young  man,  requested 
him  to  attend  the  summer  term  at  the  school, 
free  of  charge. 

On  graduating  from  the  Medical  School  in 
1861  he  received  the  appointment  as  house  pupil 
at  the  Massachusetts  General  Hospital  and 
served  for  a  year  under  Drs.  Warren,  Bigelow, 
and  doubtless  other  members  of  that  famous 
staff.  So  long  as  he  lived,  Dr.  Blake  had  a  warm 
place  in  his  heart  for  his  alma  mater,  the  Massa- 
chusetts General  Hospital. 

On  leaving  the  hospital,  he  took  an  office  on 
Harrison  Avenue,  a  popular  residential  section 
of  the  South  End,  and  was  soon  in  active  prac- 
tice. Early  in  the  Civil  War,  Dr.  Blake  was 
appointed  recruiting  officer,  and  when  an 
emergency  call  came  for  surgeons,  he  joined  the 
Boston  unit,  and  saw  service  after  the  second 
battle  at  Bull  Run. 

Prom  the  early  days  of  his  professional  life, 
Dr.  Blake  was  interested  in  hospitals.  He  had 
more  or  less  to  do  in  the  establishment  of  the 
Carney  and  St.  Elizabeth's  Hospitals  and  served 
upon  the  staffs.  When  the  Boston  City  Hos- 
pital was  opened  in  1864,  Dr.  Blake,  as  one  of 
the  visiting  physicians,  made  the  first  visit  on 
the  medical  side  with  his  house  physician,  Dr. 
Clarence  J.  Blake.  His  connection  with  the  hos- 
pital continued  without  interruption  until  his 
death,  nearly  fifty-four  years.  He  served  as 
visiting  physician  until  the  formation  of  a  Gyne- 
cological Department,  when  he  was  appointed 
senior  physician  for  diseases  of  women,  and, 
finally,  senior  physician,  which  position  he  held 
to  the  close  of  his  life. 

Dr.  Blake  was  an  accomplished  clinician.  He 
kept  abreast  of  the  times,  was  prompt  and  care- 
ful in  his  diagnosis,  faithful  in  his  supervision, 
cheerful  and  encouraging  in  his  prognosis,  a 
host  in  the  sick-room.  His  visits  were  a  ray  of 
sunshine  to  his  patients. 

As  a  clinical  teacher,  Dr.  Blake  was  deserv- 
edly popular;  practical,  resourceful,  enterpris- 
ing ;  ready  to  adopt  new  methods  that  promised 
to  benefit  his  patients.  He  was  especially  in- 
terested in  medical  students.  His  own  experi- 
ence enabled  him  to  appreciate  their  trials  and 
their  limitations,  and  he  did  much  to  help  them, 
even  after  they  had  received  their  degree  and 


started  in  practice.  For  many  years  it  was  his 
custom  to  employ  recent  graduates  as  assistants 
and,  as  a  result,  several  physicians  owe  their 
favorable  beginnings  to  his  assistance. 

Dr.  Blake's  private  practice,  both  family  and 
consulting,  was  extensive.  His  days  and  nights 
were  fully  occupied.  His  faculty  for  turning  off 
work  was  remarkable.  There  were  few  idle  mo- 
ments. He  once  told  the  writer  that,  aside  from 
his  ordinary  duties,  he  had  attended  five  confine- 
ments in  a  single  day.  His  capacity  seemed  to 
be  limited  only  by  the  time  in  hand. 

While  carrying  one  of  the  largest  practices 
in  the  city,  he  still  found  time  for  other  activ- 
ities. He  served  upon  the  Boston  School  Com- 
mittee for  sixteen  years,  much  of  the  time  as  its 
chairman.  He  was  also  a  water  commissioner, 
director  of  the  South  End  National  Bank,  and 
trustee  of  the  Union  Institution  for  Savings. 

Dr.  Blake  was  a  member  of  the  Massachusetts 
Medical  Society,  the  Boston  Society  for  Medical 
Improvement,  and  the  Obstetrical  Society.  He 
was  especially  interested  in  the  last-named  so- 
ciety and  was  a  constant  attendant  at  its  meet- 
ings for  many  years.  Not  a  frequent  writer  for 
the  medical  journals,  yet  his  papers  were  al- 
ways interesting.  He  contributed  papers  to  the 
History  of  the  City  Hospital,  and  also  to  va- 
rious reports  of  that  institution,  issued  from 
time  to  time.  He  was  an  independent  Democrat 
in  politics,  and  could  be  depended  upon  to  sup- 
port those  measures  which  he  thought  would 
result  in  benefit  to  the  people. 

Dr.  Blake's  chief  pastime  was  athletics,  being 
especially  fond  of  rowing.  Many  an  hour  was 
spent  upon  the  Charles  River  with  his  sons  and 
friends  in  that  sport.  He  was  also  a  constant 
attendant  at  the  gymnasium  of  the  Boston  Ath- 
letic Club — a  custom  that  undoubtedly  conduced 
to  his  buoyant  spirits  his  good  health  and 
long  life. 

In  1865  Dr.  Blake  married  Miss  Mary  Eliza- 
beth McGrath,  who  died  eleven  years  ago.  She 
was  widely  known  as  a  writer  for  many  years. 
He  is  survived  by  six  of  the  eleven  children: 
Miss  Marie  Blake,  who  has  made  a  happy  home 
for  her  father  since  her  mother's  death;  the 
sons  are  Dr.  John  Bapst  Blake,  one  of  the  sur- 
geons-in-chief of  the  City  Hospital;  Dr.  Gerald 
Blake,  of  the  medical  staff  of  the  Massachusetts 
General  Hospital;  Arthur  Blake,  an  ensign  in 
the  U.  S.  Navy;  Robert  Fulton  Blake,  of  the 
Submarine  Signal  Company;  and  Frederick 
Blake. 
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Personally,  Dr.  Blake  was  cheerfulness  per- 
sonified. Genial,  alert,  enthusiastic,  social  in  his 
instincts,  he  was  naturally  popular  and  had 
hosts  of  friends.  He  was  fortunate  in  the  pos- 
session of  a  peculiarly  sunny  temperament — a 
most  desirable  quality  for  any  physician— that 
will  always  endear  his  memory  to  his  many 
friends  and  patients.  He  served  three  genera- 
tions of  patients,  an  experience  shared  by  few 
in  any  profession.  He  accomplished  an  enor- 
mous amount  of  good  work,  and  won  the  respect 
and  esteem  of  the  community  in  which  he  passed 
his  long  life.  His  career  is  an  encouraging  ex- 
ample of  achievement  that  is  possible  for  those 
who  have  ambition,  and  the  capacity  and  deter- 
mination for  continuous,  faithful  service  in 
their  chosen  callings. 

George  W.  Gay,  M.D. 


NOTICE. 

Laboratory  Course  for  War  Service,  American 
Women's  Hospitals.— With  the  cooperation  of  the 
War  Service  Committee  of  the  Medical  Women's  Na- 
tional Association,  a  second  course  in  medical  labor- 
atory work  is  offered  to  applicants  who  have  the 
preliminary  training  in  science  and  scientific  meth- 
ods obtained  in  a  four  years'  college  course  or  its 
equivalent.  The  object  is  to  fit  workers  for  war  serv- 
ice in  medical  laboratories  in  this  country  and  in 
Europe,  whether  they  take  the  place  of  men  who  have 
been  called  to  the  front,  or  go  themselves  as  mem- 
bers of  a  unit  which  may  be  called  for  active  serv- 
ice here  or  abroad. 

Dr.  William  H.  Park  of  the  New  York  I'niversity 
and  the  City  Health  Department,  Dr.  Anna  W.  Wil- 
liams of  the  Bureau  of  Laboratories  of  the  New  York 
City  Board  of  Health,  and  Dr.  Elise  L'Esperance  are 
in  charge  of  the  course,  which  will  extend  over  a  pe- 
riod of  three  months,  requiring  six  hours'  work  each 
day.  The  training  thus  acquired  should  fit  students  to 
act  not  only  as  technicians,  but  as  interpreters  of  the 
results  obtained.    The  fee  is  $75.00. 

The  New  York  I'niversity  and  the  Health  Depart- 
ment have  offered  the  use  of  their  Laboratories,  also 
Cornell  Medical  College. 

Classes  will  be  limited  to  about  twenty  (20).  Work 
will  begin  at  9.30  a.m.  on  Monday,  April  1.  1918,  in 
the  bacteriological  department  of  the  New  York  T'ni- 
versity,  1st  Avenue  and  26th  Street. 

Application  may  be  made  to  Dr.  Anna  W.  Williams, 
Research  Laboratory,  foot  of  East  16th  St..  New  York 
City. 

MICROBOLOGY. 

r.  General  Microbology,  including 

(1)  The  classification  and  general  characteristics 

of  pathogenic  microorganisms  (bacteria, 
molds,  protozoa  and  microscopic  worms). 

(2)  General  methods  used  in  examining  and  cul- 

tivating microorganisms. 

(3)  The  relation  of  microorganisms  to  disease. 
II.  Specific  Microbology,  including 

(1)  A  study  of  all  the  more  important  patho- 
genic microbes,  with  special  reference  to 
microscopic  diagnostic  methods  of  these 
and  of  the  infectious  diseases  in  which  no 
specific  microbe  has  yet  been  found. 


III.  Microbology  in  Hygiene  and  Therapy,  including 

(1)  The  examination  of  water,  milk,  air,  soil, 

foods. 

(2)  The  use  of  disinfection. 

(3)  The  preparation  and  uses  of  serums  and 

vaccines. 

clinical  pathology. 

I.  Chemistry  and  Microscopy — of  the  blood,  gastric 
contents,  feces,  urine,  spinal  fluid,  in 
health. 

II.  Chemistry  and  Microscopy — of  the  blood,  gastric 
contents,  feces,  urine,  spinal  fluid  and  all 
exudates  in  disease. 


RECENT  DEATHS. 

Edward  Page,  M.D.,  formerly  treasurer  of  the  Mas- 
sachusetts Dental  Society  for  twenty-five  years,  and 
the  last  surviving  member  of  the  first  dental  class  to 
graduate  from  Harvard  I'niversity,  died  recently  at 
the  Home  for  Aged  Men.  Born  in  Groton,  Dec.  4, 
1826,  the  son  of  Abel  and  Asenath  Page,  he  received 
his  early  education  in  the  common  schools  of  that 
town.  He  was  graduated  from  the  Harvard  Medical 
and  Dental  Schools,  was  one  of  the  organizers  and 
first  president  of  the  Harvard  Dental  Alumni  Asso- 
ciation, and  treasurer  from  1874  to  1880.  He  became 
a  member  of  the  Massachusetts  Dental  Society  in 
1869,  and  served  as  its  treasurer  until  1897,  when  he 
was  transferred  to  the  honorary  roll  of  that  organiza- 
tion. He  was  also  a  member  of  the  New  England 
Dental  Society  and  the  Dental  Protective  Association 
of  the  T'nited  States. 

Kansford  Delos  Canedy,  M.D.,  one  of  the  best- 
known  practising  physicians  in  northern  Berkshire, 
died  at  his  home  in  North  Adams.  March  10.  191S,  of 
pneumonia.  Dr.  Canedy  was  45  years  old,  and  had 
spent  his  entire  life  in  North  Adams.  He  was  a 
graduate  of  Drury  School  and  of  the  College  of  Phy- 
sicians and  Surgeons  at  Columbia  in  1896.  Before 
beginning  the  practice  of  medicine  he  enjoyed  consid- 
erable fame  as  a  violinist  of  extraordinary  attain- 
ments, and  was  frequently  heard  in  concerts  in  North 
Adams.  His  rise  in  the  medical  profession  was  rapid, 
and  he  served  several  times  as  a  member  of  the  hoard 
of  health,  part  of  the  time  as  chairman.  Last  fall  he 
was  appointed  by  Governor  McCall  as  a  member  of 
the  Exemption  Board  for  District  1,  the  headquarters 
of  which  is  North  Adams.  He  also  acted  as  examiner 
of  the  drafted  men.  and  had  spent  most  of  his  time  on 
draft  work  for  the  past  few  mouths.  He  was  a 
brother-in-law  of  the  late  W.  Caldwell  Plunkett  of 
Adams,  who  died  only  a  few  weeks  ago.  He  was,  per- 
haps, one  of  the  most  popular  physicians  in  this  city 
and  was  possessed  of  a  very  attractive  personality, 
lie  is  survived  by  a  widow  and  one  daughter. 

Charles  H.  Geerish,  D.M.D.,  for  half  a  century  a 
leading  dentist  of  Exeter,  N.H.,  died  recently  at  the 
Carney  Hospital,  South  Boston,  at  the  age  of  73 
years.  Dr.  Gerrish  was  a  foster  son  of  the  late  Mr. 
and  Mrs.  Ira  Burnham,  who  were  long  in  charge  of 
the  academy  dormitory,  Abbott  Hall,  at  Phillips 
Exeter.  This  was  his  boyhood  home.  Dr.  Gerrish 
was  captain  of  the  team  from  the  Exeter  Gun  Club, 
which  won  the  first  international  clay  pigeon  tourna- 
ment, held  in  Chicago  in  1884.  He  leaves  a  wife  and 
one  daughter. 

Jose  L.  Hirsh,  M.D.,  a  noted  specialist  in  children's 
diseases,  died  last  week  in  Baltimore,  of  heart  dis- 
ease.   Dr.  Hirsh  was  born  in  Philadelphia  in  1871. 
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DEDICATION  OP  THE  CHEEVER  AMPHI- 
THEATRE. 

On  March  21  the  Surgical  Amphitheatre  of 
the  Boston  City  Hospital  was  dedicated  to  the 
memory  of  Dr.  David  Williams  Cheever,  with  a 
simple  but  impressive  ceremony.  The  Alumni 
were  represented  by  Dr.  George  W.  Gay,  Senior 
Surgeon  of  the  Hospital,  who  presided  over  the 
occasion.  The  Trustees  were  represented  by 
Mr.  Thomas  A.  Forsyth,  who  received  the  bronze 
tablet  which  was  presented  to  the  Hospital  by 
Dr.  David  Cheever,  on  behalf  of  the  family  of 
Dr.  Cheever. 

The  exercises  took  place  in  the  Cheever  Am- 
phitheatre at  12.30  p.m.  Many  distinguished 
Alumni  were  present.  The  absence  of  many  of 
the  younger  men  was  noted,  and,  of  course,  was 
explained  by  their  absence  in  the  service. 

The  speakers  were  as  follows : 

Dr.  George  W.  Gay,  Senior  Surgeon,  Boston 

City  Hospital. 
Ladies  and  gentlemen : 

Through  the  generosity  of  Dr.  Cheever 's  fam- 
ily we  are  given  the  pleasure  and  privilege,  on 
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this  occasion  of  dedicating  an  interesting  memo- 
rial to  the  memory  of  the  surgical  father  of  the 
Boston  City  Hospital,  Dr.  David  Williams 
Cheever. 

It  is  peculiarly  gratifying  that  the  presenta- 
tion is  to  be  made  by  the  son  of  our  old  friend 
and  colleague,  who  is  a  graduate  of  this  Hos- 
pital and  worthy  in  every  way  of  his  distin- 
guished parent.  I  have  the  pleasure  of  intro- 
ducing Dr.  David  Cheever. 

Dr.  David  Cheever. 

Mr.  Forsyth,  Dr.  Gay,  members  of  the  Boston 
City  Hospital  Alumni  Association,  and  in- 
vited guests: 

When  this  Hospital  was  founded  in  1864,  it 
gave  to  the  man  whom  we  are  gathered  here  to 
honor,  an  opportunity  which  he  considered 
one  of  the  greatest  of  his  life.  Young,  well 
trained  in  his  profession,  but  lacking  the  occa- 
sion, he  found  here  a  fertile  field  for  the  exer- 
cise of  his  powers.  Appointed  to  be  full  surgeon 
of  a  great  hospital  at  the  age  of  thirty-three! 
The  favor  was  great,  and  it  was  characteris- 
tic of  Dr.  Cheever  that  the  return  that  he  made 
was  not  niggardly.  From  that  day  he  freely 
gave  the  best  hours  of  the  best  days  and  years  of 
his  life  to  its  service.     Such  devotion  is  not 
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rare  among  physicians ;  it  is  the  proud  privilege 
of  their  profession. 

Among  the  interests  which  composed  his  life, 
his  home  stood  first;  next  came  his  chosen  call- 
ing, and  among  the  elements  which  composed 
that  calling  were,  perhaps,  three  chief  ones, — 
his  patients  and  colleagues,  his  teaching  in  the 
Harvard  Medical  School,  and  his  service  in  this 
institution.  He  made  of  his  patients  the  inti- 
mate and  devoted  friends  who  grow  so  surely 
in  the  sunlight  of  a  sympathetic  and  unselfish 
nature.  He  was  proud  to  acknowledge  the  debt 
of  his  forebears  and  himself  to  the  training  and 
ideals  of  Harvard,  and  he  repaid  his  Alma 
Mater,  in  part  at  least,  by  thirty-three  years 
of  teaching  of  her  sons.  But  not  least  among  his 
interests  was  this  Hospital.  No  one  contributed 
more,  perhaps  few  so  much,  to  its  growth  and 
reputation.  After  the  first  thirty  years  of  active 
service  came  twenty  years  of  wise  direction  and 
counsel,  diminishing  only  as  the  years  brought 
infirmity  to  the  body  and  senses,  but  not  to 
mind.  He  never  ceased  zealously  to  guard  its 
reputation,  to  honor  and  cherish  it,  to  defend  it 
from  the  inevitable  intrigues  which  sometimes 
beset  the  best-governed  institutions. 

"When  the  final  accounting  of  a  true  physi- 
cian's life  is  made,  and,  on  the  one  hand,  are 
set  the  anxieties,  the  toil,  the  disappointments, 
the  bitter  failures,  the  agony  of  self-reproach 
at  fancied  or  real  mistakes,  and,  on  the  other 
side,  are  set  the  supreme  satisfactions  of  human 
suffering  alleviated,  of  useful  lives  prolonged, 
and  of  premature  death  held  at  bay,  who  can 
doubt  on  which  side  of  the  ledger  the  balance 
rests ! 

None  can  know  better  than  the  children  of 
Dr.  Cheever  how  overwhelmingly  the  spiritual 
rewards  and  inspirations  of  his  professional  life 
outweighed  the  dissatisfaction  and  evils  attend- 
ant thereon,  and  to  what  great  degree  these  sat- 
isfactions were  drawn  from  his  life  and  work  at 
the  City  Hospital.  Therefore  we  rejoiced  at  the 
determination  of  the  Trustees  to  give  his  name, 
for  all  time,  to  this  operating  theatre;  and  we 
are  proud  also  of  the  privilege  of  giving  to  you, 
Sir,  representing  the  governing  board  of  the 
Hospital,  this  splendid  portrait,  from  the  in- 
spired hands  of  Bela  Pratt.  We  who,  either  as 
colleagues,  or  friends,  or  patients,  or  members 
of  his  family,  have  known  this  man  in  life,  have 
the  fullest  confidence  that  this  enduring  bronze, 
the  last  work,  alas,  of  a  master-sculptor,  will 
serve  to  perpetuate  the  traditions  of  a  noble 


life,  in  the  institution  to  which  it  was  so  un- 
selfishly devoted. 

Dr.  George  W.  Gay. 

It  is  a  matter  of  sincere  regret  that  the  hon- 
ored President  of  the  Board  of  Trustees  is  not 
able,  by  reason  of  his  health,  to  be  present  to 
accept  this  welcome  gift  to  the  Hospital.  His 
long  service  in  the  Hospital,  his  deep  interest  in 
it,  and  his  regard  for  Dr.  Cheever  make  it  par- 
ticularly fitting  that  Mr.  Shuman  should  have 
been  here  to  receive  this  gift.  But  he  has  dele- 
gated that  duty  to  one  whose  name  is  known 
everywhere  in  this  country  because  of  the  gift 
in  memory  of  one  of  the  members  of  his  family, 
of  the  Forsyth  Dental  Infirmary — one  of  the 
great  institutions  of  this  country,  and  one  that 
will  elicit  the  gratitude  of  the  people  for  all 
time. 

I  have  the  honor  of  introducing  Mr.  Thomas 
A.  Forsyth. 

Mr.  Thomas  A.  Forsyth,  Trustee  of  Boston  City 
Hospital. 

My  friends: 

On  behalf  of  the  Trustees  it  gives  me  exceed- 
ing pleasure  to  accept  this  splendid,  striking 
likeness  of  the  late  Dr.  David  Williams  Cheever. 
It  is  especially  fitting  that  it  should  be  placed  on 
the  walls  of  this  amphitheatre ;  that  it  be  dedi- 
cated to  him  because  of  his  excellent  service  to 
poor  and  suffering  humanity  in  this  Hospital. 

Today,  as  you  entered,  you  saw  flying  over 
the  entrance  a  service  flag,  whose  two  rows  of 
stars  signify  that  almost  two  hundred  of  our 
Hospital  family  have  gone  forth  to  battle  for 
democracy.  To  every  one  of  them,  and  to  those 
of  us  remaining  at  home,  Dr.  Cheever 's  memory 
will  always  be  an  inspiration.  To  his  family 
this  Hospital  will  ever  owe  a  debt  of  gratitude 
for  their  generosity  in  presenting  this  beautiful 
memorial  which  will  always  be  a  great  incentive 
for  future  generations  of  young  men  here  grad- 
uating. 

And,  my  friends,  I  am  honored  to  be  chosen 
today  to  make  this  address  of  acceptance  on  be- 
half of  the  Trustees.   I  thank  you. 

Dr.  George  W.  Gay,  Senior  Surgeon,  Boston 
City  Hospital. 

David  Williams  Cheever,  one  of  America's 
greatest  surgeons,  was  a  leader  in  the  med- 
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ieal  profession  for  many  years.  Loyal  to  its 
highest  standards,  representing  its  noblest 
ideals,  he  was  a  model  for  his  chosen  profession. 
"Difficulty,  struggle,  progress  "—this  was  his 
motto  and  his  daily  life  was  consistent  there- 
with. 

Dr.  Cheever  served  this  Hospital  faithfully 
and  efficiently  for  more  than  half  a  century. 
The  youngest  member  of  the  Surgical  Staff,  he 
became  its  sole  survivor.  He  brought  renown  to 
the  institution,  was  influential  in  its  develop- 
ment, and  lived  to  see  it  occupy  a  foremost  posi- 
tion among  municipal  institutions.  He  estab- 
lished the  first  surgical  clinics  in  this  Hospital 
and  carried  them  on  throughout  his  active  pro- 
fessional life.  He  gave  instruction  to  thirty- 
three  classes  of  students.  As  a  teacher,  he  had 
few  equals  and  no  superiors.  As  a  writer  he 
was  terse,  simple  and  convincing.  A  clear  think- 
er, a  sound  reasoner,  and  an  impressive  speaker, 
he  always  commanded  the  attention  of  his  audi- 
ence. As  an  author,  an  editor,  an  operator,  a 
practitioner,  he  was  eminently  accomplished. 

Dr.  Cheever 's  sterling  character,  his  high 
ideals,  his  strict  integrity,  his  sound  judgment, 
his  loyalty  to  this  Hospital  and  to  the  profes- 
sion, are  hereby  commemorated  for  all  time  by 
this  beautiful  and  appropriate  memorial  tablet. 
Through  the  courtesy  of  the  Trustees  it  is  to  be 
placed  in  this  amphitheatre,  which  is  to  bear  his 
name,  and  in  which  so  much  of  his  valuable 
work  was  accomplished. 

With  the  highest  appreciation  of  his  many 
noble  attributes,  we  here  and  now  dedicate  this 
tablet  to  the  memory  of  David  "Williams  Cheever, 
as  a  token  of  our  love  and  esteem  for  him  >  and 
his  work,  and  as  an  example  and  an  incentive 
to  future  generations  of  students  and  physicians 
who  will  receive  instruction  in  this  institution. 


PUBLIC  HEALTH  BENEFITED  BY  THE 
WAR. 

At  a  meeting  at  Wesleyan  Hall,  Dr.  R.  Ken- 
drick  Smith  of  the  lecture  bureau  of  the  Massa- 
chusetts Committee  of  Public  Safety,  declared 
that  the  war  indirectly  reacted  for  the  better  on 
the  public  health. 

"The  saving  of  food  and  fuel  saves  in  the 
conservation  of  the  health  and  strength  of  the 
people,"  he  said.  "City  folks  actually  suffer 
from  disease  and  disability  caused  by  overeat- 
ing and  breathing  overheated  air.    A  prolonge-1 


war  necessitates  conservation  of  health,  strength, 
and  .efficiency  of  the  civilian  population.  The 
youths  must  be  made  into  powerful  men  as 
quickly  as  possible.  The  women  must  be  trained 
to  keep  themselves,  their  children,  and  their 
men  folks  healthy,  so  that  industry  for  the 
growing  and  manufacture  of  food  and  the 
preparation  of  munitions  may  go  forward  at 
top-notch  speed. 

Idleness,  apathy,  laziness,  and  indifference 
must  be  done  away  with  entirely.  If  we  pause 
every  time  we  waste  anything  and  realize  that 
the  act  really  shortens  life  in  Europe,  most  of 
us  will  refrain  from  thus  aiding  murder,  in  even 
so  remote  a  manner." 


©ritjtrtal  ArttrlpB. 

THE  SERUM-CONSERVED  DRESSING  FOR 
INDUSTRIAL  WOUNDS. 

By  Fred  R.  Williams,  M.D.,  Worcester,  Mass. 

Sir  Almroth  Wright's  dictum  early  in  the 
present  war,  of  no  antiseptics, — that  iso-  or  hy- 
pertonic saline  dressings  would  be  sufficient  to 
combat  infection, — would  have  been  satisfactory 
perhaps  if  he  had  been  dealing  with  civilly 
produced  instead  of  wounds  made  by  the  imple- 
ments of  war,  where  the  worst  possible  death- 
producing  organisms  are  ever-present.  The  sub- 
ject matter  of  this  paper  is  based  upon  a  close 
personal  study  of  war  wounds  as  seen  in  the 
present  conflict  and  upon  observations  made  at 
the  Norton  Company's  hospital,  of  wounds  as 
seen  in  civil  life.  Wright  believed  that  a  pa- 
tient's serum  would  take  care  of  his  wounds  and 
infections,  and  repair  them  more  rapidly  than 
any  other  agent.  Leary  has  recently  shown  in 
this  Journal  that  if  the  autogenous  serum  is- 
not  produced  in  sufficient  quantity,  that  sera 
from  other  sources  may  be  used  to  advantage. 
On  all  except  punctured  wounds  and  those 
where  primary  union  is  expected,  I  believe  that 
the  one  best  dressing  is  that  which  will  con- 
serve the  patient's  serum.  This  dressing  should 
be  non-absorbont  and  non  irritating.  Wax  is 
the  agent  at  the  present  time  most  commonly 
used.  Its  application  has  not  been  extended 
into  as  large  a  field  as  its  capabilities  assure.  It 
heals  readily,  not  because  of  any  special  prop- 
erties it  possesses  except  that  it  is  non-irritating 
and  non-absorbing.  In  those  wounds  of  consid- 
erable loss  of  tissue,  skin  denudations,  burns, 
frostbite,  this  dressing  is  ideal.  We  have  found 
that  lacerated  wounds  heal  more  rapidly  and 
with  less  trouble  when  treated  as  follows :  When 
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the  wound  is  first  seeu  the  surrounding  unin- 
jured skin  is  cleaned  with  gasolene,  and  painted 
with  tincture  iodine  full  strength.  No  iodine  is 
allowed  to  come  in  contact  with  the  wounded 
surface.  Wax  is  immediately  applied.  These 
wounds  are  dressed  daily  for  the  first  few  days, 
especially  if  there  is  much  tissue  destruction, 
but  at  these  re-dressings  the  wound  proper  is  not 
touched,  consequently  the  so-called  cleansing  of 
its  surface  is  omitted.  An  electric  blower  is  ap- 
plied as  a  drier,  which  has  the  advantage  also  of 
preventing  the  skin  from  becoming  too  blanched 
or  parboiled.  The  term  "pus-poultice,"  which 
I  have  seen  applied  to  this  form  of  treatment, 
has  not  been  experienced  by  us.  In  the  prac- 
tical application  of  treating  the  industrially 
wounded,  it  may  be  better  or  perhaps  necessary 
to  see  their  wounds  at  least  once  daily,  but  the 
point  I  wish  to  impress  is,  that  at  these  sittings 
the  painting  with  iodine,  and  cleansing  the 
wound  with  gauze  or  some  other  irritant,  are  not 
conducive  to  rapid  repair.  Wounds  have  done 
better  under  iodine  than  under  the  older  meth- 
ods because  there  has  been  less  interference  and 
contamination.  We  are  taught  that  in  prepar- 
ing the  skin  for  an  operation,  that  its  surface 
must  be  dry  and  must  have  been  kept  dry  for 
some  time  prior  to  the  application  of  iodine. 
Otherwise,  it  is  non-penetrating.  This  same  line 
of  reasoning  should  hold  in  a  recent  wound  cov- 
ered with  blood  and  serum.  Practically  we  have 
gotten  into  no  trouble  by  its  omittance.  Adhe- 
sive plaster,  as  it  is  commercially  known,  is  an 
excellent  serum  retainer.  Tt  is  somewhat  more 
absorbent  than  wax,  and  altogether  its  applica- 
tion is  far  more  limited.  Burns  will  heal  as 
rapidly  under  adhesive  as  under  wax,  but  it  is 
less  easily  applied  and  more  expensive. 

CONCLUSIONS. 

1.  From  a  fair  trial  of  unselected  cases,  that 
the  serum-retained  dressing  is  a  rapid  healer. 

2.  Wound  secretion  is  salutary  and  should 
be  conserved. 

3.  The  most  common  error  by  nurses  and 
others  is  the  daily  attempt  to  clean  the  wound 
by  sponging. 

4.  With  the  serum-retained  dressing,  re- 
dressings  are  painless,  hence  without  trauma. 
This  is  again  conducive  to  rapid  repair. 

5.  In  wounds  treated  as  above  outlined,  ex- 
cessive granulations  are  never  seen.  Sluggish 
wounds  are  also  absent. 


HEALTH  IN  WAR  INDUSTRIES. 
By  Thomas  F.  Harrington,  M.D.,  Boston, 

Medical  Deputy  Commissioner  of  Labor,  Massachu- 
setts. 

Massachusetts,  in  common  with  many  other 
states,  is  face  to  face  today  with  many  of  those 
problems  of  industrial  health  and  of  workers' 
welfare  that  have  been  the  cause  of  so  much  anxi- 
ety in  Europe  since  the  beginning  of  the  war.  The 
lesson  taught  by  the  experience  abroad  is  that 
the  country's  man-power  must  be  zealously  con- 
served and  safeguarded  in  the  industrial  field  as 
in  the  military  forces.  It  is  equally  true  that 
each  country  abroad  has  learned  that  the  great- 
est strain  of  the  burden  produced  by  the  exigen- 
cies of  the  war,  centers  directly  upon  the  war 
industries,  and  especially  on  the  munition  in- 
dustries. Notwithstanding  the  heavy  toll  paid 
by  European  countries  for  their  failure  to  recog- 
nize earlier  these  self-evident  truths,  the  fact  is 
more  evident  each  day  that  the  industries  of  this 
country,  in  many  branches  of  war  work,  are 
operating  along  the  same  lines  that  brought  so 
much  confusion,  discontent  and  failure  in  the 
labor  world  of  Europe.  The  object  of  this  article 
is  to  point  out  some  of  the  fundamental  causes 
of  ill  health  and  lessened  output  among  indus- 
trial workers  on  war  orders  in  England  and 
France  during  the  early  years  of  the  war,  and 
to  set  forth  the  preventive  measures  found  ef- 
fective in  combating  this  source  of  national 
wastage. 

In  Massachusetts  the  labor  laws  are  guarded 
zealously  by  the  State  Board  of  Labor  and  In- 
dustries. The  legislature  created,  in  1917,  a 
special  War  Emergency  Commission  to  super- 
vise war  industries  requesting  a  modification  of 
existing  laws  in  order  to  meet  the  emergency. 
This  Commission  is  composed  of  the  Commis- 
sioner of  Labor,  two  manufacturers  and  two  rep- 
resentatives of  labor  (one  woman) .  The  requests 
already  presented  to  this  special  commission  in- 
dicate that  there  are  many  situations  arising 
that  call  for  special  provisions  in  order  that 
neither  the  nation's  needs  nor  the  health  of  the 
workers  will  be  sacrificed. 

WARNING. 

As  a  foreword  I  would  call  attention  to  the 
danger  of  nervous  and  physical  shipwreck  con- 
fronting so  many  of  the  leaders  of  American 
genius  in  public  life,  in  finance  and  in  science. 
Already  many  of  these  willing  volunteers  are 
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beyond  that  margin  of  safety  arbitrarily  set  by 
nature  herself  and  are  well  within  the  danger 
zone  in  which  her  warning  signals  of  impending 
disaster  have  become  blurred  by  a  deadened, 
overworked  nervous  system.  The  brain  cannot 
adjust  itself,  Avithout  considerable  effort,  to 
the  mass  of  detail  work  associated  with  the  or- 
ganization and  administration  by  government 
departments  to  meet  the  demands  of  war-time 
activities.  "When  such  an  adjustment  is  at- 
tempted by  persons  who  had  long  since  .assigned 
such  detail  work  in  private  business  to  subordin- 
ates or  assistants,  breakdown  is  inevitable.  Of- 
ficial red-tapism  and  divided  responsibility  ag- 
gravate greatly  the  nervous  tension.  A  reorgani- 
zation of  the  working  programme  of  our  coun- 
try's leaders,  now  on  the  nation's  firing  line 
in  public  life,  is  one  of  the  most  pressing  prob- 
lems of  the  day. 

Nor  is  this  danger  any  less  in  the  great  indus- 
tries themselves.  Already  chief  executives  and 
responsible  heads  of  departments  are  showing 
the  effects  of  the  nervous  and  physical  strain  of 
the  high  speeding,  the  long  working  days,  the 
uninterrupted  days  of  labor,  the  loss  of  sleep  and 
the  neglect  of  adequate  rest  and  relaxation  under 
which  these  pivotal  men  are  laboring.  In  many 
establishments,  the  successful  operation  of  these 
departments  depends  upon  the  direction  and  su- 
pervision of  these  men  and  women.  They  cannot 
be  replaced  readily.  Their  sacrifice  is  more  than 
that  of  the  individual, — great  as  that  is, — it  may 
result  in  a  disaster  involving  an  output  of  ma- 
terial most  essential  in  the  nation's  crisis.  The 
protection  of  this  selective  group  of  workers 
should  be  kept  in  mind  in  preventive  measures 
created  for  the  protection  of  the  workers  in  the 
various  war  industries. 

THE  PROBLEM. 

The  health  problem  of  the  war  industries  is 
far-reaching  in  its  effect.  It  may  vary  from 
simple  headache,  due  to  eye-strain,  or  it  may  in- 
volve the  consideration  of  the  causes  or  origin 
of  serious  organic  disease  with  fatal  results.  It 
should  not  be  overlooked  that  conditions  in  occu- 
pational life,  capable  of  disabling  some  workers, 
invariably  mark,  to  some  degree,  all  who  are 
fellow  workers  to  this  group.  It  is  not  practic- 
able to  give,  in  an  article  of  this  length,  any- 
thing like  a  complete  description  of  the  factors 
and  their  effects  involved  in  the  problem  of  oc- 
cupational hygiene  associated  with  the  war  in- 


dustries. The  following  general  headings,  how- 
ever, may  serve  to  indicate  the  lines  along  which 
prevention  should  aim. 

FATIGUE. 

Fatigue  is  more  responsible  than  any  other 
one  cause,  for  the  sickness,  accidents,  diminished 
efficiency,  broken  time  and  lessened  output  of 
individual  workers  of  all  classes. 

The  Munitions  Committee  of  England  has 
made  some  very  definite  and  illumining  deduc- 
tions from  its  study  of  this  problem.  These  find- 
ings may  be  summarized  as  follows :  Fatigue  is 
the  sum  of  the  results  of  activity  which  show 
themselves  in  a  diminished  capacity  for  doing 
work.  It  is  not  to  be  measured  by  the  familiar 
tests  of  bodily  sensations ;  on  the  contrary,  such 
bodily  sensations  are  misleading  and  false  as  a 
guide  to  the  presence  or  the  degree  of  fatigue. 
Fatigue  must  be  considered  as  a  progressively 
advancing  clogging  of  the  wheels  in  the  human 
mechanism  by  dirt,  which  results  in  a  diminished 
capacity  for  performing  the  act  that  caused  it. 
It  is  not  to  be  compared  with  a  steam  engine 
lacking  fuel.  In  other  words,  it  is  the  accum- 
ulation, within  the  living  elements,  of  the  prod- 
ucts of  the  chemical  changes  involved,  and  the 
using  up  of  the  substance  supplying  the  chem- 
ical energy.  The  trouble  lies  in  the  nervous 
system,  not  in  the  muscular  system.  The 
muscular  symptoms — "aching,"  "tired  out," 
"winded,"  etc. — are  but  the  referred  sensations 
of  a  poisoned  nervous  system.  The  practical  les- 
■son  from  this  fact  is  that  as  ability  to  perform 
work  depends  upon  the  functioning  of  the  brain 
and  nervous  system  primarily,  any  reduction  in 
the  quantity  or  quality  of  work  being  performed 
is  a  true  index  of  the  condition  of  the  nervous 
system.  Scientific  industrial  management  that 
does  not  recognize  that  problem  as  chiefly  one 
of  fatigue  of  human  beings  with  a  sensitive  ner- 
vous system,  rather  than  one  of  machinery  con- 
trol, is  destined  to  failure.  The  real  problem 
in  scientific  industrial  management  is  the  recog- 
nition of  the  point  in  a  person's  working  capac- 
ity at  which  working  capacity  begins  to  fail,  and 
so  to  arrange  periods  of  rest  in  relation  to  hours 
and  days  of  work  that  the  nervous  system  may 
have  an  opportunity  to  rid  itself  of  the  accumu- 
lated poisons.  If  this  is  not  done,  the  accumula- 
tion of  the  products  of  wear  within  the  body  re- 
sults in  injury  not  so  readily  repaired  by  the 
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next  period  of  rest,  and  permanent  fatigue  soon 
results. 

Fatigue  may  arise  from  the  maintained  use  of 
intelligence  and  observation,  either  directed 
steadily  on  one  skilled  task,  or  distributed  over 
many  tasks,  e.g-.,  several  machines,  or  it  may 
result  from  the  continued  use  of  special  senses 
and  sense-organs.  Work  done  in  the  natural 
rhythm  of  the  worker  is  far  less  injurious  in  its 
fatigue  effect  than  that  done  in  unnatural 
rhythm  imposed  upon  workers  by  the  pace  of 
the  machine  or  by  that  of  fellow  workers.  Also, 
monotonous  work  that  tends  to  become  auto- 
matic, if  repeated  for  some  time,  reaches  over 
into  the  psychological  field,  and  fatigue  results. 
Conversely,  interest,  stimulation  (piece  work), 
or  enthusiasm  may  decrease  fatigue  even  on 
uniform  monotonous  work.  In  other  words,  the 
signs  and  symptoms  of  fatigue  will  depend  on 
whether  the  work  requires  a  fixed,  routine,  mus- 
cular effort  or  whether  it  involves  mental  activ- 
ity of  a  simple  or  a  more  complicated  kind. 

The  true  signs,  as  well  as  the  real  test,  of 
fatigue  are  diminished  capacity  that  impairs  the 
quantity  or  the  quality  of  the  output.  In  estimat- 
ing this  test,  every  precaution  must  be  exercised 
so  that  the  elements  of  interest,  stimulation,  etc., 
outlined  above,  do  not  influence  the  findings.  Any 
' '  planned  tests ' '  may  act  to  defeat  the  purpose. 

The  lesson  to  be  learned  from  this  study  of  the 
problem  of  fatigue  among  workers  is  that  disre- 
gard of  this  problem  in  the  early  days  of  the 
war  has  led  to  a  reduced  state  of  efficiency,  of 
lowered  health  and  of  diminished  output  that 
today  is  collecting  a  heavy  toll  from  those  na- 
tions, both  in  the  ill  health  of  the  working  classes 
and  in  the  damaged  products  of  such  labor.  This 
country  has  already  gone  far  in  the  same  dan- 
gerous course,  nevertheless,  signs  are  not  want- 
ing that  the  Government,  as  well  as  manufac- 
turers, recognize  this  great  danger,  and  a  read- 
justment, with  an  establishment  of  fixed  stand- 
ards, is  taking  place  here  and  there,  based  upon 
a  recognition  of  the  physiological  law  of  work 
and  rest  that  guarantees  to  the  individual,  as 
well  as  to  the  nation,  a  constant  maximum  labor 
output  capable  of  being  maintained  for  a  long 
period  without  sacrificing  the  health,  happiness 
and  contentment  of  the  country's  laboring  peo- 
ple. 

Accepting  as  an  established  fact  the  conclu- 
sions of  the  English  Commission,  namely,  that 
output  is  a  true  index  of  fatigue,  the  following 


i 

observations  show  that  fatigue  progresses  mark- 
edly (i.e.,  diminished  output)  when  the  working 
period  is  carried  beyond  certain  limits. 

The  problem  of  fatigue  is  influenced  by  many 
factors,  i.e.,  sex,  age,  position  while  at  work,  ven- 
tilation, light,  temperature,  etc.;  nevertheless, 
the  great  factor  underlying  this  problem  is  that 
of  hours  of  labor,  especially  nights  and  holidays. 

HOURS  OP  LABOR. 

This  factor  is  influenced  somewhat  by  that  of 
sex  and  kind  of  work,  nevertheless,  certain  re- 
sults obtained  are  so  uniform  that  they  may  be 
accepted  as  standards  for  similar  conditions  in 
the  industrial  field  in  this  country.  The  stand- 
ards set  in  England  at  the  end  of  the  first  year 
of  the  war  have  been  revised,  in  the  light  of  two 
years'  experience  and  the  strain  involved  by 
three  years  of  war  conditions,  and,  especially 
because  of  the  rapid  increase  in  the  number  of 
women  workers  entering  the  various  industrial 
fields. 

It  has  been  shown  conclusively,  that  the  length 
of  the  working  period  is  not  synonymous  with  an 
increase  of  output;  on  the  contrary,  a  reduction 
in  the  weekly  hours  of  actual  work,  varying  from 
seven  to  twenty  hours,  produced  an  increased 
hourly  output  of  from  17  to  58%,  and  an  in- 
crease of  the  relative  total  output  of  22%. 
Women  working  on  moderately  heavy  lathe  work, 
whose  output  was  100  units  when  working  75 
hours  a  week,  increased  their  output  34%  when 
the  hours  were  reduced  to  60  per  week,  and  58% 
when  the  period  was  reduced  to  a  50-hour  week. 
In  the  process  of  milling  a  screw  thread,  in  which 
there  is  no  opportunity  for  the  worker  to  speed 
up,  as  the  process  is  practically  one  machine 
operation,  the  output  increased  by  a  reduction 
of  the  hours  of  work  from  70  to  50  hours  per 
week.  Men  engaged  on  heavy  munition  work  in- 
creased their  hourly  output  from  100  on  a  60- 
hour  week  to  139  on  a  50-hour  week  basis.  Boys 
performing  a  purely  automatic  piece  of  work, 
and  one  that  cannot  be  increased  except  by  con- 
tinuous application  to  their  machines,  increased 
their  output  from  100  on  a  75-hour  week  to 
129%  when  working  on  a  58-hour  week. 

Since,  then,  there  is  an  actual  increase  of  out- 
put accomplished  by  a  reduction  of  hours  of 
work,  the  problem  has  its  economic  side  (reduced 
running  expense)  for  the  manufacturer,  as  well 
as  the  health  benefits  accruing  from  the  longer 
period  of  rest  in  which  to  recover  from  the  fa- 
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tigue  effects  and  for  the  enjoyment  of  adequate 
sleep  and  recreation. 

In  this  country,  women  are  entering  rapidly 
the  various  industries  set  forth  in  the  above 
study.  Here,  however,  there  is  no  such  lowered 
national  vitality  as  that  now  existing  in  Europe 
after  its  three  years  of  war  strain.  Consequently 
the  present  time  is  most  opportune  to  emphasize 
the  fact  that  the  employment  of  women  for 
periods  now  fixed  by  law  in  Massachusetts  and 
many  other  states,  guarantees  a  greater  output 
than  can  be  expected  by  an  extension  of  the 
hours  of  labor.  Any  letting  down  of  these  laws, 
except  for  short  periods  of  emergency  work,  can- 
not be  justified  either  on  the  basis  of  economy 
plant  operation,  or  on  the  basis  of  health  and 
efficiency  of  the  workers. 

SHIFTS. 

The  same  physiological  law  that  governs  the 
weekly  hours  of  employment  applies  to  daily 
hours  of  work.   A  single  shift  of  14  or  15  hours 
is  unprofitable,  as  it  entails  long  periods  of  idle 
machinery  as  well  as  fatigue  of  the  workers.  A 
two-shift  plan  of  equal  length  that  allows  an  in- 
tervening period  of  rest  for  machinery  and 
workers  is  far  more  economical  in  the  long  run, 
than  a  continuous  24-hour  period  of  two  shifts 
without  this  break.    For  women,  the  three-shift 
period  is  almost  a  necessity  because  of  the  many 
physiological  problems  peculiar  to  that  sex.  The 
difficulty  of  arrangement  of  transportation,  meal 
hours,  welfare  supervision   (especially  on  the 
night  shift),  have  all  been  overcome  satisfactor- 
ily in  many  establishments,  here  and  abroad.  It 
has  been  shown  that  women  and  young  persons 
cannot  work  profitably  for  more  than  5  hours 
continuously,  even  on  the  one-shift  plan  of  ten 
hours  a  day  (54  hours  a  week).    A  break  in  ad- 
dition to  the  regular  noon  hour  promises  greater 
recovery  from  fatigue  (greater  output)  because 
of  the  interruption  of  the  monotony  of  the  long 
work  period. 

It  is  now  so  generally  agreed  that  continuous 
seven  days'  employment  is  neither  profitable, 
healthful,  nor  economical,  that  very  few  estab- 
lishments try  to  carry  out  such  a  plan  regularly. 
Time  gained  on  Sunday  is  largely  lost  by  broken 
time  and  sickness  on  other  days  in  the  week,  or, 
as  one  foreman  puts  it,  "Sunday  work  gives  6 
days'  output  for  7  days'  work  on  8  days'  pay." 
In  a  group  of  men  working  on  sizing  fuse  bodies 
in  a  munitions  plant,  the  output  was  increased 


16%  above  its  previous  level  on  the  discontinu- 
ance of  Sunday  work.  All  authorities  agree  that 
the  employment  of  women  and  young  people  on 
Sunday,  without  one  day's  rest  in  seven  being 
provided,  results  in  a  breakdown  sooner  or  later, 
often  when  the  demand  for  greater  output  is 
most  imperative. 

Tests  carried  out  in  a  munitions  factory 
showed  that  workers  engaged  in  heavy  work, 
when  required  to  rest  15  minutes  in  every  hour, 
gave  a  greater  output  than  when  they  worked 
continuously.  This  test  was  carried  out  on  piece 
work,  and  the  workers  convinced  themselves  of 
the  advantage  of  these  rest  periods.  In  another 
factory  where  the  work  was  especially  monot- 
onous, a  break  of  15  minutes  at  11  a.m.  daily  in- 
creased the  output  materially. 

NIGHT  WORK. 

The  night  employment  of  women  and  minors 
in  industries  has  been  illegal  in  many  states  of 
this  country  for  so  many  years  that  any  attempt 
to  break  down  such  restrictions  suggests  either 
dire  necessity  or  retrogression.    Neither  seems 
imminent  at  this  time.     There  are,  however, 
great  possibilities  that  the  time  may  come,  if 
the  war  is  continued  very  long,  when  women 
workers  will  have  to  undertake  night  work  in 
order  to  meet  temporary  exigencies  of  the  war. 
Night  work  by  men  has  never  been  considered 
economical  nor  satisfactory.    The  difficulties  in 
the  matter  of  supervision  at  night,  and  the  up- 
setting of  social  customs  during  the  day.  have 
their  coevils  in  the  lack  of  opportunities  to  se- 
cure1 the  benefits  of  sunlight  as  well  as  the  op- 
portunities for  recreation,  amusement  ..nd  edu- 
cation. 

Experience  has  shown  that  women  and  young 
people  bear  night  work  badly.  Their  night  out- 
put is  materially  inferior  in  quality  and  quanti- 
ty to  that  of  day  work. 

Much  controversy  has  ensued  relative  to 
whether  a  continuous  night  work  shift  is  more 
advantageous  than  an  alternate  day  and  night 
shift.  On  purely  physiological  grounds,  infre- 
quent changes  are  to  be  preferred.  Exceptions 
are,  however,  found  where  social  conditions  fa- 
vor a  change  weekly  from  night  to  day  work. 
This  system  has  great  danger  to  the  workers 
themselves,  as  they  frequently  sacrifice  the  day- 
time that  should  be  allotted  to  sleep  and  rest, 
and  devote  it  to  household  duties,  social  activi- 
ties, recreation,  etc. 
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Any  night  employment  of  women  and  young 
persons  calls  for  the  strictest  system  of  welfare 
supervision.  The  type  of  supervisor  for  this 
work  is  far  more  important  than  that  for  sim- 
ilar work  in  the  same  establishment  during  the 
day.  The  night  problem  is  very  frequently  one 
of  morals.  Night  shifts  for  women  workers 
should  be  so  arranged,  with  a  view  of  the  trans- 
portation facilities  of  the  locality,  that  women 
and  young  people  are  not  compelled  to  be  en 
route  at  unsuitable  hours  of  night  or  early  morn- 
ings. 

Persons  engaged  in  night  work  require  food 
that  is  light  and  easily  digestible,  well  cooked 
and  appetizing,  because  the  organs  of  digestion 
at  night  lack  energy.  The  furnishing  of  warm 
food  during  the  night  work  is  practically  a  ne- 
cessity in  order  to  stimulate  the  nagging  energy, 
especially  that  associated  with  early  morning 
hours,  viz.,  from  2  to  4  a.m.  It  has  been  demon- 
strated that  the  serving  of  a  luncheon  at  4  a.m. 
resulted  in  an  increase  of  the  output  of  the  de- 
partment where  these  workers  were  employed. 
It  has  also  been  shown  that  a  break  of  two  rest 
periods  during  the  night,  i.e.,  one  of  an  hour 
and  one  for  one-half  hour  or  of  two  three-quar- 
ters of  an  hour  rests  for  luncheon,  diminishes 
fatigue  and  broken  time  greatly. 

A  study  of  the  best  employment  of  women, 
based  upon  the  overtime  system,  i.e.,  one  shift  of 
13  or  14  hours,  the  two-shift  plan,  i.e.,  12  hours 
each,  and  the  three-shift  arrangement  of  eight 
hours  to  a  shift,  showed  that  the  8-hour  shift 
yields  the  best  results.  The  strain  of  night  work 
is  diminished,  greater  vigor  of  work  is  main- 
tained throughout  the  shift,  less  time  is  lost  by 
illness,  and  accidents  are  reduced  greatly.  In 
all  overtime  work  there  is  a  marked  flagging  of 
energy  during  the  last  hours  of  the  working 
period.  This  is  very  noticeable  in  the  diminished 
output  at  the  end  of  a  12-hour  night  shift. 

WOMEN  WORKERS. 

"While  the  foregoing  applies  with  special  em- 
phasis to  women  workers,  nevertheless,  the  pos- 
sibility of  a  large  number  of  them  entering  the 
industrial  life  from  domestic  and  other  spheres 
of  life  less  strenuous  than  factory  life,  makes  es- 
pecial consideration  of  the  physical  condition  of 
women  workers  necessary.  There  is  no  dispar- 
agement in  the  statement  that  women  are 
physiologically  different  from  men  so  far  as  the 
ability  to  withstand  the  fatigue  consequent  up- 


on continued  work  such  as  that  involved  in  the 
war  industries.  This  difference  is  emphasized 
greatly  when  a  Avoman  passes  suddenly  from  a 
sedentary  or  domestic  life  to  one  where  great 
muscular  effort  is  required,  and  where  a  long 
period  of  work — standing  position  often— and 
keeping  pace  with  rapid  machine  movement, 
are  involved.  Much  of  the  resulting  disability 
can  be  checked,  however,  in  its  incipiency,  if 
women  workers  could  be  induced  to  seek  medical 
advice  early,  either  provided  at  the  factory 
or  at  a  private  clinic.  A  tactful,  well-trained, 
industrial  nurse  or  welfare  woman,  working  with 
the  women  in  the  establishment,  could  bring 
about  a  greater  attention  to  the  minor  ailments 
of  women  workers  that  would  result  in  advice 
and  in  preventive  measures,  now  usually  neg- 
lected until  serious  illness  results.  In  this  con- 
nection, it  seems  necessary  to  emphasize  that  in 
the  employment  of  women  at  occupations  in- 
volving the  handling  and  lifting  of  heavy  parts, 
facilities  should  be  provided  for  the  use  of  over- 
head cranes,  inclined  planes,  benches  of  suitable 
height,  as  well  as  for  the  use  of  boxes  with  cast- 
ers, trolleys  or  other  receptacles  that  reduce  lift- 
ing and  the  carrying  of  heavy  material  to  a  min- 
imum. The  sudden,  violent,  or  physically  unsuit- 
able movements  in  the  operation  of  machines, 
should,  so  far  as  is  practicable,  be  avoided.  Seats 
should  be  provided  for  temporary  rest  and  for 
such  work  that  can  be  performed  properly  in  a 
sitting  position. 

minors. 

The  employment  of -minors  in  war  industries 
is  bound  to  increase  under  the  stress  of  draw- 
ing so  many  men  from  our  industries.  It  is 
especially  important  that  at  a  time  when  war 
is  destroying  so  much  of  the  man-power  of  na- 
tions, every  effort  should  be  made  to  guard  not 
only  against  immediate  breakdown  of  its  youths, 
but  more  especially  against  the  imposition  of 
strain  that  may  stunt  the  growth  and  impair 
a  proper  development  of  the  rising  generation. 
The  physiological  law  that  boys  and  girls  need 
a  reserve  of  energy  not  only  for  the  maintenance 
of  health,  but  for  their  growth,  cannot  be  vio- 
lated for  any  length  of  time  without  a  penalty. 
Even  under  normal  conditions,  there  is  con- 
siderable danger  of  juvenile  employment  ad- 
versely affecting  physique;  this  danger  is  ma- 
terially increased  by  the  present  condition  of 
employment.    In  the  conservation  of  the  health 
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of  youths,  it  is  essential  to  recall  that  growing 
boys  and  girls  require  comparatively  more  food 
than  adults  because  it  is  necessary  to  store  up 
energy  required  for  growth  and  at  the  same  time 
to  make  good  the  daily  loss  of  energy.  In  this 
connection,  it  is  interesting  to  recall  that  tall, 
lean  boys  and  girls  require  more  food  than  short, 
fat  persons  of  equal  weight.  Also,  that  natural 
foods  yield  the  essentials  required  to  replace  the 
energy  expended,  and  for  the  repair  and  growth 
of  the  body.  The  cheaper  foods,  such  as  bread, 
margarine,  porridge,  milk,  herrings,  cheese, 
beans,  onions,  cabbage,  oranges  and  cheaper  cuts 
of  beef,  provide  all  the  requisite  nourishment, 
and  probably  better  health  than  is  derived  from 
more  highly  flavored  and  expensive  foods  which 
only  artificially  stimulate  the  appetite. 

The  great  question  today  in  the  health  problem 
involved  in  war  industries,  is  not  wholly  whether 
the  workers  are  standing,  without  evident  in- 
jury, the  strain  of  overtime,  long  shifts,  Sunday 
or  night  work  employment,  but  whether  they 
can  stand  it  for  a  long  period;  and,  secondly, 
whether  the  toll  to  be  collected  later  in  the  ill 
health,  lack  of  efficiency,  and  in  the  develop- 
ment of  permanent  organic  disease,  can,  in  any 
measure,  be  compensated  by  the  temporary  in- 
crease in  income  and  wages  for  any  overtime 
employment.  Physiology  has  very  definite  and 
positive  findings  on  all  these  matters.  Any  other 
basis  of  meeting  the  issue  is  shifting  and  un- 
stable. 


SOME     RELATIONS    OP    EXERCISE  TO 
NUTRITION.* 
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Cambridge,  Mass., 

Instructor   in   Psychology   and   Education,  Sargent 
Normal    School,  '  Cambridge ;    Psychologist  and 
Physiologist  to  the  Forsyth  Dental  Infirmary 
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CONTENTS. 

T.    Too  Little  Physical  Exertion. 

(a)  Weakness  of  the  Digestive  Musculature. 

(b)  Atony  of  the  Autonomic  Nervous  System. 

(c)  Weakness  of  Digestive  Secretion. 

(d)  Dowering  of  the  Food- Appetite. 

(e)  Obesity. 

(/)  Constipation. 

Exercise  during  Gastric  Digestion. 
H.  Food-Sugar. 
TIT.    Dtet  for  Ample  Physical  Exertion  ("Train- 
ing.") 

(a)  Adequate  In  Amount,  but  Not  Excessive, 
(ft)  Abundance  of  Water. 

•  Advance  material  from  a  forthcoming-  work,  "The  Physiolrorv  of 
Exercise." 


(c)  No  Intestinal  Irritants. 

(d)  Sugar  in  Abundance. 

(e)  Four  Daily  Meals. 

(/)  Coffee  and  Tea  and  Cocoa. 

(g)  Tobacco. 

(h)  Alcohol  and  Strychnin  Forbidden.  Adrenin. 
IV.    Too  Much  Physical  Exertion. 

Leanness. 

Lumbermen  vs.  Varsity  "Hero." 

.  In  discussing  the  relations  of  bodily  exercise 
to  nutrition  we  are  on  the  foundation-stones  of 
the  physiology  of  exercise,  for  this  phase  of  the 
physical  life,  of  course,  underlies  and  condi- 
tions all  the  rest.  Our  bodies  are  primarily 
physiochemic,  self -repairing  machines,  and  re- 
quire continual  renewal  as  well  as  a  continual 
supply  of  energy-liberating  materials.  On  many 
phases  of  nutrition  the  general  public  needs 
precise  and  authoritative  information,  and  for 
practical  purposes  the  motto  of  this  more  or  less 
unconscious  demand  is  economy — economy  of 
several  things  of  prime  importance  and  value 
to  the  average  individual.  It  will  be  one  of  the 
purposes  of  this  paper  to  show  that  exercise  is 
the  natural  regulator  of  the  nutritive  functions, 
and  how  this  control  is  exerted  in  the  interests 
of  economy  and  efficiency.  The  medical  prac- 
titioner may  care  to  have  things  "recalled"  to 
him. 

The  most  important  phase  of  the  subject  is 
that  wherein  we  have  to  deal  with  the  effects  of 
"too  little  exercise." 

We  may  sum  up  the  whole  effect  of  too  little 
exercise  upon  nutrition  in  one  short  word, 
"atony" — a  lack  of  tone,  of  vigor,  of  activity;  a 
condition  just  the  opposite  from  that  of  tonicity, 
where  there  is  a  normal  condition  of  tone  or 
functional  tension. 

We  will  consider  the  effects  of  too  little  exer- 
cise on  nutrition  under  six  heads: 

The  first  thing  to  notice  is  that  the  vigor  of 
the  muscles  of  digestion  is  lessened,  this  being 
really  a  sympathetic  effect  with  the  skeletal  or 
voluntary  muscles.  The  muscular  vigor  of  the 
digestive  musculature  is  too  small,  and  this  con- 
dition, known  as  an  atonic  condition  of  the  di- 
gestive apparatus,  is  the  most  serious  in  the 
muscles  of  the  alimentary  canal.  There  are  two 
fundamental  things  going  on  in  the  alimentary 
canal  in  the  process  of  nutrition.  One  is  an 
elaborate  set  of  chemical  reactions  comprised 
under  the  technical  term  of  "hydrolysis"  (sim- 
plification due  to  the  enzymic  absorption  of 
water),  and  another  set  of  more  mechanical 
changes  due  to  muscular  movements.    It  is  al- 
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most  impossible  to  think  of  food  passing  down 
about  thirty  feet  of  distorted  and  convoluted 
alimentary  canal  without  muscular  movements 
to  move  it  along  its  course.  A  most  serious  con- 
dition is  paralysis  in  the  intestines.  There  are 
longitudinal  and  circular  muscle  fibers  in  the 
intestine,  and  we  already  know  of  their  indis- 
pensable importance.  Anything  which,  owing 
to  the  principle  of  sympathy,  lowers  the  tone  of 
the  skeletal  muscles  will  also  lower  the  tone  of 
the  smooth  muscles  of  the  viscera.  However 
much  food  a  man  can  digest  and  eat,  if  he  is 
lying  in  bed  and  his  skeletal  muscles  are  in  con- 
sequence weak  and  flaccid,  his  digestive  proc- 
esses will  also  be  weak,  because  his  smooth  mus- 
cles will  also  take  part  in  the  general  condition 
of  atony.  Thus,  the  condition  of  the  skeletal 
muscles  is  of  much  nutritional  importance.  "We 
know  that  when  we  invigorate  a  voluntary  mus- 
cle by  voluntary  exercise,  we  also  invigorate  the 
smooth  muscle  and  increase  its  tone  and  vigor, 
especially  in  the  viscera  and  in  the  arteries. 

Recently  we  have  learned  from  the  researches 
of  various  people,  including  those  by  Caroline 
McGill,  how  very  closely  allied  are  the  cross- 
striated  and  the  smooth  muscles.  In  fact,  the 
change  from  a  smooth  muscle  to  a  cross-striated 
muscle  takes  place  very  easily  in  certain  ani- 
mals. Conversely  in  a  way,  anything  which 
tends  to  decrease  the  tonus  of  the  skeletal  or 
voluntary  muscles  also  affects  the  smooth  mus- 
culature, and  this  effect  can  be  seen  in  the 
smooth  muscle  fibers  of  the  intestines.  Here  is 
a  sympathetic  degenerating  atony  of  the  muscle 
fibers  of  the  intestines  from  a  lack  of  all-round 
general  exercise.  You  see  a  typical  illustration 
of  this  condition  in  the  case  of  convalescence 
from  an  exhausting  disease.  The  person  has 
lain  abed  for  weeks,  perhaps  months,  and  has 
been  prevented  from  taking  any  exercise.  The 
vigor  of  his  digestive  process  at  the  end  of  that 
period  is  very  weak,  even  if  he  is  eating  very 
little  food.  In  some  severe  thoracic  diseases,  it 
is  true,  the  person  afflicted  is  apt  to  eat  even 
twice  as  much  as  under  ordinary  healthy  condi- 
tions, and  the  food,  notwithstanding,  may  be 
digested.  But  his  digestive  apparatus  may  be 
very  weak  purely  from  sympathy  with  the  de- 
creased vigor  of  the  voluntary  muscles,  for  the 
smooth  muscles  have  developed  sympathetically 
with  the  skeletal  muscles. 

Here  we  may  be  pardoned,  perhaps,  if  we  re- 
peat from  the  author's  "Certain  Further  Fac- 


tors in  the  Physiology  of  Euphoria"*  a  page 
devoted  to  the  motor  action  of  the  villi  in  nutri- 
tion : — 

Passing  now  to  the  mechanism  and  process  of 
intestinal  absorption  we  see  in  the  neuro-mus- 
culo-glandular  mechanism  of  the  villi  and  the 
valvula?  conniventes  a  much  more  competent  and 
actively  adaptable  apparatus  than  has  been  dis- 
closed heretofore.  In  general  terms  the  pres- 
ence of  muscle  means  the  active  adaptation  of 
an  organ  to  conditions  outside  itself,  for  exam- 
ple, in  the  absorptive  organs  mentioned  as  well 
as  in  the  spleen  and  ovary. 

Whatever  may  be  the  adaptive  movements  of 
the  valvule,  the  villi  are  the  chief  immediate  or- 
gans of  food  absorption  from  the  intestine. 
There  are  about  four  million  of  these  organs  in 
the  human.  They  are  irregular  but  in  general 
finger-shaped  organs  varying  in  length  from  0.5 
to  3.0  millimeters.  Their  combined  surface  area, 
situated  as  they  are  on  the  valvule  conniventes, 
increases  the  absorptive  area  of  the  intestine  at 
least  an  hundred  fold  over  what  it  would  be 
were  the  gut  a  smooth-walled  tube  instead  of 
one  partly  filled  at  times  by  these  organs.  The 
villus  is  a  complex  little  organ  for,  besides  its 
versatile  and  essential  wall  of  columnar  epithe- 
lium, it  consists  of  smooth  muscle,  autonomic 
nerves,  a  conspicuous  central  lymphatic  ("lac- 
teal"), blood  vessels,  leucocytes,  and  connective 
tissue.  It  would  be  pedantic  to  venture  con- 
jecture as  to  the  exact  modus  operandi  of  such  a 
mechanism.  Fat,  however,  is  the  only  alimen- 
tary principle  which  is  mechanically  conveyed 
from  the  midst  of  the  epithelial  cells  (where  it 
is  apparently  synthesized  from  the  fatty  acids 
and  glycerin)  to  the  central  lymphatic.  The 
chief  function  of  this  ' '  lacteal, ' '  so  far  as  known, 
is  to  receive  the  fat  globules  and  to  forward 
them  into  the  circulation  proper  via  the  tho- 
racic duct.  Howell  says  (1913)  :  "The  mechan- 
ism of  absorption  remains  unexplained."  It  is, 
however,  extremely  probable  that  the  neuro- 
muscular mechanism  of  the  villus  has,  as  part  of 
its  function  at  least,  the  compression  of  the 
villus  under  nervous  requisition  for  more  fat 
from  other  parts  of  the  body.  On  this  basis  the 
villus  is  understandable  as  in  part  a  minute  res- 
ervoir of  adipose  material,  perhaps  indeed 
chiefly  for  the  greatly  variable  use  of  the  ner- 
vous system,  nerve-cells  (chromatin)  and  nerve 
fibers  (myelin)  alike.  They  clearly  make  up  by 
their  number  what  each  lacks  in  size. 

•Psychological  Review,  xxi,  3,  May,  1914,  illst'd,  pp.  166-188, 
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The  first  effect,  then,  of  too  little  exercise 
upon  nutrition  is  that  of  a  direct  effect  upon 
the  muscles,  and  in  this  particular  case,  the  di- 
gestive musculature. 

In  the  second  place,  we  must  consider  the  ef- 
fect of  too  little  exercise  upon  nutrition  through 
the  nervous  system.  The  central  nervous  sys- 
tem lacks  tone  as  well  as  do  the  muscles  when 
there  is  too  little  exercise.  This  lack  of  tone  in 
the  central  nervous  system  helps  to  decrease  the 
requisite  tone  in  the  digestive  organs.  A  second 
effect,  then,  of  atony,  is  a  lack  of  tone  in  the 
nerve  centers  which  have  to  do  with  the  move- 
ments and  the  secretions  of  the  digestive  or- 
gans. There  is  a  reflex  and  sympathetic  con- 
trol of  the  digestive  apparatus,  from  the  auto- 
nomic  and  from  the  central  nervous  system. 
"When  the  nerve  cells  are  not  up  to  their  normal 
standard,  there  is  a  lack  of  tone  and  invigora- 
tion  from  the  spinal  cord,  and  the  sympathetic 
system  fails  to  send  impulses.  The  nerve  cells 
are  not  up  to  their  usual  efficiency,  perhaps 
because  of  a  lessening  of  the  chromatin  gran- 
ules always  found  in  the  cytoplasm  of  nerve 
cells.  The  lack  of  exercise  affects  the  nerve 
centers  as  well  as  the  muscles,  and  so  the  move- 
ments of  the  alimentary  canal  are  less  accurate 
and  less  vigorous,  and,  meanwhile,  nerve  stimu- 
lation itself  is  less  vigorous  to  those  parts. 

Again,  the  secretions  of  the  alimentary  canal 
are  less  active  and  vigorous,  and  they  are  de- 
ficient in  quantity,  owing  to  the  lack  of  all- 
round  bodily  exercise.  No  one  has  ever  shown, 
so  far  as  the  writer  knows,  that  these  products 
are  qualitatively  changed. 

A  third  effect  of  too  little  exercise  upon  nu- 
trition is  inadequate  or  "poor,"  appetite.  Too 
little  exercise  lowers  the  appetite  below  the  nor- 
mal, or  else  the  appetite  is  an  artificial  one, 
which  is  worse.  If,  owing  to  the  sluggishness  of 
the  circulation  and  the  atony  of  the  muscles,  the 
appetite  be  allowed  to  drop  too  low,  there  is  a 
decreased  demand  for  food,  and  the  body  is  not 
nourished  properly.  The  appetite  for  food  and 
drink,  in  the  case  of  the  normal  man  doing  lit- 
tle work,  is  for  little  food,  while  the  man  doing 
a  great  deal  of  work  needs,  requires,  and  wishes 
much  food.  In  the  normal,  pristine  individual 
that  is  the  normal  condition,  and  it  is  only  be- 
cause man  has  grown  into  the  habit  of  not 
adapting  his  food  to  the  amount  of  his  muscular 
work,  that  the  condition  or  ratio  is  not  always  in 
evidence.  The  normal  appetite  is  the  proper 
indicator  of  the  amount  of  food  required  by  the 


individual.  On  the  other  hand,  if  the  appetite 
is  kept  up  artificially,  the  person  eats  a  useless 
lot  of  food.  This  leads  to  a  "uric-acid  dia- 
thesis" and  to  obesity,  and  there  is  a  large 
amount  of  nitrogenous  waste  materials  that  must 
be  got  rid  of  somehow.  These  waste  materials 
continually  circulate  in  the  blood  and  are  oxi- 
dized and  katabolized  directly  from  the  circula- 
tion. The  nitrogen  comes  from  the  protein  sub- 
stances eaten,  and,  some  think,  is  converted  into 
uric  acid.  This  acid  then  circulates  in  the  blood, 
and  causes  pains  in  the  joints,  etc. — things 
known  to  the  medical  man  of  a  generation  ago 
under  the  term  of  "uric  acid  diathesis."  In 
this  condition  there  is  an  excess  of  protein  in- 
gested, due  to  an  artificial  appetite  and  the  eat- 
ing of  large  amounts  of  general  food.  The 
muscles  do  not  use  up  the  protein,  as  there  is  a 
small  demand  for  nitrogenous  food  material  be- 
cause of  a  lack  of  exercise.  It  is  supposed  by 
some,  that  an  excess  of  nitrogenous  ma- 
terial passing  for  long  through  the  kidneys, 
kives  rise  to  some  condition  allied  to  Bright 's 
disease.  Over-stimulation  of  the  kidneys  might 
very  reasonably  give  rise  to  interstitial  nephri- 
tis, under  conditions  of  too  little  flushing  out. 

Another  effect  of  too  little  exercise  upon  nu- 
trition is  seen  in  the  condition  of  obesity. 

Perhaps  it  may  be  forgiven  the  writer  if  here 
he  quotes  seven  paragraphs  from  an  article1  on 
overweight,  which  suggests  the  screaming  wrong 
and  the  utter  needlessness  of  this  condition  of 
overweight : 

Physiological  obesity  can  always  be  reduced 
(as  long  as  the  kidneys,  heart,  and  the  other 
vital  organs  are  sound  and  can  stand  the  pres- 
sure) by  a  greatly  increased  amount  of  syste- 
matic exercise  and  by  a  reduction  in  the  intake 
of  food — the  latter  the  more  important.  In- 
crease the  outgo  of  energy  from  the  organism 
and  decrease  the  intake  of  energy  into  the  or- 
ganism, and  it  is  always  possible  to  reduce  truly 
physiological  obesity.  This  is  one  place  where  a 
contrast  appears  between  pathological  and 
physiological  corpulence.  In  many  cases  of 
physiological  obesity  the  persons  have  weak 
hearts,  stomachs,  or  kidneys,  and  these  weak- 
nesses properly  prevent  either  a  rapid  decrease 
in  the  food  or  a  rapid  increase  in  the  amount 
of  fat-destroying  exercise.  Then,  too,  some  un- 
stable nervous  systems  cannot  stand  a  quick  de- 
crease in  the  energy  value  of  food,  so  that  it  is 

1  Dearborn,  G.   V.  N. :    "Get  Fat  and — Die,"  Interstate  Medical 
Journal,  Vol.  xxiv.  No.  2,  February,  1917. 
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not  safe  to  decrease  the  food  supply  too  rap- 
idly. 

Most  of  the  false  obesity  cures  bring  about 
their  effects,  if  there  be  any  at  all,  by  actually 
disturbing  and  deranging  the  process  of  diges- 
tion by  a  distinct  pathological  change,  while 
they  do  not  attempt  to  remove  the  cause  of  the 
superfluous  amount  of  fat. 

One  way  to  remove  the  cause  of  physiological 
obesity  is  to  reduce  the  metabolism  of  food.  Give 
the  person  foods  that  are  "filling,"  such  as 
bran  bread  and  fruits  and  top-of-the-ground 
vegetables,  whose  tissue-forming  value  is  small, 
very  small,  as  far  as  calories  of  energy  are  con- 
cerned. Cellulose  and  water !  Another  method 
of  bringing  about  the  same  result  is  to  drink  a 
cup  of  sweet,  weak  coffee  or  to  eat  dessert  or  a 
few  pieces  of  candy  first,  so  that  plainer  foods 
become  tame  and  unpleasant  to  the  taste,  and 
easily  foregone.  Some  find  it  easier  to  omit  all 
food  one  day,  or  even  two,  in  every  week,  water 
being  meanwhile  freely  taken. 

Because  the  method  puts  one  on  his  own  feet 
and  makes  him  master  of  himself,  perhaps*  the 
most  important  way  in  which  to  reduce  diet  is 
to  use  continuous  will  power  of  restraint.  Very 
few  really  fat  people  have  sufficient  will  power, 
however,  month  after  month,  to  reduce  the  diet 
in  a  systematic  and  scientific  manner.  Most  of 
them,  lacking  the  necessary  strength  thus  to 
lessen  their  food,  go  to  sanatoriums  and  there 
are  put  under  strict  surveillance  as  regards 
everything  pertaining  to  their  diet.  For  quite  a 
percentage  of  far  overweighted  persons  it  is 
either  this  heroic  treatment,  passively  endured, 
or  nothing. 

One  thing  is  certain.  For  the  far  larger 
number  of  persons  overweight  who  do  not  find 
it  expedient  to  change  their  actual  daily  occu- 
pations from  a  low  plane  of  energy  expense  (via 
muscular  exercise)  to  a  higher,  it  is  quite  futile 
to  expect  weight  reduction  by  bodily  work  alone, 
whether  in  a  fine  gymnasium,  on  the  farm,  or 
elsewhere.  The  commoner  experience  of  middle- 
aged  women  and  men  who  seek  thus  to  normal- 
ize themselves  hygienically  and  cosmetically,  of 
course,  is  to  gain  weight  rather  than  lose  after 
the  first  week  or  so.  They  actually  improve 
their  general  condition,  as  well  as  their  food  ap- 
petite, so  much  by  the  daily  hour  or  two  of  un- 
wonted highly  enjoyable  general  exercise  that 
their  metabolism  is  raised  so  that  they  "put  on" 
fat.  They  take  just  enough  exercise  to  nor- 
malize nutrition,  but  not  nearly  enough  to  burn 


up  any  tissue  fat.  But  forty-eight  hours  a  week 
of  labor  for  each  of  the  four  weeks  of  several 
months  would  do  it!  And  it  is  thus,  and  only 
thus  for  the  most  part,  that  the  million  retain 
the  semblance  of  the  properly  human  form,  for 
their  diet,  for  the  most  part,  otherwise  would  be 
excessive. 

Those  who  have  fatness  thrust  upon  them  are 
the  adipose  victims  of  circumstances.  Some  of 
these  are,  of  necessity,  engaged  in  over-sedentary 
occupations ;  some  are  helpless  cripples ;  some 
are  ignorant;  some  are  indifferent — i.e.,  of  swin- 
ish disposition;  some  are  wise,  but  weak-willed; 
and  some  are  strong-willed  enough,  but  foolish 
or  perhaps  indifferent  to  the  length  of  life  or 
to  the  full  measure  of  physical  and  moral  man- 
hood or  womanhood.  But  with  this,  although  a 
considerable  class  of  the  obese,  we  need  not 
here  concern  ourselves,  for  the  scientific  condi- 
tions are  like  unto  those  of  the  persons  who 
achieve  fatness — although,  humanly  speaking, 
far  harder,  because  less  often  relieved.  Yet 
these,  too,  might  readily  be  free — free  of  being 
inefficient;  free  of  suffering  unduly  in  a  warm 
atmosphere  year  after  year;  of  manifold  per- 
sonal dermal  discomforts;  of  shortness  of 
breath ;  of  sundry  dangers  from  accidents ;  free, 
finally,  of  the  mathematic  probability  of  death 
a  number  of  years,  perhaps,  before  their  time 
were  they  of  normal  weight.  Does  this  fact  not 
mean  much? 

But,  after  all,  the  problem  for  the  portly  mul- 
titude of  men  and  of  the  ail-too-"  motherly  "( ?) 
multitude  of  women  is  one  of  general  essential 
expediency  plus  human  personality  itself!  To 
be  fat  is  grossly  inexpedient  if  only  the  people 
knew  it,  but  to  conquer  the  fatness,  humorous 
index  of  ignorance  or  sensuality  for  the  most 
part,  is  to  rise  thereby  to  the  full  stature  of  the 
human,  fashioned  in  the  godlike  image  of  super- 
man. The  victory  is  easily  attained  when  con- 
ditions are  not  too  adverse,  and  it  is  one  which 
tends  to  satisfy  the  vanity  or  the  pride  in  the 
dignity  of  the  human  form ;  it  augments  effi- 
ciency and  tends  to  the  prolongation  of  one's 
years.  It  truly  is  strange  that  still  so  few  ef- 
fectively realize  these  things.  Who  is  the  good 
twentieth-century  prophet  that,  in  tones  which 
all  may  hear,  will  proclaim  the  wrong,  its  utter 
needlessness,  and  the  manner,  often  easy 
enough,  of  its  righting? 

The  treatment  of  obesity  is  an  important 
thing  to  consider  in  the  theory  and  the  practice 
of  physical  education.    Fat  comes  in  mechan- 
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cially  and  chemically  in  many  diseases,  espe- 
cially in  relation  to  the  heart ;  here  the  presence 
of  fat  is  an  impediment  and  hindrance,  as  well 
as  a  cause  of  many  disturbances  in  the  organism. 

The  objection  to  exercise  during  the  process 
of  digestion  in  the  stomach,  is  that  it  brings  on 
a  general  muscular  congestion,  taking  an  excess 
of  blood  at  the  expense  of  the  stomach.  It  is 
wrong  to  exercise  violently  immediately  after  a 
meal,  because  the  muscles  would  then  use  the 
blood  which  should  be  in  the  stomach  helping  to 
digest  the  food.  (Gently  jolting  exercises,  such 
as  sauntering,  help  digestion.)  On  the  other 
band,  exercise  within  two  or  three  hours  after  a 
meal  is  at  the  proper  time,  for  under  such  con- 
ditions the  blood  is  not  needed  in  the  process  of 
digestion.  We  all  know  the  difficulty  of  even 
trying  to  write  or  to  study  after  a  large  meal. 
It  does  not  make  so  much  difference  in  the  case 
of  a  small  lunch,  because  the  stomach,  we  may 
guess,  is  congested  in  proportion  as  it  is  full 
of  food.  By  recent  research  it  has  been  shown 
that  the  wall  of  the  stomach  constricts  closely 
around  the  food,  so  that  the  more  food  a  person 
eats  the  larger  functionally  is  his  stomach.  Hard 
exercise  after  a  hearty  meal  should  not  be  in- 
dulged in,  while,  on  the  other  hand,  mild  exer- 
cises, which  tend  to  jolt  the  contents  of  the  ab- 
domen, are  a  distinct  aid  to  digestion.  Horse- 
back riding  is  a  fine  form  of  exercise,  and  is  a 
distinct  aid.  Walking,  and  even  swinging  in  a 
hammock,  aids  digestion  by  serving  to  jolt  the 
contents  of  the  abdomen.  The  movements  of 
the  intestines  are  both  pendular  and  peristaltic, 
and  are  distinctly  aided  by  any  mechanical 
movements  of  the  body.  An  experiment  illus- 
trating the  effect  of  exercise  upon  nutrition  was 
carried  out  by  Londe  in  1860 :  Two  dogs  were 
given  a  big  meal,  and  immediately  afterwards 
one  dog  was  submitted  to  violent  exercise,  while 
the  other  was  allowed  to  repose.  Two  hours 
later  both  dogs  were  killed.  It  was  found  that 
the  former  had  the  meal  already  all  in  the  in- 
testines, entirely  undigested,  because  it  had  been 
jolted  out  of  its  stomach  into  the  gut  by  the  vio- 
lent exercise  to  which  it  had  been  submitted. 
The  other  dog  had  the  food  still  in  its  stomach. 
The  food  was  well  mixed  with  gastric  juice,  and 
digestion  was  assured.  This  research  shows  that 
the  long-standing  supposition  in  regard  to  the 
effect  of  exercise  after  a  hearty  meal  is  a  correct 
one.   But  see  below. 

Constipation  is  an  important  evil  condition 
with  which  physical  exercise  and  its  lack  have 


close  relations.  Gant's  well-known  treatise  dis- 
cusses the  effects  of  exercise  on  constipation, 
under  seven  heads: 

First,  the  heart-action  and  the  circulation 
are  increased  by  exercise,  and  any  increase  in 
these  benefits  constipation,  because  the  processes 
of  absorption,  nutrition,  and  elimination  are  all 
increased  by  an  increase  in  the  circulation.  An 
increase  in  the  circulation  through  the  intestines 
hastens  the  processes  of  absorption  and  of  nu- 
trition, and  the  elimination  through  the  kid- 
neys. Many  people  do  not  realize  what  an  im- 
portant factor  constipation  is  in  their  general 
health,  and  of  how  they  can  be  constipated  and 
yet  have  movements  of  the  bowels  every  day. 
There  may  be  accumulations  of  waste  materials 
in  the  large  intestine  that  may  stay  there  indefi- 
nitely. This  sort  of  constipation  may  be  nearly 
as  bad,  in  so  far  as  the  absorption  of  toxins  is 
concerned,  and  the  atony  of  the  muscles  of  the 
intestines,  as  any  other  kind.  A  case  of  com- 
plete constipation,  with  no  evacuation  of  the 
feces,  is  fatal,  but  uncommon.  Weeks  may 
elapse. 

A  second  effect  of  general  muscular  exercise 
upon  constipation  is  that  it  brings  about  an  in- 
creased oxidation  of  the  fats  and  the  carbohy- 
drates with  a  correspondingly  increased  elimina- 
tion of  carbon  dioxide.  Exercise,  by  the  oxida- 
tion of  the  carbohydrates  and  the  fats  taken 
into  the  body,  through  an  increased  elimination 
of  carbon  dioxide,  stimulates,  chemically,  peri- 
stalsis in  the  intestines,  thinks  Gant.  I  am  not 
aware  that  this  supposition  ever  has  been  con- 
firmed or  that  it  can  be  shown  to  be  of  more 
than  theoretic  importance. 

A 1  third  effect  of  general  muscular  exercise 
upon  constipation,  or  a  third  method  of  the 
action  of  exercise  upon  constipation,  is  seen  in 
an  increased  power  of  respiration.  This  causes 
a  greater  demand  for  oxygen,  and  this  increase 
in  respiration  deepens  each  time  the  de- 
scent of  the  diaphragm.  The  diaphragm  goes 
down  oftener,  further,  and  harder,  and  in  this 
way  there  is  a  distinct  massage  carried  out  on 
the  liver,  the  gall-bladder,  and  upon  the  trans- 
verse colon.  This  is  the  most  important  effect  of 
exercise  upon  constipation.  This  increased 
action  of  the  diaphragm,  by  its  massaging  ef- 
fects upon  the  liver,  increases  the  flow  of  bile, 
and  increases  the  peristaltic  movements  in  the 
intestines  by  its  massage  of  the  transverse  colon. 
Gant  shows  that  exercise  also  tends  to  increase 
antiperistalsis,  which  is  peristaltic  action  from 
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below  upward,  common  in  crustaceans,  etc.,  and 
easily  seen,  with  little  trouble,  in  Daphnia. 

A  fourth  effect  of  general  muscular  exercise 
on  constipation  is  that  it  tends  to  soften  the 
refuse  matter  which  has  accumulated  in  the 
large  intestine  and  in  the  gut.  By  the  stimula- 
tion of  the  pancreas,  of  the  liver,  and  of  the 
intestinal  wall,  the  glands  which  pour  their 
products  out  into  the  intestines  are  stimulated, 
and  anything  that  serves  to  stimulate  the  secre- 
tions from  the  glands  will  bring  about  a  soften- 
ing of  the  feces. 

A  fifth  effect  of  exercise  upon  constipation  is 
along  the  line  of  a  curative  effect,  in  that  exer- 
cise relieves  and  also  lessens  autointoxication. 
This  is  a  form  of  poisoning  due  to  some  un- 
eliminated  matter  formed  within  the  body,  and 
in  which  there  is  an  absorption  of  various  tox- 
ins from  the  large  intestine  back  again  into  the 
blood.  This  matter  is  what  Horace  Fletcher  ob- 
jects to  so  strenuously.  He  says  that  if  we 
were  to  reduce  the  amount  of  proteins  con- 
sumed, we  could  lessen  the  number  of  bacteria 
in  the  intestines,  and  so  lessen  the  amount  of 
toxins  absorbed  into  the  blood.  These  toxins  of 
bacterial  origin,  when  they  invade  the  system 
through  the  blood,  give  rise  to  headaches  and  to 
many  indefinite  things  due  to  the  evil  absorp- 
tion of  decomposing  substances,  called  tox- 
ins, from  the  large  intestine.  Exercise,  by  stim- 
ulating the  movements  of  the  large  intestine,  re- 
lieves this  state  of  autointoxication.  This  auto- 
intoxication acts  especially  upon  the  nervous 
system  of  the  individual  concerned.  When  such 
a  condition  is  present,  his  system,  upon  being 
relieved,  gives  a  better  chance  for  the  normal 
action  of  the  intestines.  We  have  a  sort  of  re- 
flex action,  in  that  the  lessening  of  the  toxins 
present  in  the  blood  allows  the  nervous  system 
to  act  normally,  and  also  allows  its  action  upon 
the  intestines  to  be  normal,  and  so,  indirectly, 
stimulates  the  movements  of  the  gut. 

A  sixth  effect  of  general  muscular  exercise 
upon  constipation  is  an  increase  in  general  mus- 
cular strength.  This,  reflexly  and  sympathet- 
ically, aids  the  muscular  power  of  the  large  in- 
testine, and  especially  of  the  rectum.  I  have 
already  shown  how  intimate  is  the  sympathy  be- 
tween different  parts  of  the  musculature  of  the 
body.  Anything  that  stimulates  the  skeletal 
muscles  also  affects  the  vegetative  smooth  mus- 
cles in  all  parts  of  the  body  in  a  more  or  less 
indirect  way.  The  process  of  defecation  con- 
cerned in  the  discharge  of  the  feces  is  partly  a 
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voluntary  and  partly  an  involuntary  process.  It 
is  partly  a  voluntary  process  in  that  is  is  aided 
by  the  abdominal  walls.  If  the  abdominal  walls 
have  been  strengthened  by  exercise,  they  can 
exert  a  prompter  and  a  harder  effect,  and  so  aid 
defecation. 

The  seventh  effect  of  general  all-round  exer- 
cise upon  constipation  is  an  increased  power  in 
the  peristaltic  movements  of  the  intestines,  by  a 
tonic  stimulation  of  the  intestinal  nerves. 

These  seven  principles  are  very  important  as 
applied  to  the  condition  known  as  constipation. 
Constipation  is  a  very  common  condition,  so 
these  seven  principles  have  an  added  value  for 
every  teacher  of  physical  training.  Many  peo- 
ple suffering  from  constipation  consult  teachers 
of  physical  education.  They  think,  rightly,  that 
they  may  help  them,  as  they  consider  their 
trouble  not  serious  enough  to  warrant  their  con- 
sulting a  physician.  This  condition  is  particularly 
prevalent  among  the  women,  in  whom,  espe- 
cially, constipation  is  a  matter  of  great  prac- 
tical detriment,  for  it  can  be  the  source  of 
numerous  ills.  Massage  of  the  abdomen  is  bene- 
ficial in  some  cases  of  extreme  constipation,  and 
in  fact  anything  is  beneficial  that  will  increase 
the  movements  of  the  intestines. 

Sugar.  A  few  words  about  sugar  as  a  food 
for  the  muscles.  There  is  a  research  in  this 
connection  carried  out  on  two  schoolboys,  aged 
respectively  seventeen  and  nineteen.  Both  had 
the  same  practice  every  day,  that  is,  rowing,  and 
they  practised  two  hours  daily  for  two  months, 
and  then  entered  for  the  races.  They  were 
found  to  be  overtrained,  and  the  doctor  fed 
them  much  sugar.  They  had  as  much  sugar  as 
they  wished,  sometimes  eating  as  much  as  five 
ounces  just  before  beginning  their  daily  exercise 
with  the  oars.  Immediately  all  signs  of  over- 
training began  to  be  abolished,  and  the  result 
came  in  about  three  days  from  the  time  that  the 
eating  of  sugar  was  advised.  They  entered  the 
race  and  won,  over  a  large  number  of  antag- 
onists who  had  not  eaten  any  sugar.  This  dem- 
onstrates one  use  of  sugar  as  a  food  for  the 
muscles. 

The  ordinary  sugars  are  glucose  (grape 
sugar,  dextrose),  cane  sugar,  beet  sugar,  maple 
sugar,  and  levulose — a  sugar  abundant  in  figs, 
dates,  and  raisins.  In  practice,  we  would  in- 
clude sweet  chocolate  in  this  list,  and  we  must 
deplore  the  strength  of  the  prejudice  against 
glucose. 

Some  years  ago,  Harley  found  that  the  daily 
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consumption  of  seventeen  and  one-half  ounces 
of  sugar,  more  than  one  pound,  daily,  increased 
the  power  of  his  muscular  work  from  61  to  76%. 
A  person  daily  consuming  that  amount  of  sugar 
would  not  get  fat  if  he  exercised  enough  to  use 
it  up.  The  maximum  effect  of  the  sugar  taken 
in  the  above-cited  illustration  was  in  about  two 
hours  after  it  had  been  eaten.  This  same  re- 
search was  gone  over  by  Schumberg,  and  the  re- 
sults were  confirmed  by  him.  Those  results 
were  that  after  eating  sugar  there  is  an  acute 
and  a  marked  increase  in  the  power  of  work. 
As  we  know  now,  all  the  army  diets  contain  a 
considerable  amount  of  sugar.  "Chocolates," 
etc.,  are  ordered  by  the  ton  for  the  consumption 
of  the  army,  and  are  part  of  the  regular  ration 
practically,  if  not  technically.  Queen  Victoria 
of  England  at  one  time  sent  a  half-pound  of 
sweet  chocolate  to  every  British  soldier  in  South 
Africa.  Since  that  time  candy  has  been  in- 
cluded in  the  diet  of  every  army  in  the  world, 
especially  in  the  form  of  chocolate.  This  choc- 
olate is  given  to  the  army  and  to  the  navy  on 
the  basis  that  it  is  a  concentrated  and  first-class 
food  for  physical  exercise.  Its  calory  value  is 
per  weight-unit  more  than  five  times  that  of  lean 
beef,  and  it  is  not  hard  to  digest,  save  to  ali- 
mentary canals  weak  in  fat  digestion. 

The  fact  that  the  maximum  strengthening  ef- 
fect of  sugar  taken  as  a  food  comes  in  about 
two  hours  has  been  discovered  empirically  by 
many  people  on  their  own  account,  as  well  as 
by  Harley. 

Sugar,  then,  is  an  important  and  an  imme- 
diate source  of  muscular  strength,  because  it  is 
metabolized  easily  in  the  tissues  of  the  body  and 
glycogen  is  made  from  it.  Practically,  then,  it 
is  only  necessary  for  the  blood  to  receive  the  di- 
gested sugar  and  to  take  it  to  the  muscles,  where 
it  is  immediately  turned  to  glycogen  and  serves 
as  the  chief  food  of  the  muscle  fibers.  These 
facts  in  regard  to  sugar  are  something  not  very 
new  and  yet  of  recent  development  in  their  ap- 
plication. Twenty-five  years  ago  there  was  not 
a  trainer  who  would  feed  candy  to  a  training 
squad. 

A  few  words  about  training  diet.  We  shall 
see  that  there  is  really  nothing  very  special  or 
peculiar  about  a  training  diet.  It  is  not  scien- 
tific to  adapt  the  diet  qualitatively  to  the  kind 
of  work  a  person  is  going  to  do,  but  it  is  neces- 
sary to  adapt  the  diet  somewhat  quantitatively. 

The  training  diet  (a  man  or  woman  of  athletic, 
or  very  active  vocational,  habits  is  "in  train- 


ing") should  be  ample,  but  not  excessive  in 
amount.  I  am  quite  sure  that  some  training 
diets,  extravagant  in  amount,  are  far  excessive 
especially  in  the  matter  of  lean  flesh  meat.  On 
the  other  hand,  the  training  diet  should  contain 
enough  flesh  meats,  because  meat,  more  than 
anything  else,  directly  restores  the  wasting 
muscles.  Sugar  supplies  the  energy  of  the 
muscles  more  quickly  and  better  than  any 
other  thing  a  person  can  eat.  Some  fat  should 
be  taken.  The  reason  this  is  so  is  because  the 
chief  part  of  lean  meat  which  is  eaten  is  made 
up  of  the  fat  muscles  of  the  animal,  and  the 
materials  to  be  replaced  in  the  human  body  are 
protein  and  lipoidal. 

It  certainly  behooves  college  deans,  university 
presidents,  academy  principals,  private  school 
proprietors  and  administrators,  camp  food-com- 
missaries, and  "such,"  to  see  well  to  it  just  now 
that  patriotism  be  not  made  an  excuse  for  parsi- 
mony in  feeding, — as  a  matter  important  to  good 
health,  to  efficiency,  and  to  next  year's  tuitions. 
Cold,  anxiety,  and  underfeeding  all  are  helping 
in  some  institutions  toward  a  most  unpatriotic 
depression  of  efficiency  and  towards  an  increase 
of  phthisis.  For  example  :  ' '  We  do  not  need  to 
starve  our  own  people.  We  have  plenty  for  our- 
selves, and  it  is  the  firm  policy  of  the  Food  Ad- 
ministration to  retain  for  our  people,  by  its  con- 
trol of  exports,  a  sufficient  supply  of  every  es- 
sential foodstuff.  We  want  nobody  in  our  coun- 
try to  eat  less  than  is  necessary  for  good  health 
and  full  strength,  for  America  needs  the  full 
productive  power  of  all  its  people." 

The  training  diet  should  include  plenty  of 
water.'  This  does  not  mean  that  a  person  needs 
to  wash  down  his  mouthfuls  of  food  with  gulps 
of  water.  It  should  be  drunk  with  meals  and 
between  meals,  but  a  man  or  a  child  should  never 
wash  food  down  mechanically.  An  abundant 
supply  of  water  flushes  out  the  tissues  of  the 
body  and  keeps  the  digestive  apparatus  loose 
and  active.    It  is  essential  to  the  athlete. 

Another  characteristic  requirement  in  the 
"training"  diet  of  any  physically  very  active 
individual  is  that  it  should  have  nothing  in  it 
to  cause  indigestion  or  any  disturbance  of  the 
alimentary  canal.  Where  an  athlete  is  trained 
"up  to  the  scratch,"  it  would  be  a  decided  set- 
back if  he  were  to  have  an  attack  of  diarrhea  for 
even  one  day.  Such  an  attack  might  offset  all 
the  training  of  weeks.  For  instance,  baked 
beans  are  not  good,  owing  to  the  essential  oils 
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contained  in  them.  These  oils  are  very  irritat- 
ing to  some  alimentary  canals. 

Another  requirement  in  a  training  diet  is 
that  there  should  be  more  sugar  than  in  the 
normal  diet.  Sugar  is  the  best  immediate 
source  of  muscular  energy,  but  it  must  not  be 
taken  in  such  large  amounts  as  to  produce  any 
disturbance  of  the  digestive  apparatus.  It  is 
beneficial  to  eat  sugar,  sweets  and  preserves, 
with  a  meal  or  soon  after  a  meal,  but  never  in 
such  large  amounts  as  to  disturb  digestion. 

Another  requirement  in  an  ideal  training  diet 
is  four  meals  daily  instead  of  three  or  even  two 
meals  a  day.  With  four  meals  a  day,  the  athlete 
can  digest  more,  and  make  better  use  of  more, 
than  if  he  were  taking  only  three  meals  a  day, 
and  the  athlete  must  be  on  a  high  plane  of  me- 
tabolic efficiency.  One  need  not  prescribe  any 
particular  foods  for  a  training  diet,  except  to 
define  sugar  as  an  essential  requirement.  Some- 
thing solid  but  easily  digestible,  taken  into  the 
stomach  late  at  night,  often  makes  one  sleep  bet- 
ter, because  it  takes  the  blood  out  of  the  brain 
and  brings  it  to  the  digestive  apparatus.  If  Jf.  F. 
Shepard's  recent  contention  prove  true  (that 
sleep  gives  cerebral  congestion,  some  other  ex- 
planation must  be  sought.  The  best  time  to 
eat  fruit  is  in  the  morning,  and  those  in  training 
need  much  of  it. 

Some  of  the  relations  of  coffee  (and  of  tea 
and  cocoa)  to  muscular  work:  In  this  connec- 
tion, take  data  from  a  research  made  by  Rivers 
and  Webber,  and  to  be  found  in  the  Journal  of 
Physiology,  Vol.  36,  p.  46,  for  the  year  1907. 
They  found,  first,  that,  caffein  (theobromin  is 
similar)  increased  the  power  of  muscular  work; 
second,  they  found  signs  of  a  double  action : 
(a)  an  increase  in  the  number  of  muscular  con- 
tractions for  a  short  time;  (b)  an  increase  in 
the  degree  and  the  extent  of  muscular  contrac- 
tion, for  as  long  a  time  as  the  coffee  is  taken. 
This  was  a  laboratory  research,  done  with  the 
ergograph,  an  instrument  for  measuring  work 
done  in  muscular  action.  Probably  their  work 
was  done  in  reference  to  the  skeletal  muscles. 
In  general,  coffee  does  away  with  temporary 
fatigue  of  the  skeletal  or  cross-striated  muscles. 
It  increases  the  number  of  possible  contractions 
for  any  time,  and  in  any  especially  fatiguing 
work  it  is  possible  to  make  more  contractions  for 
a  short  time.  The  work  of  Hollingworth  at  Co- 
lumbia fully  corroborates  (and  extends)  the  re- 
sults of  this  English  research.    Coffee  imme- 


diately takes  effect,  perhaps  in  about  three  or 
four  minutes. 

Next  consider  the  action  of  tobacco  upon  mus- 
cular work:  Tobacco  undoubtedly  decreases 
both  the  desire  and  the  capability  for  doing 
muscular  work.  There  is  no  doubt  of  the  above 
statement  at  all  nowadays.  Thus,  coffee  might 
be  of  use  in  a  training  diet,  but  it  must  never 
be  used  to  such  an  excess  as  to  keep  the  indi- 
vidual awake,  for  sleep  sometimes  is  the  most 
important  of  all  things.  In  regard  to  tobacco  in 
a  training  diet,  I  should  say  no  tobacco  at  all 
(unless  in  the  evening  a  pipe  or  two?),  at  least, 
none  for  hours  before  the  contest  or  special  exer- 
tion, because  tobacco  distinctly  reduces  muscular 
power,  probably  by  nicotine's  depression  of  the 
action  of  the  motor  end-places  of  cross-striated 
muscle. 

Practically  the  same  thing  is  true  in  regard  to 
the  use  of  alcohol  in  a  training  diet.  Alcohol 
lessens  the  power  of  muscular  (as  of  intellec- 
tual) work,  and,  physiologically  speaking,  it 
does  so  through  the  disturbance  of  coordination. 
The  kinesthetic  impulses  are  shut  off  and  there 
cannot  be  from  the  cortex  a  proper  coordination 
of  the  muscle  fibers  by  the  spinal  grey.  How- 
ever, there  is  still  a  college  prejudice  in  favor 
of  the  use  of  alcohol.  This  prejudice  persists, 
though  it  has  been  demonstrated  that  its  use  is 
an  absolute  disadvantage  in  every  respect  to  the 
athlete.  There  is  here  the  greatest  graft  of 
money-expense  to  many  of  the  varsity  teams  in 
that  they  are  habitually  inclined  to  think  it  nec- 
essary to  have  champagne !  The  use  of  alcohol 
in  a  training  diet  is  out  of  date  and  one  may  be 
very  emphatic  on  that  score ;  snobbery  underlies 
it,  in  part. 

Dean  LeBaron  Russell  Briggs,  chairman  ot 
the  Harvard  Athletic  Committee,  and  wise  as 
well  as  influential,  in  his  recent  report  well 
stated  an  obvious  matter  (and  more  politely 
than  the  ''snobbery"  above)  as  follows: — 

"One  thing  is  certain,  if  when  the  world  is  at 
peace  again,  and  intercollegiate  contests  are  re- 
sumed, we  fail  to  reduce  the  cost  of  coaching 
and  training,  to  inculcate  notions  less  luxurious, 
and  to  foster  a  better  understanding  of  the  rela 
tion  between  athletics  and  other  interests  in  life, 
we  shall  lose  one  of  the  opportunities  so  dearly 
bought  by  this  war." 

The  universities  have  been  prostituting  the 
good  name  of  physical  education  out  of  snob 
bery  and  cheap  notoriety  seeking,  for  the  sake 
of  amusing  some  of  their  alumni  for  a  few  hours 
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each  year ;  while  the  students  who  need  the  exer- 
cise are  grinding  themselves  into  a  kyphosis  or 
indolently  watching  their  hired  players  over- 
train. 

Next,  a  research  on  the  effect  of  strychnin  on 
muscular  work.  It  was  made  by  an  Englishman, 
Varrier- Jones,  and  is  to  be  found  in  the  Amer- 
ican Journal  of  Physiology,  1907.  He  found 
that  strychnin  somewhat  increased  the  power  of 
muscular  work  at  first.  This  probably  occurred 
through  a  stimulation  of  the  reflex  centers  in  the 
spinal  cord.  If  too  much  strychnin  be  taken  of 
course  it  will  tend  to  lessen  your  muscular  work 
for  good!  A  second  result  obtained  in  this  re- 
search was  that  the  stimulating  effect  of  strych- 
nin gradually  disappears  in  about  three  hours' 
time.  In  Varrier- Jones's  opinion,  the  action  of 
strychnin  is  to  open  wider  the  synapses  of  the 
afferent  or  ingoing  side  of  the  reflex  arc.  This 
effect  of  strychnin  was  long  ago  discovered,  em- 
pirically, by  horse-trainers,  whose  custom  it 
long  was  to  inject  strychnia  into  the  horses  be- 
fore the  races  came  off.  In  ordinary  doses, 
strychnin  does  not  seem  to  do  much  harm,  the 
chief  danger  being  that  a  person  will  take  too 
much  and  thereby  make  himself  very  nervous. 

Strychnin  is  one  of  the  standard  drugs  of  the 
world,  and  it  is  very  widely  used  as  a  nerve 
stimulant,  especially  as  nux  vomica.  It  need 
not  be  pointed  out  that  the  use  of  methods  and 
means  as  artificial  as  is  strychnia  is  wholly  un- 
ethical in  sport  of  man  or  beast.  It  is  mentioned 
here  only  because  it  is  a  neuromuscular  stimu- 
lant among  stimulants.  Adrenin  would  seem- 
ingly have  far  more  appropriate  use  in  a  con- 
test of  brawn,  but  whether  its  use  would  be 
ethical  or  not  would  be  for  the  judges  to  deter- 
mine. 

The  main  thing  in  a  training  diet  or  in  a 
system  of  training  for  athletic  amateurs,  as  for 
amateur  or  professional  athletes,  is  to  see  to  it 
that  the  individuals  get  plenty  of  sleep ;  that 
they  eliminate  the  use  of  alcohol  and  tobacco ; 
and  that  the  training  diet  contains  the  essential 
metabolic  requirements,  chemically  and  diges- 
tionally. 

The  second  part  of  our  discussion  of  the 
effects  of  exercise  on  nutrition  comes  under  the 
head  of  "too  much  exercise."  There  is  hardly 
any  limit  to  all-around  normal,  outdoor  exer- 
cise, when  the  exerciser  really  is  "in  training," 
up  to  it.  The  actual  recorded  maximum  was 
made  on  a  static  bicycle  in  a  calorimeter  some 
years  ago,  and  was  14,000  calories  of  energy  a 


day.  This  is  hard  work.  For  example,  most 
physicians  are  not  expending  over  3500  cal- 
ories of  energy  an  ordinary  day  at  the  outside 
limit.  Tne  ordinary  and  practical  limit  of  the 
lumberman  would  be  found  to  be  about  7000  or 
8000  calories  of  energy  a  day.  All  the  condi- 
tions requiring  a  large  amount  of  metabolism 
(long  hours  of  labor,  and  oftentimes  exposure 
to  the  cold  and  wet  and  dampness)  would  de- 
mand about  this  expenditure  of  energy  each 
working  day.  The  metabolic  planes  of  effi- 
ciency must  be  maintained  in  order  to  reach  and 
to  maintain  the  highest  limit  of  motor  efficiency. 
In  other  words,  when  the  appetite,  the  supply 
of  food,  and  its  absorptive  consumption  keep 
pace  with  katabolism  and  excretion,  there  is 
scarcely  any  theoretic  limit  to  the  height  of  the 
dynamic  efficiency  which  an  individual  may  at- 
tain, save  that  of  his  actual  structure.  Plenty 
of  sound  sleep  and  abundant  air  enable  a  per- 
son to  live  on  a  very  high  plane  of  efficiency.  Do 
not  imagine  that  one  gains  anything  in  under- 
sleeping.  Every  hour  of  sleep  is  worth  much  to 
the  organism — more  than  many  trainers  realize. 

Athletes  in  training  in  the  average  college 
and  elsewhere  tend  to  approach  the  plane  of 
efficiency  maintained  by  the  lumberman.  They 
are  much  more  liable,  however,  to  have  a  dan- 
gerous overdevelopment  of  the  digestive  organs, 
and  so  are  in  more  danger  of  "going  stale," 
because  they  are  living  under  somewhat  abnor- 
mal conditions  as  compared  with  the  industrial 
lumberman.  Athletes  in  training  in  college,  for 
example,  are  pretty  sure  not  to  get  as  much 
sleep.  They  are  more  liable  to  be  tempted  to 
drink,  and  to  smoke  excessively,  so  that,  on  the 
whole,  they  are  not  comparable  in  practice,  in 
so  far  as  their  plane  of  efficiency  is  concerned, 
with  the  man  doing  hard  outdoor  daily  work. 
The  exact  data  for  comparison  between  the  two 
are  lacking,  but  the  capable  lumberman  is 
certainly  our  kingly  athlete !  College  athletics 
might  do  worse  than  to  use  him  as  the  model  for 
royal  manly  training. 

Hypoliposis  comes  in  under  this  heading  of 
over-exertion.  In  a  recent  lecture,  "Get  Lean 
and — Homely,"  the  author  considered  leanness 
to  be  occasioned  mostly  by  seven  conditions:  1, 
innutrition — too  little  food ;  2,  over-exercise  of 
muscle-masses ;  3,  general  nervousness ;  4,  worry- 
ing too  much ;  5,  the  spare-diet  habit ;  6,  over- 
secretion  of  the  posterior  part  of  the  hypophysis 
(pituitary)  ;  and  7  (perhaps  a  phase  of  No.  6?), 
heredity.    Even  if  over-leanness  after  mid-age 
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be  a  sign  of  longevity,  the  cosmetic  considera- 
tions are  important,  especially  in  women;  and 
lean  persons  suffer  greatly  in  winter  from  cold, 
and  are  handicapped  in  certain  diseases.  A 
"lucky  thirteen"  words  stand  for  relief  from 
hypoliposis:  general  food-abundance,  fats, 
starch,  sugar,  breads  and  cereals,  storage  vege- 
tables, nuts  and  dried  fruits,  abundant  water, 
holiday,  indolence,  easy  outdoor  life,  medical  ad- 
vice, and  a  warm  climate. 

A  few  remarks  about  the  effect  of  muscular 
work  upon  digestibility,  meaning  thereby  the 
person's  ability  to  digest.  In  this  connection 
we  may  bring  again  to  notice  a  research  made 
by  E.  C.  Wait,  published  by  the  U.  S.  Dept.  of 
Agriculture,  and  to  be  found  in  Experiment 
Station  Bulletin  No.  117.  The  results  found  in 
this  research  are  negative,  but  none  the  less  they 
are  important  in  that  they  confirm  what  many 
people  have  long  believed.  In  the  first  place,  he 
found  no  difference  in  the  thoroughness  of  the 
process  of  digestion  of  the  food:  (.a)  when  the 
subject  was  at  rest,  and,  (6)  when  the  subject 
was  walking  up  and  down  a  hill  about  four  Iran- 
dred  feet  high.  Common  observation  corrobo- 
rates this  fact.  The  second  result  in  this  re- 
search of  Wait's  is  that  he  found  no  constant 
effect  of  the  climbing  on  the  excretion  of  nitro- 
gen, which  depends  upon  the  relative  amount 
of  the  intake  of  food.  On  the  other  hand,  nerve 
fatigue  and  muscle  fatigue  are  apt  to  cause  in- 
digestion, probably  from  some  emotional  de- 
pression. 

Kadegrobow,  in  his  research  made  on  dogs, 
found  that  active  exercise  delayed  the  secretion 
of  pepsin  somewhat.  He  compared  in  this  re- 
search do*s  who  rested  after  a  big  meal  with 
those  wh      then  were  worked. 

Gerhartz's  work,  found  in  Pfluger's  Archives, 
July,  1910,  was  along  this  same  line.  He  found 
that  food  consumption  was  not  increased  by  ex- 
ercise, and  that  the  protein  katabolism  was 
somewhat  lessened!  He  found  that  violent  ex- 
ercise before  eating  did  not  make  the  dogs  eat 
more.  They  got  their  energy  for  the  work  out 
of  the  carbohydrate  part  of  their  food.  This 
research  confirms  many  others  showing  that 
carbohydrates  and  fats  are  the  important 
sources  of  muscular  energy.  The  results  of  this 
research  are  contrary  to  what  one  might  expect 
at  first,  for  we  would  expect  that  the  dog  that 
was  working  hard  would  eat  more  than  if  he 
had  been  resting.  The  discrepancy  undoubt- 
edly is  temporary,  and  psychological  rather  than 


metabolic.  It  is,  of  course,  the  common  experi- 
ence that  we  are  distinctly  more  eager  for  food 
and  that  we  eat  more  of  it,  after  either  muscular 
or  mental  work.  We  should  develop  this  con- 
scious guidance. 

So  much  in  regard  to  a  few  miscellaneous 
nutritional  topics  as.  they  are  related  to  phys- 
ical exertion  and  exercise.  However  hard  to 
teach  to  the  world  of  men  and  women,  assuredly 
they  are  of  quite  basal  importance,  years  on 
end,  in  the  economic  conduct  of  physiologic  life. 


THE  VENEREAL  PROBLEM— THE  ARMY 
VIEWPOINT. 

By  Elmoke  M.  McKee,  1st  Lt.  San.  C.  N.  A., 

Representing  the  Office  of  the  Surgeon-General  of  the 
Army  and  the  War  Department  Commission 
on  Training  Camp  Activities. 

The  army  viewpoint  is  that  between  the  battle- 
line  of  Von  Hindenburg  and  that  of  venereal 
disease  there  is  a  very  real  connection.  The 
former  is  a  visible,  tangible  barrier  to  the  Al- 
lied advance  upon  Berlin,  the  latter  a  vast  hid- 
den barrier  within  the  ranks  of  the  Allied 
powers.  To  reach  the  German  capital  requires 
men,  and  many  of  them.  Men — thousands  of 
men — have  already  ceased  fighting,  and  been 
carried  in  tow,  because  of  venereal  disease.  This 
hidden  enemy  in  our  midst  has  long  left  behind 
in  its  wake  a  spectacle  of  human  devastation, 
impaired  efficiency  and  wreckage  of  vitality. 
Through  its  ravages  many  thousands  of  men 
have  been  rendered  useless  and  carried  on  the 
liability  list  through  the  great  battles  of  the 
war,  through  hours  when  there  was  a  dire  need 
for  fighting  power. 

Three  and  a  half  years'  observation  of  the 
great  war  have  shown  this  Government  that 
one  of  its  foremost  wartime  duties  is  to  protect 
its  men  from  venereal  disease.  The  experiences 
of  the  European  nations,  coupled  with  those  of 
our  own  troops  on  the  Mexican  border,  have 
been  object  lessons  of  singular  value.  We  now 
know  that  man-power  alone  will  win  the  war, 
and  that  every  unit  of  man-power  that  is  in- 
capacitated from  venereal  infection  and  rendered 
useless  as  a  fighting  force  is  a  greater  loss  than 
that  of  a  man  killed  in  action.  The  former  is 
struck  by  an  enemy  from  behind  before  he  has 
had  a  chance  to  register  an  offensive  blow,  while 
the  latter  dies  on  the  firing  line,  in  a  grapple 
with  the  enemy. 
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It  is  the  Secretary  of  the  Navy  who  has  I 
stated  that,  "Venereal  disease  is  deadlier  than 
tuberculosis.  It  is  deadlier  than  cancer.  War 
itself  counts  less  toll  of  human  life  than  this  in- 
fection, whose  ravages  are  more  fearful  than  the 
Marne,  Somme,  Verdun,  or  any  other  bloody 
battlefield. 

"From  every  nation  comes  evidence  in  sup- 
port of  this  statement:  Sixty  thousand  under 
treatment  for  venereal  disease  mentioned  in  one 
Austrian  report ;  thirty -five  thousand  among  the 
German  forces  during  the  first  five  months  of 
their  occupation  of  Belgium ;  seventy-eight  thou- 
sand reported  in  late  figures  from  the  British 
Army;  French  reports  equally  disturbing." 

Conservation  is  the  by-word  of  the  times.  Our 
people  have  been  widely  educated  as  to 
the  necessity  for  the  conservation  of  food, 
fuel,  our  natural  resources  and  even  of  human 
effort.  Effective  organizations  and  leaders  are 
operating  in  these  interests.  But  little  enough 
has  been  said  of  the  need  for  the  conserving  of 
man-power  and  for  the  control  of  venereal  dis- 
eases, which  constitute  the  gravest  enemy  to  its 
conservation.  A  glimpse  of  a  single  national 
army  cantonment  with  all  its  intricacies  of  sup- 
ply and  operation  gives  a  small  cross-section 
view  of  what  merely  one  phase  of  war  is.  The 
vast  human  and  material  resources  necessary  to 
the  maintenance  of  the  war  machine  are  incom- 
prehensible. Any  loss  of  man-power,  attendant 
upon  unnecessary  causes,  is  keenly  felt  in  the 
operation  of  this  machine.  Again  it  is  Mr.  Dan- 
iels whose  words  show  vividly  the  effect  of  just 
such  a  loss,  when  he  says  that,  "During  the 
last  statistical  year,  men  of  the  American  Navy 
lost  141,378  days  by  such  diseases." 

A  survey  of  the  experiences  of  the  European 
nations,  without  quoting  any  figures  of  uncer- 
tain authorship,  shows  that  hundreds  of  thou- 
sands of  men,  on  both  sides,  have  been  incapaci- 
tated from  venereal  infection ;  that  one  Allied 
army  during  the  first  year  of  the  war  had  more 
men  rendered  inactive  through  sex  diseases  than 
through  wounds,  and  that  numbers  equivalent 
to  whole  divisions  of  the  Austrian  Army  have 
been  confined  to  hospitals  for  similar  reasons. 

Germany,  a  nation  dependent  for  its  future 
progress  and  position  in  the  world  upon  the 
amount  and  calibre  of  its  population,  is  clearly 
alive  to  the  venereal  menace,  as  shown  by  Neis- 
ser's  statement  that,  "The  very  worst  part  of 
the  venereal  diseases  is  not  the  diseased  condition 


immediately  following  infection,  but  the  ailments 
frequently  developing  in  later  years,  when 
the  war  is  long  past  and  the  old  infection  al- 
ready forgotten,  and  the  transmission  of  the  dis- 
ease to  the  family  after  the  return  of  the  troops 
to  their  homes. 

' '  Certainly  we  are  justified  in  asking  the  ques- 
tion: 'Shall  we  not  have  cripples  and  depend- 
ents enough  to  provide  for  as  a  result  of  wounds 
and  hardships?'  Cannot  the  family  at  least  be 
spared  this  misery,  and  the  nation  this  enormous 
financial  burden,  brought  about  by  the  venereal 
diseases?  And  we  know  how  often  the  seem- 
ingly healthy,  believing  themselves  really  cured, 
infect  their  wives  and  so  frequently  make 
healthy  progeny  impossible.  And  yet  after  this 
war  there  is  nothing  our  country  will  be  more 
in  need  of  than  a  growing  population." 

Blaschko,  too,  properly  evaluates  the  future 
health  of  his  people  by  saying  that  "The  vene- 
real diseases,  gonorrhea  no  less  than  syphilis, 
are  so  great  and  permanent  a  danger  to  our  peo- 
ple that  every  blunder,  every  piece  of  negligence 
of  which  we  are  guilty  today  will  be  bitterly 
avenged.  So  many  thousands  of  the  flower  of 
our  nation  are  falling  victims  to  the  bullets  of 
the  enemy  that  we  must  guard  and  value  the 
health  of  the  rest  as  a  dear  possession. ' ' 

From  these  passages  we  perceive  Germany 
and  Austria  alive  to  their  after-war  need  for  fit 
man-power.  From  other  German  and  Austrian 
sources,  which  I  have  not  time  to  quote,  we  find 
an  analysis  made  of  the  problem  of  prostitu- 
tion, and  we  see  the  rapid  passing  into  obloquy 
of  the  theory  of  the  efficiency  of  reglementation 
and  segregation  of  prostitution,  and  we  find  also 
that  the  enemy  nations  have  learned  to  recog- 
nize ,the  menace  of  alcohol,  prostitution,  and  the 
theory  that  sexual  indulgence  is  necessary  to 
health.  The  prevalence  of  this  latter  theory  has 
done  much  to  keep  universally  alive  a  tolerated 
traffic  in  prostitution. 

Yet  we  do  not  need  to  turn  to  the  map  of  Eu- 
rope to  be  taught  this  lesson.  The  experiences 
of  American  troops  on  the  Mexican  border  dur- 
ing 1916  furnished  an  adequate  and  more  keenly 
felt  lesson. 

It  is  wise  to  turn  for  information  to  an 
authoritative  report,  that  of  Dr.  M.  J.  Exner,  on 
"Prostitution  in  Its  Relation  to  the  Army  on  the 
Mexican  Border." 

Summarizing  the  situation,  Dr.  Exner  writes, 
in  part,  that,  "The  experience  on  the  Mexi- 
can border  shows  that,  so  long  as  the  handling 
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of  the  problem  of  prostitution,  as  it  affects  the 
army,  is  left  to  the  discretion  of  the  individual 
commanders,  there  can  be  no  hope  of  a  satisfac- 
tory solution.  Their  attitude  is  too  varied,  and 
their  knowledge  of  the  problem  too  backward. 
There  is  need  of  as  clearly  defined  a  policy  of 
moral  sanitation,  as  the  government  has  of  physi- 
cal sanitation,  and  that  policy  must  be  made  ef- 
fective in  uniform  procedure  through  military 
order  from  headquarters.  Any  policy  with  refer- 
ence to  this  question,  to  be  sound  or  effective 
in  preserving  the  moral  integrity  of  the  soldier, 
must  be  based  on  the  assumption  that  sexual  in- 
dulgence is  unnecessary. 

"Prostitution  in  relation  to  the  army  is  a 
question  with  which  the  citizens  of  this  country, 
as  a  whole,  must  more  fully  concern  themselves, 
for  it  is  not  likely  that  the  army  will  proceed  in 
advance  of  public  opinion  and  demand." 

Likewise,  Dr.  Exner  narrates  the  proven  men- 
ace of  alcohol  to  the  troops  on  the  Mexican  bor- 
der. 

The  experiences  of  United  States  troops  have 
thus  shown  again,  in  no  uncertain  terms,  the 
threefold  menace  of  alcohol,  regulation  of  pros- 
titution and  the  theory  of  the  necessity  for  sex 
indulgence.  The  lessons  of  the  European  "War 
have  now  been  supplemented  by  those  learned 
on  American  soil  and  among  American  troops. 

On  the  fifth  of  April  came  the  declaration  of 
war.  On  the  eighteenth  of  May  came  the  ap- 
proval by  the  House  of  Representatives  of  the 
so-called  Selective  Service  Act,  Section  12  of 
which  embodied  the  prohibition  of  the  sale  of 
liquor  to  soldiers.  And  now,  early  in  February, 
has  come  a  further  drastic  and  highly  effective 
regulation  making  it  a  crime  to  give,  serve  or 
knowingly  deliver  liquor  to  a  soldier  in  any  place 
other  than  in  a  private  home  to  bona-fide  guests. 
As  a  result  of  this  new  measure,  no  longer  is  it 
necessary  to  prove  a  sale  of  liquor  to  a  soldier 
by  a  boot-legger.  The  mere  giving  of  it  on  his 
part,  or  on  the  part  of  any  kind-hearted  hotel 
waiter  or  female  escort,  is  sufficient  for  arrest 
and  federal  prosecution.  Every  American  should 
take  pride  in  the  thorough  protection  thus  ac- 
corded its  fighting  forces  by  the  Government. 

Section  13  of  the  Selective  Service  Act  em- 
powers the  President,  through  the  Secretaries, 
to  take  such  measures  as  are  by  him  deemed 
necessary  to  prevent  the  setting  up  or  keeping 
of  houses  of  ill  fame  in  the  vicinity  of  any  mili- 
tary establishment.  The  Secretaries  of  "War 
and  the  Navy,  since  that  time,  have  designated 


five  miles  as  an  effective  radius  about  each  mili- 
tary and  naval  station  in  which  this  practice 
shall  be  prohibited. 

Underlying  these  measures  there  lies  the  firm 
belief  and  avowed  principle  of  the  President 
and  the  Secretaries  that  sexual  continence  is  com- 
patible with  health  and  is  the  best  and  only 
sure  preventive  of  venereal  infection. 

Thus  government  regulation  has  struck  a  blow 
of  no  uncertain  force  at  the  three-cornered  men- 
ace, and  the  country  at  large  is  now  aware  that 
in  these  matters  the  Government  has  been  guided 
only  by  principles  of  idealism  and  humanity. 

Twenty  years  hence  America  will  be  aware 
of  the  importance  of  these  steps  when  she  sur- 
veys the  effects  of  the  "World  War  and  realizes 
that  among  her  own  sons  the  amount  of  vene- 
real disease  is  considerably  less  than  that  among 
the  sons  of  Britain,  France,  Germany  and  Aus- 
tria. Future  generations  of  America's  manhood 
and  womanhood,  free  from  the  burden  of  wide- 
spread venereal  infection,  will  rightfully  bear 
everlasting  gratitude  to  the  leaders  of  today,  who 
saw  the  need  for  preventive  legislation,  and  to 
the  Secretaries  of  "War  and  the  Navy  for  their 
clear-toned  dicta  and  their  organization,  in  a 
fashion  not  known  to  other  nations,  of  all  pos- 
sible forces  for  the  protection  of  our  fighting 
men. 

Illegitimacy,  sterility  and  blindness,  and 
other  maladies  which  are  the  after-effects  of 
syphilis  and  gonorrhea  and  which  reach  out  ' '  to 
the  third  and  fourth  generations"  to  claim  their 
toll,  will  be  materially  decreased  by  this  crusade 
for  continence.  The  burden  of  our  posterity 
is  today  being  made  lighter.  Morality  is  coming 
to  the  fore.  It  is  being  recognized  as  an  essen- 
tial. The  people  of  this  land  are  willing  to 
endure  the  normal  ravages  of  war,  and  in  that 
to  play  their  full  part,  but  they  refuse  to  allow 
America's  manhood  and  womanhood  to  prostrate 
their  virtue  in  the  stress  and  recklessness  of  the 
hour.  "War  is  a  ghastly  thing  at  best ;  it  strips 
a  nation  of  its  men  and  resources,  and  halts  its 
normal  progress.  Nevertheless,  war  is  heroic  and 
justifiable  in  proportion  to  the  worth  of  the 
cause  it  is  fought  for.  Yet  how  much  more 
ghastly  if  it  must  inevitably  take  its  toll  of  the 
nation's  standards  of  morality,  the  eternal 
qualities  that  make  life  worth  living.  And  it  is 
America's  mission  not  merely  to  win  the  war, 
but  to  win  it  with  a  manhood  and  womanhood 
which  have  stood  the  test  of  battle  and  inward 
struggle,  and  have  emerged  unbesmirched  and 
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by  fire  refined.  The  body  of  the  nation  is  ready 
for  the  sacrifice,  but  the  soul — never! 

From  the  experiences  of  the  European  na- 
tions America  can  profit  much,  and  as  she  takes 
her  place  beside  the  gallant  British,  French,  and 
Italian  forces,  she  is  able  to  guard  against  evils 
which  have  done  much  to  undermine  their  vi- 
tality and  fighting  power.  Today  as  we  survey 
the  situations  on  the  Russian,  French,  and  Italian 
fronts  and  contemplate  the  fact  that  thousands 
of  troops  are  on  the  inactive  list  from  venereal 
infection,  we  cannot  but  wish  that  those  men 
might  now  be  fit  to  fight,  fit  to  stem  the  tide  of 
the  enemy  onslaught.  The  lesson  strikes  home 
to  American  hearts,  and  the  prevention  of  the 
development  of  any  such  inactive  list  of  Ameri- 
can troops  is  now  the  assumed  responsibility  of 
our  Government. 

Since  the  declaration  of  war,  from  one  end  of 
the  country  to  the  other,  there  has  been  in  prog- 
ress a  general  internal  house-cleaning  for  the 
safeguarding  of  our  fighting  forces.  Numerous 
"Red  Light"  districts  have  been  closed,  the  il- 
legal sale,  and  just  recently  the  gift,  of  liquor 
to  soldiers  has  been  carefully  watched  and,  to 
a  large  extent,  reduced,  and  gambling  has 
been  curbed.  Nowhere  has  a  tolerant  attitude 
toward  these  three  types  of  vice  been  allowed, 
and  for  their  repression,  cooperation  between  lo- 
cal, state,  and  national  forces  has  been  neces- 
sary and  generally  secured.  San  Antonio,  San 
Francisco,  New  Orleans,  Little  Rock,  Newport 
News,  Newport,  Boston,  Portland  (Maine),  and 
other  localities  have  come  in  for  their  share  of 
criticism,  but  have  rallied  in  true  American 
spirit  to  eliminate  their  shares  of  the  nation's 
menace,  and  have,  with  one  accord,  rejoiced  in 
the  results  and  have  learned  to  realize,  in  the 
words  of  Major  Bascom  Johnson,  Director  of 
Law  Enforcement  for  the  Commissions  on  Train- 
ing Camp  Activities,  that  "Municipal  house- 
cleaning,  like  domestic  house-cleaning,  requires 
constant  vigilance."  With  the  elimination  of 
the  Barbary  Coast  in  San  Francisco,  and  the 
closing  of  the  noted  New  Orleans  "crib"  dis- 
trict, the  "Red  Light"  district  becomes  almost 
a  thing  of  the  past,  and  certainly  a  thing  gen- 
erally condemned. 

This  house-cleaning  alone  has  been  inadequate. 
Along  with  it  preventive  measures  have  been 
necessary.  General  education  on  venereal  dis- 
eases, on  the  facts  of  prostitution,  and  on  the 
urgent  need  for  conserving  the  vitality  of  our 
American  men  and  women  has  advanced  at  a 


rate  that  is  unprecedented,  and  due  only  to  the 
nation's  unity  of  purpose  and  eagerness  to  face 
facts,  when  the  failure  to  face  them  spells  im- 
paired efficiency,  and  the  prolongation  of  the 
war.  We  find  men  and  women  and  young  peo- 
ple commencing  to  talk  about  venereal  diseases 
with  unabashed  countenances;  we  find  factories 
beginning  to  educate  their  employees  on  the 
menace  of  the  venereal  diseases  and  the  need  for 
the  treatment  of  them;  we  find  these  factories, 
in  some  cases,  supplying  such  treatment,  and 
we  find  civil  communities  ready  to  establish 
venereal  clinics,  state  and  local  health  authori- 
ties and  legislative  bodies  ready  to  declare  vene- 
real disease  rightfully  reportable  with  other  com- 
municable diseases,  and  we  find  the  accelerated 
manufacture  and  distribution  of  salvarsan  for 
the  treatment  of  the  increasing  number  of  cases 
coming  to  light.  For  example,  California  has 
appropriated  $30,000  annually  for  the  duration 
of  the  war  for  a  Bureau  of  Venereal  Diseases, 
and  by  the  end  of  the  first  year  of  the  war  the 
municipalities,  counties  and  the  state  will  have 
expended  $100,000  on  this  program  in  all  its 
phases;  Massachusetts  and  Connecticut,  begin- 
ning February  first,  have  placed  venereal  dis- 
eases upon  their  reportable  list,  and  the  former 
is  manufacturing  salvarsan  at  the  rate  of  3500 
doses  a  month  for  distribution  to  approved  clin- 
ics. The  Massachusetts  program  also  provides 
for  the  establishment  of  venereal  clinics  under 
probable  state  subsidy  in  twelve  cities  of  the 
Commonwealth.  The  city  of  Newport  News, 
Va.,  in  close  proximity  to  Camp  Lee,  after  vig- 
orous repression  of  prostitution  and  the  result- 
ing complete  overtaxing  of  the  local  jail  facil- 
ities, has  found  it  necessary  and  expedient  to 
demand  the  purchase  of  a  city  farm  to  accom- 
modate and  salvage  the  large  number  of  appre- 
hended prostitutes.  This  series  of  developments 
is  indicative  of  nation-wide  progress. 

Within  the  Army  itself  increasing  success  is 
being  attained  in  combating  venereal  diseases. 
The  Surgeon-General  of  the  Army  has  gathered 
about  him  a  Rotary  Commission  of  experts  to 
advise  on  venereal  disease  treatment  and  con- 
trol, and  in  each  cantonment  and  camp  genito- 
urinary specialists  and  syphilologists  are  sta- 
tioned to  administer  treatment  and  carry  out 
control. 

Bi-weekly  and,  in  some  cases,  weekly  inspec- 
tions ("short-arm"  inspections)  are  held  to  un- 
cover  new   cases,   occurring  at  unannounced 
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times  to  prevent  the  concealing  of  symptoms  by 
the  infected  men. 

The  men  are  required  to  attend  compulsory  lec- 
tures by  experts  on  these  subjects;  each  organi- 
zation commander  is  also  required  to  inform 
himself  on  the  subject  of  venereal  disease  and 
to  instruct  his  men  accordingly ;  approved  litera- 
ture is  distributed  to  every  man,  in  some  cases 
each  man  being  required  to  display,  at  kit  in- 
spection, a  printed  card  warning  him  against 
the  diseases;  poster  exhibits,  stereomotorgraph, 
automatic  lantern-slide  projection  machine  and 
motion  picture  films  on  social  hygiene  are  being 
used  and  being  prepared  for  use  among  our 
fighting  men.  Early  (prophylactic)  treatment  is 
given  to  men  who  have  exposed  themselves  to 
infection,  a  remedial  and  preventive  procedure 
that  is  readily  understood  if  approached  in  the 
right  light,  and  the  purpose  of  which  I  shall 
briefly  explain. 

Once  a  man  has  been  so  unfortunate  as  to  have 
exposed  himself  to  possible  infection  by  con- 
sorting with  a  prostitute  or  any  loose  woman,  he 
becomes  not  only  a  possible  carrier  of  infection, 
but  a  possible  loss  to  his  fighting  organization. 
His  infection  must  be  eliminated  at  the  start  or 
prevented  from  developing  by  early  treatment, 
and  he  must  likewise  be  maintained  as  a  fight- 
ing unit.  His  case  must  be  regarded  as  a  medi- 
cal problem,  as  a  potential  source  of  danger  to 
his  fellow  soldiers,  and  he  must  furthermore  be 
regarded  as  a  needed  unit  of  man-power.  Once 
he  has  exposed  himself  to  infection  it  befits  the 
army  to  fulfil  its  obligation  to  protect  its  men 
from  exposure  to  every  focus  of  communicable 
disease.  Every  mother  who  sends  her  son  to  the 
ranks  expects  him  to  be  safeguarded  from  such 
exposure,  whether  the  focus  be  one  of  smallpox 
or  syphilis.  In  the  administering  of  early 
treatment,  or  prophylactic  treatment,  at  every 
regimental  infirmary  and  at  stations  established 
for  the  purpose  in  the  nearby  cities  and  travel 
gateways,  such  as  we  have  in  Boston,  Lowell, 
and  Ayer,  the  venereal  rate  is  in  a  measure  re- 
duced because  the  infection  is  nipped  in  the  bud. 
The  effectiveness  of  this  practice  is  further  in- 
sured by  a  military  requirement  that  the  sol- 
dier must  report  for  this  treatment  after  ex- 
posure to  infection,  and  that  he  shall  be  court- 
martialed  if  he  later  develops  infection  and  has 
not  previously  reported  for  the  early  treatment. 
Thus  a  penalty  is  placed  upon  the  man  who, 
after  indulging  himself,  and  exposing  himself  to 
infection,  takes  it  upon  himself  to  endanger  the 


well-being  of  others  by  a  refusal  to  receive  this 
early  treatment. 

This  practice  is  compatible  both  with  prin- 
ciples of  medicine  and  morality.  The  matter 
here  for  concern  is  one  of  safeguarding  or  re- 
storing fighting  efficiency  and  elimination  of  dis- 
ease, and  one  which  must  be  freed  from  en- 
tanglement with  moral  issues.  It  is  the  function 
of  the  constructive  and  moral  forces  to  prevent 
the  exposure  from  occurring,  to  prevent  the  in- 
dividual from  seeking  unwholesome  diversion  by 
supplying  the  wholesome  in  its  stead. 

The  Army  and  the  Navy  regard  the  construc- 
tion and  preventive  side  of  the  problem  as  the 
most  important,  and  upon  that  side  endeavor  to 
provide  for  the  soldier  wholesome  recreation  and 
counter-attractions  to  keep  him  from  a  desire  for 
harmful  pleasures.  Morality,  continence,  ideal- 
ism and  practical  religion  are  inculcated  in  the 
troops  by  the  appeal  and  example  of  the  officers, 
by  the  Y.  M.  C.  A.,  by  the  Knights  of  Columbus, 
and  .the  chaplains ;  recreation,  athletics,  amuse- 
ment and  instructive  pursuits  are  supplied  by 
these  and  other  organizations  working  in  the 
camps  and  in  the  extra-cantonment  zone  and  in 
the  towns  and  cities  slightly  removed  from  the 
camps. 

And  this  leads  into  the  field  of  the  Commis- 
sions on  Training  Camp  Activities,  appointed  by 
the  Secretaries  of  War  and  the  Navy  for  the  pur- 
pose of  keeping  themselves  informed  as  to  pros- 
titution and  the  illegal  liquor  traffic  in  camp  en- 
vironments, and  of  suppressing  this  dual  evil, 
and  for  the  purpose  of  unifying,  coordinating 
and  supervising  all  the  agencies  operating  for 
the  welfare  of  the  soldier  and  sailor.  These 
Commissions  have  been  effective  in  obtaining  a 
full  measure  of  law  enforcement  and  approved 
recreational  activity  within  and  in  the  vicinity 
of  military  camps  and  naval  stations. 

Reducing  the  highly  organized  work  of  these 
Commissions  to  their  simplest  terms,  it  is  their 
function  to  see  that  the  men  are  properly  safe- 
guarded from  moral  hazards  from  the  time  they 
leave  home  as  civilians  to  join  the  ranks  until 
they  are  returned  again  to  civil  life.  To  effect 
this  result  this  comprehensive,  constructive, 
preventive,  and  repressive  program  has  been 
evolved. 

America  expects  great  things  of  her  soldiers, 
and  in  no  war  has  she  expected  more  than  in 
the  present  titanic  struggle.  It  is  the  nation's 
duty  to  her  defenders  to  return  them  home 
healthy  in  so  far  as  this  is  humanly  possible.. 
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Father,  mother,  wife  and  sweetheart  are  wait- 
ing to  welcome  the  boys  home  and  the  Govern- 
ment is  now  endeavoring  to  safeguard  the  hap- 
piness of  this  home-coming  moment. 

The  Surgeon-General  of  the  Army  has  taken 
a  pioneer  stand  in  the  combat  against  venereal 
diseases,  and,  among  other  preventive  and  re- 
pressive measures,  has  organized  a  group  of  his 
officers  to  work  in  the  extra-cantonment  areas 
for  the  prevention  of  venereal  disease.  These 
officers  are  members  of  the  Sanitary  Corps,  as- 
signed to  the  Venereal  Disease  Section  of  the 
Division  of  Infectious  Diseases  of  the  Surgeon- 
General's  office.  In  the  control  of  venereal  dis- 
eases in  so  far  as  the  work  of  these  men  necessi- 
tates law-enforcement  measures  to  combat  pros- 
titution and  the  illegal  sale  or  gift  of  liquor, 
these  officers  cooperate  with  the  Law-Enforce- 
ment Division  of  the  Commission  on  Training 
Camp  Activities.  It  is  their  function  also  to 
enlist  civilian  cooperation  in  combating  venereal 
diseases,  through  the  establishment  of  venereal 
clinics  and  the  necessary  institutions  for  the 
treatment  and  confinement  of  the  convicted  pros- 
titute and  incorrigible  patient,  through  the  in- 
stitution of  adequate  medical  and  legal  machin- 
ery, through  local  vigilance  committees,  through 
educational  measures  and  social  service  follow- 
up  work  with  girls  detained,  or  arrested,  by  the 
police,  and  of  girls  supposed  to  be  sources  of 
venereal  infection. 

Following  up  the  reported  sources  of  infec- 
tion of  a  soldier  or  sailor  and  ridding  the  civil 
community  of  this  focus  of  infection  is  a  new 
but  important  ramification  of  the  venereal  dis- 
ease program  of  the  Army  and  Navy.  Among 
the  venereal  patients  at  the  regimental  infirm- 
aries and  at  the  base  hospitals  in  many  of  the 
Army  cantonments,  and  similarly  in  the  Navy, 
the  system  is  now  in  vogue  of  questioning  the 
patient  as  to  the  source  of  his  infection.  In 
many  cases  it  is  possible  to  obtain  from  the  in- 
fected man  the  name  and  address  of  the  woman 
from  whom  the  infection  was  acquired,  and  in 
these  cases  the  civil  community  has  a  fixed  re- 
sponsibility to  insist  upon  the  treatment  of  these 
sources.  The  destructive  power  of  this  focus  of 
disease  is  more  than  the  equivalent  of  a  rapa- 
cious enemy  in  our  midst,  and  there  is  no 
community  that  cannot  do  an  additional  bit 
toward  winning  the  war  by  determining  who 
are  these  dangerous  disease  carriers  and  by 
placing  them  out  of  reach  of  our  present  or 
future  fighting  men. 


In  following  up  the  cases  stated  to  be 
sources  of  infection  the  case  worker  generally 
meets  either  a  young  and  ignorant  girl  or  a 
professional  prostitute.  In  the  former  case  it 
is  the  policy  to  use  persuasion  to  get  the  girl 
voluntarily  to  receive  treatment.  If  she  realizes 
that  state  and  federal  officials  are  interested  in 
her  case  and  that  public  opinion  is  rapidly  de- 
manding her  treatment  she  may  wisely  accept 
it;  but  in  the  latter  case  of  the  hardened  pro- 
fessional prostitute  it  will  often  be  found  neces- 
sary to  obtain  police  observation  of  the  case  for 
commission  of  a  court  offense,  which  is  gener- 
ally not  difficult  to  obtain. 

This  type  of  work  is  new,  and  machinery  to 
handle  it  must  be  developed  as  the  work  pro- 
gresses. Public  opinion  seems  to  incline  toward 
the  view  that  the  infected  incorrigible  woman 
and  the  professional  prostitute  are  a  sufficient 
menace  to  public  health  to  warrant  their  arrest 
and  forced  detention  and  treatment. 

The  following  social  case  history  sheet  is  in 
use  at  Camp  Devens : 
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I  have  not  discussed  how  this  whole  program 
is  to  be  executed  among  our  armies  overseas. 
There  the  problem  will  be  an  increasing  one, 
one  where  policing  and  repression  will  probably 
dominate  over  prevention  and  education.  Suf- 
fice it  to  say,  that  every  effort  will  be  put  forth 
to  carry  overseas  the  Government 's  present  com- 
prehensive program. 

Some  are  prone  to  believe  that  the  venereal 
rate  in  our  army  is  immeasurably  higher  than 
it  is.  The  rate  in  all  branches  of  our  Army  is 
not  high,  and  its  continued  decrease  is  indica- 
tive of  the  progress  being  made  by  real  pre- 
ventive and  repressive  measures.  For  example, 
during  the  initial  three-month  period  of  the  life 
of  our  National  Army,  the  combined  venereal 
rate  per  thousand  men  of  the  Regular,  National 
Guard  and  National  Armies  was  121.9.  The  in- 
dividual rate  per  thousand  men  of  the  Regular 
Army  during  that  period  was  88.  The  rate  per 
thousand  in  the  National  Army  was  162.4.  Thus 
it  can  be  seen  that  there  were  approximately 
double  the  number  of  venereal  cases  among  the 
drafted  men  that  there  were  among  the  regu- 
lars. This  is  a  startling  fact.  Likewise,  after 
four  months  of  the  life  of  the  National  Army 
the  rates  in  these  two  armies  were  nearly  the 
same,  and  after  the  drafted  men  had  continued 
under  military  discipline  the  admission  rate  for 
venereal  disease  became  normal,  and  lower  than 
that  among  the  regulars. 

The  lesson  of  this  is  clear.  The  National 
Army  is  a  body  of  civilians  recently  transformed 
to  the  military,  and  the  venereal  rate  among 
them,  picked  men,  is  by  no  means  in  excess  of 
the  prevailing  rate  among  the  present  civil 
population.  And  the  reason  for  this  is  clear, 
yet  only  now  being  realized.  The  soldier  is 
carefully  educated  as  to  the  nature  and  ravages 
of  venereal  diseases,  measures  are  taken  to  pre- 
vent his  seeking  irrational  diversion  which 
might  cause  infection,  and  furthermore  he  is 
treated  immediately  upon  his  falling  a  victim 
to  any  of  this  group  of  diseases,  while  the  civil- 
ian, as  a  general  rule,  has  not  only  been  ignorant 
as  to  the  nature  of  the  diseases,  but  also  as  to 
the  method  of  cure.  The  amount  of  unnecessary 
disease,  suffering  and  unhappiness  attendant 
upon  thus  state  of  ignorance  is  appalling,  and 
consequently  one  of  the  immediate  needs  of  the 
time  is  for  a  widespread  enlightenment  of  the 
public  upon  the  facts.  At  last  this  is  coming. 
Progress  in  this  respect  since  the  fifth  day  of 
April,  when  America  entered  the  lists,  indicates 


that  the  public  is  not  only  willing  to  face  the 
facts,  but  also  demanding  them.  The  origin 
and  center  of  this  education  should  be  in  the 
home,  where  father  and  mother  by  a  gradual 
process  should  impart  to  son  and  daughter  facts 
they  should  know.  This  essential,  I  believe,  has 
been  largely  disregarded  by  most  present-day 
parents.  Furthermore,  there  is  no  organization, 
institution  or  public  organ  that  cannot  and 
should  not  take  a  common  stand  in  furthering 
this  program.  Society  today  calls  upon  the 
government,  the  press,  the  church,  the  school, 
the  judiciary,  the  health  department,  the  manu- 
facturer, the  employer,  the  men's  club  and  the 
women's  club  to  assume  positions  of  leadership 
in  this  regard,  for  each  of  these  institutions  is 
responsible  in  a  measure  for  the  welfare  of  those 
who  come  within  its  reach. 

Taking  the  city  as  a  unit,  every  man,  woman 
and  young  person  should  know  the  facts  of  the 
case,  and  every  city  should  have  at  least  one 
reputable,  authorized  venereal  clinic  for  treat- 
ment of  those  diseased.  Yet  this  whole  program 
of  education  and  treatment  will  advance  no 
more  rapidly  than  warranted  by  the  stimulus  of 
public  opinion. 

In  the  fight  against  yellow  fever,  led  by  Sur- 
geon-General Gorgas  of  the  Army,  it  was  pub- 
lic opinion  which  determined  the  measure  of 
success  achieved.  The  fight  against  venereal  dis- 
|  eases,  also  sponsored  by  him  and  conducted  with 
the  same  strategy  and  thoroughness,  is  again  de- 
pendent upon  public  sentiment  for  its  advance^ 
ment.  Each  of  these  crusades  has  resolved  it- 
self into  a  question  of  method.  To  combat 
venereal  diseases  some  adhere  that  it  is  better 
to  hide  one's  head  in  the  sand  with  the  ostrich 
in  an  attempt  to  dodge  the  facts  and  conceal 
the  danger.  But,  fortunately,  the  national  and 
world  crises  and  the  immediate  need  of  conserv- 
ing man-power  have  shown  this  class  of  reticent 
and  excessively  immaculate  individuals  that  they 
and  the  ostrich  too  can  make  a  better  fight  in  the 
open  and  in  full  view  of  their  adversary. 

The  responsibility  of  the  civil  community  to 
the  Army  and  Navy,  as  well  as  to  itself,  is  first 
of  all  to  conduct  a  thorough  campaign  of  edu- 
cation upon  the  nature  and  danger  of  venereal 
diseases,  and  this  campaign  may  well  furnish  a 
platform  of  unity  for  the  government,  the  press, 
the  church,  the  doctor,  the  employer  and  the  lay 
organization  and  club. 

Secondly,  the  enforced  treatment  of  all  known 
infected  individuals  should  be  instituted  and, 
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along  with  this,  there  should  be  an  attempt  made 
to  locate  all  existing  foci.  This  requires  legisla- 
tion or  regulation  making  venereal  diseases  re- 
portable with  other  communicable  diseases,  it  re- 
quires the  establishment  of  approved  clinics  for 
treatment,  operated  preferably  at  night  under 
trained  personnel,  including  one  or  more  work- 
ers to  follow  up  individual  cases.  It  requires 
legal  machinery  also  to  put  the  quack  and  charla- 
tan out  of  business  and  also  to  prevent  the  drug- 
gist from  prescribing  for  a  venereal  disease. 

Law  enforcement  is  the  third  essential.  "Where 
prostitution  exists  and  where  illegal  liquor  traf- 
fic exists,  no  matter  how  mild  it  may  be  or 
under  what  subterfuge  it  is  able  to  operate, 
either  or  both  must  be  stamped  out.  However 
spotless  a  town  or  city  may  be, — and  each  cit- 
izen is  apt  to  take  a  millennial  view  of  his  own 
town, — somewhere  there  can  be  found  work  for 
the  vigilant  law  enforcer.  He  will  generally 
find  that  the  existing  legal  machinery  and  pre- 
vailing legal  attitude  are  inadequate  to  cope 
fully  with  the  increasing  problem. 

"When  vice  is  repressed,  a  substitute  must  be 
supplied  to  interest  those  who  before  were  at- 
tracted by  its  accessibility  and  superficial  glam- 
our. Consequently  there  has  developed  the  need 
for  properly  supervised  amusement,  recreation 
and  counter-attractions  of  all  kinds.  This  pre- 
ventive principle  of  the  counter-move  has  de- 
veloped mainly  in  connection  with  the  military 
and  naval  camps,  but  it  is  equally  applicable  to 
civil  life.  "Why  should  not  every  large  commun- 
ity maintain  as  a  part  of  its  permanent  govern- 
ment an  expert  on  recreation  and  an  expert  on 
vice  repression? 

It  is  gratifying  to  note  that,  under  the  impetus 
of  the  war,  civil  communities  are  operating  along 
these  four  lines.  Ten  peace  years  could  not  have 
brought  us  the  progress  in  this  respect  that  one 
year  of  the  conflict  has  done.  From  all  sides  we 
hear  an  increasing  demand  for  facts.  Soldier 
and  civilian  alike  have  a  right  to  know  the  truth. 
Education,  prevention  and  treatment  are  ac- 
corded the  soldier  of  today.  Why  should  they 
not  also  be  accorded  the  civilian  of  today  who  is 
to  be  the  soldier  of  tomorrow?  The  present  draft- 
ed army  has  a  venereal  rate  in  excess  of  that  of 
the  regular  army,  and  the  second  five  hundred 
thousand  of  drafted  men  may  be  expected  to 
maintain  a  rate  correspondingly  high  unless  the 
civil  community  assumes  the  responsibility  of 
reducing  it. 


Prostitution  and  its  counterpart,  venereal  dis- 
ease, constitute  a  problem  of  hygiene  and  moral- 
ity. On  the  hygienic  side  it  is  imperative  that 
we  locate  infection,  treat  it  and  cure  it.  From 
the  standpoint  of  morality  we  are  challenged  to 
prevent  prostitution,  to  conserve  morality  and  to 
stimulate  idealism.  The  two  phases  are  closely 
interwoven;  the  medical  man  and  the  moralist 
are  working  toward  the  same  goal,  the  elimina- 
tion of  the  social  evil.  Hence  their  efforts  should 
be  cooperative.  The  medical  aspects  of  the  prob- 
lem have  been  treated  at  some  length,  but  the 
moral  side  is  of  the  greater  import.  In  this  cru- 
sade of  treatment,  repression,  prevention  and 
education  we  are  battling  for  the  fitness  of  our 
future  generations,  to  give  posterity  a  past  to 
be  proud  of,  unblemished  physically  by  disease 
and  morally  by  incontinence  and  the  spirit  of 
personal  abandon.  We  are  fighting  to  keep  fu- 
ture generations  out  of  blind  homes,  to  reduce 
our  syphilitic  population  (now  eight  per  cent, 
of  the  total),  and  our  large  body  of  insane.  We 
are  fighting  to  prevent  the  broken  hearts  of 
American  parents  and  the  physical  and  moral 
wreckage  of  their  descendants.  Is  this  a  fight 
which  can  be  won  by  any  sanitary  regulation  or 
pragmatic  philosophy?  Can  it  be  won  by  any- 
thing short  of  the  dynamic  of  a  powerful  ideal- 
ism, which  is  inherent  in  every  last  one  of  us 
and  which  we  may  well  cherish — in  the  words  of 
Major  Edward  L.  Keyes,  Jr.,  with  the  knowl- 
edge that  "our  ideals  are  essential  to  the  prog- 
ress, of  our  race. ' ' 

The  issue  of  the  hour  is  the  winning  of  the 
war.  Anything  which  impedes  the  earliest  possi- 
ble attainment  of  this  end  is  the  nation's  menace. 
Conserving  food,  fuel  and  other  resources  is  now 
engrossing  the  people's  attention  because  these 
are  immediately  essential  to  the  conduct  of  the 
great  war  enterprise;  but  of  relatively  greater 
importance,  though  less  widely  understood  be- 
cause hitherto  concealed,  is  the  immediate  need 
for  the  control  of  venereal  disease,  as  a  direct 
conserver  of  men,  as  a  means  of  adding  power 
to  the  impending  Allied  drive  upon  the  enemy, 
which  is  to  scatter  Hindenburg  and  his  forces  in 
retreat  upon  Berlin. 
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THE  SIGNIFICANCE  OF  VASCULAR 
'  HYPERTENSION. 

The  importance  of  the  blood-pressure  appa- 
ratus— the  sphygmomanometer — in  the  diagnosis 
of  disease  can  hardly  be  overestimated,  and  the 
taking  of  the  blood-pressure  record  is  now  never 
left  out  of  a  careful  examination.  There  is  no 
doubt  that  the  finger  of  the  experienced  exam- 
iner can  detect  marked  variations  in  pressure, 
but  such  a  method  of  blood-pressure  determina- 
tion is  so  unreliable,  not  to  say  unscientific,  that 
no  real  reliance  can  be  placed  on  it.  Yet  when 
the  fact  of  high  blood  pressure  has  been  estab- 
lished it  is  still  a  question  whether  it  has  any 
pathological  significance,  and  if  it  has,  whether 
it  is  a  distinct  clinical  entity  or  whether  it  is 
only  a  forerunner  of  other  pathological  condi- 
tions. While  high  blood  pressure  is  usually 
associated  with  certain  chronic  diseases — cardio- 
vascular and  renal  diseases — it  is  entirely  likely 
that  there  are  some  patients  in  whom  all  the 


symptoms  suggestive  of  hypertension  are  due 
solely  to  the  hypertension,  and  not  at  all  to  as- 
sociated diseases  or  toxemias.  Usually,  how- 
ever, when  no  pathological  conditions  are  estab- 
lished it  will  be  found  that  the  hypertension  is 
due  to  some  form  of  intoxication.  It  may  be 
due  to  chronic  intestinal  intoxication,  defective 
metabolism  and  associated  metabolic  conditions, 
syphilis,  gout,  alcohol,  or  lead.  Many  of  these 
non-organic  cases  of  vascular  hypertension  may 
return  to  normal  tension  on  the  removal  of  the 
causes  and  proper  treatment.  On  the  other 
hand,  if  these  intoxications  are  continued  un- 
checked they  will  produce  the  fibrotic  condi- 
tions associated  with  permanent  hypertension. 
Very  often,  indeed,  the  onset  of  the  usually  in- 
sidious arteriosclerosis  is  with  idiopathic  hyper- 
tension. An  intermittent  hypertension  is  rather 
a  sign  of  toxemia,  while  a  continued  hyperten- 
sion is  a  sign  of  disease.  But  cardiac  hyper- 
trophy and  permanent  hypertension  may  result 
from  continued  and  unchecked  attacks  of  inter- 
mittent hypertension. 

The  use  of  drugs,  in  whatever  form,  which 
stimulate  the  vasomotor  centers,  or  which  stimu- 
late the  suprarenals  to  hypersecretion  over  long 
periods  are  very  likely  to  be  a  cause  of  hyper- 
tension. This  applies  particularly  to  nicotin 
and  caffein.  In  the  same  way  the  excessive 
consumption  of  proteins  may  act  the  same  way 
because  of  the  presence  of  the  protein  ex- 
tractives. Likewise,  very  hard  work,  competi- 
tive athletics,  hard  training  cause  first 
high  tension,  and  then  hypertrophy,  arterio- 
sclerosis, and  permanent  high  pressure.  So 
much  high  tension  accompanies  renal  disease 
that  the  two  are  nearly  always  associated  to- 
gether. Syphilis  is,  perhaps,  the  only  condition 
in  which  there  is  as  much  high  tension  as  in 
renal  disease,  but  without  the  presence  of  the 
latter.  High  pressure  is  too  often  followed  by 
renal  symptoms.  It  is  the  experience  of  most  ob- 
servers that  if  a  case  of  hypertension  is  watched 
for  some  time  albumin  and  casts  will  be  soon 
discovered.  Of  course,  the  height  of  the  mer- 
cury in  the  sphygmomanometer  must  not  be 
taken  by  itself  as  an  indicator  of  the  conditions 
present  in  the  patient.  The  patient  must  be 
considered  with  the  readings.  A  blood-pressure 
reading  may  be  high  in  one  individual  and  nor- 
mal in  another,  that  is,  within  reasonable  limits. 
Older  people  can  have  a  much  higher  pressure 
than  younger  ones,  and  without  special  signifi- 
cance.   Very  old  people  normally  have  high 
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pressures.  However,  as  a  general  rule,  it  may 
be  said  that  a  pressure  of  150  mm.  of  mercury 
in  a  middle-aged  person  requires  attention.  In 
fact,  most  insurance  companies  consider  people 
with  that  pressure  as  bad  risks  generally. 


VACCINE  IN  THE  TREATMENT  OF 
WHOOPING  COUGH. 

Perhaps  one  of  the  most  justly  dreaded  and 
serious  diseases  of  childhood  is  whooping  cough, 
not  even  so  much  for  its  immediate  effects,  al- 
though it  is  a  disease  of  high  mortality,  but 
more  so  for  its  complications  and  sequelae,  par- 
ticularly tuberculosis,  and  debility.  Until  the 
discovery  of  the  specific  agent  of  this  disease — 
the  Bordet-Gengou  bacillus — nothing  could  be 
done  by  way  of  prophylactic  treatment,  and  the 
active  treatment  had  to  be  entirely  empirical 
and  was  largely  unsatisfactory.  In  ony  event, 
the  disease  is  highly  infectious,  and  isolation 
must  be  carried  out  rigidly,  even  against  sus- 
pected cases,  for  it  is  they  who  are  always  the 
most  potent  factors  in  the  spread  of  disease. 
For  successful  prophylaxis  or  satisfactory 
treatment  of  active  cases  early  diagnosis  is  es- 
sential ;  and  until  diagnosis  is  established,  the 
sputum  and  the  vomitus  must  be  particularly 
guarded  from  contact  with  others.  Infection 
with  whooping  cough  is  by  the  so-called  droplet 
method,  and  if  contacts  can  be  kept  free  from 
the  patient's  discharges  there  is  no  likelihood 
of  infection.  Because  other  catarrhal  diseases 
often  give  paroxysmal  coughs,  a  positive  diag- 
nosis can  be  made  only  from  culture. 

The  vaccine  treatment  should  be  instituted  the 
moment  the  disease  is  suspected.  When  the 
paroxysms  are  fully  developed  treatment  is  not 
satisfactory.  Failure  with  the  vaccine  treat- 
ment of  whooping  cough  when  diagnosis  is  not 
made  from  cultures  is  often  due  to  the  fact  that 
the  paroxysmal  cough  is  not  due  to  the  Bordet- 
Gengou  bacillus.  The  influenza  bacillus  is  par- 
ticularly likely  to  cause  it.  On  the  other  hand, 
there  are  many  strains  of  the  Bordet-Gengou 
bacillus,  and  a  pure  culture  of  one  strain  will 
be  of  no  avail  in  treatment  when  infection  is 
caused  by  another  strain.  The  administration 
of  pertussis  vaccine  is  harmless,  and  there  is  no 
danger  of  producing  by  it  any  anaphylactic  re- 
actions, and  so  an  increase  of  symptoms,  rather 


than  an  amelioration  of  them.  While  the  treat- 
ment of  the  disease  with  the  vaccine  during  the 
paroxysmal  stage  is  not  as  satisfactory  as  in  the 
earlier  stages,  yet  the  severity  of  the  paroxysms 
is  much  lessened  and  the  disease  much  short- 
ened. The  dosage  used  in  active  or  in  prophy- 
lactic treatment  is  practically  identical.  In 
active  cases  it  may  be  continued  for  a  week  or 
ten  days — injections  every  other  day.  Usually 
dosage  is  commenced  with  five  hundred  million. 
Then  one,  two  and  three  billions  every  other 
day  in  succession.  The  administration  of  the 
vaccine  to  all  who  are  exposed  will  be  found  to 
reduce  contact  infection  in  a  very  large  degree. 
There  is  no  reason  why  with  isolation  and  pro- 
phylactic dosage  to  every  possibly  exposed 
child,  the  disease  should  not  eventually  be  re- 
duced to  a  negligible  number. 

While  ordinarily  pure  cultures  are  used  in  the 
preparation  of  the  vaccines,  some  of  the  pro- 
prietary vaccines  are  polyvalent,  composed  of 
the  Bordet-Gengou  bacillus,  the  influenza  bacil- 
lus, the  streptococcus,  the  staphylococcus. 

Finally,  in  condemning  failures  with  the 
use  of  the  vaccine  in  the  treatment  of  the 
active  cases  it  must  not  be  forgotten  that  when 
the  use  of  the  vaccines  is  commenced  late  in 
the  disease,  the  damage  to  the  body  or  the  incep- 
tion of  complications  and  sequelae  have  already 
set  in,  which  the  vaccine  treatment  can  neither 
remedy  nor  repair. 


THE  FOOD  VALUE  OF  THE  BANANA. 

The  imperative  need  of  food  conservation, 
especially  in  food  that  is  capable  of  shipment 
abroad,  has  done  much  to  revive  the  subject  of 
food  values  and  food  substitutes.  It  is  intend- 
ed to  urge  for  home  consumption  food  that  does 
not  demand  home  acreage  for  production,  that 
is  not  so  feasible  for  shipment  abroad,  but 
which,  nevertheless,  has  sufficient  food  value  to 
make  it  desirable.  Of  such  foods  the  banana 
seems  to  answer  the  purposes  very  well.  While 
an  essential  article  of  diet  in  the  tropics,  numer- 
ous objections  have  been  raised  against  it  as  a 
substantial  food  in  this  country,  chief  among 
which  has  been  its  alleged  indigestibility  and 
the  large  quantities  that  would  be  required  to 
make  it  a  food  staple.  The  value  of  the  banana 
can  be  better  understood  from  a  consideration 
of  its  composition.    Like  most  fruits,  its  main 
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ingredient  in  point  of  quantity  is  water,  rang- 
ing often  beyond  80%.  On  an  average,  the  solid 
content  comprises  about  22%,  most  of  which 
is  carbohydrate.  The  protein  content  is  low — 
less  than  1.5%.  The  fat  content  is  about  .6%, 
and  the  ash  about  .8%.  The  calories  per  pound 
are  estimated  at  about  460,  and  compare  very 
favorably  with  many  other  foods.  The  banana 
is  essentially  a  carbohydrate  food,  and  although 
it  has  a  comparatively  high  caloric  value  it  can- 
not take  the  place  of  the  nitrogen-containing 
foods  because  its  protein  content  is  so  low.  It  is, 
rather,  a  producer  of  heat  and  energy  than  a 
replacer  of  tissue,  as  protein  foods  would  be.  In 
the  unripe  stage,  the  carbohydrate  is  mainly  in 
the  form  of  starch ;  in  the  ripe  stage,  usually  in- 
vert sugar.  The  sugars  are  both  reducing  and 
cane  sugars.  It  seems  that  a  greater  amount  of 
sugar,  comprising  glucose,  sucrose  and  levulose, 
can  be  borne  without  gastro-intestinal  disturb- 
ances when  given  as  banana  than  in  any  other 
form. 

The  ash  is  composed  mainly  of  base-forming 
salts,  and  is,  of  course,  of  high  value  to  the  or- 
ganism. It  obviates  the  tendency  to  hypo- 
alkalinization  and  acidosis  that  the  overinges- 
tion  of  carbohydrates  is  so  likely  to  bring  about. 
Not  much  has,  however,  been  said  about  the 
vitamine  content  of  the  banana,  and  it  would 
seem  that,  in  common  with  other  fruits  and 
starchy  foods,  it  is  low  in  vitamine  content. 

It  goes  without  saying  that,  like  other  fruits, 
the  banana  should  be  eaten  only  when  thorough- 
ly ripe.  Any  reputation  that  the  banana  has 
gained  as  an  indigestible  food  has  come  from 
consuming  the  unripe  fruit.  The  unripe  banana 
consists  of  indigestible  starch,  whereas  when 
ripe  it  is  converted  into  very  digestible 
sugars.  Even  the  consumption  of  large  quanti- 
ties of  the  ripe  banana  will  cause  no  discomfort 
or  gastro-intestinal  disturbances.  Indeed,  the 
objection  to  this  food  as  a  staple  article  of  diet, 
even  for  an  inconsiderable  period,  is  that  so 
large  a  quantity  of  it  would  have  to  be  con- 
sumed to  satiate.  Because  it  is  almost  wholly 
carbohydrate,  and  really  a  one-sided  and  unbal- 
anced food,  it  would  never  do  to  make  it  the 
main  or  sole  article  of  diet.  It  was  never  in- 
tended that  it  should  be.  The  banana  is  advo- 
cated, rather,  as  a  very  good,  very  digestible, 
and  very  cheap  food,  and  with  many  other  ad- 
vantages thrown  in.  "With  a  better  understand- 
ing of  its  value,  time  of  eating  and  preparation, 


it  promises  to  remain  a  very  important  part  of 
our  dietary,  even  after  the  urgent  needs  of  con- 
servation are  over. 


BOSTON  CITY  HOSPITAL  ALUMNI  ASSO- 
CIATION. 

The  annual  meeting  of  the  Boston  City  Hos- 
pital Alumni  Association  was  held  on  Thursday 
March  21,  1918.  In  the  leading  columns  of 
the  present  issue  of  the  Journal  is  published 
a  complete  report  of  the  exercises  at  the 
Hospital  in  the  forenoon  in  dedication  of  the 
new  memorial  tablet  to  the  late  Dr.  David  W. 
Cheever,  in  the  Surgical  Amphitheatre  which 
now  bears  his  name.  After  these  exercises,  the 
usual  luncheon  was  served  in  the  Hospital  Li- 
brary. 

In  another  column  of  this  issue  of  the  Jour- 
nal are  published  also  the  memorial  resolutions 
adopted  as  a  testimonial  to  the  late  Dr.  John  6. 
Blake  at  the  evening  meeting  of  the  Alumni 
Association  at  the  University  Club,  under  the 
presidency  of  Dr.  George  H.  Washburn.  At 
this  meeting  addresses  were  made  by  the  presi- 
dent, by  Mayor  Peters,  and  by  Dr.  George  W. 
Gay.  Major  John  J.  Dowling  and  Dr.  Ed- 
ward H.  Nichols  spoke  also  in  behalf  of  the  Bos- 
ton City  Hospital  Unit,  now  organized  as  United 
States  Base  Hospital  No.  7,  and  in  training  at 
Camp  Devens,  Ayer.  This  unit  comprises  30 
surgeons  and  physicians,  100  women  nurses,  200 
male  nurses,  orderlies,  cooks,  drivers,  and  me- 
chanics. It  is  equipped  to  maintain  an  institu- 
tion of  1000  beds.  Other  addresses  were  made 
by  Dr.  Charles  A.  Porter,  Dr.  Channing 
Frothingham,  Dr.  Henry  S.  Rowan,  and  Mr. 
Thomas  Forsyth.  The  following  officers  were 
elected  for  the  ensuing  year:  Dr.  George  H. 
Washburn,  president;  Dr.  H.  L.  Smith,  Nashua, 
N.  H.,  vice-president;  Dr.  Cadis  Phipps,  secre- 
tary ;  Dr.  W.  R.  P.  Emerson,  treasurer. 


CONSERVATION  OF  SUGAR,  ALCOHOL, 
AND  GLYCERIN. 

There  is  urgent  need  for  the  country  to  use 
with  the  utmost  care  existing  stocks  of  sugar, 
alcohol,  and  glycerin.  The  work  of  Wimmer  of 
New  York  and  Upsher  Smith  of  St.  Paul,  Minn., 
has  shown  that  it  is  possible  to  reduce  largely 
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the  amount  of  these  materials  used  in  medicine 
by  the  adoption  of  infusions,  decoctions,  and 
solid  forms  of  medication,  such  as  capsules,  in 
place  of  elixirs,  syrups,  fluid  extracts,  and  tinc- 
tures. As  the  choice  of  medicine  rests  with 
physicians,  the  successful  conservation  of  sugar, 
alcohol,  and  glycerin  in  this  respect  depends 
largely  upon  them;  and  upon  the  profession 
throughout  the  country  should  be  urged  the  de- 
sirability of  prescribing  in  accordance  with  this 
method  wherever  possible.  It  is  also  desirable 
that  this  matter  should  be  fully  discussed  at 
medical  meetings,  in  order  that  all  may  fully 
realize  its  importance,  and  may  do  everything 
in  their  power  to  assist  this  movement  of  con- 
servation, which  cannot  fail  to  be  of  material 
assistance  to  the  country  and  to  the  United 
States  Pood  Administration.. 


MEDICAL  NOTES. 

London  Death  Rates  in  January. — Statis- 
tics recently  published  show  that  the  total  death 
rate  of  London  in  January,  1918,  was  19.4  per 
thousand  inhabitants  living.  Among  the  sev- 
eral districts  and  boroughs,  the  lowest  rate  was 
14.5  in  Wandsworth,  the  most  populous  of  the 
southern  areas,  and  the  highest  was  34,  in 
Shoreditch,  an  East  End  slum.  In  the  absence 
of  any  important  epidemic,  however,  this  un- 
usually high  rate  may  probably  be  taken  as  in- 
dicating the  local  incidence  of  air  raid  casual- 
ties, or  of  deaths  due  to  munitions  explosions. 

Commission  for  a  Woman  Physician. — Re- 
port from  Washington,  D.  C,  on  March  19, 
states  that  Dr.  Kate  B.  Karpels  of  the  Emerg- 
ency Dispensary  of  the  Army  Medical  Depart- 
ment, has  been  appointed  first  lieutenant  in  the 
U.  S.  Army.  It  is  said  that  she  is  the  first 
woman  physician  to  receive  a  commission  of 
this  rank  in  America. 

Resolutions  in  Relation  to  the  Interna- 
tional Surgical  Society. — It  was  agreed  at  a 
meeting  held  in  Paris  on  November  3rd,  1917, 
of  delegates  of  the  International  Surgical  So- 
ciety from  Belgium,  Prance,  Great  Britain, 
Serbia  and  the  United  States  of  America,  that : 

1.  The  International  Surgical  Society  be 
dissolved  after  the  publication  of  the  Volume  of 
Transactions  of  the  Meeting  held  at  New  York 
City,  April  14th,  1917.  Should  any  money  re- 
main after  the  publication  of  the  volume,  such 


money  will  be  divided  pro  rata  among  members. 
Each  member  of  the  Austro-German  group  will 
receive  his  share ;  but  the  money  belonging  to 
members  from  other  nations  will  be  retained 
and  applied  to  some  object  of  scientific  repara- 
tion in  Belgium. 

2.  A  new  Society  will  be  created  after  the 
war  on  a  similar  basis,  to  be  called  the  "Inter- 
Allied  Surgical  Society."  Surgeons  of  neutral 
countries  may  also  be  elected  members. 

Dental  School  Opened  to  Women. — Report 
from  St.  Louis  on  March  18,  states  that  upon 
the  recommendation  of  Dr.  John  Kennerly, 
Dean  of  the  Dental  School  of  Washington  Uni- 
versity, this  school  will  be  opened  to  women,  be- 
ginning with  the  academic  year,  1918-1919. 

Hospital  Fire  in  Ottawa. — Heroic,  efforts  of 
nuns  and  nurses  saved  all  but  one  of  158  pa- 
tients in  the  Water  Street  General  Hospital  in 
Ottawa,  which  was  partially  destroyed  by  fire 
on  January  10. 

war  notes. 

Mobile  Operating  Unit. — The  Government  is 
organizing  a  mobile  operating  unit  for  service 
in  France,  to  consist  of  sixty  surgeons,  fifty 
nurses,  and  two  hundred  and  fifteen  enlisted 
men,  according  to  an  announcement  by  Major 
Fred  W.  Bailey,  who  is  attached  to  the  Surgeon- 
General's  office  at  Washington. 

The  mobile  operating  section,  whose  members 
will  be  skilled  in  head,  chest,  and  abdominal 
wounds,  will  move  about  as  near  the  front  line 
of  battle  as  possible.  Its  equipment  will  be 
mounted  on  trucks.  Under  present  arrange- 
ments, wounded  men  are  sent  to  first-aid 
stations,  which  usually  are  situated  near  the 
third-line  trenches.  From  there  they  are  moved 
to  evacuation  hospitals,  which  are  often  located 
at  a  distance. 

FrvE  Thousand  Nurses  Needed  before  June. 
— A  call  for  5000  nurses  between  now  and 
June  1  for  services  in  military  hospitals  at 
home  and  abroad,  has  been  made  to  the  Red 
Cross  by  Surgeon-General  Gorgas  of  the  Army. 
Nearly  7000  nurses  have  already  been  supplied 
by  the  Red  Cross,  but  the  need  for  more  grows 
imperative  daily.  Of  the  80,000  or  90,000  reg- 
istered nurses  in  the  United  States,  General 
Gorgas  estimates  that  approximately  30,000  will 
be  needed  for  service  in  Army  hospitals  this 
year. 
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Miss  Jane  A.  Delano,  Red  Cross  director  of 
nursing,  today  issued  an  appeal  to  the  coun- 
try's nurses  to  volunteer.  She  pointed  out  that 
such  nurses  would  be  eligible  to  participate  in 
the  Army  and  Navy  insurance  at  nominal  rates. 

BOSTON  AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During  the 
week  ending  March  23,  the  number  of  deaths  re- 
ported was  280,  against  272  last  year,  with  a 
rate  of  18.61,  against  18.36  last  year.  There 
were  36  deaths  under  one  year  of  age,  against 
33  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were :  diphtheria,  89 ;  scarlet  fever,  35 ; 
measles,  192 ;  whooping  cough,  61 ;  typhoid 
fever,  1 ;  tuberculosis,  79. 

Included  in  the  above  were  the  following  cases 
of  non-residents:  diphtheria,  22;  scarlet  fever, 
15 ;  measles,  3 ;  tuberculosis,  6. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 3;  scarlet  fever,  1;  measles,  2;  tubercu- 
losis, 30. 

Included  in  the  above  were  the  following  non- 
residents :  diphtheria,  1 ;  tuberculosis,  4. 

Annual  Meeting  op  the  Instructive  Dis- 
trict Nursing  Association. — At  the  32nd  an- 
nual meeting  of  the  Instructive  District  Nursing 
Association,  the  president,  Mrs.  Ernest  Amory 
Codman,  made  the  following  report: 

"195,562  visits  were  made  by  our  nurses  in 
1917  to  17,001  patients.  With  an  increase  of 
$13,600  in  expenses,  the  deficit,  $2000,  was  the 
lowest  in  four  years;  257  new  subscribers  have 
been  gained,  and  four  churches*  have  given  us 
steady  support.  Since  the  beginning  of  the 
year,  a  new  memorial  nurse  has  been  added  to 
the  nine  which  have  already  been  given.  The 
Red  Cross  automobile  service  has  been  generous 
in  its  help,  and  the  Woman's  Peace  party,  the 
first  agency  to  contribute  the  whole  cost  of  the 
supplies,  has  given  thousands  of  surgical 
sponges.  Volunteers  have  helped  in  many  ways. 
A  new  school  for  public  health  nursing,  under 
joint  direction  of  Simmons  College  and  the  As- 
sociation, is  to  be  established  as  a  result  of  the 
public  health  courses  which  have  been  given  un- 
der the  direction  of  Miss  Anne  Hervey  Strong. 
This  school  will  make  possible  in  five  years  a 
college  and  nursing  education  which  otherwise 
would  take  seven.  We  believe  this  is  the  only 
place  where  such  a  plan  has  been  decided  upon." 

The  officers  of  the  Association  were  re-elected, 
with  the  exception  of  Mrs.  Robert  L.  DeNor- 
mandie,  who  will  be  second  vice-president,  in 
place  of  Miss  Emily  G.  Denny  resigned. 

Miss  Anne  Hervey  Strong,  director  of  the  In- 


structive District  Nursing  Association-Simmons 
College  courses  in  public  health  nursing,  has 
been  appointed  a  member  of  a  committee  which 
is  to  cooperate  with  the  committee  on  nursing  of 
the  medical  board  of  the  Council  of  National 
Defense  in  working  out  the  details  of  the  plans 
connected  with  a  course  for  nurses  in  the  Vas- 
sar  College  nurses'  training  camp. 

Boston  Dispensary  Asks  $50,000. — The  Bos- 
ton Dispensary,  a  charitable  corporation  having 
no  connection  with  the  city  government  and  in 
receipt  of  no  city  funds  for  its  maintenance,  was 
the  worthy  beneficiary  of  a  brief  but  vigorous 
drive  for  $50,000  during  the  week  of  March  25. 
This  institution  has  for  122  years  been  helping 
the  sick  of  Boston,  and  has  never  before  asked 
the  public  for  funds.  This  campaign  was  the  re- 
sult of  a  deficit  last  year,  when  the  institution 
was  50%  self-supporting.  The  deficit  was 
caused  by  the  increased  cost  of  all  supplies  and 
increased  expenses,  and  the  extra  war  effort  for 
the  suppression  of  venereal  diseases,  in  which 
the  dispensary  is  a  leader. 

A  committee  of  more  than  forty  prominent 
business  men,  physicians,  clergymen,  and  edu- 
cators, and  a  number  of  women  whose  names  are 
identified  with  high  social  service,  took  charge 
of  the  campaign.  The  active  canvass  was  under 
the  direction  of  Miss  Kate  McMahon,  with  ten 
teams,  each  composed  of  ten  women.  The  ap- 
peal was  directed  in  a  substantial  measure  to- 
ward those  who  have  benefited  from  the  minis- 
trations of  the  Dispensary  in  the  past,  or  who  in 
the  future  might  so  benefit. 

The  Dispensary  now  treats  about  35,000  men, 
women,  and  children  in  its  out-patient  clinics, 
and  more  than  6000  patients  are  treated  in  their 
homes  by  district  physicians  each  year.  About 
700  babies  and  children  are  cared  for  in  the 
Hospital  for  Children.  Of  the  41,000  patients, 
half  are  wage-earners. 

Commissions  for  Massachusetts  Physicians. 
— Report  from  Washington,  D.  C,  on  March  19, 
states  that  the  following  Massachusetts  physi- 
cians have  recently  been  appointed  to  the  Med- 
ical Reserve  Corps  of  the  United  States  Army, 
and  have  accepted  commissions  of  the  ranks 
specified. 

Captains — J.  F.  Fennessey,  Boston ;  O.  C. 
Swope,  Boston. 

First  Lieutenants — G-.  C.  Bergaron,  Spring- 
field ;  J.  D.  Milot,  Fall  River ;  T.  W.  Wickham, 
Boston;  Gr.  L.  Curran,  North  Adams. 
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new  england  notes. 

Annual  Report  op  the  Butler  Hospital, 
Providence,  R.  I. — The  seventy-fourth  annual 
meeting  of  the  Corporation  of  the  Butler  Hos 
pital  of  Providence,  R.  I.,  was  held  on  January 
23,  1918,  and  the  following  matters  were  re- 
ported. The  hospital  staff  has  been  much  de- 
pleted by  the  war.  Major  Arthur  H.  Ruggles, 
M.O.R.C.,  first  assistant  physician  of  Butler 
Hospital,  has  been  placed  in  charge  of  one  of 
the  psychiatric  units  to  be  attached  to  the 
different  base  hospitals  belonging  to  the  Army, 
and  has  been  receiving  preliminary  training  in 
the  Craiglockhart  War  Hospital,  near  Edin- 
burgh. It  is  expected  that  he  will  soon  be  or- 
dered to  the  front  in  France.  The  Superin- 
tendent of  the  hospital  has  been  appointed  by 
the  Governor  of  Rhode  Island  a  member  of  the 
Medical  Advisory  Board  in  connection  with  the 
second  draft.  Others  of  the  staff  are  performing 
like  valuable  service. 

During  the  year  of  1917,  295  patients  have 
received  treatment  at  the  hospital.  The  average 
admission  rate  for  the  year  was  $23.69,  while 
the  average  weekly  cost  was  $27.41.  The  ex- 
penses of  operation  for  the  year  totaled  $203,- 
127.23,  against  $196,091.54  income.  The  balance 
was  made  up  by  the  generous  use  of  the  hospital 
funds  on  the  part  of  the  Trustees.  Beneficiary 
funds  were  drawn  upon  to  the  amount  of  $18, 
573.12,  and  the  sum  of  $9,984.47  was  received 
from  the  State  of  Rhode  Island. 

Seventeen  probationers  were  admitted  to  the 
women's  nursing  service  during  the  year,  four- 
teen of  whom  were  accepted.  Eleven  women  and 
thirteen  men  completed  the  two  years'  course. 
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OFFICERS  OF  THE  MASSACHUSETTS  MEDICAL 
SOCIETY,  1917-18. 

President 

Samuel  B.  Woodward       58  Pearl  Street,  Worcester 

Vice-President 
Geoege  P.  Twitchell   17%  Federal  Street,  Greenfield 
Secretary 

Walter  L.  Burrage         282  Newbury  Street,  Boston 
Treasurer 

Arthur  K.  Stone  44  Fairfield  Street,  Boston 

lAbrarian 

Edwin  H.  Brigham,  Brooklino 

S  The  Fenway,  Boston 
Standing  Committees. 
Of  Arrangements 
James  H.  Young,  Chairman 

19  Baldwin  Street.  New  ton 
On  Publications  and  Scientific  Papers 
George  B.  Shattuck,  Chairman 

183  Beacon  Street,  Boston 


On  Membership  and  Finance 
Chart.es  M.  Green,  Chairman 

78  Marlborough  Street,  Boston 
On  Ethics  and  Discipline 
J.  Arthur  Gage,  Chairman    64  Central  Street,  Lowell 

On  Medical  Education  and  Medical  Diplomas 
Harold  C.  Ernst,  Chairman 

240  Longwood  Avenue,  Roxbury 
On  State  and  National  Legislation 
Samuel  B.  Woodward,  Chairman 

58  Pearl  Street,  Worcester 
On  Public  Health 
Enos  H.  Bigelow,  Chairman 

P  O.  Box  213,  Framingham 

NOTES    FROM    THE    DISTRICT  MEDICAL 
SOCIETIES. 

District  Correspondents. 
Berkshire,  A.  P.  Merrill,  M.D.,  Pittsfield. 
Bristol  North,  Arthur  R.  Crandell,  M.D.,  Taunton. 
Bristol  South,  Edwin  D.  Gardner.  M.D.,  New  Bedford. 
Essex  North,  T.  N.  Stone,  M.D..  Haverhill. 
Essex  South,  H.  P.  Bennett,  M.D.,  Lynn. 
Hampden,  Laurence  D.  Chapin,  M.D.,  Springfield. 
Hampshire,  E.  E.  Thomas,  M.D.,  Northampton. 
Middlesex  South,  William  C.  Hanson,  M.D.,  Belmont. 
Norfolk  South,  Daniel  B.  Reardon,  M.D.,  Quincy. 

Hampshire  District  Medical  Society. — The  regular 
meeting  of  the  Hampshire  District  Medical  Society 
was  held  at  the  Forbes  Library,  at  Northampton. 
March  14,  1918. 

Voted :  That  we  approve  of  an  increase  in  the 
annual  dues  of  the  Massachusetts  Medical  Society,  if 
necessary,  the  amount  to  be  determined  by  the 
Council. 

Papers : 

Dr.  E.  H.  Copeland  Gastric  Tetany 

Dr.  N.  G.  Haskell  Pyloric  Spasm 

Discussion. 

Adjourned  to  Boyden's  for  lunch. 

C.  T.  Cobb,  Sec.  pro  tern. 

OFFICERS  OF  THE  DISTRICT  MEDICAL 
SOCIETIES. 
1917-1918. 

Barnstable. — E.  S.  Osborne,  West  Dennis,  Presi- 
dent; F.  A.  Binford,  Hyannis,  Vice-President;  P.  F. 
Miller,  Harwich,  Secretary;  H.  B.  Hart,  Yarmouth- 
port,  Treasurer ;  S.  M.  Beale.  Jr.,  Sandwich,  Librarian. 

Berkshire. — A.  P.  Merrill,  Pittsfield,  President: 
Vanderpoel  Adriance,  Williamstown,  Vice-President; 
O.  L.  Bartlett.  Pittsfield,  Secretary;  J.  D.  Howe, 
Pittsfield,  Treasurer. 

Bristol  North. — W.  H.  Allen,  Mansfield.  President ; 
H.  G.  Ripley,  Taunton,  Vice-President;  A.  R.  Cran- 
dell, Taunton,  Secretary ;  W.  Y.  Fox,  Taunton,  Treas- 
urer. 

Bristol  South. — J.  C.  Pitta,  New  Bedford,  Presi- 
dent; J.  A.  Barre,  Fall  River,  Vice-President;  A.  J. 
Abbe,  Fall  River,  Secretary  and  Treasurer. 

Essex  North.-  ,  Presi- 
dent; F.  E.  Sweetsir,  Merrimac,  Vice-President;  J.  F. 
Rurnham,  Lawrence,  Secretary  and  Treasurer. 

Essex  South. —       ,  President; 

T.  F.  Jordan.  Peabody.  Vice-President:  H.  P.  Bennett. 
Lynn,  Secretary:  G.  Z.  Goodell,  Salem,  Treasurer; 
C.  M.  Cobb,  Lynn,  Librarian. 

Franklin. — H.  N.  Howe.  Greenfield.  President; 
Charles  Moline.  Sunderland.  Vice-President :  P.  M. 
Goldsbury.  Warwick.  Secretary  and  Treasurer. 

Hampden.  ,  President; 

M.  B.  Hodskins,  Monson,  Vice-President;  H.  L. 
Smith,  Springfield,  Secretary  and  Treasurer. 

Hampshire. — A.  G.  Minshall,  Northampton.  Presi- 
dent; A.  G.  Rockwell.  Amherst,  Vice-President:  C.  T. 
Cobb,  Northampton.  Secretary:  J.  J.  Hanson.  North- 
ampton, Treasurer;  F.  E.  Dow,  Northampton.  Libra- 
rian. 
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Middlesex  East. — H.  A.  Gale,  Winchester,  Presi- 
dent ;  M.  D.  Sheehan,  Stoneham,  Vice-President ;  A.  E. 
Small,  Melrose,  Secretary ;  Richard  Dutton,  Wakefield, 
Treasurer;  G.  W.  Nickerson,  Stoneham,  Librarian. 

Middlesex  North. — W.  P.  Lawler,  Lowell,  Presi- 
dent; G.  H.  A.  Leahey,  Lowell,  Vice-President;  J.  A. 
Mehan,  Lowell,  Secretary ;  T.  B.  Smith,  Lowell,  Treas- 
urer ;  P.  J.  Meehan,  Lowell,  Librarian. 

Middlesex  South. — G.  T.  Tuttle,  Waverley,  Presi- 
dent; H.  T.  Baldwin,  Chestnut  Hill,  Vice-President; 

L.    S.    Hapgood ,  Cambridge,    Secretary ;   

 ,  Treasurer. 

Norfolk.  ,  President ; 

E.  N.  Libby,  Jamaica  Plain,  Vice-President ;  Brad- 
ford Kent,  Dorchester,  Secretary;  G.  W.  Kaan, 
Brookline,  Treasurer. 

Norfolk  South. — J.  H.  Ash,  Quincy,  President;  E. 
N.  Bushnell,  Quincy,  Vice-President;  F.  H.  Merriam, 
Braintree,  Secretary,  Treasurer  and  Librarian. 

Plymouth.  ,  President;  Gil- 
man  Osgood,  Rockland.  Vice-President;  A.  C.  Smith, 
Brockton,  Secretary,  Treasurer  and  Librarian. 

Suffolk. — H.  F.  Vickery,  Boston,  President;  J.  B. 
Rlake.  Boston,  Vice-President;  G.  G.  Smith,  Boston, 
Secretary ;  E.  B.  Young,  Boston,  Treasurer ;  W.  P. 
Coues.  Boston,  Librarian. 

Worcester. — M.  F.  Fallon,  Worcester,  President; 
W.  L.  Johnson,  Uxbridge,  Vice-President;  E.  L. 
Hunt,  Worcester,  Secretary ;  G.  O.  Ward,  Worcester, 
Treasurer;  G.  C.  Lincoln,  Worcester,  Librarian. 

Worcester  North. — E.  G.  Fosgate,  Ashburnham, 
President;  A.  H.  Pierce,  Leominster,  Vice-President; 
C.  H.  Jennings,  Fitchburg,  Secretary;  F.  H.  Thomp- 
son, Jr.,  Fitchburg,  Treasurer ;  A.  P.  Mason,  Fitch- 
burg, Librarian. 


ANNUAL  MEETING,  AMERICAN  MEDICAL 
ASSOCIATION. 

It  is  announced  that  the  sixty-ninth  annual 

meeting  of  the  American  Medical  Association 

this  year  will  be  held  in  Chicago,  June  10-14. 

The  local  executive  committee  of  arrangements 

is  made  up  as  follows : 

Ludvig  Hektoen,  Chairman 
Charles  J.  Whalen,  Secretary 
William  A.  Pusey,  Treasurer 
John  V.  Fowler  Frank  Billings 

Hugh  T.  Patrick  James  B.  Herrick 

Malcolm  L.  Harris  Chas.  E.  Humiston 

This  committee  is  actively  engaged  in  per- 
fecting plans  for  the  comfort  and  entertainment 
of  the  members  and  their  guests.  All  corre- 
spondence with  this  committee  or  with  any  of  its 
sub-committees  should  be  addressed  to  25  East 
Washington  Street,  Chicago. 

The  chairman  of  the  sub-committee  on  clinics, 
Dr.  Charles  F.  Humiston,  announces  that  there 
will  be  a  series  of  clinics  for  the  Fellows  of  the 
Association  on  Thursday,  Friday  and  Saturday, 
June  6,  7  and  8,  and  on  Monday  and  Tuesday, 
June  10  and  11. 

These  clinics  will  cover  every  phase  of  medi- 
cine, surgery,  and  the  specialties,  and  will  be 
conducted  by  leading  Chicago  commissions. 


Alumni  and  section  dinners  will  be  held  on 
Wednesday  evening  from  6  to  8  o'clock  so  as 
not  to  conflict  with  other  events  which  are  being 
planned.  The  chairman  of  the  sub-committee 
on  alumni  and  section  entertainment,  Dr.  J.  H. 
Stowell,  announces  that  his  committee  is  co- 
operating with  officers  of  alumni  associations  in 
arranging  for  reunions.  The  committee  desires, 
also,  to  assist  the  officers  of  those  sections  which 
desire  to  arrange  for  section  dinners. 

The  following  hotels  have  been  tentatively 
designated  as  general  and  section  headquarters 
for  the  Chicago  Session,  June  10  to  14 : 

General  Headquarters  :  Hotel  Sherman,  North 
Clark  and  West  Randolph. 

Practice  of  Medicine:  Hotel  Morrison,  83  West 
Madison. 

Surgery,  General  and  Abdominal:  Auditorium 
Hotel,  430  South  Michigan. 

Obstetrics,  Gynecology  and  Abdominal  Surgery  : 
Congress  Hotel,  South  Michigan  and  Congress. 

Ophthalmology:  Hotel  LaSalle,  La  Salle  and 
West  Madison. 

Laryngology,  Otology  and  Rhinology  :  Hotel  La- 
Salle, Lasalle  and  West  Madison. 

Diseases  of  Children  :  Congress  Hotel,  South 
Michigan  and  Congress. 

Pharmacology  and  Therapeutics  :  Auditorium 
Hotel,  430  South  Michigan. 

Pathology  and  Physiology  :  Auditorium  Hotel, 
430  South  Michigan. 

Stomatology  :  Congress  Hotel,  South  Michigan  and 
Congress. 

Nervous  and  Mental  Diseases  :  Blackstone  Hotel, 
South  Michigan  and  Last  Seventh. 

Dermatology  :  Blackstone  Hotel,  South  Michigan 
and  East  Seventh. 

Preventive  Medicine  and  Public  Health  :  Audito- 
rium Hotel,  430  South  Michigan. 

Gen ito-T Urinary  Diseases  :  Auditorium  Hotel.  430 
South  Michigan. 

Orthopedic  Surgery  :  Congress  Hotel.  South  Michi- 
gan and  Congress. 

Gastro-Enterology  and  Proctology  :  Auditorium 
Hotel,  430  South  Michigan. 

Scientific  Exhibit.  Registration  Bureau,  Commer- 
cial Exhibit,  Information  Bureau,  and  Branch 
Postoffice:  Hotel  Sherman,  North  Clark  and  West 
Randolph. 


RESOLUTIONS   IN  MEMORY   OF  DR. 
BLAKE. 

The  following  testimonial  to  the  memory  of 
Dr.  John  G.  Blake  was  presented  at  the  annual 
dinner  of  the  Boston  City  Hospital  Alumni  As- 
sociation at  the  University  Club  on  the  evening 
of  March  21,  1918. 

Dr.  John  G.  Blake's  connection  with  the  Bos- 
ton City  Hospital  covers  its  history  from  its 
opening  almost  to  the  present  day.  Now  it  has 
become  a  part  of  the  history  which  he  helped  to 
make. 

Appointed  in  1864,  his  name  has  been  borne 
continuously  on  its  roster,  at  first  as  the  Junior 
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Visiting  Physician,  later  as  Visiting  Gynecolo- 
gist and  since  1900  as  Senior  Physician.  In 
each  capacity  he  gave  faithful  and  unstinting 
service.  His  interest  in  the  institution,  which 
had  become  an  integral  part  of  his  life,  never 
flagged.  He  was  a  constant  attendant  at  the 
meetings  of  the  staff  of  which  he  was  long  Vice- 
President.  He  had  the  imagination  to  grasp  the 
possibilities  of  the  municipal  hospital  service  to 
the  community,  not  only  in  the  care  of  the  sick 
poor,  but  as  a  center  of  medical  education,  and 
by  his  advice  and  votes  worked  consistently  to 
widen  the  scope  of  its  activities.  He  saw  clearly 
the  necessity  for  keeping  it  from  political 
affiliations  and  successfully  cast  the  weight  of 
his  influence  to  keep  it  free.  He  was  a  valued 
member  of  many  of  the  important  committees  of 
the  staff.  His  sympathy  with  young  men,  his  op- 
timism and  his  kindliness,. which  never  impaired 
his  sense  of  justice,  assured  his  success  as  chair- 
man of  the  Committee  on  Discipline. 

As  a  medical  teacher  he  was  justly  popular, 
clear,  concise,  and  practical ;  he  inculcated  com- 
mon sense,  and  while  impressing  the  necessity 
for  accurate  diagnosis  he  never  forgot  the  inter- 
ests of  the  patient  in  his  interest  in  the  disease. 
As  a  practitioner  of  medicine  he  was  eminently 
successful. 

Patients  recognized  in  him  that  indefinable 
quality  called  character,  and  sought  him  as  a 
wise  physician,  a  trusted  counsellor,  a  devoted 
friend. 

As  a  member  of  this  association  Dr.  Blake 
shone  with  unrivalled  luster.  We  all  moved 
within  the  circumference  of  his  orbit.  He  was 
an  essential  part  of  our  meetings,  and  unavoid- 
able circumstances  alone  prevented  his  at- 
tendance. He  frequently  appeared  on  the  of- 
ficial list  of  speakers,  but  official  omission  often 
failed  to  save  him  from  the  popular  demand  to 
hear  his  voice;  without  it  the  occasion  was  in- 
complete. His  charm,  his  wit,  his  vivid  per- 
sonality and  his  perpetual  youth  won  our  hearts, 
and  we  mourn  the  loss  of  our  best  loved  member. 

He  met  death  as  he  met  life,  hopefully  and 
courageously,  with  the  mind  of  a  man  and  the 
heart  of  a  child. 

We  send  to  his  family  our  high  appreciation 
of  his  character  and  our  heartfelt  sympathy  in 
their  sorrow.  George  G.  Sears,  M.D. 

George  W.  Gay,  M.D. 
W.  H.  Prescott,  M.D. 

Committee. 


SOCIETY  NOTICES. 

Boston  Dispensary. — On  April  9,  1918,  at  8.15  p.m., 
the  staff  of  the  Boston  Dispensary  will  hold  it8 
quarterly  meeting  at  the  above  time.  A  program  deal- 
ing with  venereal  diseases  has  been  arranged  with 
the  State  Commissioner  of  Health,  Dr.  Eugene  R.  Kel- 
ley,  in  charge.  There  will  be  four  or  five  speakers 
representing  various  phases  of  the  problem.  Those  of 
the  medical  profession  who  are  interested  in  this 
subject  are  invited  to  attend.   Hilbebt  F.  Day, 

Secretary  of  the  Staff, 
Boston  Dispensary. 

New  England  Pediatric  Society. — The  fifty-third 
meeting  of  the  New  England  Pediatric  Society  will  be 
held  at  the  Boston  Medical  Library,  on  Friday,  April 
12,  1918,  at  8.15  p.m. 

The  following  papers  will  be  read : 

1.  An  Unusual  Food-borne  (Probably  Milk)  Epidemic 
of  Scarlet  Fever. 

Edwin  H.  Place,  M.D.,  Boston 
H.  Linenthal.  M.D.,  Boston 
A.  B.  Lyon,  M.D.,  Boston 
M.  C.  Cheney,  M.D.,  Boston. 

2.  An  Analysis  of  the  Wassermann  Reactions  Done 
at  the  Boston  Lying-in  Hospital  for  the  Years 
1916-1917.  John  B.  Swift,  M.D.,  Boston. 

3.  Auto-serum  Treatment  of  Chorea. 

P.  H.  Sylvester,  M.D.,  Boston. 
Light  refreshments  will  be  served  after  the  meeting. 

Charles  Hunter  Dunn,  M.D.,  President, 
Richard  M.  Smith,  M.D.,  Secretary. 

Suffolk  District  Medical  Society. — The  annual 
meeting  will  be  held  on  Wednesday.  April  24,  1918, 
at  the  Boston  Medical  Library,  at  8.15  p.m. 

Business  meeting:  Reports  of  officers  and  commit- 
tees, election  of  officers,  incidental  business. 

The  paper  of  the  evening  will  be  by  Dr.  Eugene 
Kelley.  State  Commissioner  of  Health,  on 

"The  State  Venereal  Disease  Program." 

Guests  will  be  welcome  at  the  second  part  of  the 
meeting,  which  will  begin  at  about  8.45  p.m. 

Gilbert  Smith,  Secretary. 


CENSORS'  EXAMINATION. 

The  Censors  of  the  Suffolk  District  Medical  Society 
will  meet  to  examine  candidates  for  admission  to  The 
Massachusetts  Medical  Society,  at  8  The  Fenway,  on 
Thursday,  May  2,  1918,  at  4  p.m. 

Candidates,  who  must  be  residents  of  the  Suffolk 
District  or  non-residents  of  Massachusetts,  should 
make  personal  application  to  the  Secretary  and  pre- 
sent'their  medical  diplomas,  at  least  one  week  before 
the  examination. 

For  further  particulars,  apply  from  2  to  5  p.m.  to 
Gilbert  Smith,  Secretary. 

99  Commonwealth  Avenue. 


NOTICE. 

The  Boston  Medical  Library  is  desirous  of  having 
a  copy  of  the  circular  which  was  sent  out  to  the  pro- 
fession in  Boston  in  1875  calling  for  a  meeting  to  con- 
sider the  formation  of  a  Medical  Library.  Any  one 
willing  to  send  a  copy  to  the  Library,  No.  8  The 
Fenway,  will  receive  the  thanks  of 

(Yours  very  truly, 
John  W.  Faelow,  Librarian. 


RECENT  DEATHS. 

George  H.  Shedd,  M.D.  died  recently  at  North  Con- 
way, N.  H.  He  was  head  of  the  Memorial  Hospital 
in  that  town,  and  had  been  a  practising  physician 
there  for  twenty  years.  For  eleven  years  he  practised 
medicine  in  Bartlett  and  Fryeburg,  Me. 
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SUPPLEMENTARY 

INFORMATION  RECEIVED  SINCE  FINAL  REVISION. 
Averill,  Jesse  Howes,  retired,  1918. 

Bailey,  Walter  Charming,  Washington,  D.  C,  1767  Q  St. 
Battershall,  Joseph  Ward,  retired,  1918. 
Blake,  Francis  Oilman,  resigned,  Feb.  6,  1918. 
Blake,  John  George,  died,  March  4,  1918. 
Bradley,  Charles  Seymour,  died,  Feb.  19,  1918. 

Brickley,  William  Joseph  (restored)  Boston,  48<i  Commonwealth  Av. 

Brown,  Herbert  Rutherford,  resigned,  Feb.  6,  1918. 

Bryant,  William  Sohier,  resigned,  Feb.  6,  1918. 

Cobb,  Gardner  Nathan,  Hingham,  U.  S.  N.  T.  C. 

Copeland,  Horatio  Franklin,  died,  Feb.  8,  1918. 

Cornforth,  Herbert  Huskisson,  resigned,  Feb.  (i,  191*. 

Cutts,  Harry  Madison,  died,  Feb.  21,  1918. 

Dennett,  Paul  Carroll,  Allston,  74  Harvard  Av. 

Emerson,  Ernest  Benjamin,  Rutland,  State  Sanatorium. 

Ermantrout,  Sallie  Justina,  died,  Nov.  14,  1917. 

Farr,  Edwin  Lawson,  died,  Jan.  24,  1918. 

Ferguson,  Edward  Hugh,  Dorchester,  60  Charles  St. 

Fraim,  Irving  William,  Macon,  Ga.,  208  Second  St. 

Freeman,  Franklin  Willard,  Lynnfield  Center. 

Goddu,  Louis  Adalore  Oliver,  transferred  from  Norfolk  to  Suffolk. 

Gordon,  John  Alexander,  died,  Jan.  25,  1918. 

Grant,  Winifred  Margaret,  Worcester,  37  Pearl  St. 

Greenough,  Robert  Battey,  transferred  from  Norfolk  to  Suffolk. 

Haley,  William  Thomas,  Salem,  345  Essex  St. 

Hamilton,  Annie  Lee,  Roxbury,  164  Longwood  Ave. 

Harris,  William  DeBlois,  Lynn,  98  South  Common  St. 

Hassman,  David  Morris,  Brookline,  59  Longwood  Av. 

Hendricks,  Henning  Vitalis,  resigned,  Feb.  6,  1918. 

Hipkiss,  George,  Noroton  Heights,  Conn.,  Soldiers'  Home. 

Honeij,  James  Albert,  New  Haven,  Conn.,  320  Cedar  St. 

Jackson,  William  Benjamin,  Lowell,  229  Stevens  St. 

Kelley,  Eugene  Robert,  Brookline,  41  Egremont  Road. 

Lathrop,  William  Henry,  died,  Dec.  22,  1917. 

Lawrence,  Nellie  Louise,  resigned,  Feb.  6,  1918. 

Mahoney,  Daniel  Francis,  Boston,  522  Commonwealth  Av. 

Marr,  Edward  Loring,  Melrose,  315  Main  St. 

Martin,  John  Macleod,  died,  Feb.  19,  1918. 

Marvin,  Frank  William,  Cambridge,  1775  Massachusetts  Av. 

Millett,  John  Alfred  Parsons,  resigned,  Feb.  6,  1918. 

Miniter,  Francifi  Gabriel,  Allston ;  office,  Boston,  419  Boylston  St. 

Newton,  William  Curtis,  Revere,  270  Broadway. 

Parvey,  Benjamin,  Dorchester,  24  Charlotte  St. 

Pickard,  Isaiah  Lovell,  resigned,  Feb.  6,  1918. 

Reggio,  Andre  William,  Boston,  286  Beacon  St. 

Robertson,  Jessie  Wilhelmine,  Cambridge,  2261  Massachusetts  Av. 

Sawin,  Charles  Dexter,  died,  Feb.  8,  1918. 

Shanahan,  John,  retired,  1918. 

Skinner,  Edward  Manning,  died,  Feb.  8,  1918. 

Smith,  Samuel  Finley,  retired,  1918. 

Sundeloff,  Ester  Mathilda  Eleonora,  Fall  River,  151  Rock  St. 
Teck,  Martin  William,  Marblehead,  Devereux  Mansion. 
Torrey,  Samuel  William,  died,  Jan.  1,  1918. 
Whitney,  Edward  William. 

Whitney,  Harriet  Wiley,  Northampton,  State  Hospital. 

CORRECTIONS. 

Goss,  Francis  Webster,  Sacramento,  Calif.,  1034  40th  St. 
MacKinnon,  Donald  Lauchlin,  Truro,  N.  S„  Prince  St. 
1901    MacLennan,  Angus  Daniel. 
Mansfield,  Burton  Burleigh,  Union,  N.  H. 
Overholser,  Winifred,  Wellesley  Hills. 

Williams,  Charles  Herbert,  Cambridge;  office,  Boston,  1069  Boylston  St. 
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OFFICERS  OF  THE  SOCIETY 
1917-1918 


President 

SAMUEL  B.  WOODWARD  ....    58  Pearl  St.,Worcester. 

Vice-President 

GEORGE  P.  TWITCHELL  .    .    17y2  Federal  St.,  Greenfield. 

Secretary 

WALTER  L.  BURRAGE  ....    282  Newbury  St.,  Boston. 

Treasurer 

ARTHUR  K.  STONE   .    .    Auburn  St.,  Framingham  Center. 

Librarian 

EDWIN  H.  BRIGHAM,  Brookline,  office  8  The  Fenway,  Boston. 


HONORARY  FELLOW 
1892    Goodale,  George  Lincoln,  5  Berkeley  St.,  Cambridge,  Mass. 


ACTIVE  AND  RETIRED  FELLOWS 

January  1,  1918. 


Note. — The  date  preceding  the  name  is  that  of  admission.  A  date  following,  preceded  by  a  f,  denotes  year  of  re- 
tirement.   The  first  name  of  city  or  town  is  the  legal  residence;  the  street  and  number  are  the  office  address. 

A  letter  in  place  of  a  given  first  name  not  followed  by  a  period  is  not  an  initial.  It  is  a  letter  adopted  by  the 
individual  instead  of  a  name  to  distinguish  him  or  her  from  others,  or  for  the  sake  of  euphony. 

The  last  known  address  is  given  in  this  list.  Many  of  the  Fellows  are,  at  present,  in  the  U.  S.  Army  and  Navy, 
but  have  made  no  official  report  to  the  Librarian. 


1917  Aaronson,    Jacob  Chelsea.  (JO  Congress  Ave. 

1884  Abbe,  Alanson  Joseph  Fall  River.   375  Rock  St. 

1910  Abbe,  Elizabeth  Morrison.  .Roxbury  (Boston). 

45  Dale  St. 

1895  Abbe,  Frederick  Randolph.. Dorchester  (Boston). 

15  Sayward  St. 

1892  Abbot,  Edward  Stanley  Waverley  (Belmont). 

McLean  Hospital. 

1903  Abbot,  Florence  Hale  State  Hospital.  Mattapan 

( Boston ) . 

1911  Abbott,  Charles  Edward. ..  Andover.    70  Main  St. 

1913  Abbott,  Charles  Roger  Clinton.   123  High  St. 

1894  Abbott,  Howard  Edwin  Lynn.   54  Park  St. 

1891  Achorn,  John  Warren  Pine  Bluff,  N.  C. 

1911  Achorn,  Ralph  Chase  Roston.  25  Huntington  A  v. 

1916  Adamian.    Hovsep  Garo. .. Lawrence. 

260  Haverhill  St. 

1909  Adamian,  Parnag  Adam  Worcester.    55  Laurel  St 

1911  Adams,  Charles  Baker  Springfield.    431  Main  St. 

1894  Adams,  Charles  Sumner. .  .Wollaston  (Quincy). 

62  Brooks  St. 

1906  Adams,  Charles  Waldron. ..Cambridge.  322  Broadway. 
1880  Adams,  George  Edwin  Worcester.    974  Main  St. 

1884  Adams,  Herbert  William. .  .Dorchester  (Boston). 

744  Dudley  St. 

1898  Adams,  John  Roxbury  (Boston). 

1637  Tremont  St. 

1903  Adams,  John  Dresser  Brookline.    Office.  Boston. 

45  Bay  State  Rd. 

1910  Adams,  Letitia  Douglas. .  ..Boston.  175  Dartmouth  St. 
1891  Adams,  Walter  Henry  Northampton.  34  Bridge  St. 

1899  Adams,  William  Carlton. .  .East  Taunton  (Taunton). 

414  Middleboro  Av. 

1904  Adams,  Zabdiel  Boylston. ..Brookline.    Office,  Boston. 

166  Newbury  St. 

1912  Addelson,  Nathan  Roxbury  (Boston). 

548  Warren  St. 

1907  Adler,  Herman  Morris  Chicago,  111.  Juvenile 

Court.  County  Bldg. 

1910  Adriance,  Vanderpoel  Williamstown.    Main  St. 

1867  Ahearne,  Cornelius  Lynn.   21  Church  St 

Augustus  |1906 

1891  Ahearne,  Cornelius  Salem.    83  Essex  St. 

Augustus,  Jr. 

1915  Ahlstrom,  Hjalmar  Quincy.    119  Garfield  St. 

1917  Aimone,  Victor  Anthony.  .Winchester.  454  Main  St. 
1894  Albee,  George  Macdonald.  ..Worcester.  1159  Main  St. 
1915  Albee,  Kenneth  Field  Weston.    Central  A  v. 

1915  Alcuzar,  Izak  Boston. 

510  Commonwealth  Av. 
1903  Alexander,  Thomas  Branch  Scituate  Harbor 

(Scituate).   Central  St. 

1900  Alfred,  James  Brockton 

591  North  Main  St. 

1913  Allard,  Carlton  Eugene  Dorchester.   Office,  Boston, 

77  Kilby  St. 

1913  Allen,  Arnold  Noble  Roslindale  (Boston). 

22  Conway  St. 

1916  Allen,  Arthur  Wilburn  Boston.    657  Boylston  St. 

19^}  Allen,  Bradford  Nashua,  N.  H.    9  Main  St 

1892  Allen,  Carl  Addison    tl917IIolyoke.    16  Fairfield  Av. 

1899  Allen,  Clarence  Jean  Winchester.   38  Church  St. 

1909  Allen,  Fred  Harold  Holyoke.    644  D wight  St. 

1901  Allen,  Freeman  Boston.    200  Beacon  St. 

1885  Allen,  Gardner  Weld  Boston.    419  Boylston  St. 

1903  Allen,  Granville  Stevens.  ...Lawrence.    3  State  St. 

1901  Allen,  Horatio  Cushing  New  Bedford.  11  Eighth  St. 

1898  Allen,  Seabury  Wells  York  Harbor,  Me.  Office, 

Boston.   509  Beacon  St. 


1003  Allen.  William  Howard  Mansfield.  70  N.  Main  St. 

1916  Alley.  Ernest  Jason  Billerica.    Concord  Road. 

1916  Alley,  Leon  Arthur  Brockton.   12  Richmond  St 

1011  Ailing.  Marshall  Louis  Lowell.    9  Central  St 

1914  Allison.  Carl  Edwin  Somerville.    241  Elm  St 

1911  Almy.  Thomas  Fall  River.   140  Rock  St 

1S93  Amadon,  Arthur  Frank  Boston.    543  Boylston  St. 

1590  Ames,  John  Lincoln  Boston.    87  Chestnut  St. 

1915  Anderson,  Victor  Vance. ..  .Jamaica  Plain  (Boston). 

64  Southbourne  Rd. 

1914  Andrews.  Benjamin  Worcester.    28  Pleasant  St. 

Franklin 

1897  Andrews,  Edward  Austin.  .Newton  Center  (Newton). 

14  Institution  Av. 
1907  Andrews,  Frederick  Francis.Revere.    94  Beach  St. 

1899  Andrews,  Harold  Virgil ...  .Boston.   1083  Boylston  St 

1915  Andrews,  Oren  Gardner.  7  East  Broadway. 

1904  Andrews,  Robert  Eaton  Cambridge.   4  Brattle  St 

1888  Anthony,  Francis  Wayland.Bradford  (Haverhill). 

Office,  Haverhill. 

50  Merrimack  St. 
1910  Anthony,  George  Chenery . .  Wellesley. 

Denton  Road — West 
1S98  Anthony,  Jeremiah  Springfield. 

Christopher  150  Chestnut  St. 

1874  Appleton,  William  Boston.    74  Beacon  St. 

1915  Arey,  Harold  Carleton  Worcester.  State  Hospital. 

1915  Arey.  Jennie  Mcintosh.  ..  .Worcester.  State  Hospital. 
1906  Arkin,  Louis  Boston. 

366  Commonwealth  Av. 

1916  Armitage,  Henry  George. ..  Haverhill.  119  Emerson  St. 

1917  Armstrong,  Donald  Budd. .  Framingham.  Edmunds  St. 

1591  Arnold,  Horace  David  Boston. 

520  Commonwealth  Av. 

1916  Aronson.  Charles  Salem.    31  Charter  St. 

1905  Ascher,  Joseph  Roxbury  (Boston).  Office, 

Boston.   344  Hanover  St 

1595  Ash,  John  Henry  West  Quincy  (Quincy). 

239  Copeland  St. 

'  1908  Atchison,  Charles  Moran. .  .New  Bedford.  94  Fourth  St. 
1894  Atkinson,  Lizzie  Daniel      West  Newton  (Newton). 

Rose  1720  Washington  St. 

,  1905  Atwater,  James  Billings. .  ..Westfield.   10S  Elm  St. 

'  1904  Atwood,  Abel  Wilson  Worcester.    744  Main  St. 

[1915  Atwood,  Blanche  Louise. .. Roxbury.   Office,  Boston. 

175  Dartmouth  St. 
1S83  Atwood,  Charles  Augustus. Taunton. 

15  West  Britannia  St. 

1900  Atwood,  Charles  Fenuer. .  ..Arlington.    S21  Mass.  Av. 

1881  Atwood,  Frank  Sumner  Salem.   125  Federal  St. 

1892  Atwood,  George  Manley  Bradford  (Haverhill). 

127  Main  St. 

1894  Auger,  Louis  Lemaitre  Worcester.  104  Franklin  St. 

1891  August,  Albert  Cambridge.    51  Brattle  St. 

19P>  j  Austin>  Arthur  Everett  Boston.    110  Marlboro'  St. 

1915  Austin,  James  Cornelius    Spencer.    170  Main  St. 

1017  Avedisyan,  Avadis  Der  Roxbury  (Boston). 

26  Savin  St. 
1903  Averell,  Charles  Wilson  North  Reading. 

1596  Averill,  George  Goodwin. .  .Waterville,  Me. 

47  Redington,  St. 

•  Campello  (Brockton). 

1148  Main  St. 

1910  Ayer,  James  Bourne  Boston.    518  Beacon  St. 

1884  Ayer,  Silas  Hibbard  Boston.    318  Shawmut  Av. 

1896  Ayer,  Thomas  Herbert  Westborough. 

50  West  Main  St 

1914  Ayers,  Charles  Eaton  Worcester.    311  Main  St. 

1914  Ay  res,  Harold  Winslow  West   Somerville  (Somer- 
ville).  403  Highland  Av. 

1917  Azadian,  David  George  Boston.    594  Tremont  St. 


1882  Averill,  Jesse  Howes. 
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1878  Bacon,  Jonas  Edward  Brockton.   101  Main  St. 

1900  Bacon,  Newton  Samuel  Cambridge.  1688  Mass.  Av. 

1899  Bacon,  Theodore  Spaulding.Springfield.    67  Maple  St. 
1899  Badger,  George  Sherwin  Boston. 

Clarke  48  Hereford  St. 

1903  Baff,  Max   Worcester 

141  East  Central  St. 

1913  Bagg,  Edward  Parsons,  Jr..Holyoke.    243  Linden  St. 

1915  Bagnall,  Elmer  Stanley  Groveland.    9  School  St. 

1904  Bail,  John  Warren  Brookline.  1677  Beacon  St. 

1881  Bailey,  Charles  Hardy  Gardner 

39  East  Broadway. 

1905  Bailey,  Frederick  James. .  .Dorchester  (Boston). 

40  Hancock  St. 

1893  Bailey,  George  Guy  Ipswich.    49  Central  St. 

1894  Bailey.  Marshall  Henry ...  Cambridge.   1569  Mass.  Av. 

1898  Bailey,  Walter  Channing.  ..Boston.    506  Beacon  St. 

1906  Bain,  John  Baxter  Lawrence.  348  Haverhill  St. 

1910  Baker,  Chester  Stoyle  Lowell.   40  Middlesex  St. 

1883  Baker,  David  Erastus  Newtonville  (Newton). 

227  Walnut  St. 

1914  Baker,  Donald  Vinton  Boston.    1924  Beacon  St. 

1892  Baker,  Frederick  Herbert.  .Worcester.   4  Linden  St. 
1914  Baker,  Harold  Woods  Boston.    49  Gloucester  St. 

1882  Baker,  Harry  Beecher  Dighton.    Office,  Taunton. 

59  Main  St. 

1910  Baker,  Leonard  Allen  State  Farm  (Bridgewater). 

1899  Baker,  Lewis  Forrester  Fitchburg.   454  Main  St. 

1917  Baker,  Harold  Nicholas. .. Pigeon  Cove.  (Roekport). 

3  Phillips  Av. 

1903  Baketel,  Roy  Vincent  Methuen.    7  Hampshire  St. 

1906  Balboni,  Gerardo  Monari.  ..Boston.    9  Prince  St. 

1891  Balch,  Franklin  Greene  Boston.    279  Clarendon  St. 

1892  Balcom,  George  Franklin     Swanzey,  N.  H. 

fl911  39  Main  St. 

1911  Balcom,  Kenneth  Ira  Worcester   112  Lincoln  St. 

1914  Baldwin,  Edith  Elizabeth.  .Springfield. 

50  Buckingham  St. 
1888  Baldwin,  Frederick  William  Danvers.    25  Conant  St. 

1895  Baldwin,  Herman  Trost  Chestnut  Hill  (Newton). 

96  Middlesex  Rd. 

1896  Baldwin,  Sanford  Oscar — Framingham.  11  Union  Av. 

1912  Ball,  Arthur  Nelson  Northampton. 

State  Hospital. 

1907  Ballou,  Ambrose  Roche ....  Dorchester  (Boston). 

327  Neponset  Av. 

1901  Balmer,  William  Edward. . Whitinsville  (Northbridge). 

Cottage  St. 

1886  Bancroft,  Edward  Erastus .  Wellesley. 

604  Washington  St. 

1891  Bancroft,  George  Andrew.  .Na tick.  33  West  Central  St. 
1877  Bancroft,  Winfred  Baxter. .South  Boston  (Boston). 

597  Broadway. 

1898  Bangs,  Charles  Howard...  Swampscott.  Office,  Boston. 

149  Tremont  St. 

1916  Bannerman.  Walter  Bruce  East  Bridgewater  (Bridge- 

water).    37  Bedford  St. 
1906  Bannon,  John  Hugh  Lawrence.    457  Essex  St. 

1905  Bardwell,  Frederick  A  Boston.    4S3  Beacon  St. 

1908  Barker,  Williston  Wright .. Dorchester  (Boston). 

25  Lyndhurst  St. 

1892  Barnes,  Francis  John  Cambridge.    67  Brattle  St. 

1899  Barnes,  Harry  Aldrich  Brookline.    Office,  Boston. 

205  Beacon  St. 
1872  Barnes,  Henry  Jabez  Northborough.  Office, 

tl913       Boston.    429  Beacon  St. 

1900  Barnes,  James  Arthur  Worcester.    390  Main  St. 

1906  Barnes,  William  Lester  Lexington.    365  Mass.  Av. 

1917  Barnes,  Frederick  Rigby..Fall  River.  151  Rock  St. 
1917  Barnes,  Louis  Dwight  Lanesborough. 

1905  Barney,  James  Dellinger. .  .Boston. 

99  Commonwealth  Av. 

1914  Barney,  Willis  Oliver  Boston.    483  Beacon  St. 

1910  Barnum,  Francis  Goodell.  ..Boston.    481  Beacon  St. 

1913  Barone,  Joseph  Boston.    282  Hanover  St. 

1895  Barr6,  Joseph  Aladin  Fall  River. 

1555  Pleasant  St. 
1900  Barrell,  Charles  Sewall  Boston.   425  Beacon  St. 


1899  Barrell,  Mary  Elizabeth. .  .Worcester.    904  Main  St. 

1907  Barrett,  Edward  William ..  Medford.  34  Washington  St. 

1904  Barrett,  Michael  Francis ..  .Brockton.  231  Main  St. 
1906  Barron,  Elmer  Walter  Maiden.    Office,  Boston. 

520  Commonwealth  Av. 

1916  Barron,  Maurice  Edward. .  Boston. 

366  Commonwealth  Av. 

1901  Barry,  Emmett  William  Whitinsville  (Northbridge). 

1908  Barry,  James  Henry  Roxbury  (Boston). 

2990  Washington  St. 
1906  Barstow,  Andrew  Thaddeus. Boston.   27%  Mass.  Av. 

1899  Bartlett,  Charles  Watson.  ..Marshfield.    Main  St. 

1909  Bartlett,  Fred  Ai  Atlantic  (Quincy). 

62  Billings  Rd. 
1895  Bartlett,  Oliver  Leslie  Pittsfield.    73  North  St. 

1902  Bartlett,  Philip  Challis  Newton  Highlands  (New- 

ton).  Office,  Boston. 

583  Beacon  St. 

1905  Bartlett,  Walter  Oscar  Roxbury  (Boston). 

Office,  Boston. 

390  Commonwealth  Av. 

1903  Bartley,  John  Joseph  Lawrence.  334  Haverhill  St. 

1906  Bartol,  Edward  Francis     Milton.   6  Reedsdale  Rd. 

Washburn 

1890  Bartol,  John  Washburn  Boston.  3  Chestnut  St. 

1871  Barton,  Chester  Manley  Hatfield. 

fl906 

1900  Barton,  John  Alfred  Fitchburg.   43  Summer  St. 

1917  Bass,  Harris   Everett.    342  Broadway. 

1869  Bassett,  Elton  Jamestl910  Taunton.    11  Cedar  St. 

1917  Bassow,  George  Joseph  Athol.    503  Main  St. 

1911  Batchelder,  Hollis  Goodell. Dedham.    Office,  Boston. 

520  Beacon  St. 
1897  Batchelder,  William  Dorchester  (Boston). 

Burdett  163  Washington  St. 

1895  Bateman,  Frank  Eliot  Somerville. 

163  Highland  Av. 

1915  Bates,  Charles  Atwood  Ashburnham. 

1889  Bates,  Everett  Alanson  Springfield.  57  Chestnut  St. 

1907  Bates,  Lewis  Beals  Ancon,  Canal  Zone,  Pana- 

ma, Ancon  Hospital. 
1897  Bates,  Walter  Simpson  Barre.    South  St. 

1916  Battershall,  Jesse  Attleborough 

Wolfenden  18  North  Main  St. 

1879  Battershall,  Joseph  Ward. .Attleborough. 

18  North  Main  St. 

1911  Battershall,  Mary  Hannah  Attleborough. 

Wolfenden  18  North  Main  St. 

1912  Bauer,  Louis  Hopewell  TJ.  S.  Army. 

1912  Baum,  Ewald  George  Natiek.    Office,  Boston. 

2  Park  Sq. 

1913  Bauman,  Julia  Holyoke.    97  High  St. 

Lewandowska 
1884  Baxter,  Edward  Hooker. .  ..Hyde  Park  (Boston). 

19  Webster  St. 
1903  Beal,  Howard  Walter  Worcester.   452  Main  St. 

1913  Beale,  Samuel  Marsden,  Jr. .  Sandwich. 

1897  Beals,  Arthur  Loring  Brockton.   106  Main  St. 

1912  Bean,  Charles  Franklin       West  Medford  (Medford). 

Kingsbury  51  Harvard  Av. 

1896  Bean,  Charles  Pierce  Boston.   426  Mass.  Av. 

1917  Bearse,  Carl   Boston.    24  McLean  St. 

1906  Beauchamp,  Joseph  Octave.Chicopee  Falls  (Chicopee). 

Office,  Springfield. 

310  State  St. 

1917  Beaudet,  Elphege  Aleine ...  Lowell.    26S  West  6th  St. 

1908  Beaulieu,  Elmer  Joseph. ..  .Whitman.    Washington  St. 

1906  Beaulieu,  Francis  Xavier.  ..Taunton.    357  Bay  St. 
1899  Beckley,  Chester  Charles.  ..Lancaster. 

1890  Bedard,  Joseph  Armand . . .  .Lynn.    26  Ocean  St. 

1901  Beebe,  Theodore  Chapin. . ..Boston.  61  Mt.  Vernon  St. 
1901  Beebe,  M.  Josephine  Roslindale  (Boston). 

10  Conway  St. 

1907  Beeley,  Leon  Gage  Lawrence. 

145  Haverhill  St. 

1914  Behrman,  Roland  Augustus. Roslindale  (Boston). 

147  Belgrade  Av. 

1914  Bell,  Clarence  John  Wellfleet. 

1914  Bell,  Conrad  Waltham,   820  Main  St. 

1914  Bell,  Richard  Dana  Somerville.    26  Bow  St. 
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1906  Bellehumeur,  David  Lowell. 

Stanislaus  813  Merrimack  St. 

1S75  Benner,  Burnham  Roswell .  Lowell.   62  Sixth  St. 

1898  Benner,  Herbert  Orray  Framingham.  36  Union  Av. 

1903  Benner,  Richard  Stanwood.Springfleld.    25  Maple  St. 

1906  Bennett,  Hamlin  Perley  Lynn.   41  Lewis  St. 

1902  Bennett,  William  Hyde  Park  (Boston). 

Hurlburt  1349  River  St. 

1898  Benson,  Charles  Sweetser.  .Haverhill.  50 Merrimack  St. 
1898  Berg,  Tekla  Amalia  Lynn.    1  Atlantic  St. 

Josefina 

1903  Bergin,  Stephen  Albert  Worcester.    33  Portland  St. 

1916  Berlin,  Maurice  George  Dorchester  (Boston). 

3  Esmond  St. 

1916  Berman,  Mver  Isadore  Dorchester  (Boston). 

1063  Blue  Hill  Av. 

1889  Bernard,  Barnard  South  Boston  (Boston). 

Lecherzack  195  Dorchester  St. 

1916  Berr,  Alfred  William  Lawrence. 

Lawrence  Gen.  Hosp. 

1914  Berry,  Charles  Francis  Boston. 

541  Commonwealth  Av. 

1908  Berry.  Gordon  Worcester.   ~\    19  Elm  §t 

1896  Berry.  John  Cutting  |1912  Worcester.  J 

1890  Berry,  Lauriston  M  fl908  Junction,  Wyoming. 

1917  Berry,  Walter  Durant.  Braintree. 

447  Washington  St. 

1909  Berry,  William  Christopher.  Jamaica  Plain  (Boston). 

Office,  Boston, 

419  Boylston  St. 

iS?4  }  Bertrand<  Alexis  Everiste-  "I  L  lOEast  Merrimack  St. 

1908  Besse,  Frank  Adelbert  Orleans.    Main  St. 

1907  Bessey,  Earle  Emerson  Waban  (Brookline). 

Office,  Boston. 

845  Beacon  St. 

1883  Best,  Enoch  George  Greenfield.   473  Main  St. 

1901  Bicknell,  Ralph  Emerson.  ..Swampscott.  148  Burrill  St. 

1909  Bieberbach,  Walter  Daniels.  Worcester.   31  Pleasant  St. 

1907  Bier,  Max  Daniel  Lawrence.    50  Concord  St. 

1906  Bigelow,  Alice  Houghton .. .Jamaica  Plain  (Boston). 

14  Warren  Sq. 

1882  Bigelow,  Charles  Edwin  Leominster.    2  Park  St. 

1905  Bigelow,  Edward  Bridge. .  .Worcester.   61  Pearl  St. 

1883  Bigelow,  Enos  Hoyt  Framingham  Center. 

(Framingham). 
P.  O.  Box  213. 

1913  Bigelow,  James  Bernard ...  Holy oke.  61  Pearl  St. 
1874  Bigelow,  William  Sturgis . .  Boston.   56  Beacon  St. 

1904  Binford,  Ferdinand  Hyannis  (Barnstable). 

Augustus  Main  St. 

1903  Binney,  Horace  Boston.    205  Beacon  St. 

1894  Birge,  Ella  Freeman  Provincetown. 

1883  Birge,  William  Spafard. .  .  .Provincetown.    Pearl  St. 
1885  Birmingham,  Robert  Lawrence.    170  Salem  St. 

Michael 

1909  Birnie,  John  Mathews  Springfield.    6  Chestnut  St. 

1917\Biron,  Joseph  Frederick    TAmesbury.    182  Main  St. 

1897  J  Rudolphel 

1914  Bisbee,  Ernest  Sydney  Boston.    777  Tremont  St 

1878  Bixby,  Josiah  Peet  Woburn.   55  Elm  St. 

1910  Bixby,  Oliver  Edward  Lynn.   189  Lewis  St. 

1901  Blaine,  Walter  Edward  Mattapoisett.    72  Main  St. 

1900  Blair,  George  Kenniston . . .  Salem.   311  Essex  St. 
1897  Blair,  Orland  Rossini  Springfield.   580  State  St. 

1904  Blair,  Orrin  Curtis  Lynn.    79  N.  Common  St. 

1882  Blaisdell,  George  Warren ..  Manchester.  21  Union  St. 
1913  Blaisdell,  John  Harper  Lynn.    Office,  Boston. 

45  Bay  State  Road. 

1904  Blake,  Allen  Hanson  West   Somerville  (Somer- 

ville).    117  Elm  St. 

1868  Blake,  Clarence  John  Boston.    226  Marlboro'  St. 

1915  Blake,  Francis  Gilman  Minneapolis,  Minn. 

University  Minn.,  Med.  Dept. 

1906  Blake,  Gerald  Boston.   212  Beacon  St. 

1888  Blake,  Harrison  Gray  Woburn.   512  Main  St. 

1890  Blake,  John  Bapst  Boston.   657  Boylston  St. 

1861  Blake,  John  George  Boston.   212  Beacon  St. 

1901  Blake.  Le  Grande  Riverside,  R.  L 

317  Bullock  Point  Av. 


1898  Blakely,  David  Newton  Brookline.    Office.  Boston. 

87  Milk  St 

1882  Blanchard,  Benjamin  Brookline. 

Seaver  432  Washington  St 

1913  Blanchard,  Paul  Drake  Lowell.   226  Merrimack  St 

1902  Blanchard,  Randall  Pittsfield.    7  North  St. 

Howard 

1912  Blanchette,  William  Henry.. Fall  River. 

142  Brightman  St 

1904  Blenkhorn,  James  Stoneham.   301  Main  St 

1910  Bliss,  George  Danforth  Dorchester  (Boston). 

508  Washington  St 

1905  Bliss,  George  Stephen  Fort  Wayne,  Ind.  Ind.  Sen. 

Feeble-Minded  Youth. 

1897  Bliss,  Jesse  Leonti  Holyoke.   231  High  St. 

tl911 

1871  Blodgett,  Albert  Novatus    Boston.   51  Mass.  Av. 
fl913 

1898  Blodgett,  John  Hammond.  .Boston. 

390  Commonwealth  Av. 
1912  Blodgett,  Stephen  Haskell. . South  Lincoln  (Lincoln). 

Office,  Boston. 

419  Boylston  St 

1908  Blood,  George  Willard  Fall  River.    723  Middle  St 

1868  Boardman,  William  Boston.    388  Marlboro'  St 

Elbridge  U909 

1906  Boardman,  William  Parsons.Boston.  388  Marlboro'  St 
1885  Boardman,  William  Sidney-Boston.  63  Mt.  Vernon  St. 
1916  Bober,  Bessie  Angela  Northampton. 

State  Hospital. 
1912  Bodwell,  William  Mortimer.Framingham. 

2  Lexington  St 

1915  Boehm,  Julius  Benjamin..  Brooklyn,  N.  Y. 

Greenpoint  Hospital. 

1910  Bogan,  Frederick  Leon  Dorchester  (Boston). 

Office,  Boston. 
514  Commonwealth  Av. 

1878  Boland,  Elisha  Shepard  South  Boston  (Boston). 

809  Broadway. 

1912  Boland,  Lawrence  Francis .  Welch,  W.  Va. 

Miners'  Hospital,  No.  9 

1916  Bolduc,  Alfred  George  Attleborough.    11  Union  St. 

1891  Bolton,  Charles  James  Somerville.  26  Chauncy  St 

1891  Bond,  Sarah  Adams  Jamaica  Plain  (Boston). 

Office,  Boston. 

41  Fairfield  St 

1904  Bond,  Walter  Legrand  West   Somerville  (Somer- 

ville).  322  Highland  Av. 

1889  Bond,  Willis  George  Revere.   76  Beach  St. 

1915  Bone,  Herman  David  Gardner.    3  Cross  St. 

1903  Bonnar,  James  Miller  New  Bedford. 

186  Pleasant  St 

1914  Bonelli,  Raymond  Peter  Boston.   276  Hanover  St 

1911  Bonneville,  Alfred  Joseph .  .Hatfield.   43  Main  St 

1901  Bonney,  Charles  Austin,  Jr.. New  Bedford. 

67  Bedford  St 

1903  Bonney,  Robert  East  Boston  (Boston). 

7  Princeton  St 
1897  Boom,  Augustus  Keeper. .  ..Adams.  51  Park  St. 
1877  Booth,  Edward  Chauncey    Somerville.    40  Boston  St 
tl915 

1907  Boothby,  Walter  Meredith. .Rochester,  Minn. 

Mayo  Clinic. 

1902  Borden,  Charles  Richardson  Brookline.  Office,  Boston. 

Cobb        520  Commonwealth  Av. 
1906  Borden,  George  Edward — Adamsville,  R.  I. 
1893  Bossidy,  John  Collins  Boston.   419  Boylston  St 

1911  Bostick,  Warren  John  West  Springfield. 

376  Main  St 

1897  Bottomley,  John  Taylor  Boston.  165  Beacon  St 

1897  Boucher,  George  Alphonse.. Brockton.   20  Clinton  Av. 

1905  Boutwell,  Horace  Keith  Brookline.   39  St.  Paul  St 

1913  Bouvier,  Charles  William.  .Holyoke.   251  Maple  St 

1912  Bowditch,  Harold  Boston. 

520  Commonwealth  Av. 

1903  Bowditch,  Henry  Ingersoll .  Boston.  86  Bay  State  Road. 
1881  Bowditch,  Vincent  Yardley .  Boston.   506  Beacon  St 

1915  Bowen,  Alfred  Preston  Lynn.    17  Fayette  St 

1913  Bowen,  Enos  Emanuel  East  Boston. 

290  Sumner  St 
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1912  Bo  wen,  James  Francis.... 
1887  Bowen,  John  Templeton... 
1867  Bowen,  Seabury  Warren 
U905 

1912  Bowers,  George  Francis 

Haskell 

1879  Bowers,  Walter  Prentice.. 

1891  Bowker,  Everett  M  

1894  Bowles,  George  Hall  . 

1892  Bowman,  Fred  Raymond.. 

1914  Boyd,  Francis  Peter  

189G  Boyd,  James  Van  Wagner. 
1885  Boyd,  Samuel  George  


1911  Boyden,  Arthur  Henry . . . 

1901  Boyer,  Joseph  Napoleon . . . 
1906  Boyle,  Jeremiah  Joseph . . . 

1903  Boyle,  John  Francis  

1902  Brace,  George  Wells  

1886  Brackett,  Elliot  Gray  

1895  Bradford,  Cary  Carpenter. 
1873  Bradford,  Edward 

Hickling 

1878  Bradford,  Henry 

Withington 
1883  Bradley,  Charles  Seymour. 

1906  Brady,    Frank  Robert  

1903  Brady,  James  Francis  

1908  Brady,  Joseph  Edward  

1912  Brady,  William  Francis... 
1871  Bragdon,  George  Albert 

fl906 

1890  Bragdon,  Horace  Elwood.. 


.Amherst.   6  Maple  Av. 
.Boston.    14  Marlboro'  St. 
Fall  River.   217  Second  Sr. 

Worcester.    574  Main  St. 

.Clinton.   264  Chestnut  St. 
.Brookline.  322  Harvard  St. 
.Plymouth,  N.  H. 

2  Russell  St. 
.Boston.  211  Huntington  Av. 
.  Springfield.  340  Bridge  St. 
.Springfield.  24  Oxford  St. 
.San  Francisco,  Calif. 

133  Geary  St. 
Worcester.    875  Main  St. 
.Springfield.  577%  Main  St. 
.Cambridge. 

1431  Cambridge  St. 
.Lowell.   32  Whipple  St. 
.Westfield.   5  Woronoco  Av. 
..Boston.    166  Newbury  St. 
.Southbridge.   67  Main  St. 
Boston.    133  Newbury  St. 


1894  Bragg,  Frank  Adelbert. 
1902  Bragg,  Leslie  Raymond. 
1884  Brainerd,  John  Bliss. . . 


1907  Brainerd,  Walter  Scott. 


1909  Brant,  Austin  

1915  Brassil,  Timothy  Francis. 
1903  Bray  ton,  Roland  Walker. 

1909  Brearton,  Edward  John.. 


1885  Breck,  Samuel. 


1901  Breed,  Nathaniel  Pope  

1910  Breen,  James  Henry  

1911  Bremer,  John  Lewis  

1887  Brennan,  John  Joseph  

1913  Breslin,  John  George  

1914  Bresnihan,  Frank  Nesdel . . 

1915  Brewster,  David  Trueman, 

Jr. 

1893  Brewster,  George 

Washington  Wales 
1898  Brickett,  Beatrice  Hannah 


1912  Brides,  Arthur  Edward... 
1899  Bridgman,  Burt  Nicholas. 


1893  Briggs,  Charles  Albert  

1880  Briggs,  Edward  Cornelius 


Wolfeborough,  N.  H. 

.Roxbury  (Boston). 

71  Walnut  Av. 
.Lowell.    8  Merrimack  St. 
.Boston.    599  Tremont  St. 
.Brockton.   231  Main  St. 
.Holyoke.    348  D wight  St. 
Middletown,  Conn. 

.East  Boston  (Boston). 

7  Central-  Sq. 
.Foxborough.    School  St. 
.Webster.    124  Main  St. 
.Brookline.   Office,  Boston. 

419  Boylston  St. 
.Bradford  (Haverhill). 
Office,  Haverhill. 

91  Merrimack  St. 
..Boston.   4S3  Beacon  St. 
.Cambridge.  297  Broadway. 
.Dorchester  (Boston). 

693  Washington  St. 
.Dorchester  (Boston). 

2  Pearl  St. 
.Middleboro.  Office,  Boston. 

238  Newbury  St. 
.Lynn.    9  Washington  Sq. 
•Hudson.    164  Main  St. 
.Boston.    416  Beacon  St. 
•Worcester.   390  Main  St 
.  Boston. 

514  Commonwealth  Av. 
.  Cambridge.  252  Harvard  St. 
Hathorne  ( Danvers ) . 

State  Hospital. 
Boston.  213  Beacon  St. 

.Norfolk  Downs  (Quincy). 

Office,  Boston. 
24  Newbury  St. 
.Brockton.    101  Main  St. 
.Umzumbe,  Moriison's  Post. 

Natal,  S.  Africa. 

.Freetown. 

.Chestnut  Hill  (Newton). 
Office,  Boston. 

129  Marlboro'  St. 

Boston. 

536  Commonwealth  Av. 


1883  Briggs,  Frederick 

Melancthon 

1917  Briggs,  Joseph  Emmons . . .  Boston.    477  Beacon  St. 

1899  Briggs,  Lloyd  Vernon  Boston.    64  Beacon  St. 

1903  Brigham,  Clarence  Sumner.Leominster.  61  Pearl  St. 
1868  Brigham,  Edwin  Howard ..  Brookline.  Office,  Boston 

8  The  Fenway 


1912  Brigham,  Francis  Gorham .  Boston.  35  Bay  State  Rd. 
1907  Brigham,  Fred  Clayton  Springfield.    349  State  St. 

1907  Bright,  James  Cooper  Fall  River. 

710  South  Main  St. 
1915  Brindamour,  Joseph  Holyoke.    81  High  St. 

Edmond 

1906  Brindisi,  Rocco  Boston.    149  Richmond  St. 

1917  Bristol,  De  Los  Judson,  Jr. .Boston.    24  McLean  St. 

1908  Broderick,  Frank  Patrick .. Jamaica  Plain  (Boston). 

67  South  St 

1911  Broderick,  Thomas  Brighton.    Office,  Boston. 

Frederick  501  Beacon  St. 

1884  Broidrick,  James  Patrick    Jamaica  Plain  (Boston). 

11914  815  Center  St. 

1906  Brooks,  Edith  May  Boston.    483  Beacon  St. 

1874  Brooks,  Lawton  Stickney  Springfield. 

tl913  128  Chestnut  St. 

1890  Brooks,  William  Allen        Lincoln.    Office,  Boston. 

167  Beacon  St. 

1893  Brough,  David  Dandie  Boston.    City  Hall  Annex. 

1899  Broughton,  Arthur  Nicholson  Jamaica  Plain  (Boston). 

10  Roanoke  Av. 
1878  Broughton,  Henry  White.  ..Jamaica  Plain  (Boston). 

7  Lakevllle  PI. 

1896  Brousseau,  William  Gilbert.. Cambridge.  2222  Mass.  Av. 
1911  Brown,  Arthur  Aloysius. .  ..Swampscott. 

1910  Brown,  Arthur  Linwood  Winchester.  Office,  Boston. 

419  Boylston  St. 

1894  Brown,  Daniel  Joseph  Springfield.   317  Main  St 

1898  Brown,  Edward  Wells  Northampton.   39  Main  St. 

1883  Brown,  Frank  Byron  Dorchester  (Boston). 

529  Washington  St. 

1884  Brown,  George  Artemas  Barre.    Broad  St. 

1904  Brown,  George  Christopher.Worcester. 

112  Franklin  St. 

1917  Brown,  Henry  Seabury  Roxbury  (Boston). 

R.  B.  Brigham  Hosp. 
1914  Brown,  Herbert  Rutherford. Rochester.  N.  Y. 

224  Alexander  St. 

1907  Brown,  Lloyd  Thornton  Boston.   372  Marlboro'  St. 

1869  Brown,  Marshall  Lebanon  Address  unknown. 

tl908 

1893  Brown,  Martin  Millard  North  Adams. 

112V2  Main  St. 

1873  Brown,  Orland  Jonas  North   Adams.  112  Main  St 

1902  Brown,  Percy  Boston.    155  Newbury  St. 

1914  Brown,  Ralph  Neally  Maiden.    1  Concord  St. 

1915  Brown,  Roy  Farrington. .  .Fall  River.  87S  Rock  St. 
1906  Brown,  Wallace  Everett  North  Adams.  Berkshire 

Hills  Sanatorium. 
1888  Brown,  Wilfred  Gardner.  ..Plymouth.  4  North  St. 

1908  Brown,  William  James  Boston.    1109  Boylston  St. 

1909  Brown,  William  John  Reading.   18  Salem  St 

1914  Browne,  William  Edward.  .Boston.  43  Bay  State  Road. 
1881  Browne,  William  Tyler  Norwich,  Conn. 

275  Broadway. 

1898  Brownrigg,  Albert  Nashua,  N.  H.  Highland 

Edward  Springs  Sanitarium. 

1888  Brownrigg,  John  Roxbury  (Boston). 

Sylvester  16  Delle  Av. 

1895  Bruce,  Daniel  Angus  Atlantic  (Quincy). 

1917  Bruce,  Jacob  Baldwin  Boston. 

496  Commonwealth  Av. 

1896  Bruce,  John  Angus  Everett.    699  Broadway. 

1913  Brunelle,  Arthur  Lord  New  Bedford. 

1498  Acushnet  Av. 

1898  Brunelle,  Pierre  Lowell. 

10  East  Merrimack  St. 

1917  Bryan,  William  Alvin  Hathorne  (Danvers). 

State  Hospital. 

1893  Bryant,  Alice  Gertrude  Boston.   502  Beacon  St. 

1906  Bryant,  Clarence  Edmund..Hyde  Park  (Boston). 

101  Highland  St. 

1901  Bryant,  Frederick  Worcester.   778  Main  St. 

1892  Bryant,  Giles  Waite  West  Somerville  (Somer- 

ville).  36  College  Av. 

1911  Bryant,  John  Boston.   338  Marlboro'  St. 

1902  Bryant,  John  Edmund  Haverhill. 

50  Merrimack  St. 


s 
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1874  Bryant,  Lewis  Lincoln  Cambridge.  930  Mass.  Av. 

1909  Bryant,  Mason  David  Lowell.    8  Merrimack  St. 

1887  Bryant,  William  Sohier  New  York,  N.  Y. 

41  East  33d  St. 

1909  Bucholz,  Carl  Hermann. .. .Cambridge.  Office,  Boston. 

139  Beacon  St. 

1S93  Buck,  Augustus  Walker  Fall  River.   252  Pine  St. 

1914  Buck,  Clifton  Leon  Danvers.   35  High  St. 

18S2  Buck,  Howard  Mendenhall. Boston.    857  Beacon  St. 

1899  Buck,  Maurice  Allen  Billerica. 

1917  Buck,  William  Edgar  Wilmington.    Church  St. 

1914  Buckley,  Daniel  Joseph  Arlington.    240  Broadway. 

1913  Buckley,  George  Ambrose.  .Brockton.   28  Main  St. 
1886  Buckley,  Philip  Townsend.. South  Boston  (Boston). 

529  Broadway. 

1906  Buckley,  William  Stephen.. Brighton  (Boston). 

253  Market  St. 

1911  Budington,  Harold 

Fairchild  Springfield.    1019  State  St. 
1917  Budreski,  Alphonse  Frank . Brighton  (Boston). 

St.  Eliz.  Hospital. 

1899  Buehler,  George  Cambridge.  Office,  Boston. 

Van  Buskirk  1075  Boylston  St. 

1903  Bufford,  John  Henry  Brookline.   Office,  Boston. 

390  Commonwealth  Ave. 

1898  Buff  urn,  Herbert  Edwin  Somerville.  129  Perkins  St. 

1874  Bulfinch,  George  Greenleaf  .Brookline.  526  Harvard  St. 
1902  Bulkeley,  Frank  Stedman. .  Ayer.    Washington  St. 
1889  Bullard,  John  Thornton  New  Bedford. 

428  County  St. 

1880  Bullard,  William  Norton. .  .Boston.    89  Marlboro'  St. 

1915  Bunker,  Sidney  Moore  Worcester.    State  Hospital. 

1907  Burbeck,  Edward  Kimball. .Salem.  245  Lafayette  St. 
1906  Burgess,  Charles  James  Lawrence.   37  Whitman  St. 

1905  Burke,  Francis  Ramon  Quincy.    1220  Hancock  St. 

1910  Burke,  George  Herbert  Springfield. 

36  Beaumont  St. 

1892  Burke,  James  Joseph  Easthampton.  10  Center  St. 

1896  Burke,  Michael  Francis  Natick.  12  West  Central  St. 

1901  Burke,  Walter  Thomas. ..  ..Medford.    112  Salem  St. 

1899  Burke,  William  Henry,  Jr. .  Cambridge.    2  Bond  St. 

1902  Burley,  Benjamin  Thomas  .'Worcester.    19  High  St. 
1909  Burlingham,  Louis  Herbert.  St.  Louis,  Mo. 

600  So.  Kingshighway. 

1906  Burnett,  Francis  Lowell  Manchester.  Office,  Boston. 

205  Beacon  St. 

1897  Burnett,  Frank  Hollis  Brockton.   153  Main  St. 

1894  Burnham,  Elmond  Arthur.  .Boston.  154  Huntington  Av. 
1901  Burnham,  Joseph  Forrest.  .Lawrence.    301  Essex  St. 

1905  Burnham,  Parker  Gloucester.  37  Pleasant  St. 

1899  Burns,  Frederick  Stanford .  Boston.  237  Marlboro*  St. 
1892  Burns,  Hiram  Hutchins  Plymouth.    9  North  St. 

1915  I  Burns>  Robert  Francis ....  Fitchburg.  2  Lunenburg  St. 

1915  Burns,  Walter  Linn   Lynn.  81  North  Common  St. 

1886  Burrage,  Walter  Lincoln ..  .Boston.    282  Newbury  St. 

1907  Burrows,  Marion  Cowan ...  Lynn.   68  Ocean  St. 

1915  Burt,  Clarence  Edward  New  Bedford.    180  Elm  St. 

1911  Burt,  Edward  Walter  Westport.    Office,  Fall 

River.    151  Rock  St. 

1885  Burt,  Frank  Leslie  Somerville.    15  Adams  St. 

1885  Burton,  Stephen  Casper  Pittsfield. 

47  West  Housatonic  St. 

1909  Bush,  Arthur  Dermont  Los  Angeles,  Calif. 

3012  La  Salle  Av. 

1874  Bush,  John  Standish  Foster. Boston. 

U915 

1901  Bushnell,  Edward  Henry .:  .Quincy.  566  Washington  St. 

1906  Bushold,  Fred  George  Lawrence.   60  Saunders  St. 

1916  Butler,  Alice  Etta  Boston.    483  Beacon  St. 

1899  Butler,  Charles  Shorey  Boston.   257  Newbury  St. 

1916  Butler  David  Mathew  Brockton. 

Brockton  Hospital. 

1916  Butler,  Francis  Joseph ....  Worcester.    69  Lincoln  St. 

1897  Butler,  George  Edward  Fall  River. 

674  South  Main  St. 

1892  Butler,  John  Edward  Dorchester  (Boston). 

64  Monadnock  St 


1905  Butler,  Patrick  Francis  Allston  (Boston). 

Office,  Boston. 
496  Commonwealth  Av.i 

1903  Butler,  Richard  Bernard. .  .Fall  River.  80  Columbia  St. 

1917  Butler,  Samuel   West  Medway  (Medway)| 

Main  St..' 

1897  Butler,  William  Hodnett.  ..Fall  River.  234  Bedford  St. 

1904  Butterfield,  George  Worcester. 

Kittredge    Grafton  State  Hospital 
1884  Buzzell,  Daniel  Thompson. Wilmington. 
1892  Bychower,  Victor  Maiden.   226  Cross  St. 

1895  Byrne,  Charles  Armstrong.. Hatfield.   46  Main  St. 

1912  Byrne,  Claudius  James  Worcester.    1066  Main  St. 

1904  Byrnes,  Harry  Francis  Springfield.  4  Chestnut  St.  ; 

c 

1898  Cabot,  Hugh  Boston.    87  Marlboro'  St  • 

1892  Cabot,  Richard  Clarke  Boston.    1  Marlboro*  St.  j 

1911  Cady,  Frederic  Benjamin  Cambridge. 

Mooers  79  Brattle  St. 

1886  Cahill,  Charles  Sumner  Cambridge,  311  Prospect  St. 

1910  Cahill,  John  William  Worcester.    390  Main  St.  1 

1915  Caines,  Richard  John         Boston.    175  Mass.  Av. 

Ridgeway 

1903  Caisse,  George  Emile  Lowell.    724  Merrimack  St  | 

1909  Calitri,  Constant  Lawrence.    100  Jackson  St.  j 

1891  Calkin,  Barry  Howes  Stellarton,  N.  S. 

1894  Calkins,  Cheney  Hosmer. .  .Springfield.    383  Union  St.! 

1903  Calkins,  Irving  Romaro  Springfield.  299  Central  St  I 

1862  Calkins,  Marshall  |1893  Springfield.  14  Maple  St. 
1884  Call,  Emma    Louisa  Cambridge. 

5  Washington  Av. ! 
1873  Call,  Norman  fl910  Brookline.    61  Sewall  Av. 

1908  Callahan,  Henry  Alphonsus.  Jamaica    Plain    (Boston).  I 

336  Center  St.  1 

1915  Callahan,  John  Francis  Brockton.    231  Main  St. 

1887  Callanan,  Sampson  Aloysius.Roxbury  (Boston). 

109  Warren  St 

1911  Camfill,  Robert  Emmet  Springfield. 

148  Chestnut  St 

1902  Canedy,  Charles  Francis ..  .Greenfield.  17%  Federal  St. 
1872  Canedy,  Francis  Joel  fl913  Shelburne  Falls 

( Shelburne ) .  60  Bridge  St. 

1909  Canfield,  William  Chase. . .  St.  Petersburg,  Fla. 

P.  O.  Box  1533.  '■ 

1912  Canney,  Ellen  Rose  New  Bedford. 

552  County  St  ! 

1904  Cannon,  Walter  Bradford.  .Cambridge.  Office,  Roxbury 

(Boston).  240 Longwood  Av. 

1913  Capeles,  Thomas  Francis.  ..Haverhill. 

197  Merrimack  St. 

1898  Carden,  Charles  James  Haverhill. 

284  Washington  St. 

1908  Carey,  Bernard  William ...  Fitchburg.   6  Prichard  St 

1916  Carey,  Francis  Arthur  Taunton. 

87  Washington  St. 

1896  Carleton,  Dudley  Springfield.  137%  State  St. 

1898  Carleton,  Ralph  Springfield.    10  Temple  St 

1906  Carley,  Frederic  James  North  Attleborough. 

1  Church  St 

1909  Carley,  Margaret  Elizabeth  New  York,  N.  Y. 

993  Park  Av. 

1911  Carlisle,  Frank  Henry  Foxborough.  State  Hosp. 

1908  Carlton,  Frank  Carr  Salem.   16  North  St. 

1906  Carney,  Patrick  Joseph  Worcester. 

626  Southbridge  St. 

1916  Caro,  Heiman  Palmer. 

Monson  State  Hospital. 

1915  Carpenter,  Robert  John  North  Adams. 

65  Church  St. 

1910  Carr,  Arthur  Wyman  Bridgewater.   76  South  St 

1909  Carr,  Gladys  Lydia  Brookline.    17  Stearns  Rd. 

1906  Carr,  Percy  Whitman  Hyde  Park  (Boston). 

1172  River  St. 

1909  Carroll,  Charles  Curtis  Dorchester  (Boston). 

10  Esmond  St 

1911  Carroll,  Henry  Gerald  Peabody.    Office,  Salem. 

304  Essex  St. 

1905  Carroll,  John  Joseph  Holyoke.   120  Chestnut  St. 

1899  Carroll,  John  Philip  Woburn.    16  Winn  St. 
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1914  Carroll,  Michael  James. ..  .Lenox.    Main  St. 

1SS8  Carroll,  Thomas  Francis. .  .Lowell.    219  Central  St. 

1897  Carruth,  Sidney  Stetson ...  Dorchester  (Boston). 

713  Dudley  St. 

1913  Carvell,  Hanford  Gloucester. 

1050  Washington  St. 

1914  Carvijl,  Alphonso  Holland.. Somerville. 

28  Highland  Av. 

1905  Carvill,  Lizzie  Maud  .Somerville.    Office,  Boston. 

101  Newbury  St. 

1902  Cary,  Foster  Harrington. .  .Denver,  Colo. 

645  Metropolitan  Bldg. 

1912  Casey,  John  Francis  Allston  (Boston). 

94  Franklin  St. 

1916  Cass,  Frank  Ozro  Provincetown. 

284  A  Commercial  St. 
1908  Casselberry,  Clarence         Brookline.    Office,  Boston. 

Marmaduke  1075  Boylston  St. 

1912  Cassels,  Louis  Raymond. ..  Worcester.    60  Franklin  St. 

1908  Cassidy,  James  Joseph  Lowell. 

10  East  Merrimack  St. 

1913  Castleman.  Philip  Boston.    43  Chambers  St. 

1!»1  l  Caswell.  Bertram  Horace. . Somerville.   196  Broadway. 

1910  Caswell,  Walter  Emery  Campello  (Brockton). 

1147  Main  St. 

1903  Caulfield,  Thomas  Edward  Woburn.    14  Church  Av. 

1897  Cavanagh,  Charles  Dorchester  (Boston). 

Russell  19  Richmond  St. 

1905  Cavanaugh,  Thomas  Holyoke.    245  Maple  St. 

Edward 

1905  Celce,  Frank  Frederick  Holyoke.    264  Maple  St. 

1905  Celce,  Jean  Henriette  Holyoke.    264  Maple  St. 

1909  .  t  v.    ai      ■       (Dorchester  (Boston). 

1915  }  Cecom-  John  Abysms  j  544l  Washington<  St 

1913  Chace,  Fenner  Albert  Fall  River. 

373  North  Main  St. 
1888  Chadbourne,  Arthur  Boston.    193  Beacon  St. 

Patterson 

1917  Chadwell,  Orville  Rogers .. Jamaica  Plain  (Boston). 

793  Center  St. 

1895  Chad  wick,  Henry  Dexter.  ..Westfield. 

State  Sanatorium. 

1916  Chalfen,  Samuel  Edward. .  Cambridge. 

1129  Cambridge  St. 

1906  Chalmers,  Hattie  Elizabeth. Marlborough. 

32  West  Main  St. 

1908  Chalmers,  Robert  Woburn.   49  Pleasant  St. 

1872  Chamberlain,  Myron  Levi.  .Boston. 

482  Commonwealth  Av. 
1895  Chamberlain,  William  Rutland. 

Eugene 

1914  Chamberlin,  Harold  North  Abington  (Abing- 

Augustus      ton).    301  Plymouth  St. 

1907  Champion,  Merrill  Edwin. .Wollaston  (Quincy). 

50  Phillips  St. 

1905  Chandler,  Clarence  Luther.  Fitch  burg.  44  Prichard  St. 

1915  Chandler,  Harold  Beckles . .  West  Newton  (Newton). 

51  Winthrop  St. 

1883  Chandler,  Henry  Beckles.  ..West   Newton  (Newton). 

Office,  Boston. 

34y2  Beacon  St 
1888  Chandler,  Norman  Fitch ...  Medford.    82  High  St. 

1911  Chandler,  Thomas  Evans.  ..Boston.   19  Bay  State  Rd. 

SS}0— »  {"^STciJMl  Av. 

1898  Chapin,  Clifford  Samuel  Great  Barrington. 

321  Main  St. 

1891  Chapin,  Delia  Lucretia  Springfield.    313  State  St. 

1906  Chapin,  Laurence  Dudley ..  Springfield.    20  Maple  St. 

1885  Chapin,  Walter  Henry  Springfield.    675  State  St. 

1915  Chapin,  William  Andrew  Springfield. 

Robertson  Springfield  Hospital. 

1899  Chapman,  Charles  Springfield.   174  State  St. 

Ratchford 

1917  Chaput,  Lucien  Romeo  Haverhill. 

3  Washington  Sq. 

1913  Charbonneau,  Noe  Grafton.    Fisherville  P.  O. 

Napoleon 

1886  Charles,  Orlando  Bryantville  (Pembroke). 

Warrington 


1900  Charteris,  Mary  Alena  Worcester.    15  Irving  St. 

1908  Chase,  Charles  Otis  Watertown. 

51  Mt.  Auburn  St. 
1900  Chase,  Edwin  Llewellyn.  ...Shrewsbury. 
1908,  Chase,  Gilman  Leeds  Clinton.    215  High  St. 

1907  Chase,  Harrison  Ayer  Brockton.    231  Main  St. 

1909  Chase,  Heman  Baker  Hyannis  (Barnstable). 

Main  St. 

1886  Chase,  Heman  Lincoln  Brookline.  126  Harvard  St. 

1902  Chase,  Henry  Melville  Boston.    409  Marlboro'  St. 

1S55  Chase,  I  rah   Eaton    fl897  Haverhill.    59  Park  St. 

1915  Chase,  Joseph,  Jr  Weymouth.    655  Broad  St. 

1902  Chase,  Walter  Greenough... Boston.    279  Marlboro'  St. 

1914  Cheever,  Austin  Walter  Mattapan  (Boston). 

Office,  Boston. 
510  Commonwealth  A  v. 
1886  Cheever,  Clarence  Alonzo.  ..Mattapan  (Boston). 

1531  Blue  Hill  Av. 

1902  Cheever,   David  Boston.    355  Marlboro'  St. 

1891  Chenery,  William  Elisha. .  .Boston.  222  Huntington  Av. 
1886  Cheney,  Frederick  Concord.    Office,  Boston. 

Edward        64  Commonwealth  Av. 

1905  Chesley,  Alfred  Ervan  Lawrence.    181  Essex  St. 

1876  Chipman,  William  Chelsea.    44  County  Road. 

Reginald  fl915 
1917  Chisholm,  Lawrence 

Cheslev.  .Salem.    Ill  Federal  St. 

1906  Chisholm,  Miles  Dudley. .  ..Westfield.    128  Elm  St. 
1900  Choate,  Horace  Henry  Gloucester.    80  Middle  St. 

1903  Cholerton,  Herbert  West   Somerville  (Somer- 

ville).  94  College  Av. 

1902  Christian,  Henry  Asbury ..  .Boston.    252  Marlboro'  St. 

1908  Christiernin,  Charles  East  Orange,  N.  J.  Office, 

Leonard     New  York,  N.  Y. 

1  Madison  Av. 

1915  Chronquest,  Alfred  Peter.  .Hathorne  (Danvers). 

State  Hospital. 
1895  Church,  Charles  Albert  Millbury.    Elm  St. 

1912  Church,  Claude  Henry  Fitchburg.  Burbank 

Hospital. 

1906  Churchill,  John  Darling  Plymouth.    63  Court  St. 

1895  Chute,  Arthur  Lambert  Boston.    350  Marlboro'  St. 

18S8  Cilley,  Daniel  Plummer  Westborough. 

30  East  Main  St. 

1913  Claffy,  John  McMahon  Springfield. 

183  North  Main  St. 

1891  Clancy,  William  Henry  East  Cambridge 

(Cambridge).    80  Otis  St. 

1900  Clap,  Edmund  Wright  Boston. 

390  Commonwealth  Av. 

1S92  Clapp,  Frank  Horace  North  Grafton  (Grafton). 

1898  Clark,  Albert  Ulysses  Westborough. 

Franklin  10  Parkman  St. 

1869  Clark,  David  fl908  Springfield.    155  Long  Hill. 

1910  Clark,  De  Witt  Scoville. ..  Salem.     32  Washington  Sq. 

1901  Clark,  Edward  James  Lowell.    219  Central  St. 

1901  Clark,  Ezra  Warren  fl914  Brockton.  3  Garden  Road. 
1913  Clark,  Frank  Robinson  Newtonville  (Newton). 

227  Walnut  St. 
1901  Clark,  Frederick  Timothy.. .Westfield.    80  Elm  St. 

1893  Clark,  George  Henry  Holyoke.    441  High  St. 

1905  Clark,  George  Oliver  Boston.    142  Beacon  St. 

1911  Clark,  Harry  Ainsworth  North  Andover. 

19061  47  Prescott  St. 

1913  l  <-"ar^'  Jonn  Donovan  Abington,  Conn. 

1886  Clark,  Joseph  Payson  Boston.   71  Marlboro'  St. 

1880  Clark,  Julius  Stimpson       Melrose.    109  Mrytle  St. 

tl911 

1889  Clark,  Leonard  Brown  Waverley  (Belmont). 

36  Sycamore  St. 

1897  Clark,  Mary  Wilson   Medford.    4  Washington  St. 

1892  Clark,  Sidney  Avery  Northampton.  124  Main  St. 

1903  Clark,  Thomas  Francis  Taunton.    62  Broadway. 

1910  Clark,  Webster  Kimball ...  .Greenfield.    6  Franklin  St. 

1907  Clark,  William  Irving,  Jr... Worcester.    37  Pearl  St. 

1914  Clark-MacLeod,  Emily  Boston.    260  Newbury  St. 

1901  Clarke,  Genevieve  Cambridge.    825  Mass.  Av. 

1911  Clarke,  Harry  Carver  Lynn. 

180  South  Common  St. 

1904  Clarke.  Inez  Louise  Cambridge.  825  Mass.  Av. 
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1SSS  Clarke,  Israel  James  Haverhill.  112  Emerson  St. 

1910  Clarke,  Joshua  Williams. .  .Attleborough.    48  Bank  St. 

1902  Clarke,  Louis  Henry  Holyoke.    282  Maple  St 

1915  Clarke,  Mary  Ella  Maiden.    029  Main  St. 

1915  Clarke,  Willis  Earl  Maiden.  490  Pleasant  St. 

1S97  Cleary,  James  Cambridge.  770  Mass.  Av. 

1914  Cleary,  Robert  Emmett  Holyoke.    1049  Dwight  St. 

1901  Cleaves,  Ezra  Eames  Rockport.    27  Main  St. 

1895  Cleaves,  Frederick  Henry.  .Brookline.    Office,  Boston. 

Custom  House. 

1908  Cleaves,  Helen  Frances  Palmer. 

Taft        Monson  State  Hospital 

1874  Clement,  George  Wilmot. .  .Roxbury  (Boston). 

275  Warren  St. 

1911  Cleveland,  Heber  Howe  Wellesley    Hills.  Office, 

Boston.    205  Beacon  St. 

1875  Cliff,  Leander  Albert  Boston.    427  Shawmut  Av. 

1901  Cloudman,  Harry  Brockton.    33  Clinton  Av. 

Radcliffe 

1911  Clymer,  George,   Jr  Boston.     126  Bay  State  Rd. 

1892  Cobb,  Albert  Crocker  Marion.    Front  St. 

1895  Cobb,  Carolus  Melville  Lynn.    10  Nahant  St. 

1907  Cobb,  Chester  Thompson. .  Northampton.    91  South  St. 

1893  Cobb,  Farrar  Boston. 

28  Commonwealth  Av. 
1889  Cobb,  Frederic  Codman  Boston.    11  Marlboro'  St. 

1912  Cobb,  Gardner  Nathan  Boston.    North  End  Park. 

U.  S.  S.  "Ranger." 

1897  Cobb,  Oliver  Warren  Easthampton.  59  Main  St. 

1914  Coburn,  Harry  Ray  Tewksbury. 

State  Infirmary. 

1904  Coburn,  Horace  Fordyce. .  .Lowell.    9  Central  St. 

1898  Cochran,  William  James. .  .Natick.  50  West  Central  St. 

1914  Cochrane,  Robert  Carlyle. .  Boston.    96  Bay  State  Rd. 

1905  Cockett,  Marguerite  for  Fr»ch 

otanaisn  L>Alcazar  Av  des  champs 
Elysees.    Paris,  France. 

1895  Codman,  Ernest  Amory  Boston.    227  Beacon  St. 

1912  Cody,  Edmond  Francis  New  Bedford. 

105  South  6th  St. 

1912  Cody,  Harry  Clinton  New  Orleans,  La., 

163  Dryades  St. 

1916  Cody,  Peter  White  Lawrence.    229  Andover  St. 

1885  Coffin,  Arthur  Baylies  Dorchester  (Boston).  Office 

Boston.    159  Devonshire  St. 

1907  Coffin,  Frank  Herbert  Haverhill.    91  Emerson  St. 

1896  Coffin,  Rockwell  Augustus.  .Boston.    234  Clarendon  St. 

1887  Cogan,  Joseph  Ambrose  Boston.    419  Boylston  St. 

1892  Cogswell,  George  Proctor.  ..Cambridge.    18  Garden  St. 

1896  Cogswell,  William  Haverhill. 

151  Merrimack  St. 

1917  Cohen,  Joseph  Powitzer. ..  Brookline. 

105  Winchester  St. 
1916  Cohen,  Milton    Michael. ..  .Roxbury  (Boston). 

40  Gaston  St. 

1910  Colberg,  Peter  Albert  Worcester.    17  Stebbins  St. 

1897  Colburn,  Harry  Hayf  ord ...  Boston.    103  Mt.  Vernon  St. 

1912  Cole,  Arthur  Judson  Holbrook. 

North  Franklin  St. 

1892  Collier,  Lawrence  Henry     Jamaica    Plain  (Boston). 

Goodwin  212  South  St. 

1915  Collins,  Frank  Laforest  Salem.    31  Charter  St. 

1910  Collins,  Joseph  Daniel  Northampton.    90  Main  St. 

1903  Collins,  Richard  Waltham.  837  Main  St. 

1899  Collins,  William  James  Northampton.    90  Main  St. 

1908  Collins,  William  Morris  Lowell.    22  Central  St. 

1881  Colt,  Henry  Pittsfield.    193  South  St. 

1879  Comey,  Perley  Pierce  Augusta,  Ga. 

872  Hillman  St. 

1883  Conant,  William  Merritt. .  .Boston. 

486  Commonwealth  A  v. 

1913  Condrick,  John  Joseph  Brockton.    68  Main  St 

S}Cone'  Dwi^ht  E,eazer  -  f  Fal1  ^'South  Main  St. 
1913  Conley,  Brainard  Francis.  .Maiden.    203  Main  St. 

1909  Conlin,  Robert  Emmett  Woburn.    353  Main  St. 

1906  Conlon,  Frank  Aloysius. ..  .Lawrence.  301  Essex  St. 
1891  Connell,  Arthur  Irving  Fall  River. 

456  South  Main  St. 


1909  Connelly,  John  Edward  Brookline.  9  Sewall  Av. 

1902  Conner,  Homer  Leigh  Haverhill.    85  Emerson  St 

1897  Connor,  Charles  Frank  New  Bedford. 

11  North  Orchard  St 

1902  Conro,  Arthur  Clifton  Attleborough. 

15  Mechanic  St 
1906  Conroy,  Edward  Cornelius .  Andover.  Office, 

Lawrence.  263  Essex  St. 

1895  Conroy,  Peter  John  Everett.    355  Broadway. 

1915  Constans,  Frank  Elmore ...  Brockton.    7  Main  St 

1879  Cook,  Charles  Henry  Natick.  35  West  Central  St. 

1914  Cook,  James  Henry  Braintree. 

346  Washington  St 

1914  Cook,  John  William  Mansfield. 

114  North  Main  St 

1905  Cook,  Philip  Howard  Worcester.    771  Main  St 

1893  Cook,  Snow  Parker  Gloucester.    132  Main  St. 

Freeman 

1905  Cooley,  Abbott  Lathrop  Chicopee  Falls  (Chicopee). 

130  Broadway. 

1885  Coolidge,  Algernon  Brookline.    Office,  Boston. 

613  Beacon  St. 

1893  Coolidge,  John  Nelson  New  York,  N.  Y. 

1  Madison  Av. 

1901  Coolidge,  Sumner  Middleborough.  Lakeville 

State  Sanatorium. 

1898") 

1903  1  Coon,  George  Bailey  Tampa,  Fla. 

1915/  Coon'  William  Hal1  Haverhill.   22  Park  St. 

1912  Cooney,  Margaret  Blanche. .Haverhill.  67  Winter  St. 
1909  Cooney.  Michael  Edward . .  Northampton.  39  Main  St. 
1892  Cooper,  Almon  Brookline.    114  Park  St. 

1915  Copeland,  Elmer  Humphrey  Northampton.  168  Elm  St. 
1878  Copeland,  Horatio  Franklin  Whitman. 

tl913  532  Washington  St. 

1906  Corbett,  Jeremiah  Joseph . .  Maiden.      Office.  Boston. 

520  Beacon  St. 
1911  Corcoran,  George  Bartlett.West  Springfield. 

30  Park  St. 

1909  Corcoran,  John  Gilbert  Hamilton. 

1905  Corey,  Frederick  Hall  Rockland.    361  Union  St. 

1907  Coriat,  Isador  Henry  Boston.    416  Marlboro'  St. 

1911  Cornforth,  Herbert 

Huskisson  Hot  Springs,  S.  Dakota. 

1913  Cornish,  Solon  Washington.  Everett.  79  Winthrop  St. 
1907  Cornwall,  Andrew  Payne.  ..Brookline.    Office,  Boston. 

535  Beacon  St. 

1904  Cort,  Parker  Martin  Springfield.   691  State  St 

1917  Cosgrove,  Joseph  Justin . . .  Westfield.  State 

Sanatorium. 

19061  T  ,  „  tt  _        fDorchester  (Boston). 

1913|Costello,  John  Henry...  |  6g  p,easant  SL 

1912  Cotter,  Timothy  Francis. .  ..Haverhill.    116  Main  St 

1917  Cottle,  Louis  Albert   Worcester.   50  Orange  St. 

1897  Cotton,  Frederic  Jay  Boston. 

520  Commonwealth  Av. 

1895  Coues,  William  Pearce  Boston.   31  Mass.  Av. 

1895  Couillard,  Pierre  Leonard.. Manchaug  (Sutton). 

1892  Councilman,  William  Boston. 

Thomas     Office,  Roxbury  (Boston) . 

240  Longwood  Av. 

1911  Coupal,  James  Francis  Roxbury  (Boston). 

Office,  Boston. 

1091  Boylston  St 

1915  Courie,  Wadie  Fadoul  Detroit.  Mich. 

198  Orleans  St. 

1914  Coursey,  Frank  Rudolph. .  .Boston.   802  Tremont  St 

1893  Courtney,  Joseph  William.. Boston. 

94  Bay  State  Road. 
1914  Courtney,  Thomas  Joseph. .Waltham,  26  Common  St 
1892  Cousins,  Nicholas  William. Waltham.    17  Crescent  St 
1872  Cowles,  Edward        tl910  Plymouth.    8  Sever  St 

1886  Cowles,  Frank  Augustus. .  .Beverly.    276  Cabot  St 
1901  Cowles,  Frederick  West  Brookfield. 

Waterman 

1910  Cowles,  William  Lee  Boston.   497  Beacon  St 

1887  Cowles,  William  Norman..  Jamaica  Plain  (Boston). 

44  Southbourne  Rd- 
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1907  Cox,  Ann  Caroline  Boston.  70  Huntington  Av. 

1914  Cox.   Oscar  Francis  Boston.    1081  Boylston  St. 

1905  Cox,  Simon  Francis  New  Haven,  Conn. 

New  Haven  Hospital. 

1913  Cox,  Stanley  Cullen  Holyoke.   242  Maple  St. 

1901  Coyne,  Thomas  Joseph  Roxbury  (Boston). 

636  Dudley  St. 

1914  Crabtree,  Ernest  Granville.. Brookline.    Office,  Boston. 

87  Marlboro'  St. 

1889  Craigin,  George  Arthur  Boston.   18  Hereford  St. 

1891  Cram,  John  Wesley  Colrain. 

1915  Crandall,  Walter  Midkiff .  .Lawrence.    332  Broadway. 

1896  CrandelL  Arthur  Richmond  .Taunton.  48  Church  Green. 
1899  Crandon,  Le  Roi  Goddard.. Boston. 

366  Commonwealth  Av. 

1906  Crane,  Bayard  Taylor  Rutland.    Maple  Av. 

1909  Crane,  Clarence  Boston.  224  Huntington  Av. 

gjj}  Crawford,  Francis  Xavier.  {B%°ener  Igland  Hospital 

1910  Crawford,  Frank  Wallis.  ...Holbrook. 

North  Franklin  St. 
1885  Crawford,  Sarah  Marcy      Newton  Center  (Newton). 

tl911  194  Ward  St. 

1914  Creamer,  William  Henry.  ..Fall  River,  466  N.  Main  St. 

1908  Creely,  Oscar  Slade  Watertown. 

63  Mt.  Auburn  St. 

1906  Cregg,  Francis  Aloysius  Lawrence.    477  Essex  St. 

1907  Crispo,  Peter  Timothy  Fall  River.  439  Bedford  St. 

1894  Croacher,  Anna  Wood  New  Bedford.  51  Fifth  St. 

I  1892  Crocker,  Benton  Pulsifer.  ..Foxborough.    South  St. 

1904  Crocker,  Louis  Allen  Brewster. 

1887  Crocker,  Susan  Elizabeth    Los  Angeles,  Calif. 

tl901  849  W.  34th  St. 

1891  Crockett,  Eugene  Anthony .  Boston.    298  Marlboro'  St. 

1898  Croft,  Benjamin  Pomeroy..Bemardston. 

Office,  Greenfield.  ' 

17  Federal  St. 
1917  Croissant,  Charles  Augustus  Worcester.   8  Blair  St. 

1913  Croke,  Louis  Ward  Dorchester  (Boston). 

22  Mather  St. 

1914  Cronin,  Herbert  Joseph  Cambridge.  69  Concord  Av. 

1899  Cronin,  Michael  John  Roxbury.    Office,  Boston. 

520  Beacon  St. 

1898  Cronin,  Thomas  Joseph ....  Worcester.   49  Pleasant  St. 

1909  Crosbie,  Arthur  Hallam. . ..Boston.    79  Milk  St. 

1903  Crosby,  Leander  Marshall.. Wakefield.    Office,  Boston. 

419  Boylston  St. 

1910  Crosby,  Walter  Hiram  Brighton  (Boston). 

305  Faneuil  St. 

1912  Cross,  Albert  Elmer  Worcester.    390  Main  St. 

1899  Cross,  William  Patrick  South  Boston  (Boston). 

491  Broadway. 

1897  Crossman,  Frank  Albert ...  Dorchester  (Boston). 

677  Dudley  St. 

1881  Croston,  John  Francis  Haverhill.    83  Emerson  St. 

1885  Crowell,  Samuel  Dorchester  (Boston). 

8  Monadnock  St. 
1897  Crowley,  Jeremiah  Francis.Adams.    15  Park  St. 

1911  Cuddy,  James  Francis  Athol.   585  Main  St. 

1915  Cudworth,  Clarence  Duane  Miller's  Falls  (Montague). 

1887  Culbertson,  Emma  Valeria  Boston.   33  Newbury  St. 

Pintard  Bicknell 

1916  Cullen,  Charles  Andrew. .  .Hyde  Park  (Boston). 

1273  Hyde  Park  Av. 

1899  Cummin,  John  White  Boston.   9  Mass.  Av. 

1901  Cummings,  Alvah  Cochran. Newton. 

337  Washington  St. 

1911  Cummings,  Dana  Frank  Cherryfield,  Me. 

1876  Cummings,  Edwin  Francis .  Revere.    Office,  Boston. 

43  State  House. 

1904  Cummings,  John  Joseph  Worcester.  53  Pleasant  St. 

1901  Cummings,  Morton  Everett  Maiden.    358  Pleasant  St. 

1888  Cummings,  Mott  Alvah  Winchester.   69  Church  St. 

1905  Cummins,  Loretta  Joy  Boston. 

45  Bay  State  Road. 

1913  Cunningham,  Allan  Rowe . .  Boston. 

45  Bay  State  Road. 
1903  Cunningham,  John  Boston.    46  Gloucester  St. 

Henry.  Jr. 


1914  Cunnningham,  Joseph         Cambridge.    959  Mass.  Av. 

Henry 

1914  Cunningham,  Thomas        Cambridge.  5  Mlery  St. 

Edward,  Jr. 
1905  Curley,  Clarence  Proctor. .  .Provincetown. 

Commercial  St. 
1017  Cm-ran,  George  Lally  North  Adams. 

63  Eagle  St. 

1914  Curran,  John  Francis  Worcester,  505  Pleasant  St. 

1905  Curran,  Simon  Francis  .Dorchester  (Boston). 

104  Norfolk  St. 

1917  Currie,  Inez  Margaret  Worcester. 

Memorial  Hospital. 

1912  Currier,  Cyrus  Richardson. Sandwich.    Main  St. 
1900  Currier,  William  Eugene.  ..Leominster.  87  Merriam  A  v. 
1890  Currier,  William  Hale  Pittsfield.    69  Linden  St. 

1898  Curry,  Edmund  Farnham.  .Fall  River.  499  Hanover  St. 

1908  Curry,  Ernest  Francis  Sagamore  (Bourne). 

Keith  Block. 

1915  Curtin,  John  Francis  North  Abington 

(Abington).  6  Plymouth  St. 

1909  Curtis,  Charles  Leverett ...  Salem.    78  Federal  St. 
1887  Curtis,  Francis  George  Chestnut  Hill  (Newton). 

399  Hammond  St. 

1910  Curtis,  Harlan  Fuller  East  Longmeadow  (Long- 

meadow).    South  Main  St. 

1890  Curtis,  Henry  Fuller  Somerville.  145  Perkins  St. 

1899  Curtis,  William  Goodwin ..  .Wollaston  (Quincy). 

10  Grand  View  Av. 

1906  Cushing,  Arthur  Alden  Brookline.    108  Marion  St. 

1913  Cushing,  Harvey  Brookline.  Office,  Roxbury 

( Boston ) .  Peter  Bent 
Brigham  Hospital. 

1881  Cushing,  Hayward  Warren. Boston. 

70  Commonwealth  Av. 
1887  Cushman,  Andrew  Bernard.South  Dartmouth 

(Dartmouth) . 

1882  Cushman,  George  Thomas.  .Roxbury  (Boston). 

46  Dudley  St. 

1911  Cushman,  Howard  Lewis ..  Methuen.    70  Broadway. 
1906  Cusick,  Lawrence  Francis.  .Nahant.      Office  Boston. 

99  Newbury  St 
1898  Cusick,  Thomas  Francis.  ...Taunton.    126  Weir  St. 

1898  Cutler,  Charles  Norton  Chelsea. 

309  Washington  Av. 
1872  Cutler,  Elbridge  Gerry  Boston.   214  Beacon  St. 

1916  Cutler,  Elliott   Carr  New  York,  N.  T. 

23  East  33rd  St. 

1912  Cutler,  George  David  Boston.    180  Marlboro  St. 

1914  Cutler,  Myron  Fred  Southbridge. 

39  Hamilton  St. 

1915  Cutler,  Raymond  William . .  Worcester.  62  Coburn  Av. 
1902  Cutter,  Arthur  Hardy  Methuen.   Office,  Lawrence. 

43  Broadway. 

1908  Cutter,  Irving  Taylor  Winchester.   31  Church  St. 

1887  Cutts,  Harry  Madison  Brookline. 

105  Aspinwall  Av. 

1906  Oyr,  Emile  Edouard  Lawrence.    81  Bradford  St. 

D 

1905  Dacey,  Cornelius  Joseph. .  .Brockton.  12  Cottage  St. 
1902  Dadmun,  Eliza  Josephine. .  Boston.    483  Beacon  St. 

1904  Dailey,  Edward  Joseph  Somerville.   46  Bow  St. 

1913  Dalton,  Charles  Howard. .  .Brookline.  405  Harvard  St. 
1908  Dalton,  George  Frederick ..  Springfield.   6  Maple  St. 
1882  Daly,  Bernard  Thomas  Roxbury  (Boston). 

320  Dudley  St. 

1905  Daly,  Jeremiah  James  Andover. 

Office,  North  Andover. 
106  North  Main  St. 

1898  Daly,  Timothy  Joseph  Lawrence.    62  Bradford  St. 

1896  Daly,  William  Joseph  Boston.   31  Mass.  Av. 

1902  Dame,  Fred  Russell  South    Braintree  (Brain- 
tree)  .  1010  Washington  St. 

1895  Damon,  Arthur  Llewellyn .  .North  Wilbraham 

(Wilbraham).   Chapel  St. 

1906  Dana,  Harold  Ward  Brookline.    Office,  Boston. 

483  Beacon  St. 

1891  Dane,  John  Jamaica    Plain.  Office, 

Boston.    29  Marlboro'  St 
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1906  Danforth,  Harland  Abbott.. Cliftondale  (Saugus). 

276  Lincoln  Av. 

1878  Daniels,  Edwin  Alfred  Boston.    302  Newbury  St. 

1916  Daniels,  Ora    George  Canton. 

Mass.  Hospital  School. 

1908  Darling,  Arthur  Edwin  Lynn.    65  Broad  St. 

1895  Darling,  Charles  Balfour.  ..Roxbury   (Boston).  Office, 

Boston.    419  Boylston  St. 
1S94  Darling,  Eugene  Abraham  .Cambridge.    134  Brattle  St. 

1907  Dascombe,  Otho  Lee  Waltham.    255  Moody  St. 

1900  Daudelin,  Simeon  Worcester.    11  Elm  St. 

Alphonse 

1871  Davenport,  Bennett  Watertown.  Office,  Boston. 

Franklin,  fl910  34  School  St. 

1877  Davenport,  Francis  Henry  .Boston. 

390  Commonwealth  Av. 

1887  Davenport,  James  Henry.  ..Providence,  R.  I. 

210  Benefit  St. 

1906  Davidson,  Henry  James      Springfield.    26  Maple  St. 

Duff 

1891  Davidson,  Kallman  Meyer . .Roxbury   (Boston).  Office, 

Boston.    31  McLean  St. 

1895  Davis,  Bessie  Delano  Cambridge.  21  Magazine  St. 

1911  Davis,  Charles  Allen  South  Dennis  (Dennis). 

1899  Davis,  Charles  Henry  South  Hamilton 

(Hamilton). 

1888  Davis,  Ella  Maxfield  Holyoke.    188  Chestnut  St. 

1906  Davis,  Ernest  Leland  Springfield.     106  State  St. 

1907  Davis,  Frank  Albert  Boston.    Hotel  Brunswick. 

1913  Davis,  Frederick  Durand . .  .Westfield.  57  North  Elm  St. 

1915  Davis,  George  Rufus  Marshfield  Hills 

(Marshfield).    Main  St. 

1914  Davis,  Henry  Levi  Lynn.     12  Van  Buren  Terr. 

1899  Davis,  Lincoln  Boston.   205  Beacon  St. 

1906  Davis,  Minot  Flagg  Boston.    15  Charles  St. 

1880  Davis,  Samuel  Thomas  Vineyard  Haven  (Tisbury). 

1897  Davis,  Stephen  Rich  Lynn.    188  Chestnut  St. 

gg}l>»*  Wim,m  Horace.. {D°^%<|»*°>ont  gt 

1905  Davison,  Arthur  Howard .. .Dorchester  (Boston). 

564  Washington  St. 

1914  Dawson,  Roger  Paul  Boston.    205  Beacon  St. 

1911  Day,  Charles  Orrin  Hingham.     Main  St. 

1892  Day,  Clarence  Currier  Newburyport. 

23  Titcorab  St. 

1916  Day,  Edward  Philip  Dorchester  (Boston). 

385  Columbia  Road. 

1905  Day,  Hilbert  Francis  'Boston.    45  Bay  State  Rd. 

1914  Deacy,  John  Joseph  Lawrence.  32  Lawrence  St. 

1893  Deal,  Edward  Edwin  Brookline. 

147  Winthrop  Road. 

1892  Deal,  George  Francis  Maiden.    807  Salem  St. 

1896  Dean,  Ralph  Denniston  Taunton.    152  High  St. 

1866  Deane,  Asahel  Sumner        Taunton.    60  Broadway. 
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1887  Deane,  Wallace  Harlow  Springfield.  137  y2  State  St. 

1907  Dearborn,  George  Van  Ness.. Cambridge.    6  Mason  St. 

1908  Dearborn,  Henry  Follansby..Methuen.  Office, 

Lawrence.  19.3  Garden  St. 

1906  Dearborn,  Henry  Hale  Becket. 

1893  Dearing,  Henry  Lincoln  Braintree. 

1881  DeBlois,  Thomas  Amory. .  .Boston.    523  Newbury  St. 

1914  Deering,  Charles  Fuller  Danvers.    57  Elm  St. 

1905  Deering,  George  Edwin ....  Worcester. 

129  Pleasant  St. 

1890  Dehn,  Edward  William  New  Bedford.  23  Linden  St. 

1886  DeLand,  Charles  Airmet. .  .Warren.    7  Quaboag  St. 

1898  DeLangle,  Charles  Petit. .  .Lynn.    540  Western  Av. 
1884  Delahanty,  William  Joseph.Worcester.  5  Trumbull  Sq. 

jg^j  Delano,  Samuel  Boston.   39  Newbury  St. 

1893  DeLue,  Frederick  Needham.    Office,  Boston. 

Spaulding  99  Newbury  St. 

1917  DeMarco,  Tnomay Andreas. Springfield.  686^>  Main  St. 
1911  Dempsey,  James  Edward.  ..Newton. 

4-19  Washington  St. 

1895  Denig,  Blanche  Alpine  Boston.    541  Boylston  St. 

1911  Dennen,  Ralph  Waite  Waltham.    258  Moody  St. 

1900  Dennett,  Alonzo  Gustin  Lowell.    40  Riverside  St. 

1897  Dennett,  Charles  Augustus. Arlington.    754  Mass.  Av. 


1898  Dennett,  Daniel  Clement. .  .Winchester. 

7  Washington  St.  j 

1917  Dennett,  Paul  Carroll  Chelsea.    Frost  Hospital. 

1906  Denning,  Edward  John. ...  South  Boston  (Boston  i. 

577  Broadway,  i 
1909  Denning,  Frederic  Joseph .. South  Boston  (Boston). 

216  Broadway,  j 
1901  Denning,  William  Edward.. Worcester.    63  Pleasant  St. 
1896  Dennison,  Archibald  Sayre.Lynn.    7  Franklin  St. 

1895  Denny,  Francis  Parkman... Brookline.    Ill  High  St. 

1915  Denny,  George  Parkman. ..  Boston.  285  Marlboro'  St  j 
1904  DeNormandie,  Robert         Boston.    355  Marlboro'  St  j 

Laurent 

1916  Derby,  Frederick  William . .  Boston. 

168  Huntington  A  v.  j 

1903  Derby,  George  Strong  Boston.    7  Hereford  St. 

1892  Derby,  William  Parsons. .  ..Cambridge.    120  Pearl  "it  | 

1914  Dervin  Laurence  James. ..  .Somerville. 

218  Highland  Av. 

1916  Dervin,  Peter  John  Dorchester  (Boston). 

157  Harvard  St. 

1911  Desmond,  Clarence  Francis.  Waltham.    552  Main  St. 

1909  Devenny,  Joseph  Henry  Dorchester  (Boston). 

2  King  St.  i 

1904  Devere,  Fred  Hewitt  Auburn.  R.  I.  677  Park  St.  | 

1884  Devine,  William  Henry  South  Boston  (Boston). 

595  Broadway.  I 
1903  Devlin,  Peter  Clarke  Lynn.    784  Western  Av. 

1886  Dewey,  Charles  Gipson  Dorchester  (Boston). 

44  Alban  St.  ! 

1906  Dewing,  Louis  Alexander.  .Boston.  215  Huntington  Av.  . 

1893  Dewis,  John  William  Brookline.    Office,  Boston.' 

69  Newbury  St.  : 
1913  DeWolf,  Charles  Tewksbury. 

Wentworth  State  Infirmary. 

1887  Dexter,  Franklin  Beverly.    Office,  Boston. 

247  Marlboro*  St 

1905  Dexter,  Fred  Fay  Springfield.    2  Temple  St.  [ 

1917  Dexter,  Robert  Besnard ....  Dorchester  (Boston). 

State  Hospital. 

1915  Dezell,  Frederick  Burr  Lynn.    293  Euclid  Av. 

1907  Dickinson,  Gyrdie  Willie.  ..'Everett.    163  Elm  St. 

1898  Dickson,  Richard  Ensign.  ..Hoi voke.    598  Dwight  St. 

1910  Dillon,  Michael  John  Springfield.    182  State  St. 

1917  Dillon,  William  Joseph  Springfield.    700  State  St. 

1917  DiMento.  Vincent  James. .  .Boston.    349  Hanover  St.  J 

1894  Dion,  Thomas  Joseph  West  Quincy  (Quincy). 

59  Cross  St. 

1912  Disbrow,  Edward  Perry. .  ..Worcester.  City  Hospital.' 
1901  Dix,  George  Alfred  Worcester.  105  Pleasant  St. 

1911  Dixon,  Arthur  Worcester.    313  Lincoln  St. f 

1871  Dixon,  Lewis  Seaver  Boston.    232  Clarendon  St 

1881  Dixon,  Robert  Brewer  Boston.    232  Clarendon  St.; 

j  Doble,  Ernest  Edgar  Quincy.    150  Cross  St. 

1911  Dobson,  William  Mar  shall.. Dorchester  (Boston). 

State  Hospital. 

1896  Dodd,  Isaac  Spencer  Finney  Pittsfield.    24  North  St. 

1912"  Dodd,  John  Edward  Framingham.  33  Union  Av.; 

1900  Dodge,  Arthur  Malcolm  Boston.    483  Beacon  St. 

1907  Dodge,  George  Francis  Athol.    1302  Main  St. 

1886  Dodge,  William  Wooldredge.Boston.    1074  Boylston  St.j 

1882  Doggett,  Frederic  Fobes. .  ..South  Boston  (Boston). 

805  Broadway. 

1916  Doherty,  Francis   Joseph. . Brighton  (Boston). 

71  Chestnut  Hill  AvJ 

1885  Dolan,  William  Andrew  Fall  River. 

546  South  Main  St! 

1915  Dolan,  William  Edward.  ..  Worcester.  32  Lincoln  St. 
1915  Dolan,  William  Francis  Quincy.    28  Adams  Sr. 

1899  Dole,  Charles  Frederick  Sharon.    2  North  Main  St. 

1917  Dole,  Kenneth  Llewellyn.  .Jamaica  Plain    (Boston).  I 

14  Roanoke  Av  | 
18S9  Donahue,  Hugh  Haverhill    19  White  St.- 

1895  Donahue,  William  Francis. Cambridge.  2294  Mass.  Av.> 
1903  Donaldson,  James  Frank.  ..Salem.   32  Lynde  St.  J 

1908  Donncll,  Herbert  Anthony .  Medford  Oflice,  Boston. 

536  Commonwealth  Av  I 
1885  Donoghue,  Daniel  Francis.. Holyoke.   240  Maple  St. 
1894  Donoghue,  Francis  Dennis.. Boston.   864  Beacon  St. 
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1904  Donoghue,  John  Joseph  Worcester.    8  Vernon  Sq. 

1908  Donohue,  Jeremiah  Joseph.  Worcester.   9  Trumbull  St. 

J«g]  Donovan,  Michael  Ricard.  {^gj  North  Common  st 

1915  Donovan,  Sylvester  Edward  New  Bedford.  8  Wing  St. 
1911  Donovan,  Thomas  Roche. .  .Fitchburg.  40  Prichard  St. 
1910  Doonan,  Henry  Edward. ..  South  Hadley  Falls. 

(South  Hadley). 

1910  Doray,  Frank  Leslie  Worcester.    4  Normal  St. 

1880  Dorcey,  James  Edmund  Boston.    172  Harrison  Av. 

1900  Dorgan,  Joseph  Aloysius. .  .Lawrence.    477  Essex  St. 

1909  Dorion,  Kinton   Lawrence.    99  Bradford  St. 

1885  Dorr,  Charles  Alonzo  Hingham.    304  Main  St. 

1901  Doucett,  Frederick  Luke. .  .East  Weymouth 

(Weymouth) . 

1905  Douglas,  Archibald  John . .  .Westfield.    38  Elm  St. 

1899  Dow,  David  Crooker  Cambridge.    6  Hilliard  St. 

1887  Dow,  Edmund  Scott  Allston  (Boston). 

40  Harvard  Av. 

1911  Dow,  Frank  Edward  Northampton. 

16  Center  St. 

1897  Dow,  George  Farwell  Reading.    20  Woburn  St. 

1882  Dow,  George  William  Lawrence. 

80  East  Haverhill  St. 
1871  Dow,  James  Arthur  tl913  Belmont.    Payson  Rd. 

1914  Dowling,  John  Joseph  Boston.   City  Hospital. 

1895  Downey,  Charles  John  Springfield.    317  Main  St. 

1908  Downey,  Henry  Arthur  Mittineague  (West  Spring- 

field).  388  Westfield  St. 

1906  Downing,  Andrew  Francis . .  Cambridge.  501  Huron  Av. 
1897  Downing,  Franklin  Chace.  .Lanesborough. 

1909  Drake,  Richard  Alvin  West  Medford  (Medford). 

6  Irving  St. 

1883  Drake,  William  Abram  North  Weymouth 

(Weymouth). 

1901  Draper,  Alexis  Lumb  Dorchester  (Boston). 

1107  Washington  St. 

1885  Drew,  Charles  Aaron  Worcester.    City  Hospital. 

1904  Drew,  Frederick  Prescott.  .East  Dedham  (Dedham). 
1895  Drew,  Maria  Emma  Atlantic  (Quincy). 

39  Newbury  Av. 

1902  Dreyfus,  Edna  Weil  Brookline.    30  Amory  St. 

1917  Driscoll,  DeCourcey  John.. Lynn.    12  Whiting  St. 
1865  Driver,  Stephen  William     Cambridge.   5  Farwell  PI. 

fl915 

1897  Drohan,  James  Henry  Brockton.   204  Main  St. 

1888  Drummey,  Nicholas  Daniel. Dorchester  (Boston). 

533  Washington  St. 

1904  Drury,  Dana  Warren  Roxbury  (Boston). 

Office,  Boston. 

407  Marlboro'  St. 

1915  Drury,  John  Nelson  Lowell.    8  Central  St. 

1906  Dubois,  Eoline  Church  Springfield.    293  Bridge  St. 

1917  Dueharrne,  Alphonse  Worcester. 

Napoleon  20  Hamilton  St. 

1901  Duckering,  Florence  West.. Boston.    520  Beacon  St. 

1900  Duckering,  William  West.. .Dorchester  (Boston). 

2  Warner  St. 

1908  Ducy,  William  Dwyer  Brockton.    13  Clinton  Av. 

1894  Dudley,  Augustus  William . .  Cambridge.  1740  Mass.  Av. 
1891  Duff,  John  Charlestown  (Boston). 

5  Dexter  Row. 

1916  Duff,  John,  Jr  .Charlestown. 

Office,  Boston. 

City  Hospital. 

1886  Duggan,  John  Thomas  Worcester. 

226  Southbridge  St. 
1906  Dunbar,  Francis  Herbert . .  Mansfield.    P.  O.  address 

Boston.   46  Cornhill. 

1893  Dunbar,  Frank  Collins  Roxbury  (Boston). 

9  Beethoven  St. 

1914  Dunham,  Adeline  Frances.. Cambridge.    881  Mass.  Av. 

1894  Dunham,  Henry  Bristol  Glen  Gardner,  N.  J. 

N.  J.  Sanatorium. 

1903  Dunn,  Charles  Hunter  Boston.    178  Marlboro'  St. 

1894  Dunn,  Charles  Stein  Haverhill.    133  Main*  St. 

1874  Dunn,  William  Aloysius. .  .Boston.    139  Beacon  St. 
1913  Dunn,  William  Ambrose. .  ..Boston.    154  Richmond  St. 

1909  Dunphy,  Henry  Ambrose. . .Thorndike  (Palmer). 

1S85  Durant,  Charles  Edwin  Haverhill.  105  Emerson  St. 


1S79  Durell,  Thomas  Moulton. . .  Somerville. 

131  Highland  Av. 

1860  Durgin,  Samuel  Holmes      Duxbury.    Millbrook  P.  O. 

fl916 

1867  Dutton,  Charles  Wakefield.   33  Avon  St. 

1916  Dutton,  Frank  Kingsley . . . Chicopee  Falls  (Chicopee). 

29  Arlington  St. 
1906  Dutton,  Julius  Maltby  Westfield.   108  Elm  St. 

1902  Dutton,  Richard  Wakefield.    33  Avon  St. 

1890  Dwight,  Edwin  Welles  Boston.    87  Milk  St., 

Room  46 

1896  Dwight,  Henry  Leonard  Copperopolis,  Calif .  Box  27. 

1890  Dwyer,  John  Edward  Cambridge.   878  Mass.  Av. 

1911  Dwyer,  John  Edward,  Jr..  Cambridge.    47  Inman  St. 

1905  Dwyer,  William  Joseph. ..  .Boston.   Office,  Cambridge. 

118  Pearl  St. 

Ebenezer  A.den. .  .fW*<""-    WasMllgton  st 

E 

1884  Eames,  George  Franklin . . .  Boston.    249  Newbury  St. 

1912  Earle,  George  Henry  Boston.    1138  Boylston  St. 

1916  Easter,  Edna  Frances  Worcester.    Belmont  Hosp. 

1901  Eastman,  Alexander  Crane.Springfield.   6  Chestnut  St. 

1906  Eastman,  Theodore  South  Berwick,  Me. 

Jewett      Office,  Boston. 

71  Marlboro'  St. 

1900  Easton,  Elwood  Tracy  Boston.    209  Newbury  St. 

1915  Eaton,  Harold  Burney  Boston.    222  Marlboro'  St. 

1914  Eaton,  Henry  Douglas  Stockbridge. 

1906  Eaton,  William  Edward.... U.  S.  Navy. 

1866  Eddy,  George  Stetson  f 1909.. Newton.    73  Sargent  St. 

1917  Edelstein,  Samuel   Roxbury  (Boston). 

31  Gaston  St. 

1861  Edes,  Robert  Thaxter  tl912  Springfield. 

251  Rimmon  Av. 

1913  Edsall,  David  Linn  Milton.    Office,  Boston. 

80  Marlboro*  St. 

1867  Edson,  Ptolemy  O'Meara     Roxbury  (Boston). 

tl904  36  Elm  Hill  Av. 

1894  Edwards,  William  Lothrop.  Boston.   33  Gloucester  St 

1897  Egan,  John  Joseph  Gloucester.  52  Pleasant  St. 

1906  Ehrenfried,  Albert  Boston. 

362  Commonwealth  Av. 

1887  Ehrlich,  Henry  Boston. 

172  Commonwealth  Av. 

1915  Eidam,  Carl  Hermann  Lawrence. 

334  Prospect  St. 

1913  Eisner,  Maurice  Soloman.  ..Pittsfield.  86  North  St. 
1874  Ela,  Walter  U914  Cambridge.   13  Ash  St. 

1907  Elder,  Fred  Orestes  Wakefield.   22  Chestnut  St. 

1885  Eldridge,  David  Gorham. . .Dorchester  (Boston). 

15  Monadnock  St. 

1916  Elkind,  Henry  Byron   Worcester.    98  Winter  St. 

1906  Ellam,  Herbert  William  Gardner.    29  Parker  St. 

1914  Eliot,  Henry  Whitney  Belchertown. 

1900  Elliot,  Henry  Libbey  Salem.   84  Washington  Sq. 

1877  Elliot,  John  Wheelock  Boston.   124  Beacon  St. 

1903  Elliott,  Alfred  Middleborough.    Rock  St. 

1873  Elliott,  Russell  Dunson  Boston.    154  Richmond  St. 

1908  Ellis,  Arthur  Henry  Greenfield.   317  Federal  St. 

1905  Ellis,  Edward  Keith  Hyde  Park  (Boston). 

Office,  Boston. 

232  Clarendon  St 

1880  Ellis,  Frederic  Warren  Monson.    Oak  St. 

1873  Ellis,  George  Livingstone  Middleborough. 

fl913  135  Center  St. 

1915  Ellison,  Daniel  James  Lowell.    8  Merrimack  St. 

1894  VEllison,  George  Spe^r.    158  Main  St. 

1916  J  Washington 

1899  Ellsworth,  Samuel  Walker. Quincy.    Office.  Boston. 

64  Commonwealth  Av. 

1899  Ely,  Richard  Skinner  West  Townsend 

(Townsend). 

1913  Ely,  Theodore  Williams  Allston  (Boston). 

1126  Commonwealth  Av. 
1903  Emerson,  Benjamin  Worcester.    37  Pearl  St. 

Kendall 

1873  Emerson.  Edward  Waldo.  ..Concord.  Lowell  Road. 

tl91" 
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1899  Emerson,  Ernest  Benjamin  State  Farm  (Bridgewater). 

1893  Emerson,  Francis  Patten . .  .Brookline.    Office,  Boston. 

520  Commonwealth  Av. 
1917  Emerson,  Frederick  Lincoln  Dorchester  (Boston). 

50  Hancock  St. 

1903  Emerson,  George  Edward.  .South    Weymouth  (Wey- 

mouth).  Office,  Boston. 
543  Boylston  St. 
1S93  Emerson,  Herbert  Clark. . ..Springfield.    177  State  St. 

1911  Emerson,  Nathaniel  Waldo  Jamaica  Plain  (Boston). 

118  Forest  Hills  St. 

1916  Emerson,  Paul  Waldo  Boston. 

86  Bay  State  Road. 

1900  Emerson,  William  Robie     Boston.   657  Boylston  St. 

Patten 

1900  Emery,  George  Edwin  Worcester.   280  Lincoln  St. 

1909  Emery,  William  Campbell.. Dorchester  (Boston). 

430  Columbia  Road 

1915  Emery,  William  Edward. ..  Beverly.    Beverly  Hospital. 

1870  Emery,  William  Henry  Roxbury  (Boston). 

109  Warwick  St 
1905  Emmons,  Arthur  Dover.   Office,  Boston. 

Brewster,  2d  86  Bay  State  Road. 

1915  Emmons,  Henry  Manning. .  Jamaica  Plain  (Boston). 

19  Burroughs  St. 

1904  England,  Albert  Charles. .  .Pittsfield.   124  North  St. 

1912  English,  Martin  Joseph  Boston. 

514  Commonwealth  Av. 
1888  Ensworth,  William  Howard. East  Boston  (Boston). 

40  Princeton  St. 

1894  Erb,  Theodore  Charles  Boston.   394  Marlboro'  St. 

1893  Ermentrout,  Sallie  Justina.Eldridge,  Calif. 

1881  Ernst,  Harold  Clarence  Jamaica  Plain  (Boston). 

Office,  Roxbury  (Boston). 
240  Longwood  Av. 
1899  Estabrook,  Charles  Taylor.. Worcester.    390  Main  St. 
1912  Eustis,  Richard  Spelman. .  .Boston.   329  Beacon  St. 

1903  Evans,  Albert  Boston.    409  Marlboro'  St. 

1904  Evans,  Miner  Harlow         Dorchester  (Boston). 

Amos,  Jr.     Office,  Boston. 

248  Newbury  St. 
1908  Eveleth,  Samuel  Chester. .  .Marblehead. 

137  Washington  St. 

1899  Everett,  Eugene  Ellsworth .  Boston.    427  Marlboro'  St. 

1905  Everett,  Frederick  Luther.. Springfield.  10  Chestnut  St. 

1880  Everett,  Oliver  Hurd  Worcester.    53  Pearl  St. 

1865  Everett,  Willard  Newton  Upper  Falls. 

Shepard  fl905  20  Summer  St. 

1900  Ewing,  George  Winburn . . .  Middleton.  Office,  Peabody. 

32  Main  St. 

F 

1906  Fabyan,  Marshal  Boston. 

379  Commonwealth  Av. 

1899  Fair,  John  Francis  East  Cambridge 

(Cambridge). 
390  Cambridge  St. 

1901  Fair,  Robert  Patrick  Boston.  481  Beacon  St. 

1899  Fairbanks,  Arthur  Willard  .  Brookline.    Office,  Boston. 

591  Beacon  St. 

1897  Fales,  Alonzo  Cartland  Middleton,  N.  S. 

1912  Fallon,  Joseph  Francis  Brookline.    1  Kendall  St. 

1891  Fallon,  Michael  Francis  Worcester.   390  Main  St. 

1880  Farlow,  John  Woodford  Boston. 

127  Bay  State  Road. 

1895  Farnham,  John  Marshall    Worcester.  28  Pleasant  St. 

Willoughby 

1874  Farr,  Edwin  Lawson  Brookline.  92  Thorndike  St. 

1908  Farr,  Irvin  Harris  Holyoke.    179  Chestnut  St. 

1915  Farrar,  Lonnie  Oliver  State  Farm  (Bridgewater). 

1894  Farrington,  Leander  Arlington  Heights. 

Morton  102  Florence  Av. 

1893  Faulkner,  Herbert  Kimball.Keene,  N.  H.  78  West  St. 
1891  Faulkner,  William  Edward. Boston.  290  Marlboro'  St. 
1905  Faunce,  Calvin  Barstow,  Jr.Jamaica  Plain  (Boston). 

Office,  Boston. 

95  Newbury  St. 
1905  Faxon,  Eudora  Winifred. .  .Dorchester  Center 

(Boston)   State  Hosp. 


1892  Faxon,  Eudora  Meade        Franklin.   New  Ray  Block 
U912 

1907  Faxon,  Nathaniel  Wales ...  Stoughton.    4  Walnut  Av. 

1907  Faxon,  William  Otis  Stoughton.   4  Walnut  Av. 

1897  Fay,  Frank  Gleason  Worcester.    390  Main  St. 

1875  Fay,  James  Monroe  Northampton.    71  King  St. 

1911  Fay,  Joseph  Henry  Melrose. 

6  West  Emerson  St. 

1888  Fay,  William  Eastman  Brookline.    Office,  Boston. 

366  Commonwealth  Av. 

1904  Feeley,  Charles  Philip  Cambridge.   1039  Mass.  Av. 

1914  Feeley,  Walter  Clarence  Cambridge.    885  Mass.  Av. 

1906  Felch,  Carrie  Innes  Boston    1069  Boylston  St. 

1913  Felch,  George  Alfred  Boston.    743  Tremont  St. 

1906  Felch,  Lewis  Perley  Boston    1069  Boylston  St. 

1912  Fennelly,  Daniel  John  Fall  River.   52  Linden  St 

1903  Fennessey,  John  Francis. .  .Dorchester  (Boston). 

15  Adams  St 

1915  Fenton,  Alfred  Archibald. .  Norwood. 

1905  Fenwick,  George  Benson. .  .Chelsea.    24  Gardner  St. 

JgJ  }  Ferguson,  Edward  Hugh,  {"""ag*  At. 

1901  Ferguson,  Robert  Henry . . .  East  Orange,  N.  J. 

9  North  Munn  Av. 

1903  Fernald,  Guy  Goodwin  Concord  Junction 

(Concord).    Assabet  At. 

1895  Fernald,  Walter  Elmore  Waverley  (Belmont). 

P.  O.  Box  344. 

1904  Ferrin,  William  Warren . . .  Haverhill.    77  Emerson  St. 

1906  Field,  Henry  Martyn  Norwood. 

784  Washington  St. 

1904  Field,  Martin  Thomas  Salem.   23  Winter  St. 

1900  Finch,  George  Hardy  Springfield.   310  Main  St. 

1907  Finegan,  Daniel  Joseph  Gloucester.   83  Middle  St. 

1904  Finkelstein,  Harry  Boston.    342  Hanover  St. 

1912  Finkelstein,  Nathan  Pittsfield.    86  North  St. 

1911  Finlayson,  Alan  Daniel  Warren,  Pa.    State  Hosp. 

1S90  Finn,  Edward  William  Dedham.    5  Franklin  Sq. 

1913  Finnegan,  Francis  Fitchburg. 

Augustine  14  Longwood  Av. 

1913  Finnegan,  Philip  Joseph ...  Salem.   92%  Essex  St. 

1914  Finnerty,  Charles  William .  Somerville.  761  Broadway. 
1884  Finnigan,  Patrick  Joseph ..  Cambridge. 

1412  Cambridge  St 

1904  Fischbein,  Louis  Boston.    382  Newbury  St 

1897  Fish,  Ernest  Clifford  Melrose.    11  Wyoming  Av. 

1897  Fish,  John  Euclid  Canton. 

Mass.  Hospital  School. 

1904  Fish,  Louis  Fitchburg.   25  Myrtle  At. 

1873  Fisher,  Chester  Irving        New  York,  N.  T. 

tl916  1925  7th  Av. 

1915  Fisher,  Gertrude  Guild  New  York,  N.  Y. 

1925  7th  Av. 

1902  Fisher,  Irving  Jewell  West  Newton  (Newton). 

79  Chestnut  St. 

1910  Fishman,  Maurice  Lowell.    40  Middlesex  St 

1888  Fisk,  Arthur  Lyman  New  York,  N.  Y. 

41  West  50th  St. 

1886  Fiske,  Eustace  Lincoln  Fitchburg.   20  Prlchard  St. 

1891  Fitz,  George  Wells  Boston.   P.  O.  address, 

Peconic,  N.  Y. 

1913  Fitz,  Reginald  Roxbury  (Boston). 

P.  B.  Brigham  Hospital. 

1898  Fitzgerald,  Clara  Pauline ..  Worcester.  137  Pleasant  St. 

1892  Fitzgerald,  James  Bernard. Boston.    393  Mass.  Av. 
1906  Fitzgerald,  John  Joseph ...  Haverhill.    Ill  Emerson  St. 

1903  Fitzpatrick,  John  Joseph .. .Charlestown  (Boston). 

50  High  St. 

1910  Fitz-Simmons,  Henry  Jamaica  Plain  (Boston). 

Joseph   Office,  Boston. 

272  Newbury  St. 

1902  Flagg,  Elisha  Boston. 

199  Commonwealth  Av. 

1909  Flagg,  Harry  Howard  Charlestown  (Boston). 

30  Elm  St 

1913  Flaherty.  Edward  James. .  Maynard.    44  Main  St. 

1914  Fleet  William  Ernest  Cambridge.   9  Columbia  St 

1914  Fleming,  Edward  Rahn  Medford.    322  Boston  Av. 

1904  Fleming,  Patrick  Joseph ...  Cambridge.  234  Huron  Av. 

1903  Fleming,  Peter  Joseph  Mattapan  (Boston). 

1258  Blue  Hill  Av 
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1  Fletcher,  Robert  Swan  Oxford.   Charlton  St. 

1909  J  _  4 
1893  Fletcher,  Robert  Whitney .. South  Boston  (Boston). 

783  Broadway. 
1905  Flett,  Penelope  McNaughtonFramingham.    Box  99. 

1882  Flood,  Everett  Palmer. 

Monson  State  Hospital. 

1910  Flournoy,  Thomas  Pittsfield.    742  North  St. 

1905  Floyd,  Cleaveland  Boston.   246  Marlboro'  St. 

1893  Flynn,  John  Joseph  Pittsfield.    183  North  St. 

1902  Flynn,  John  Joseph  Worcester.    10  Grand  St. 

1916  Fobes,  Howard  Edward. .  .Whitman.    324  Auburn  St. 

1883  Fogerty,  William  Clemmons.Worcester.  98  Chandler  St. 
1880  Fogg,  Irving  Sylvester  Norwood. 

767  Washington  St. 

1913  Foley,  Thomas  Brinsley  Boston.  85  Westland  Av. 

1894  Foley,  Timothy  John  Worcester.  28  Portland  St. 

1910  Forbes,  Alexander  Milton.    Harland  St. 

1917  Foot,  Nathan  Chandler  Milton.    Canton  Av. 

1893  Ford,  John  Francis  Roslindale  (Boston). 

8  Walter  St. 

1915  Forhan,  Neil  Kittredge  North  Billerica 

(Bill  erica). 

1914  Forster,  John  Ferguson      Holyoke.    277  Suffolk  St. 

Cooke 

1901  Forster,  Robert  William ...  Lawrence.    279  Broadway. 

1895  Fosgate,  Elmer  Gilman  Ashburnham. 

1914  Foss,  George  Herbert  Springfield. 

530  Summer  St. 

1909  Foss,  Ralph  Emery  Peabody.   97  Main  St 

1916  Foster,  Arthur    Neville  Dorchester  (Boston). 

740  Adams  St. 

1884  Foster,  Charles  Chauncy ...  Cambridge.  8  Elm  wood  Av. 

1904  Foster,  Ellis  Edwin  New  Bedford. 

271  Union  St. 

1883  Foster,  Horace  Kendall  Peabody.    2  Park  St. 

1907  Fowler,  John  Richard  Spencer.    143  Main  St. 

1911  Fox,  Michael  Bernard  Worcester.    6  Coral  St. 

1887  Fox,  William  Yale  Taunton.    26  Second  St. 

1915  Fraim,  Irving  William  Waltham.    860  Main  St. 

1894  Frame,  Joseph  Rockland.      39  Webster  St. 

1891  Francis,  Carleton  Shurtleff  .Brookline.    26  Davis  Av. 

1887  Francis,  George  Hills  Brookline.     295  Walnut  St. 

1911  Frank,  Morris  Roxbury  (Boston). 

106  Humboldt  Av. 

1917  Frankel,  David  Israel  Boston.    Mass.  Horn.  Hosp. 

1902  Franz,  Adolph  Holyoke.   266  Maple  St. 

1911  Fraser,  Archibald  McKay.  .Boston.    69  Newbury  St. 
1880  Fraser,  John  Chisholm  East  Weymouth. 

(Weymouth). 

1915  Fraser,  Somers  Boston. 

514  Commonwealth  Av. 

1913  Fraser,  William  Leslie  Lynn.   812  Summer  St. 

1915  Frasier,  Joseph  Anthony. .  .New  Bedford.  265  Main  St. 
1911  Frawley,  William  Thomas..Pittsfield.   184  North  St. 

1905  Freedman,  Louis  Mark  Brookline.    Office,  Boston. 

419  Boylston  St. 

1894  Freeman,  Franklin  Willard..Lynnfield. 

P.  O.  Wakefield,  R.  F.  D. 

1916  Fregau,  Aime   Napoleon ...  Fitchburg.   44  Pri  chard  St. 

1900  French,  Charles  Ephraim ..  Lowell.    9  Central  St. 

1887  French,  Charles  Lindol  Clinton.   271  High  St. 

1893  French,  George  Henry  Winthrop.  300  Pleasant  St. 

1892  French,  John  Marshall  Milford.   2  South  Main  St. 

1911  French,  Ralph  Winward.  ..Fall  River.   151  Rock  St. 

1914  Friedman,  Benjamin  Boston.    35  Allen  St. 

1916  Friedman,  Eli  Boston.    745  Mass.  Av. 

1901  Friedman,  Leo  Victor  Newton  Center.  Office, 

Boston.   425  Marlboro'  St. 

1910  Friedman,  Nathan  Boston. 

1038  Washington  St. 

1897  Frost,  Edward  Clayton  Campello  (Brockton). 

68  Chestnut  St. 

1906  Frothingham,  Channing,  Jr.. Boston.    395  Marlboro'  St. 

1887  Frye,  Edmund  Bailey  Boston.   21  Chestnut  St. 

1909  Fuller,  Andrew  Howard  Cushman  (Amherst). 

1903  Fuller,  Charles  Benjamin.  .Waltham.   826  Main  St. 
1890  Fuller,  Daniel  Hunt  Philadelphia,  Pa. 

49th  and  Market  Sts. 

1907  Fuller,  Ernest  Page  Lawrence.   301  Essex  St. 


1894  Fuller,  Frederick  Henry.  ...Walpole. 

1892  Fuller,  James  Robert  Andover.    68  Central  St. 

1915  Fuller,  Solomon  Carter  Westborough.    State  Hosp.. 

1898  Fullerton,  Walter  Wilson ..  Brockton.    106  Main  St. 

1911  Funnell,  Wilfred  Goldwin..  Wollaston  (Quincy). 

Office,  Boston. 
156  Huntington  Av. 

G 

1905  Gabler,  George  Lewis  Holyoke.   149  Chestnut  St. 

1917  Gaetani,  Arthur  Leonard. . Dorchester  (Boston). 

23  East  St. 

1905  Gafney,  Harry  Dabol  Ware.    45  Main  St. 

1909  Gage,  Arthur  Tenney  Melrose  Highl'ds  (Mel- 

rose).  250  Franklin  St. 

1906  Gage,  Fred  Leon  Lowell.    9  Central  St. 

1886  Gage,  Homer  Worcester.   72  Pearl  St. 

1884  Gage,  James  Arthur  Lowell.   64  Central  St. 

1907  Gahan,  Patrick  Francis  Medford.  19  Washington  St.- 

1891  Gale,  George  Washington... East  Saugus  (Saugus). 

tl904  68  Lincoln  Av. 

1901  Gale,  Harold  Adams  Winchester.   Office,  Boston. 

Ill  Newbury  St. 

1906  Gallagher,  John  Henry       Chicopee.   105  Center  St. 

Connaughton 

1912  Gallagher,  Nicholas  Maiden.   221  Highland  Av. 

Ambrose 

1907  Gallagher,  Thomas  Morton. Newton.   34  Channing  St. 

1906  Galligan,  Edward  Joseph.. .Taunton. 

10  North  Pleasant  St. 

1882  Galligan,  Eugene  Thomas.  .Roxbury  (Boston). 

84  Warren  St. 

1888  Gallison,  Ambrose  John  Franklin.    259  Dean  Av. 

1910  Gallison,  James  Murry  Boston.    49  Hereford  St. 

1893  Gallivan,  William  Joseph .. South  Boston  (Boston). 

743  Broadway. 

1883  Galloupe,  Charles  William .  Boston. 

188  Commonwealth  A  v. 

1904  Galvin,  Augustus  Hughes. .  Springfield.    4  Chestnut  St. 

1901  Galvin,  William  Blackinton 

(Williamstown). 

1887  Gannett,  William  Boston.  274  Marlboro*  St. 

Whitworth 

1917  Garrick,  Nathan  Henry ...  Cambridge.    11  Story  St. 

1917  Garrett,  Frank  Steele  Chelsea. 

242  Washington  Av. 
1903  Gardner,  Archibald  Robert  .  Lowell.    64  Central  St. 
1881  Gardner,  Clarence  Northampton.   78  Main  St. 

Rhodolphus  fl916 

1912  Gardner,  Edwin  Daniels. .  .New  Bedford. 

7  North  Orchard  St. 

1900  Gardner,  Harrie  Milton  Cambridge. 

128  Magazine  St. 

1917  Garbelnick,  David 

Abraham  Boston.    Mass.  Horn.  Hosp. 

1913  Garipay,  Ellsworth  Peter.. Lynn.    147  Franklin  St. 
1875  Garland,  Albert  Stone        Gloucester.   18  Pleasant  St. 

tl908 

1916  Garland,  Frederick  Eugene  Wellesley  Hills 

(Wellesley).  Office, 
Boston.    483  Beacon  St. 
1874  Garland,  George  Minot  Boston.   227  Newbury  St. 

1905  Garland,  Roy  Gloucester.  17  Pleasant  St. 

1895  Gates,  Ernest  A  Springfield. 

49  North  Main  St. 

1899  Gavin,  John  Harrison  Roxbury  (Boston). 

346  Dudley  St. 

1905  Gay,  Clarence  Bertram  Fitchburg.   47  Day  St 

1903  Gay,  Fritz  Walter  Maiden.    105  Salem  St. 

1868  Gay,  George  Washington. .  .Chestnut  Hill  (Newton). 

Office,  Boston. 

665  Boylston  St. 

1917  Gay,  William  Madison  Sharon.    Summit  Av. 

1914  Gaylord,  James  Frederick.. Springfield.     789  State  St. 

1902  GenSreux,  Joseph  Olivier.  ..Webster.   18  Main  St. 
1916  Gennert,  Jacob  New  Bedford. 

1105  Acushnet  Av. 

1907  George,  Arial  Wellington ..  Boston.  43  Bay  State  Rd. 
1897  George,  Arthur  Phillips. .  ..Ha verhilL    143  Main  St. 

1908  George,  Frank  William  Worcester.   6  High  St. 
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1905  George,  Leslie  Handlin  Bradford  (Haverhill). 

70  Main  St. 

1911  Gerber,  Isaac  Providence,  R.  I. 

347  Thayer  St. 

1901  Germain,  Harry  Homer  Boston.    43  Bay  State  Rd. 

1SS2  Gerould,  Joseph  Bowditch.  .North  Attleborough. 

34  High  St. 

1896lGerstein  Maurice  f Roxbury  (Boston). 

1913  jUersteln'  Maunce  |  493  Warren  St. 

1915  Gervais,  Harriet  Marion. .. Brooklyn,  N.  Y. 

191  Ryerson  St. 

1885  Getchell,  Albert  Colby  Worcester.   6  Linden  St. 

1912  Ghoreyeb,  Albert  Alphonso  Tn  France. 

Wood 

18S3  Gibbs,  Locero  Jackson  Chicopee  Falls  (Chicopee). 

fl915  33  Broadway 

1917  Gibby,  Harold  James  Worcester.    13  Elm  St. 

1907  Giblin,  Francis  Joseph  Dorchester  (Boston). 

33  Adams  St. 
1909  Giddings,  Harold  Girard.  ..Allston  (Boston). 

Office,  Boston. 

90  Exeter  St. 
1869  Gifford,  Benjamin  Dods      Chatham.    Cross  St. 
fl913 

1886  Gifford,  John  Henry  Fall  River.    320  Rock  St. 

1908  Giguere,  Alfred  Joseph  Lowell.    777  Merrimack  St. 

1887  Gilbert,  John  Fall  River.   254  Locust  St. 

fl916 

1898  Gilbert,  Louis  Whitmore.  ...Brookline.  1470  Beacon  St 
1915  Gilchrist,  John  Milton  Springfield.    52  High  St. 

1906  Gile,  Frank  Herbert,  Jr  Braintree. 

420  Washington  St. 

1892  Gile,  John  Morton  Hanover,  N.  H. 

1  Maynard  St. 

1914  Gilfillan,  Donald  Robert. ..  Worcester.    State  Hospital. 

1905  Gillis,  John  Ewen  West   Somerville  (Somer- 

ville).    1109  Broadway. 

1906  Gilman,  Charles  Sleeper. . .  Boston.    833  Beacon  St. 

1909  Gilman,  Florence  Northampton.    33  Elm  St. 

1887  Gilman,  Warren  Randall ..  .Worcester.  10  Oxford  St. 
1906  Gilpatrick,  Roy  Ha wkes. .  ..Boston.    1069  Boylston  St. 

1878  Ginn,  David  Richard  Dennisport  (Dennis). 

1917  Ginsburgh,  Nathan  Harry. Brockton.    Brockton  Hosp. 

1906  Giroux,  Charles  Three  Rivers  (Palmer). 

1906  Glass,  James  Framingham.  61  Concord  St. 

1896  Glendenning,  Robert  Manchester.    8  Church  St. 

Thompson 

1915  Glidden,  Edson  William,  Lakeville. 

Jr.  State  Sanatorium. 

1912  Glunts,  David  Roxbury  (Boston). 

165  Harold  St. 

1898  Goddard,  Henry  Edward.  ..Brockton.  21  Goddard  Rd. 
1906  Goddard,  Samuel  Warren. .Brockton.    21  Goddard  Rd. 

1905  Goddu,  Louis  Adalore  Boston. 

Oliver        510  Commonwealth  Av. 

1914  Godfrey,  Henry  White  Auburndale  (Newton). 

14  Hancock  St. 

1901  Godfrey,  Joseph  Witter  Swampscott.    Office,  Lynn. 

209  Union  St. 

1904  Godfrey,  Thomas  Francis. .  Springfield.  104  Union  St. 
1900  Golden,  Lazarus  Boston.    99  Green  St. 

1906  Goldsbury,  Paul  Williams. .Warwick. 

1888  Goldthwait,  Joel  Ernest  Boston.    372  Marlboro'  St. 

19Ki  Golob,    Meyer  Chelsea.    270  Chestnut  St. 

1916  Golub,  Jacob  Joshua  Dorchester  (Boston). 

857  Blue  Hill  Av. 

1906  Good,  Frederick  Leo  Brookline.    Office,  Boston. 

95  Newbury  St. 
1892  Goodale,  Joseph  Lincoln . . .  Boston.    258  Beacon  St. 
1904  Goodall,  Harry  Winf red. .  .Boston.    205  Beacon  St. 

1881  Goodell,  George  Zina  Salem.    5  Williams  St. 

1906  Goodell,  William  Springfield.   6  Chestnut  St. 

1890  Goodman,  Samuel  Roxbury  (Boston). 

148  Townsend  St. 

1902  Goodridge,  Frederick 

James  Cambridge.   5  Appian  Way 

1892  Goodwin,  James  Joseph  Clinton.   202  Church  St. 

1861"!  Goodwin,  Richard  James  {Maiden. 

1885/  Plummer  fl903\   481  Pleasant  St. 

1871  Gordon,  John  Alexander. .  .Quincy.    1200  Hancock  St. 


1917  Gordon,   Samuel   Finley ...  Dorchester  (Boston). 

State  Hospital. 

1S96  Gordon,  Stephen  Masury. .  .Fall  River.  318  Prospect  St. 
g£}Gorham,  George  Hartley  {  West  Roxbur^Boston ) ^ 

1915  Gosline,  Harold  Inman  Trenton.  N.  J. 

State  Hospital. 

1896  Goss,  Arthur  Vincent  Taunton.    State  Hospital. 

1869  Goss,  Francis  Webster  Sacramento,  Calif. 

1014  40th.  St 

1910  Gould,  Carlisle   Royal  Salem.    208  Lafayette  St. 

1907  Gould,  Chester  Harlow  Braintree. 

400  Washington  St 

1888  Gould,  Clarke  Storer  Norwood. 

486  Washington  St. 

1899  Grady,  Patrick  Anthony     Clinton.   104  School  St. 

Salmon 

1913  Grady,  Thomas  Francis  Lynn.    540  Summer  St. 

1915  Grady,  Thomas  Henry  Clinton.    76  Walnut  St. 

1873  Graham,  Douglas  Brookline.    Office.  Boston. 

Hotel  Brunswick 

1911  Grainger,  Edward  John  Winthrop.  304  Winthrop  St. 

1882  Grainger,  William  Henry.  .East  Boston  (Boston). 

tl916  619  Bennington  St. 

1901  Grandison,  Wilfred  George.  Charlestown  (Boston). 

65  High  St 

1903  Granger,  Frank  Butler  Boston.   591  Beacon  St. 

1882  Granger,  Frank  Clark  Randolph. 

1893  Granger,  Karle  Henry  South  Weymouth 

(Weymouth). 

1895  Grant,  James  Henry  Lynn. 

148  South  Common  St 

1896  Grant,  William  Herbert  Boston.    543  Boylston  St. 

1904  Grant,  William  Victor  Lawrence.    253  Essex  St 

1916  Grant,  Winifred  Margaret. Worcester. 

Memorial  Hospital. 

1905  Graves,  Benjamin  Augustus  Dorchester  (Boston). 

178  Bowdoin  St. 

1904  Graves,  Robert  John  Concord,  N.  H. 

3  North  State  St. 

1901  Graves,  William  Phillips. .  .Boston.  244  Marlboro'  St 
1901  Gray,  Alice  Maud  Roxbury  (Boston). 

2  St.  James  St 
1896  Gray,  Elizabeth  Taylor  Roxbury  (Boston). 

2  St.  James  St 

1891  Gray,  George  Henry  Lynn.  11  Lynn  Shore  Drive. 

1915  Gray,  Horace  Boston. 

290  Commonwealth  Ave. 

1906  fGray'  Hugh   Barr Boston.    41  Waltham  St. 

1916  Greany,  William   Francis ..  Holyoke.    71  Lincoln  St 

1914  Greeley,  Hugh  Payne  Waukesha,  Wis. 

1877  Green,  Charles  Montraville.Boston.  78  Marlboro'  St. 

1868  Green.  John  Orne      fl912  Boston.  267  Newbury  St. 

1917  Green,   Milo  Chester  Boston.  Mass.  Horn.  Hosp. 

1906  Green,  Robert  Montraville.. Boston. 

496  Commonwealth  Ave. 
1S55  Green,  Samuel  Abbott        Boston.  1154  Boylston  St 

tl901 

1901  Greene,  Daniel  Crosby,  Jr..    (Boston).  483  Beacon  St. 

1915  Greene,  Edward  Chace. ...  Northampton. 

State  Hospital. 

1887  Greene,  Edward  Miller  Boston.    45  Chestnut  St 

1915  Greene,  Jeremiah  AugustineCambridge.  2236  Mass.  Av. 
1904  Greene,  Ransom  Alphonso.. Palmer. 

Monson  State  Hospital. 

1887  Greene,  Ray  Woodville  Worcester.   21  West  St. 

1895  Greene,  Thomas  Francis. .  .Roxbury  (Boston). 

322  Warren  St 

1896  Greene,  William  Henry  Roxbury  (Boston). 

322  Warren  St 
1871  Greenleaf,  John  Ruggles     Gardner.   42  Chestnut  St 
U908 

1900  Greenough,  Clara  Mary  Greenfield.  17%  Federal  St 

1898  Greenough,  Robert  Battey.. Brookline.    Office,  Boston. 

.8  Marlboro'  St 

1888  Greenwood,  Allen  Wellesley  Hills. 

Office,  Boston. 

101  Newbury  St. 
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1905 
1SS1 
1907 

1884 
1903 
1904 
1896 
1915 

1910 
1893 
1904 

1914 


1883 

1912 

1887 
1910 
il909 
1896 

1916 

1914 

1913 
1917 

1914 

1914 

1911 

1911 

1885 
1911 
1900 

1914 

1915 

1911 
1S77 
1896 

1903 

1902 
1885 
1897 
1906 
1910 

1881 
1890 
1906 
1916 
1912 
1912 
1914 
1908 

1899 
1912 

1905 

1906 
1893 


Greenwood,  Arthur  Moses.  .Marblehead.  69  Pleasant  St.  1899 
Greenwood,  Sewell  Elliot.  .Templeton. 

Gregg,  Donald  Wellesley.  1875 

113  Wellesley  Av. 

Griffin,  Arthur  George  Maiden.    195  Pleasant  St.  1914 

Griffin,  Walter  Alden  Sharon. 

Grimes,  Loring  Swampscott.  129  Burrill  St.  1916 

Griswold,  Merton  Lyman ..  .Uxbridge.    South  Main  St.  1911 

Grocshinsky,  Herman  New  Bedford.  1899 

54  Russell  St.  1888 

Grogan,  Margaret  VictorineBoston.  175  Dartmouth  St.  1S95 

Grouard.  John  Shackford.  .Nantucket.  1911 

Grover,  Arthur  Leon  Iowa  City,  Iowa.  1914 

College  of  Medicine. 

Grover,  Joseph  Isaac  Mattapan  (Boston).  1901 

Office,  Boston,  1905 
272  Newbury  St. 

Gruver,  Samuel  James..    .Brockton.  106  Main  St.  1917 

tl917  1907 

Guild,  Bruno  Thurber  Shelburne  Falls 

(Shelburne).  1901 

Guild,  Edgar  Hunt  Springfield.  137y2  State  St.  1890 

Guild,  Edward  Frank  Chelsea.    9  Crescent  Av.  1912 

Guild,  Frederick  Washburn.Grafton.    South  St. 

Guild.  Thomas  Ezra  Mattapan  (Boston).  1906 

1550  Blue  Hill  Av.  1S8S 

Gunning,  Thomas   Francis. Fall  River.  1901 

238  No.  Main  St.  1915 

Gunter,  Fred  Clarke  Somerville.    Office,  Boston.  1S90 

483  Beacon  St. 

Guthrie,  Andrew  Doherty.  .  Medford.    407  Salem  St.  1908 

Guy,   Walter  Bryant  Roxbury  (Boston). 

277  Warren  St.  1901 
Gwinnell,  Alfred  Weston. . .Brighton  (Boston). 

558  Washington  St.  1903 

Gwynne,  Samuel  Carlton ..  .Worcester.  346  Grafton  St.  1902 

1903 

H  1907 

Hagerty,  Joseph  James. ..  .Norwood.  1912 

699  Washington  St. 

Hagopian,  Levon  George. .. Lynn.  1884 

26  South  Common  St. 

Hahn,  Albert  Johann  Pattenburg.  N.  J.  1903 

Haigh,  Gilbert  William  Worcester.  297  Pleasant  St. 

Haines,  Ignatius  Brookline.     Office,  Boston.  18S9 

178  Devonshire  St. 

Room  615.  1S95 

Haley,  William  Thomas  Marblehead.  Office,  Boston.  1898 

156  Huntington  Av. 

Hall.  Charles  Francis         Newburyport.   210  High  St.  1915 
Adams 

Hall,  Gardner  Wells  Boston.    475  Reacon  St.  1900 

Hall.  Harry  Porter  Leominster.    70  West  St.  1908 

Hall.  Herbert  James  Marblehead. 

Devereux  Mansion.  1906 

nail.  John  Baptiste.  Jr  Roxbury  (Boston).  1884 

60  Windsor  St.  I  1896 

Hall.  Walter  Davis  Port  Clyde,  Me.  1900 

Hall,  William  Dudley  Boston.    410  Marlboro'  St. 

Hallett,  Edward  Bangs  Gloucester.    63  Middle  St.  1901 

Halligan.  Edward  Maurice. Reading.  18  Salem  St.  1906 
Hallisey,  Joseph  Edward.  ..Dorchester  (Boston). 

467  Columbia  Road.  1906 
Halloran,  Michael  Joseph .  ..Worcester.    42  Green  St. 

Halpin,  Andrew  James  Lowell.   22  Central  St.  1917 

Halsall,  Mary  Elizabeth .  . .  Winthrop.  587  Pleasant  St. 

Halton,  Edward  Peter  Springfield.    387  Main  St.  1911 

Hamblen,  Edward  Everett. Bedford.  1S98 

Hamblen,  Howard  Maynard.    Walnut  St.  1901 

Hamblet,  Mary  Lucia  Wallum,  R.  I.  1902 

Hamilton,  Albert  John        Boston.    69  Newbury  St. 

Adams  1905 

Hamilton,  Annie  Lee  Boston.    141  Newbury  St. 

Hamilton,  Burton  Everett. .West  Roxbury  (Boston)  1901 

152  Park  St.  1S98 

Hamilton,  Robert  DeLancey    Newburyport.  1893 

220  High  St. 

Hammond,  Charles  Hanover.    Washington  St. 

Hammond,  Philip  Winchester.    Office,  Boston.  1891 

483  Beacon  St.  1914 


Hammond,  William  John. ..Dorchester  (Boston). 

405  Washington  St. 
Hammond,  William  Penn.  .Charlestown  (Boston). 

47  Monument  Sq. 

Hampson,  Nishan  M.,   Rutland. 

State  Sanatorium. 

Hand,  Edward    Patrick       Holyoke.     115  Suffolk  St. 

Handy,  Harrie  Delmar  Harwich.    18  Parallel  St. 

Handy,  Harry  Tucker  Scituate  Center. 

Hanley,  Francis  Joseph. ..  .Whitman.  21  Whitman  Av. 

)  1T    .      Tt,t       u       f  Motherwell,  Scotland, 
j Hanley,  John  Joseph. . .  .|  ^  Brandon  st 

Hanscom,  Ridgely  Fernald  Newton  Center  (Newton). 

59  Dalton  Road. 

Hanson,  Justus  Greeley. ..  .Northampton.  219  Elm  St. 
Hanson,  William  Clinton..  Belmont. 

395  Belmont  St. 
Hanson,  William   Greene.  . Everett.    27  Norwood  St. 
Hanson,  William  Thomas.  .Tewksbury. 

State  Infirmary. 
Hapgood,  Lyman  Sa win. .. .Cambridge.    6  Garden  St. 
Harding,  George  Franklin.. Boston.   419  Boylston  St. 
Hardwick,  Everett  Vinton . Dorchester  (Boston). 

43  Algonquin  St. 
Hardwick,  Sydney  Curtis.  .Quincy.   159  Elm  St. 

Hare,  Charles  Henry  Boston.    4S3  Beacon  St. 

Harkins,  John  Francis  Worcester.   18  Franklin  St. 

Harkins,  William  Joseph,  Jr.Quincy.    108  Goff  St. 
Harlow,  Corydon  Webster . .Melrose  Highl'ds  (Mel- 
rose).   300  Franklin  St. 

Harmer,  Torr  Wagner  Boston. 

490  Commonwealth  Av. 
Harriman,  Charles  Henry.. Whitinsville  (North- 
bridge).  Church  St. 
Harriman,  Cora  Elizabeth.. Framingham.    15  High  St. 
Harriman,  David  Eugene. .  Springfield.    21  Besse  PI. 

Harriman,  Perley  Lynn.    290  Summer  St. 

Harrington,  Clifton  Ward.. Everett.    545  Broadway. 
Harrington,  Daniel  James. .Dorchester  (Boston). 

975  Dorchester  Av. 
Harrington,  Harriet  Louise.  Dorchester  (Boston). 

20  Monadnock  St. 
Harrington,  Michael  Indian  Orchard 

William        (Springfield).    Oak  St. 
Harrington,  Thomas  Boston. 

Francis       310  Commonwealth  Av. 

Harris,  Arthur  Eugene  Lynn.    17  Chestnut  St. 

Harris,  Charles  Edward.  ...Hyannis  (Barnstable). 

Main  St. 

Harris,  Lorne  Wilborne. . . . Cliftondale  (Saugus). 

257  Lincoln  Av. 

Harris,  William  DeBlois. .  .Lynn.  96  South  Common  St. 
Harrison,  Columbus  Boston.    35  Common  St. 

William 

Harrison,  Henry  Boston.  153  Huntington  Av. 

narrower,  David   Worcester.    13  Elm  St. 

Hart,  George  Fred  Webster.    17  Church  St. 

Hart,  Henry  Brown  Yarmouthport 

(Yarmouth) . 

Hart,  Joseph  Storer  South  Lincoln  (Lincoln). 

Hartman,  Gustave  Lynn. 

177  North  Common  St. 
Hartnett,  Edward  Daniel.. .East  Boston  (Boston). 

256  Bennington  St. 
Hartnett,  Edward  Henry    Dorchester  (Boston). 

Lewis  327  Geneva  Av. 

Hartnett,  John  Henry  Worcester.    9  Elm  St. 

Hartung,  Harry  Hall  Boston.  224  Huntington  Av. 

Hartwell,  Arthur  Spear  Norwood.    90  Winter  St. 

Hartwell,  Harry  Fairbanks. Boston. 

Mass.  Gen.  Hospital. 

Hartwell,  John  Bryant  Colorado  Springs,  Colo. 

1121  North  Tejon  St. 
Hartwell,  William  Winn. .  .Maiden.   61  Washington  St. 

Harvey,  William  Wirt  Boston.    114  Fenway. 

Haskell,  Henry  Hill  Auburndale  (Newton). 

Office,  Boston. 

29  Commonwealth  Av. 

Haskell,  Nelson  Cary  Amherst.    50  Main  St. 

Haskins,  Frank  Eugene  Boston.  204  Huntington  Av. 
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1881  Haskins,  Solomon  Foot  Cotuit  (Barnstable). 

Ocean  View  Av. 

1913  Haslam,  Frank  Alden  Allston  (Boston). 

1379  Commonwealth  Av. 

1893  Hassett,  John  Joseph  Lee.    Main  St. 

1911  Hassett,  Leonard  Watson ..  Lynn.    586  Western  Av. 

1910  Hassman,  David  Morris. .  .Roxbury  (Boston). 

300  Longwood  Av. 

1882  Hastings,  Judson  Feeding  Hills  (Agawam). 

Worthington 

1894  Hastings,  Robert  Brookline.    45  Kilsyth  Rd. 

Worthington 

1907  Hatch,  Ralph  Augustus  ...Brookline.    Office,  Boston. 

390  Commonwealth  Av. 
1887  Hatchett,  William  Josephus.Somerville.  2S  Arlington  St. 

1899  Hathaway,  John  Gael  New  Bedford. 

388  County  St. 

1904  Haviland,  Walter  Childs. .  .Worcester.    11  Elm  St. 

1900  Hawes,  Alfred  Taylor  Lynn.  85  North  Common  St. 

1887  Hawes,  Edward  Everett.  ...Barnstable.  Office,  Hyannis. 

Railroad  Av. 

1903  Hawes,  John  Bromham,  2nd. Boston.    29  Gloucester  St. 

1905  Hawkins,  Henry  Dorchester  (Boston).  Office, 

Boston.    394  Marlboro  St. 

1898  Hayes,  Albert  Edwin  Providence,  R.  I. 

128  Broad  St. 
1867  Hayes,  Charles  Cogswell     Faribault,  Minn. 

tl890  Brunswick  Hotel. 

1899  Hayes,  Frederick  Legro  Brookline.  12  Verndale  St. 

1905  Hayes,  Justin  Edward  Northampton.  277  Main  St. 

1886  "1 

1893  j  Hayes.  Justin  Gideon  Williamsburg.    Main  St. 

1870  Hayes,  Stephen  William. .  .New  Bedford. 

61  Orchard  St. 

1914  Hayes,  William  Francis  Beverly.    377  Cabot  St. 

1917  Haywood,  Ralph  Winson ..  Salem,  51  Columbus  Av. 
1869  Hazleton,  Isaac  Hills  Wellesley  Hills 

tl906  (Wellesley). 

1900  Heald,  Charles  Gerry  Pepperell.    Main  St, 

1901  Healy,  Daniel  Laurence  Framingham. 

54  Concord  St. 

1899  Healy,  Thomas  Raymond.  ..Newburyport. 

12  Charter  St. 
1917  Healy.  William   Boston.    40  Court  St. 

1915  Hearn,  Walter  Lawrence. .  .Lynn.    293  Euclid  Av. 

1883  Heath.  Joseph  Webster  Wakefield.    8  Avon  St. 

1900  Heaton.  Thomas  Henry  Cambridge.   315  Broadway. 

ifj^  jflebbard.  Ellery  Cola  Boston.  122  Huntington  Av. 

1905  Hedin,  Carl  Johan  West  Pownal.  Me.  Maine 

School  for  Feeble-Mindcd. 

1906  Heffernan.  David  Aloysius. Allston  (Boston). 

69  Newbury  St. 

1911  Hegerty,  Joseph  Gordon.  ...Boston. 

514  Commonwealth  Av. 
1917  Heininger.  Arthur  Gusrav.  Gardner.    66  Parker  St. 

1912  Hemeon.  Frederick  Dorchester  (Boston). 

Chipman  9  Standish  St. 

1907  Henderson,  Charles  Russell. Reading.    74  Woburn  St. 

1911  Henderson,  Francis  Boston.    39  Newbury  St. 

Freeman 

1902  Henderson,  George  Dallas.. Holyoke.    276  Maple  St. 

1912  Hendricks,  Henning  Vitalis..Traverse  City.  Mich. 

State  Hospital. 

1910  Hennelly,  Thomas  Patrick.. Pittsfield.  184  North  St. 
1912  Hennessey,  Thomas  Francis.Lynn.    22  Mall  St. 

1909  Hennessey,  William  Salem.    333  Essex  St. 

Warren 

1885  Henry,  John  Goodrich  Winchendon. 

15  Pleasant  St. 

1910  Hepburn,  James  Joseph  Boston. 

536  Commonwealth  A  v. 
1917  Herbert,  Edward   Fall  River.  140  Purchase  St. 

1911  Hermann.  Otto  John  Roxbury  (Boston).  Office, 

Boston. 

522  Commonwealth  Av. 
1885  Herrick,  Joseph  Thomas . . .  Springfield.    684  State  St. 

1915  Hersam,  Norman  Paul  Stoneham.    20  Hersam  St. 

1880  Hersey,  Freeman  Clarke     Boston.    499  Beacon  St. 
tl914 


1911  Hersey,  Harold  Waters  Winchester.  Office, 

Boston.    Mass.  Gen.  Hosp. 

1S96  Hewes,  Henry  Fox  Boston.    416  Marlboro'  St. 

1882  Hewins,  Parke  Woodbury .  .Wellesley  Hills.  Office, 

Boston.    20  Beacon  St. 
1897  Hewitt,  Clarence  Elbert.  ...Springfield.    796  State  St. 

1902  Hewitt,  William  Oakes  Attleborough. 

34  Sanford  St. 

1911  Heydemann.  Martin  Brookline.  Office,  Boston. 

510  Commonwealth  Av. 

1903  Hickey,  John  Joseph...  Pea  body.    40  Main  St. 

1900  Hicks,  George  Henry  Fall  River 

1973  South  Main  St. 

1908  Iligginbotham,  Fred  Watertown. 

Augustus  98  Mt.  Auburn  St. 

1893  Higgins,  Frank  Albert  Boston. 

384  Commonwealth  Av. 
1914  Higgins,  George  Vincent. .  .Randolph,    Warren  St. 
1S94  Higgins,  James  Haydyn. . .  Marstons  Mills 

(Barnstable). 

1S6S  Hildreth,  John  Lewis  f 1909..  Winchester.  55  Fletcher  St. 

1878  Hill,  Edgar  Dwight  Plymouth.    27  Court  St. 

1917  Hill,   Ernest  Linwood  Millis.    Plain  St. 

1896  Hill,  George  Hillard  Worcester.    15  High  St. 

1904  Hill,  George  Jackson  Beverly.    548  Cabot  St. 

1901  Hill,  George  Sumner  Boston.    295  Beacon  St. 

18S6  Hill,  Ira  Clark  Springfield.  137 y2  State  St. 

1913  Hill,  Lawrence  Richardson. Concord,  N.  H. 

48  Pleasant  St. 

1914  Hill,  Lewis  Webb  Jamaica  Plain  (Boston). 

Office.  Boston. 

99  Commonwealth  Av. 

1904  Hill,  T.(homas)  Chittenden  Boston. 

384  Commonwealth  Av. 
1903  Hillard,  James  Pearse  Springfield.  354  Walnut  St. 

1916  Hilliard.  William  David. .  .Northampton.  14  Center  St. 

1901  Hills.  Charles  Everett  South  Natick  (Natick). 

S]  Hms,  Frederick  ^.{^ffiSJ^H*^ 
1S74  Hills,  William  Barker        Brookline.    Office,  Boston. 

fl915  19  Pearl  St. 

1914  Hilton,  John  Joseph  Lawrence.  336  Haverhill  St. 

Herron 

1915  Hiltpold,  Werner  Easthampton.    1  Clark  St. 

1905  Hinchliffe.  Frederick  Cohasset.    Main  St. 

1905  Hinchey,  Richard  Waltham.    17  Pine  St. 

1S99  Hincklev.  James  William . .  Brookline.    Office,  Boston. 

419  Boylston  St. 

1911  Hinds,  Robert  Watson  Buffalo,  N.  Y. 

492  Elmwood  Av. 
1913  Hinton,  William  Augustus.  Canton.    Dedham  St. 

1589  Hipkiss,  George  Allston  (Boston). 

184  Harvard  Av. 

1909  Hirsch,  Henry  Leon  Springfield.    172  Main  St. 

191l}Hitchcock'  Edward Boston.    32  State  House. 

1590  Hitchcock.  Henry  Russell .  .Plymouth.    36  Main  St. 
1895  Hitchcock.  John  Sawyer. .  .Northampton.  160  Main  St. 
1900  Hixon,  Edwin  Colfax  Brookline.    Office,  Boston. 

419  Boylston  St. 

1913  Hoberman,  Samuel  Maiden.    217  Bryant  St. 

1907  Hoch,  Theodore  Augustus.  .Waverley  (Belmont). 

McLean  Hospital. 

1882  Hodgdon,  Andrew  Hall  Dedham.    110  Maple  PI. 

1917  Hodgdon,  Frank  Welling-  Boston.    City  Hospital. 

ton.  Jr. 

1903  Hodgdon,  Ralph  Franklin. .Somerville. 

16  Westwood  Road. 

1894  Hodges,  Almon  Danforth.  ..Roxbury  (Boston). 

The  Warren. 

1916  Hodgkins, Edward  Marshall  Boston.    24  McLean  St. 

1902  Hodskins,  Morgan  Palmer. 

Brewster       Monson  State  Hospital. 
1S98  Hogan,  Joseph  Ambrose. .  ..Lawrence.    537  Essex  St. 
1893  Hogner,  Richard  Per  Boston.    365  Mass.  Av. 

Gustaf 

1907  Hoit,  Henry  Ambrose  Pasadena,  Calif. 

1110  No.  Michigan  Av. 

1906  Hoitt,  Charles  Lewis  Lynn.   83  Franklin  St. 

1883  Hoitt,  Eugene  Gorham  Belmont.  98  Payson  Road. 
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1902  Holbrook,  Bradbury  Waltham.    802  Main  St. 

1910  Holbrook,  Charles  Albert.. .Haverhill. 

50  Merrimack  St. 

1882  Holden,  Charles  Sumner.  ...Attleborough. 

24  South  Main  St. 

1889  Holden,  Eugene  Martin  New  York,  N.  Y. 

1  Madison  Av. 

1883  Holden,  William  Daniel  Haverhill.   74  Emerson  St. 

1897  Holland,  Hubert  Thomas.  ..Jamaica  Plain  (Boston). 

423  Center  St. 

1908  Hollings,  Byam  Boston.    Mass.  Gen.  Hosp. 

1903  Holmberg,  Carl  Lester  Campello  (Brockton). 

Magnus  1106  Main  St. 

1909  Holmes,  Arthur  Brewster.  .Kingston.  Main  St. 

1913  Holmes,  Daniel  Henry  Middleborough. 

15  School  St. 

1897  Holmes,  Edgar  Miller  Boston.    531  Beacon  St. 

190G  Holmes,  George  Winslow.  ..Newton.    Office,  Boston. 

Mass.  Gen.  Hospital. 

1900  Holmes,  Harry  Bigelow  Adams.    37  Park  St. 

1902  Holmes,  Howard  Fowler. .  .Georgetown.    18  Pond  St. 

1910  Holmes,  John  Franklin  Manchester,  N.  H. 

951  Elm  St. 

1895  Holmes,  May   Salona  Worcester. 

Belmont  Hospital. 

1907  Holt,  Charles  Herbert  Pawtucket,  R.  I. 

Masonic  Bldg. 
18S3  Holyoke,  Frank  Holyoke.   441  High  St. 

1914  Holzer,  William  Francis ...  Winchendon.  35  School  St. 

1916  Holzman,  Joseph  Roxbury  (Boston). 

1  Elm  Hill  Av. 

1904  Homans,  John  Brookline. 

559  Chestnut  Hill  Av. 

1911  Honeij,  James  Albert  New  Haven,  Conn. 

Now  Haven  Hospital. 
1897  Hood,  Mary  Gould  Brookline.  73  Longwood  Av. 

11915 

1900  Hopkins,  Bertrand  Hiram.. Ayer.    Washington  St. 
1895  Hopkins,  Frederick  Eugene.  Springfield.  25  Harrison  Av. 

1912  Hopkins,   John  Wilson  Washington,  D.  C. 

Washington  Sanatorium. 

1917  Hopkins,   Ralph  Harrison. Marion.    4  Cottage  St. 
1911  Hopkins,  William  Thorpe. .  Lynn.    7  Atlantic  St. 

1900  Hopkinson,  George  Cambridge. 

Office,  Boston. 
419  Boylston  St. 
1906  Home,  Lester  Wallace  Fairhaven.  32  Union  St. 

1914  Hornor,  Albert  Aurelius. ..  Boston.    86  Bay  State  Rd. 

1915  Horrax,  Gilbert  Roxbury  (Boston). 

P.  B.  Brigham  Hospital. 
1914  Horsman,  Hiram  Lionel . . .  Worcester. 

Grafton  State  Hosp. 

1906  Hosley,  Walter  Alexis  Springfield. 

145  Clarendon  St. 
1885  Hough,  Garry  de  Nerville. .  New  Bedford. 

542  County  St. 

1914  Houghton,  Niedhard  Boston.    220  Clarendon  St. 

Hahnemann 

1906  Houghton,  Richard  Henry.. East  Boston  (Boston). 

308  Sumner  St. 
1882  Houston,  John  Alexander.  .Northampton. 

State  Hospital. 

1908  Howard,  Alonzo  Gale  Boston.    636  Beacon  St. 

1882  Howard,  Amasa  Chelmsford. 

1911  Howard,  Arthur  Allison  Brookline.   Office,  Boston. 

520  Commonwealth  Av. 
1917  Howard,  Charles  Tilden ...  Boston.  405  Marlboro'  St. 
1808  Howard,  Eugene  Henry  Pittsfield.    246  North  St. 

1901  Howard,  Frederic  Hollis. . .  Williamstown. 

50  Spring  St. 

1917  Howard,  Harvey  James ...  Boston.    233  Charles  St. 

1885  Howard,  Herbert  Burr  Roxbury  (Boston).  Peter 

Bent  Brigham  Hospital. 

1916  Howard,  Herbert  Handy ...  Boston.    24  Marlboro'  St. 
1899  Howard,  Joseph  Francis. ..  Lawrence.    6  Avon  St. 
1885  Howard,  Margaret  Emily    Roxbury  (Boston).  Peter 

Pagelsen       Bent  Brigham  Hospital. 

1904  Howe,  Harry  Newell  Greenfield.    4  Bank  Row. 

1899  Howe,  Joseph  Dimock  Pittsfield.    42  North  St. 

1876  Howe,  Octavius  Thorndike.  Boston.    154  Beacon  St. 


1885  Howe,  Oliver  Hunt  Cohasset.   Main  St 

1898  Howe,  Walter  Clarke  Boston.   303  Beacon  St. 

1917  Howe,   Winfred   Lewis ....  Everett.    357  Broadway. 

1900  Howell,  William  Wescott.  ..West  Roxbury.  Office,  Bos- 

ton.   279  Clarendon  St. 

1912  Howes,  Frank  Miller  New  Bedford. 

9  North  Orchard  St. 
1917  Howes,  Willard  Boyden. .  .Rutland. 

State  Sanatorium. 

1909  Howland,  Charles  Abel  Washington.  D.  C. 

1302  R.  St.  N.  W. 

1908  Howland,  George  Lewis. .  ..Jamaica  Plain  (Boston). 

6  Beaufort  Road. 

1897  Howland,  Joseph  Briggs. .  ..Boston.    Mass.  (len.  Hosp. 

1915  Hoyt,  Edward   Malcom  Georgetown.    38  Main  St. 

1911  Hoyt,  Perley  Adelbert  Ludlow.    North  St. 

1890  Hoyt,  Walter  Scott  Waltham.   104  Crescent  St. 

1909  Hubbard,  Edward  Dana  Gloucester.    96  Middle  St. 

1883  Hubbard,  Frank  Allen  Taunton.    157  High  St. 

1901  Hubbard,  George  William.. Springfield.   327  State  St. 

1896  Hubbard,  Joshua  Clapp  Boston.    86  Bay  State  Rd. 

1881  Hubbard,  Josiah  Clark  Holyoke.   243  Maple  St. 

1594  Hubbard,  Osmon  Huntley ..  Gilsum,  N.  H. 

1907  Hubbell,  Adelbert  Merton. .  Haverhill. 

22  Merrimack  St. 

1595  1  Hudnut  Frank  Parker    <f  New  Be<Jford. 

1914  j  lluanut>  1  iank  1  arJier. .  ^  igg  wn,iam  st 

1911  Hudnut,  Paul  Albert  Northampton. 

65  New  South  St. 

1917  Hudson,  Charles  Bibb  East  Boston  (Boston). 

Relief  Station 

1916  Hughes,  Edgar   Hamill  Northampton.  277  Main  St. 

1917  Hughes,  George  Frederick .  Somerville.    143  Cross  St. 

1596  Hughes,  Laura  Ann  Boston. 

Cleophas  98  Huntington  A  v. 

1906  Hughes,  Patrick  James  Lawrence.  21  Brookfield  St. 

191<;  Hunt,  Albert  Foster  Bridgewater.  28  School  St. 

1905  Hunt,  Alice  Elizabeth         Holyoke.    364  Maple  St. 
Palmer 

1897  Hunt,  Daniel  Lawrence. ...  Boston. 

293  Commonwealth  Av. 

1903  Hunt,  Ernest  Leroi  Worcester.    771  Main  St. 

1902  Hunt,  George  Eddy  Holyoke.   364  Maple  St 

1902  Hunt,  George  Pratt  Pittsfield.    34  Fenn  St. 

1911  Hunt,  Harold  Otis  Newtonville  (Newton). 

424  Newtonville  Av. 

1915  Hunt,  William  Elliot  Bridgewater.    120  Main  St. 

1878  Hunt,  William  Otis  Newtonville  (Newton) 

424  Newtonville  Av. 

1904  Hunt,  Wilson  Eugene  Maiden.    88  Summer  St. 

1905  Hunter,  Norman  McLeod.  ..Hudson.    20  Lincoln  St. 
18S8  Hunting,  Nathaniel  Stevens. Quincy.    1136  Hancock  St. 

1908  Huntington,  James  Lincoln.  Boston.  8  Gloucester  St. 
1876  Huntress,  Leonard     tl914  Lowell.    46  Fort  Hill  Av 

1900  Hurd,  Albert  Gordon  Millbury. 

1899  Hurd,  Randolph  Campbell .  .Newburyport.  224  High  St 
1888  Hurley,  Daniel  Bartholo-     East  Boston  (Boston). 

mew  42  Chelsea  St. 

1914  Hurley,  Daniel  Joseph  Charlestown  (Boston). 

24  Monument  Av. 

1906  Hurley,  Edward  Daniel  South  Boston  (Boston). 

Office,  Boston. 

419  Boylston  St. 

1903  Hurley,  John  Joseph  Boston. 

541  Commonwealth  Av. 

1913  Hurley,  Patrick  Eugene  Holyoke.    109  Suffolk  St. 

1903  Hurwitz,  Abraham  Joseph.. Brookline.     Office,  Boston. 

107  Green  St. 

1905  Hussey,  Edward  John  Holyoke.    276  High  St. 

1891  Hutchings,  Joseph  Henry. .  Woburn.    514  Main  St. 

1909  Hutchins,  Henry  Talbot  Boston. 

522  Commonwealth  Av. 
1S95  Hutchinson,  Charles  Martin.Cambridge,  5  Garden  St. 
1895  Hutchinson,   Chessman ....  Auburndale  (Newton). 

Palmer  88  Central  St. 

1901  Hutchinson,  Walter  Abington. 

Perkins 

1916  Hyde,  Harold   Valmore. ...  Boston. 

496  Commonwealth  Av. 

1917  Hyman,  Clarence  Henry ...  Boston.    City  Hospital. 


20 


ACTIVE  AND  RETIRED  FELLOWS,  JANUARY  1,  1918 


1892 
1909 

1917  Ingoldshy.  Joseph 


Ilsley.  Frederick  Roscoe. . . 
Inglis,  Harry  James  


Emmanuel 
In  grab  am.  Lena  Vaughn 
Ireson.  Franklin  Reynolds 


Medford. 

69  Washington  St 
Rrookline.    Office,  Boston. 

483  Beacon  St. 
Dorchester    ( Boston  1. 

849  Blue  Hill  Av. 

Brookline.    3s  Webster  St. 


■s<?5 
1917 

1912  Ireson,  Franklin  Reynolds.. Marblehead. 

21(1  Pleasant  St. 

1912  Irving,  Frederick  Boston.    S6  Bay  State  Rd 

Carpenter 

1917  Irving,  Harry  Washington  Boston.  194  Huntington  Av. 
1897  Irwin,  Vincent  Joseph  Springfield.    351  Main  St. 

J 

1SS7  Jack,  Edwin  Everett  Boston.    215  Beacon  St. 

188C.  Jack,  Ernest  Sanford  Melrose. 

56  West  Emerson  St. 
1S83  Jack,  Frederick  Lafayette.. Boston.    215  Beacon  St. 

1901  Jack,  Lewis  Harlow  West  Newton  (Newton). 

68  Chestnut  St. 
1899  Jackson.  Alexander  Southborough.     Main  St. 

Washington 

1897  Jackson.  Alton  Atwell  Everett.    512  Broadway. 

1892  Jackson,  Charles  William. .  Monson.    Main  St. 
1911  Jackson,  Delbert  Linscott. .  Boston. 

302  Commonwealth  Av. 

1885  Jackson,  Fred  William  Jefferson,  Me. 

1884  Jackson.  Henry  Boston.    3S0  Marlboro'  St. 

1903  Jackson,  Howard  Bigelow. . Melrose. 

96  West  Emerson  St. 

1891  Jackson,  James  Marsh  Boston.    230  Beacon  St. 

1897  Jackson,  Oliver  Howard. .  ..Fall  River. 

34  North  Main  St. 

1892  Jackson.  Ralph  Wentworth.Fall  River.  257  Cherry  St. 
1915  Jackson,  Roy  Chase  Harrisburg,  Pa. 

State  Hospital. 
1880  Jackson,  William  Benjamin. Lowell.    329  High  St. 

1915  .Tacoby,  Rudolph  Weymouth. 

24  Commercial  St. 

1911  Jacques,  Hector  Fitchburg.    145  Water  St. 

1913  Jakmauh,  Paul  John  South  Boston  (Boston). 

509  Broadway. 

1906  Janes,  Arthur  Percy  Boston.    27  Hancock  St. 

1908  Janes,  Benjamin  Northampton. 

Franklin,  Jr.  160  Main  St. 

1898  Janes,  George  Herbert  Westficld.   5  Court  St. 

1913  .Tantzen.  Francis  Thomas.  ..Boston. 

514  Commonwealth  A  v. 

1880  .Taques,  Henry  Percy  Lenox.    "Home  Farm." 

1884  Jarvis,  William  Furness. . .  Waltham. 

326  Lexington  St 

1890  Jelly.  Arthur  Carlton  Boston.    10  Arlington  St. 

1883  Jenkins.  Charles  Edwin  Lynn.    10  Ireson  St. 

1905  Jennings.  Curtis  Herman ...  Fitchbnrg201  Mechanic  St. 

1912  Jessaman.  Leon  Webster. ..  Framingham.  30  Hollis  St. 
1915  Jewett,  Everett  Porter  Providence,  R.  I. 

City  Hospital. 

191 T  Jewett,  Howard  Wakefield  Lowell.    9  Central  St. 
1887  .Tillson,  Franklin  Campbell.  West  Roxbury  (Boston). 

11  Hastings  St. 

1913  Johnson.  Alfred  Emil.  Jr. . .  Greenfield,    39  Main  St. 
1915  Johnson,  Charles  Frederic.  Xewburyporf. 

45  Washington  St. 

1901  Johnson.  David  Joseph  Roxburv  ( Boston  1. 

1  Schuyler  St. 

1907  Johnson,  Erik    St.  John...  New  Bedford. 

271  Union  St. 

18.84  Johnson.  Francis  Emerson .  Erving. 

1883  Johnson.  Frank  Mackie  Boston.    43  Tremont  St. 

1880  Johnson,  Frederick  William.  Boston.    167  Newbury  St. 

1913  Johnson,  Harold  Abbott  Lynn.    70  Broad  St. ' 

1915  Johnson,  Herbert  Lester. .  .Roxbury.    Office,  Boston. 

510  Commonwealth  Av. 

1914  Johnson,  Herbert  Lewis  Hadlev.    Main  St. 

1908  Johnson,  John  Birger  Lowell. 

Albert       10  East  Merrimack  St. 


Johnson,  Mary  Williamina  Chestnut  Hill  (Newton).  I 
Lougee  158  Wolcott  Roadj 

Johnson,  Orville  Edson ....  Winthrop. 

123  Winthrop  St! 

Johnson,  Peer  Prescott  Beverly.  15  Washington  St 

Johnson,  Sarah  Coppinger  Franconia,  N.  H. 
Johnson,  Walter  Sydney... Los  Angeles,  Cal. 

1767  North  Adams  St 
Johnson,  William  Augustus. Lowell.  145  Merrimack  St 
Johnson,  William  Louis. .  .  .Uxbridge.   Main  St. 

Johnston.  William  Dorchester  (Boston). 

210  Norfolk  St 

)  (  Jamaica  Plain.  Office, 

'  Johnstone,  William  Joseph  ]  Boston, 
i  '       196  Huntington  At. 

Jones,  Charles  David  Maiden.    Office,  Boston. 

137  Newbury  St 

Jones,  Daniel  Fiske  Boston.    195  Beacon  St 

Jones,  Elgin  Wilbur  Lynn.   44  Atlantic  St.  j 

Jones,  Everett  Brookline.    Office.  Boston. 

496  Commonwealth  At. 

Jones,  Frederick  Ellis  Quincy.    1150  Hancock  St 

Jones,  Frederick  Elmer. .. Brookline.  4^  Corey  Rd. 
Jones,  Gilbert  Norris  Wellesley  Hills 

(Wellesley). 

Jones,  John  Clarke  Brookline.    56  Hawes  St 

Jones,  Lombard  Carter  Waquoit    (Falmouth).  I 

SO  Humphrey  St. 

Jones,  Lyman  Asa  Swampscott. 

Jones,  Mary  Scott  Boston.    S2  St.  Stephen  St 

Jones.  Raymond  Child  Fitchburg. 

4  Ashburnham  St 

Jones,  Robert  Le  Roy  Lowell.   219  Central  St  I 

Jones.  Wellington  West. . . . Housatonic  (Great  Bar- 

ringtonL    41  Main  St. 

Jones.  William  Marks  Lowell.   145  Merrimack  St. 

Jordan,  Charles        fl895  Wakefield.    9  Jordan  At. 

Jordan,  Ernest  Major  Boston. 

406  Commonwealth  Av. 
Jordan,  George  Albert         Worcester.    46  Myrtle  St. 
tl913 

Jordan.  John  Franklin  Peabody.    76  Lynn  St.  I 

Joslin,  Elliott  Proctor  Boston.    81  Bay  State  Rd. 

Joslyn,  Arthur  Everett  Lynn.    211  Western  At. 

Jouett,  Fred  Robert  Cambridge.    3  Garden  St. 

Joyce,  Thomas  Francis. . .  Lawrence.    121  MarstonSt. 

.Tudd,  Ernest  Hart  Springfield.    685  State  St 

Judkins,  Charles  Louville  Lynn.    Office,  Boston.  ' 

Mason  149  Newbury  S 

Judkins.  Frank  Louville. ..  Lynn.    7  Mason  St. 
Jurist,  Charles  Springfield.    1141  North  St 


K 


1S90  Kaan,  George  Warton  Brookline.   Office.  Boston. 

419  Boylston  St 
1917  Kable,  Josephine  Downie. .  Wrentham. 

Sch.  Feeble-Minded. 

1916  Kandib,  Anna  Hilda  Hathorne  (Danvers). 

State  Hospital. 

1917  Kane.  William  Vincent ....  Lynn.    11  Bay  View  At. 
1914  Kaplovitch,  Henry  Lawrence. 

Office.  Haverhill. 
50  Merrimack  St 

1904  Katsainos,  George  Michel. .  Boston. 106  Huntington  Av. 
1889  Kean,  Michael  Edward. ...  Manchester,  N.  H. 

780  Elm  St. 

1903  Keaney,  Henry  Joseph  Everett.    385  Broadway. 

1901  Kearney,  John  Henry  Fitchburg.    80  Wallace  St. 

1909  Kearney,  Joseph  Patrick.  ..Lowell. 

10  East  Merrimack  St 

1886  Keefe,  Daniel  Edward  Springfield.    127  Main  St. 

gg}Ki*h  Patrick  Henry...  {Pr-i<J—-2IJ7IBenefit  st 

1889  Keegan,  Charles  Andrew.  ..Arlington.    734  Mass.  At. 

190G  ]  T,    ,     „,.„.  „  „  „.,      fRoxbury  (Boston). 

1911  )  Keeler'  Wllliam  Basil  •  • '  {  470  Warren  St. 


1894 

1894 

1903 
1914 
1901 


1SS3 
1878 
1908 

1902 
1917 

1890 

1897 
1891 
1907 

1897 
1905 
1S87 

1897 
1892 

1S92 
1898 
1903 

1911 
1905 

1893 
1859 
1911 

1873 

1905 
1894 
1911 
1901 
1906 
1912 
1914 
1912 

1891 
1915 
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1902 
1914 

1S97 

1910 
1910 

1904 
1884 

1892 
1910 
189H 
1912 
1914 
1917 
191U 

1903 

1914 

1914 

1883 

1912 
1892 
1899 
190S 

1893 
1913 
1915 
1895 
1902 
1877 

1898 

1905 

1901 
1913 
1909 
1905 
1909 

1907 

1905 

1914 

1883 
1900 

1904 
1915 

1911 
1916 
1917 
1909 

1908 
1884 
1913 
1877 

1914 

1914 
1890 
1905 
1909 
1910 
1914 

1899 


j-Keenan,  George  Francis. .  Boston.    520  Beacon  St. 

Keenan,  Herbert  John  South  Boston  (Boston). 

254  Broadway. 
Keenan,  James  Alphonsus.  Boston.    745  Mass.  Av. 

Keever,  Henrv  Floyd  Auburndale  (Newton). 

09  Maple  St. 

Keith.  Ilalbert  Lynn  Milford.    255  Main  St. 

Keith,  Wallace  Cushing. ...  Brockton. 

237  North  Main  St. 
Keleher,  William  Henry ...  Woburn.  48  Pleasant  St. 
Kelleher,  Jeremiah  Edward. Haverhill.  170  Winter  St. 
Kelleher,  Patrick  Francis.  .Cambridge.  1713  Mass.  A  v. 
Kelley.  Clarence  Moore. . . .  Westminster. 
Kelley,  Edward  Joseph ....  Watertown.  218  Main  St. 
Kelley,  Eugene  Robert ....  Boston.    State  House. 

Kelley,  Henry   Joseph  Dorchester  (Boston). 

109  Stoughton  St. 
Kelley,  Joseph  Henry  Dorchester  (Boston). 

Hart  The  Peabody,  Peabody  Sq. 
Kelley,  Lawrence  Kendall.. Pea  body. 

39  Washington  St. 
Kelley,  Robert  Edward        Mattapan  (Boston). 

Stack  249  River  St. 

Kellogg,  Edward  Brinley. . .Boston.  Office, 

178  Devonshire  St. 
Kellogg,  Foster  Standish.  ..Boston.    9G  Bay  State  IU. 

]  Kellogg,  Frederic  Lemy  ( Uo„s„t1?n-  ■ 

J  I    306  Commonwealth  Av. 

Kelly,  John  Michael  Dorchester  (Boston). 

182  Bowdoin  St. 

Kelly,  William  P  Pittsfield.    01  Union  St. 

Kemp,  Howard  Martin  Greenfield.    6  Franklin  St. 

Kemp,  Lysander  Sehaffer.  .Canton.    Mass.  Hosp.  Sch. 

"j-Kennard,  Harry  Delano.  ..Peabody.     84   Main  St. 

Kennealy,  John  Henry  Brookline.    Office,  Roxbury 

(Boston).  1570Tremont  St. 
Kennedy,  Alexander  Boston.    1075  Boylston  St. 

Gladstone 

Kennedy,  Edward  Anthony.  Great  Barrington. 

314  Main  St. 

Kennelly.  Julia  Grice  Cambridge.    Kennedy  Rd. 

Kenney,  Clarence  Bronson.Winchendon.  22  Walnut  St. 
Kenney,  Thomas  Francis.  ..Worcester.    9  Higrh  St. 
Kenney.  Walter  Clement. . .  Winchendon.  22  Walnut  St. 
Kennison.  Frederick  Newton.  N.  IT.    Main  St. 

Marshman 

Kent,  Bradford  Dorchester  (Boston). 

798  Blue  Hill  Av. 

Kent.  Ralph  Porter  Attleborough. 

27  South  Main  St. 
Ken  worthy,  Marion  Foxborough.    State  Hosp. 

Edwena 

Kenyon,  Henry  Jesse  Worcester.  84  Pleasant  St. 

Kepler,  Charles  Ober  Boston. 

362  Commonwealth  Av. 
Kerr.  Isabella  Dickieson ...  Boston.    821  Beacon  St. 

Kerrigan.  John  Joseph  Fall  River. 

1427  North  Main  St. 
Kerrigan.  Joseph  Henry ...  Stoneham.    66  Central  St. 

Kewer.  Leo  Thomas  Belmont.     16  Hawthorn  St. 

Khoury.  Kamel   Roston.    79  Tyler  St. 

Kickham,  Charles  Joseph. .  Brookline.    Office,  Boston. 

536  Commonwealth  Av. 

Kilbourn.  Arthur  Goss  Groton.    Main  St. 

Kilburn,  Henry  Whitman. .  Boston. 

Kilburn.  Ira  Nelson  Holyoke.    180  Chestnut  St. 

Kilby,  Henry  Sherman  North  Attleborough. 

98  Church  St. 

Killam,  Franklin  West  Med  ford  (Medford). 

Harrison  3  Brook  St. 

Killelea.  Edward  Vincent. .  Firchburg.    5  Day  St. 

Kilroy,  Philip  Springfield.  61  Chestnut  St. 

Kimpton,  Arthur  Ronald. .  .Roston.  66  Bay  State  Rd. 
King,  Frederick  Aucustine.Boston.    1  Cumberland  St. 

King.  George  Clifford  Fall  River.    57  Rock  St. 

King,  George  Elbert  Wollaston  (Quincy). 

71  Beach  St. 

King,  Myron  Louis  Cambridge.  788  Mass.  Ave. 


1888  King,  Nathaniel  Clark  Campello  (Brockton). 

1147  South  Main  St. 
1910  King,  Nicholas  James         Iloslindale  (Boston). 

Quan  44  Ashland  St. 

1881  Kingman,  Rufus  Anderson.  Brookline.  45  Windsor  Rd. 

1906  Kingsbury.  Walter  Warren.  Maiden.    11  High  St. 
1904  Kinloch,  Raymond  Springfield.    83  Walnut  St. 

Alexander 

1914  Kinne,  George  Lyman  Holyoke.    285  Maple  St. 

1900  Kinney,  William  D'Arcy . . .  Osterville  (Barnstable). 

1908  Kinnicutt,  Roger  Worcester.     56  Cedar  St. 

1904  Kirby,  Holder  Crary  New  Bedford. 

33  South  Sixth  St. 

1904  Kirby,  James  Richard  Clinton.    181  Chestnut  St. 

1907  Kirkpatrick,  George  Lynn. 

Holland       192  South  Common  St. 

1915  Kirkwood,  Allan  Stewart. .  Newton  Center  (Newton). 

1301  Center  St. 
1910  Kissoek,  Robert  James  Roston.    479  Reacon  St. 

1898  Kite,  Walter  Chester  Milton.    17  Russell  St.  . 

1880  Kittredge,  Joseph  Brookline.   69  Cypress  St. 

1874  Kittredge,  Thomas  Salem.    13  Chestnut  St. 

1914  Kline,  George  Milton  Beverly.  Office,  Boston. 

No.  36  State  House. 

1881  Knapp,  Philip  Coombs  Boston.    535  Beacon  St. 

1899  Knight,  Charles  Eugene  Rockland.    29  Church  St. 

1902  Knight.  Charles  Lewis  West  Roxbury  (Boston). 

Office,  Boston 

544  Columbus  Av. 

1902  Knight,  Charles  Sumner. ..  Westborough. 

54  West  Main  St. 
1896  Knight,  Marcus  Whitney .  ..Milford.    8  West  St. 

1889  Knowles,  James  Harris. . . .  Gloucester. 

2%  Highland  St. 
1884  Knowles,  William  Fletcher.  West  Newton.  Office, 

Boston.    220  Clarendon  St. 
!S92  Knowlton,  Charles  Davison. Roxbury  (Boston). 

574  Warren  St. 

1910  Knowlton,  Edward  Allen.  ..Holyoke.    227  Maple  St. 

1903  Knowlton,  Wallace  Miles.  .Boston.    462  Bovlston  St. 

1901  Knowlton,  William  Thomas.  Hubbardston.      Rarre  Rd. 

1911  Knudson,  Mette  Marie  West  Roxbury  (Boston). 

78  Park  St. 

1S94  Ivonikow,  Moses  Joseph  Roxbury  (Boston). 

486  Warren  St. 

1916  Ivonrad,  Frank  Charles       Boston.    483  Beacon  St. 

William 

1916  Koplin,    Harry  Springfield.  1293  North  St. 

1901  Kurth,  Gustave  Emil  Lawrence. 

86  East  Haverhill  St. 

L 

1917  Lacey,  Walter  Hamer  Boston.    Mass.  Gen.  Hosp. 

1909  Lachance,  Alfred  Philias. ..  Gardner.    142  Parker  St. 

1900  Ladd,  Maynard  Boston.    270  Clarendon  St. 

1907  Ladd.  William  Edwards. .  .Boston.    346  Reacon  St. 

1906  Lahey,  Francis  Howard  Roston.    638  Reacon  St. 

1899  Laighton,  Florence  Marion.  New  York,  N.  T. 

33  West  96th  St. 

1917  Lalibertg,  Elie  Joseph  Fall  River. 

1420  So.  Main  St. 

19021 

1915 F  Lall-V>  Francis  Henry  Milford.     5  Park  Terr. 

1914  Lally,  William  James  Pittsfield.    184  North  St. 

1892  LaMarche.  Walter  Joseph.  .Cambridge.    1038  Mass.  Av. 

1901  Lambert,  Fred  De  Forest. .  Tyngsborough. 

1901  Lambert,  John  Henry  Lowell.    202  Merrimack  St. 

1912  LaMoure,  Charles  Ten        Mansfield  Depot.  Conn. 

Eyck  State  Tr.  School 

and  Hospital. 

1894  Lamoureux,  Joseph  Elzear.  Lowell.  710  Merrimack  St. 
1892  Lancaster,  Sherman  RussellCambridge.  27  William  St. 
1891  Lancaster,  Walter  Brookline.    Office,  Boston. 

Brackett       522  Commonwealth  Av. 

1909  Lane,  Clarence  Guy  Woburn.    Office.  Boston. 

520  Commonwealth  Av. 

1914  Lane.  Clayton  Rogers  Fitchburg. 

Rurbank  Hospital. 

1884  Lane,  Edward  Rinney  Jamaica  Plain  (Boston). 

Office,  Boston. 

419  Boylston  St. 
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1910  Lane,  El  win  Dexter  Andover.    9  Locke  St. 

1S94  Lane,  Francis  Augustus  East  Lynn  (Lynn). 

29  Lake  view  Av. 

1905  Lane,  John  William  Dorchester  (Boston). 

Office,  Boston. 

520  Beacon  St. 
1900  Lane,  Walter  Appleton  Milton.    173  School  St. 

1904  Lang,  Herbert  Bowman  South  Hadley. 

1596  Langlois,  Joseph  Augustus. Pittsfield.  54  Bradford  St. 
1907  Lanpher,  Howard  Arthur. .  Chester. 

1915  LaRiviere,  Athanase  New  Bedford. 

,,.,„  de  Charette  Evariste  1394  Acushnet  Av. 

1913  La  Rochelle,  Fred  D6sir6. .  Springfield.  50S  Main  St. 

1915  Larrabee,  Frank  Walton. .. Brighton  (Boston). 

1Ilnr  _       ^  645  Washington  St. 

iy05  Larrabee,  Herbert  Manson .  Tewksbury.    Main  St. 

1597  Larrabee,  Ralph  Clinton. ..  Boston.    912  Beacon  St. 

ionn  Laskev'  E<3ward  Philip  Haverhill.     90  Emerson  St. 

1S99  Latham,  Benoni  Mowry  Mansfield. 

_  , _        m  10  North  Main  St. 

IS  ib  Lathrop,  William  Henry      Lowell.    21  First  St. 
fl905 

1910  Laton,  George  Peavey  Salem  Depot,  N.  H. 

-icno  t  ^  Main  St. 

1898  Lavage,  George  Omer  Lowell.    790  Merrimack  St. 

18i2  La Vigne,  Alfred  Willis        Lowell.    173  Merrimack  St. 

fl913 

1900  Law,  Katharine  Hayes*  Erie,  Pa.    247  West  8th  St. 

18SS  Lawler,  William  Patrick.  ..Lowell.    53  Central  St. 

1914  Lawley,  Brace  Irving  Arlington.    214  Mass.  Av. 

190<  Lawlor,  Edward  Francis.  ..Lawrence.   6  Lowell  St. 

1916  Lawlor,  James  Francis  Beverly.    1  Knowlton  St. 

1916  Lawlor,  John   Charles  South  Boston  (Boston). 

in  Carney  Hospital 

YnVi  lawlor,  Richard  Henry. ...  Methuen.    251  Broadway. 

1911  Lawrence,  Charles  Brookline.  Office,  Boston. 
c  Henry,  Jr.  522  Commonwealth  Av. 
™  Lawrence,  James  Wilmot..  Maiden.   25  Washington  St. 

1897  Lawrence,  Joseph  Henry ..  Brockton.    23  Main  St. 
191  <  LaAvrence,  Joseph  Louis. .. Roxbury    (Boston).  4 
,swlr  8  Weld  Av. 

1899  Lawrence,  Nettie  Louise. .  .Louisville,  Ky. 

1C_„  409  Fountain  Court. 

I87ii  Lawrence,  Robert  Means    Boston.  177  Bay  State  Rd. 
fl912 

1895  {JaZarUS'  Louis  Worcester.    97  Grafton  St. 

1917  J     Leach,  Alfred  Clinton. . Orange. 

J™£  Pach'  Edward  Mortimer. .  Rochdale  (Leicester), 
icno  feach,  Horace  Morton fl911  Rochdale  (Leicester), 
i  wIk  Loahey,  George  Aloysius ..  Lowell.    128  Merrimack  St. 
1895  Leard,  John  Samuel  Hick. .  Jamaica  Plain  (Boston). 
ioot  t         ^  ™-  392  Arborway. 

i<£o  Learned>  William  Turell...Fall  River.  42  Franklin  St. 
™  Learoyd,  Charles  Berry. .  ..Taunton.    2  Vine  St. 

1914  Leary,  Alfred  James  Newton.    Office,  Boston. 

19  Bay  State  Rd. 

1905  Leary,  Chrysostom  John...  New  Bedford. 

in/vl  _  415  Pleasant  St. 

1901  Leary,  Olga  Cushing  Jamaica  Plain  (Boston). 

44  Burroughs  St. 

lyid  Leary,  Patrick  Frank  Turner's  Falls  (Montague) 

1fmc  20  Prospect  St. 

1906  Leary,  Timothy  Jamaica  Plain  (Boston). 

Office,  Boston. 

416  Huntington  Av. 
1897  Leary.  William  Charles. ..  Springfield.    630  Main  St. 

1910  Leavitt,  Frank  Clyde  Belmont.    87  Pine  St. 

1917  Leavitt,  Mary  Augusta  Medford.    12  Kilsyth  Rd. 

1914  Leavitt.  Poirce  Henrv  Brockton.    129  W.  Elm  St. 

1865  Leavitt,  William  Whipple  Pittsfield.  120  South  St. 
tl906 

1909  LeBnpuf,  Alfred  Thomas. ..  Salem.    319  Lafayette  St. 

1910  Ledbury,  John  William  Uxbridge.    No.  Main  St. 

1910  Lee,  Harry  Jason  Boston.    535  Beacon  St. 

1907  Loe,  Roger  Irving  Cambridge.   51  Brattle  St. 

1914  Lee,  Wesley  Terence  Brookline.  Office,  Boston. 

220  Clarendon  St. 

1901  Leen,  Thomas  Francis  Boston.    19  Bay  State  Rd. 

1912  Leeper,  Marion  Eleanor  Northampton.    33  Elm  St. 


1900  Legg,  Arthur  Thornton  Boston.    535  Beacon  St 

1905  LeGro,  Lester  Burnside  Bradford.  Office,  Haverhill. 

50  Merrimack  St. 

1916  Leith,  Richard  Bliss  Lawrence. 

Lawrence  Gen.  Hospital. 

1911  Leland,  Forrest  LeRoy  South  Hadley  Falls  (South 

Hadley).    44  Bard  well  St. 

1877  Leland,  George  Adams  Boston. 

354  Commonwealth  Av. 

1912  Leland,  George  Adams,  Jr. .  Boston.    483  Beacon  St. 

1917  Leland,   Harold  Leander ..  Boston.    82  E.  Concord  St. 

1903  Lemaire,  Willard  Wallace.  Worcester. 

458  West  Boylston  St 
1908  Lemaire,  William  Franklin. East  Lynn  (Lynn). 

134  Chestnut  St. 

1913  Lemay,  Alfred  Mederic  Brockton.    7  Main  St. 

1906  Lemieux,  Theodule  Alfred. Lawrence. 

356  Haverhill  St. 
1910  Leonard.  Edward  DeWitt . . N'ewton  Center  (Newton). 

601  Commonwealth  Av. 

1913  Leonard,  Ralph  Davis  Melrose.    Office,  Boston. 

43  Bay  State  Rd. 

1915  Leonard,  Zenas  Lockwood.  .West  Stockbridge.  Office, 

Pittsfield.  100  North  St. 
1908  Leslie,  Charles  Thomas.  ...Pittsfield.    86  North  St. 
1900  Leslie,  Herbert  Granville ..  Amesbury.    273  Main  St. 
1910  L'Esperance,  Oscar  Raoul  Boston.    100  Boylston  St. 
Talon 

1908  Lesses,  Max  Salem.     02  Washington  Sq. 

1914  Levek,  Joseph  Arthur  Lawrence.   32  Lawrence  St. 

1916  Levine.  Harry  Benjamin. .. Dorchester  (Boston). 

11  Wolcott  St. 

1915  Levine,  Samuel  Albert  Roxbnry  (Boston). 

7  Intervale  St. 

1904  Levins,  Nathan  Noah  Boston.    30  Chambers  St. 

1894  Lewis,  Arthur  Cuthbert  Fall  River. 

1018  North  Main  St. 

1900  Lewis,  Elisha  Sears  Princeton.    Wachusett  St. 

191.°>  Lewis.  Frank  Edward  Nantucket. 

1906  Lewis,  James  Prince  Waltham.    Office,  Boston. 

543  Boylston  St. 

1914  Lewis,  Seth  Ames  Springfield. 

45  North  Main  St. 

1897  Libby,  Edward  Norton  Roxbury  (Boston).  Office, 

Boston.    638  Beacon  St. 

1893  Libby.  Jesse  Herbert  East  Weymouth 

(Weymouth). 

1899  Libby,  Mary  Gordon  Newport,  N.  H. 

1903  Libby,  Mildred  Augusta  Wrentham.    State  School. 

1912  Liebman,  William  Brookline.    Office,  Boston. 

1069  Boylston  St. 

1915  Limauro,  Louis  Herbert. . .  .Lynn.    17  Franklin  St 

1912  Lincoln,  George  Chandler.  .Worcester.    2  Linden  St 
1889  Lincoln,  Jacob  Read  Millbury. 

1903  Lincoln  Merrick  Worcester.    2  Linden  St. 

1903  Lindquist,  Carl  Augustus. .  Boston.    24  Westland  Av. 

1915  Lindsay,  John  Crandall. ...  Worcester.    State  Hosp. 
1897  Lindsay,  Joseph  Ira  Worcester.    7  Oberlin  St 

1913  Lindsay,  Marie  Strom  Worcester.    State  Hospital. 

1914}Lindsey'  John  Hatnawav-  Fal1  River.    151  Rock  St 

1905  Linen  thai,  Harry  Roxbury  (Boston).  Office, 

Boston.    45  Bay  State  Rd. 
1886  Linfield,  Edward  Porter. ..  Avon. 

1884  Litchfield,  William  Harvey.  Brookline.    1378  Beacon  St. 

1895  Little,  Abby  Noyes  Newbury  port.    22  Essex  St. 

1916  Little.  George  Thomas  Uxbridge.    Oak  St. 

1904  Little,  John  Mason,  Jr  Boston.    374  Marlboro'  St. 

1884  Little,  William  Brimblecom.Lynn.    13  Nahant  St 
Sgjuttlefleld,  George  Curtis.  (Webster^  ^  ^  ^ 

1909  Littlefield,  Marion  Curtis.  ..Bradford  (Haverhill). 

Office  Haverhill. 

50  Merrimack  St. 
1893  Littlefield,  Samuel  Horace.. Roxbury  (Boston). 

2  St.  James  St. 

1909  Littlewood,  Thomas  Pittsfield.    779  Tyler  St 

1909  Liverpool,  Coval  Henry ....  West  Somerville  (Somer- 

ville).   325  Highland  Av. 
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1900  Livingston,  Clarence  Lowell.    9  Central  St. 

Bertram 

1900  Livingston,  Ernest  George.. Lowell. 

10  East  Merrimack  St. 

1906  Lloyd.  Henry  Demarest  Boston.    657  Boylston  St. 

1903  Locke.  Edwin  Allen  Boston.    311  Beacon  St. 

1SS9  Lockhart,  Joseph  Smith  Cambridge.    837  Mass.  Av. 

1910  Loder.  Halsey  Beach  Boston. 

520  Commonwealth  Av. 
1903  Loewe,  Leonard  Joseph. ..  .Higganum,  Conn. 

1917  Loewe,  Walter  Ralph  Dorchester  (Boston). 

23  Topi  iff  St. 

1915  Look.  Percy  Jonathan  Andover.    115  Main  St. 

1902  Lord.  Frederick  Taylor  Roston.    305  Reacon  St. 

1S96  Lord.  Sidney  Archer  Concord.    Xashawtuc  Hill 

1907  Lorimer,  Felix  Roston.      50  Peterboro  St. 

1897  Loring.  Robert  Gardner ..  ..Lincoln.    Office,  Roston. 

10  Arlington  St. 

1876  Loring.  Robert  Pearmain.  ..Newton  Center  ( Newton  1. 

11917  19  Crescent  Av. 

1890  Lothrop,  Howard  Augustus.Roston.    101  Reacon  St. 

1909  Lothrop,  Oliver  Ames  Roston.    101  Reacon  St. 

1895  Lougee,  Frank  Taylor  Waban.  Office. 

Lynn,  11  Atlantic  St. 

1912  Lougee,  George  Woodworth.Lynn.    57  Estes  St. 

1910  Lougee,  John  Leroy  .West  Roxbury  (Roston). 

Office,  Roston. 
514  Commonwealth  Av. 

1899  Lougee,  William  Wheeler. .  Maiden.    195  Main  St. 

1897  Loughran,  James  Francis.  .Lowell.    219  Central  St. 
1872  Lovejoy,  Charles  Averill . . .  Lynn.    64  Broad  St. 
1894  Lovell,  Charles  Dixon  Lynn. 

Smith        128  South  Common  St. 

1885  Lovell,  Charles  Edward  Whitman.    South  Av, 

1894  Lovell,  David  Rigelow  Worcester.    340  Main  St. 

1900  Lovell,  Martha  Eleanor  Allston  (Boston). 

52  Ashford  St. 

1916  Lovesey.  Burton  Edward.  .Lowell. 

Lowell  Gen.  Hospital. 
1884  Lovett,  Robert  Williamson. Boston.    234  Marlboro'  St 

1903  Lowd,  Harry  Mosher  Swampscott. 

1886  Lowe,  Fred  Messenger  West  Newton  (Newton). 

1354  Washington  St. 

1901  Lowell,  Albert  Fay  Gardner.    20  Vernon  St. 

1898  Lowell.  Alverne  Percy  Fitchburg.    52  Hartwell  St. 

1901  Lowell,  Freeman  Boston.    2A  Milford  St. 

Lamprey 

1905  Lowell,  William  Holbrook. Winchester.    Office,  Boston 

101  Newbury  St. 

1900  Lowney,  Dennis  Joseph  New  Bedford. 

1325  Acushnet  Av. 

1902  Lowney,  John  Francis  Fall  River. 

755  Plymouth  A  v. 

1915  Lowrey,  Lawson  Gentry ..  .Roxbury.    74  Fenwood  Rd. 

1910  Lucas,  William  Palmer  San  Francisco,  Calif. 

University  Hospital. 

1908  Luce,  Dean  Sherwood  Canton. 

1913  Luce,  LeRoy  Alson  Roston. 

536  Commonwealth  Av. 

1898  Luchsinger,  Harry  Warner. Housa tonic  (Great  Bar- 

rington).    Main  St. 

1913  Luftig,  Jacob  Roxbury  (Roston). 

562  Warren  St. 

1891  Lund,  Fred  Bates  Boston.    527  Beacon  St. 

1908  Lundwall,  Laurence  Gardner.    316  Central  St. 

Svante  Bernhard 

1908  Lupien,  Henry  John  Brockton.    63  Main  St. 

1890  Lussier,  Charles  Arthur ...  Worcester.    154  Grand  St. 

1913  Lyle,  Eveline  Burton  Brookline. 

35  Winchester  St. 

1914  Lyman,  Henry  Boston. 

36  Commonwealth  Av. 

1907  Lyman,  William  Robinson .  Worthington. 

1899  Lynch,  Charles  Francis  Springfield.   317  Main  St. 

1903  Lynch,  Cornelius  Joseph . .  ..Quincy.    1620  Hancock  St. 

1908  Lynch,  Daniel  Lawrence.  ..Roslindale  (Boston). 

100  Belgrade  Av. 
1902  Lynch,  Patrick  Michael. .  ..Springfield.    39  Main  St. 

1911  Lynch,  William  Francis ...  Worcester.    390  Main  St. 


1914  Lyons,  George  Aloysius  Lynn. 

120  South  Common  St. 
1896  Lyons,  Joseph  Benedict. ... Charlestown  (Boston). 

1  Dexter  Row. 

M 


1889  MacArthur,  George  Elden.. 
1913  MacAusland,  Andrew  Roy. 
1905  MacAusland,  William 

Russell 

1913  Macauley,  Joseph  Arthur. . 

1907  MacCallum,  Wallace  Peter. 

1905  MacCormick,  John  Allan... 

1912  MacCorison,  Carl 

Copeland 

1896  Macdonald.  Alexander 

Ambrose 

1887  Macdonald,  Colin  William.. 

1909  MacDonald,  Donald 

Francis 

1906  Macdonald,  Frederick 

Cornelius 

1914  MacDonald,  Frederick 

Livingstone 

1913  Macdonald,  John  Rernard. 

1908  MacDonald,  William 

Campbell 

1865  Macdonald,  William  Lewis 
fl903 

1915  Macdousrall,  Duncan  

1908  Mace.  Charles  Herbert  

1913  MacFadyen,  John 

Alexander 

1916  MacGray,  Charles  Leverne. 

1917  Maclntyre,  William  Angus 


1914 
1901 
1898 
1914 
1879 
1915 
1906 
1885 

1899 
1905 
1907 

IS98 

1914 
1901 
1907 
1913 
1915 
190S 

1911 
1890 

1910 

1910 

1912 

1892 
1933 
1904 
1904 
1905 
1898 
1906 


MacTver.  George  Albert.. 
Mackay,  Edward  Hart... 
MacKay,  George  Finlay. . 
MacKay,  William  Henry.. 
MacKeen,  Alfred  Atwater. . 
MacKenzie,  Roland  Chester 
MacKerrow,  Horace  Gilford 
Mackie.  Laura  Viola 

Gustin 

Mackie,  William  Charles. . . 

MacKillop,  Daniel  

MacKinnon,  Donald 

Lauchlin 
MacKnight,  Adam 

Stephenson 
MacKnight,  William  Frank. 
MacLennon,  Angus  Daniel. 


Ipswich.    45  Central  St. 
Roston.    240  Newbury  St. 
Roston.    240  Newbury  St. 

Dorchester  (Boston). 

561  Dudley  St. 

Boston. 

214  Huntington  Av. 
Boston.    1077  Boylston  St. 
North  Reading.  State 
Sanatorium, 

P.  O.  North  Wilmington. 
Dorchester  (Boston). 

119  Washington  St. 
.Roxbury  (Roston). 

1  New  Heath  St. 
Taunton.    10  White  St. 

Roxbury  (Roston). 

622  Warren  St. 
Waltham.    Office,  Boston. 

196  Huntington  Av. 
Hathorne  (Danvers). 

State  Hospital. 
Maiden.    538  Main  St. 

Wellesley  Hills 

(Wellesley). 
Haverhill.    131  Main  St. 
Huntington. 

Worcester.  118  Belmont  St. 

Needham. 

1070  Great  Plain  Av. 
North  Grafton  (Grafton). 

State  Hospital. 
Boston.    Mass.  Gen.  Hosp. 
Clinton.    92  Walnut  St. 
Dalton.    71  Main  St. 
Worcester.    City  Hospital. 
Whitman.    29  Park  Av. 
Waltham.     Ill  Main  St. 
Worcester.    96  Eastern  Av. 
Attleborough. 

157  Pleasant  St. 
Brookline.  54  Coolidge  St. 
Cambridge.  307  Broadway. 
Boston.    8  Columbus  Sq. 

Fall  River. 

355  North  Main  St. 
Boston.  198  St.  Botolph  St. 
Boston.    654  Tremont  St. 


MacLeod,  John  Malcolm.  .Quincy.    28  Federal  St. 


MacLeod,  Norman  Murray. 

MacMichael,  Earle  Haggett. 
MacMillan,  Andrew  Louis 
fl915 

MacMillan,  Andrew 

Louis,  Jr. 
MacNeil,  Charles  Seward 
Jadis 

Macomber,  Donald  

]_  MacPherson,  William  "1 
J  Ellsworth  J 
Macrae,  Annie  Campbell... 
Madden,  William  Daniel . . 
Magrath,  George  Burgess  . 
Maguire,  Charles  Francis.. 
Maguire,  Eugene  Leo  


Newport,  R.  I. 

Newport  Hospital. 
Maiden.    56  Summer  St. 
Hanover.    Washington  St. 

Concord,  N.  H. 

28  South  Main  St. 
Maiden.    143  Main  St. 

West  Newton  (Newton). 

23  Prince  St. 

Canton. 

Fall  River.    130  Rock  St. 
Roston.    669  Mass.  Av. 
Roston.   274  Boylston  St. 
Somerville.  432  Medford  St. 
Somerville.  390  Medford  St. 
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190S  Magune,  Frank  Leroy  Worcester.    2s  Pleasant  St. 

1903  Magurn,  Francis  Thomas    Charlestown  (Boston). 

Louis  112  Main  St. 

1913  Ma  liar.  Harold  Robert        Orange.    1  High  St. 
Collins 

1904  Mahoney,  Daniel  Francis. .  Boston.    24  Marlboro'  St. 

1898  Mahoney,  Edward  Joseph.  .  Springfield.    4  Mattoon  St. 
19051       ,  „  v  f Dorchester  (Boston). 
1915)  Mahoney,  Francis  Xavier. .  \  m  Columbia  Rd. 

1890  Mahoney,  George  Clifton..  .West  Somerville  (Somer- 

ville).    97  College  Av. 

1917  Mahoney.  John  Lewis  Boston.    419  Boylston  St. 

1SS8  Mahoney,  Stephen  Andrew. Holy oke.    030  Dwight  St. 
1913  Mahoney.  Walter  Francis. . Westborough.    39  South  St. 

1902  Mahony,  Francis  Ronan. ..  Lowell.     8  Merrimack  Sq. 

1899  Mains,  Charles  Frederick .. Dorchester  (Boston). 

208  Ashmont  St. 
1915  Mains,  Herbert  Llewellyn.  .Dan vers.    71  Holton  St. 

1905  Make<  hnie,  Arthur  North.  .Cambridge.  14  Upland  Rd. 
1879  Makechnie,  Horace  West  Somerville  (Somer- 

Perkins  |1907  ville).    23S  Elm  St. 

1891  Mallory,  Frank  Burr  Brookline 

Office,  Roxbury  (Boston) . 
240  Longwood  Av. 

1903  Malone,  Charles  Jamaica  Plain  (Boston). 

3  Glen  Rd. 

1908  Maloney,  John  Martin  Springfield.  559  Liberty  St. 

1S93  Manahan,  Herbert  Lawrence. 

Wellington  104  South  Broadway. 

1901  Mandell,  Augustus  Hamlin. New  Bedford. 

25  Sycamore  St. 

1893  Mangan,  John  Joseph. . . .  Lynn.  174  South  Common  St. 

1902  Manix,  Edward  Tuck  Lynn.    59  Lewis  St. 

1908  Mannix,  Louis  Edward  Chicopee  Falls  (Chicopee). 

112  Main  St. 

1910  Manoogian,  Byzant  John.  .Peabody.  65  Main  St. 
1915  Mansfield,  Burleigh  Burton  Salem.    31  Charter  St. 

1869  Mansfield,  Henry  Tucker    Needham.  897  Highland  Av. 

11911 

1897  Mansfield,  James  Albert ...  Dorchester  (Boston). 

42  Hancock  St. 

1899  Mansur,  Leon  Wallace  Los  Angeles,  Calif. 

1109  Brockman  Bldg. 

1912  Marble,  Henry  Chase  Boston. 

28  Commonwealth  Av. 

1870  Marble,  John  Oliver  f 1908  Worcester.    16  Murray  Av. 

1903  Ma rcley,  Walter  John  Minneapolis,  Minn. 

9th  St.  and  Nicollet  Av. 
1863  Marcy,  Henry   Orlando. ..  .Boston.    Office,  Cambridge. 

860  Mass.  Av. 

1901  Marcy,  Henry  Orlando,  Jr. Newton.    140  Sargent  St. 
191C>  Mririreson.  Reginald  DimockBoston.    527  Beacon  St. 
1903  Markham,  Erwin  Walter...  Lee.    Main  St. 

1913  Maroney.  Patrick  Joseph. ..  Westfielcl.  16  Chapel  St. 
1913  Marr,  Edward  Loring  Melrose.    36  Whittier  St. 

1907  Marr,  Mvron   Whitmore. . .  Dorchester  (Boston). 

11  Hopestill  St. 
1912  Marr.  Robert  McClellan...  Westfield.    29  Elm  St. 

1912  Marsden,  George  New  Bedford. 

1579  Acushnet  Av. 

1915  Marsh,  Albert  Reading.    R.  F.  D. 

1910  Marsh,  Anna    Peabody  Danvers.    155  Center  St. 

1895  Marsh,  Arthur  White  Worcester.    690  Main  St. 

1903  Marshall,    Augustus  Chelsea,  Vt. 

Thompson 

1909  Marshall.  Herman  Weston. Boston.    66  Bay  State  Rd. 

1908  Marshall,  William  Lynn.    26  Broad  St. 

Reginald 

1911  Marston,  WarreL  Winfield.  Newton. 

337  Washington  St. 

1897  Martel,  Stanislaus  Lynn.    Office,  Boston. 

362  Commonwealth  Av. 
1^97  Martin,  Archibald  Herbert .  Lynn.    29  Broad  St. 

1916  Martin.  David   Lorenzo.  ..  .Dorchester  (Boston). 

4  Rosedale  St. 

1913  Martin.   Edward  Roxbury  (Boston). 

217  Warren  St. 

1917  Martin,  George  Forrest. ..  .Lowell.    9  Central  Sq. 
1913  Martin,  Harold  Winthrop. .  UpxbuJ >•  (Boston). 

151  Warren  St. 


1898  Martin,  Harry  Charles  Springfield.    374  Main  St. 

1904  Martin,  John  Brayton  Lynn.    25  Newhall  St. 

1913  Martin,  John  Foley  Boston.    788  Beacon  St. 

1897  Martin,  John  Macleod  Roxbury  (Boston). 

440  Warren  St, 

1902  Marvell,  Mary  Wilbur  Fall  River. 

243  Highland  Av. 

1910  Marvin.  Frank   William ..  .Boston. 

522  Commonwealth  Av. 
1884  Mason,  Atherton  Perry  Fitchburg.    748  Main  St. 

1914  Mason,  Broadstreet  Henry .  Worcester.  State  Hospital. 
1913  Mason,  Gilbert  McClellan.. Dorchester  (Boston). 

Office,  Boston. 

520  Beacon  St. 
1902  Mason,  Nathaniel  Robert.  .Boston.    483  Beacon  St. 

1907  Masse,  John  Baptiste  Lawrence.    277  Broadway. 

1900  Masten,  Charles  Howard. ..  Worcester.    919  Main  St. 
1876  Mather,  Edward  Elias  fl910Williamstown. 

1906  Mather,  John  Adams  Colrain.     Box  49. 

1907  Mathes.  Roy  Wentworth.  . .  Lynn.    32  Chestnut  St. 
1910  Mathews,  Robert  Francis. .  Worcester. 

18%  Portland  St. 

1915  Mathewson.  Frank  Weeden  New  Bedford.  250  Union  St. 
1879  Matte,  Joseph  Hubert         North  Adams. 

Ambrose  f!914  82  Church  St. 

1909  May,  George  Elisha  Newton  Center  (Newton). 

661  Commonwealth  Av. 

1916  May,  James  Vance  Dorchester  Center. 

(Boston).    State  Hosp. 

1899  May,  John  Shepard  Roxbury  (Boston). 

495  Warren  St. 

1905  Mayberry,  Frank  Eugene. ..  Pittsfield.    100  North  St. 

1916  Mayers,  John  Edward  South  Boston  (Boston). 

749  Broadway. 

1902  Mayhew,  Orland  Smith. ..  .Vineyard Haven  (Tisbury). 

1896  Mc Adams,  James  Philip. .  .Lowell.    295  Central  St. 

1910  Mc  Adams,  Peter  Stephens.  .Cambridge.    Office,  Boston. 

1075  Boylston  St. 

1905  McAllester,  Ralph  William .  Everett.    15  Linden  St. 

1899  McAllister,  Frederick         Methuen.    Office,  Lawrence. 

Danforth  301  Essex  St. 

1906  McArdle,  John  Joseph  Lawrence.    477  Essex  St. 

1902  McBain,  William  Hearst. ..  Maiden.    456  Pleasant  St. 

1897  McCabe,  John  Joseph  Holyoke.    290  Maple  St. 

1905  McCaffrey,  Charles  Francis. Somerville.  44  Summer  St. 
1913  McCann,  Charles  Daniel. ..  Brockton.    28  Main  St. 

1917  McCarthy,  Charles  Daniel  Maiden.    96  Summer  St. 

Jr. 

1886  McCarthy,  Charles  Daniel. Maiden.  164  Pleasant  St. 
1897  McCarthy,  Charles  Florence  Winchester.  452  Main  St. 
1892  McCarthy,  Eugene  Allan..  .Cambridge.    5  Bigelow  St. 

1908  McCarthy,  Eugene  Ambrose  Fall  River.    901  Second  St. 

190S  1 

jg^g  ^McCarthy,  Eugene  Justin. Maiden.    17  Garnet  St. 

1901)  McCarthy,  Francis  Patrick.Milton.    Office,  Boston. 

394  Marlboro  St 

1907  McCarthy,  Louis  Flurence. Maiden.  311  Pleasant  St. 
1897  McCarthy,  Thomas  Francis  Marlborough.  Cotting  Av. 
1890  McCarthy,  Thomas  Brockton.    1S3  Main  St 

Horatio 

1900  McCarthy,  Timothy  Jamaica.  N.  Y.    5  Ray  St. 

Francis 

1916  McCartin,  John  Edward. .  .Dorchester  (Boston). 

4<>7  Columbia  Road. 

1917  McCarty,  Edward  Michael  Somerville.    30  Walnut  St. 
1878  McCarty,  James  Joseph. ..  Lowell.    574  Central  St 
1904  McCausland,  William         Quincy.    123  Franklin  St. 

James 

1875  McClean,  George  Chesley. .  Springfield.    337  State  St. 
tl916 

1917  McCliutock,  Elsie   Gardner. 

Henry  Heywood  Hosp. 
1912  McClintock,  Francis  Blake. Chelsea.    27  Crescent  Av. 

1911  McCluskey,  Richard  John. .  Lowell.    40  Middlesex  St 

1908  McClusky,  Henry  Lincoln. .  Worcester. 

7  Hawthorne  St. 

1912  McConnell,  David  James. .  Greenfield.  2  Chapman  St. 
1875  McCormick,  Cornelius         Waltham.    S25  Main  St. 

Joseph 

1900  McCormick,  John  Joseph.  .Woburn.    60  Montvale  Av. 
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1907  McCready,  Leo  Thomas  Jamaica  Plain  (Boston). 

2  Peter  Parley  Rd. 

1911  McCreery,  Clarence  Charles  Somerset.    Riverside  Av. 
1900  McCurdy,  Theodore  Roxbury  (Boston). 

Edward  Alexis  808  Tremont  St. 

1900  McDermott,  Joseph  Charlestown  (Boston). 

Edward  296  Bunker  Hill  St. 

1898  McDermott,  William  Salem.    6  Brown  St. 

•  Vincent 

1903  McDonald,  James  William.  Worcester.  33 Trumbull  St. 

1902  McDonald,  Samuel  James.. Boston.    G57  Boylston  St. 

1899  McDonald,  William  Joseph. Brookline.  47  Garrison  Rd. 

1900  McEvoy,  George  Albert  Dorchester  (Boston). 

Office,  Boston. 

520  Beacon  St. 

1894  McEvoy,  Thomas  Edward..  Worcester.  37  Portland  St. 
1S98  McFee,  William  David  Haverhill. 

Office,  Boston. 

149  Newbury  St. 
1914  McGann,  Pierce  Powers ....  Somerville. 

140  Highland  Av. 
188G  McGannon,  Thomas  Gerald. Lowell.    3G  Nesmith  St. 

1891  McGauran,  Michael  Lawrence.    266  Broadway. 

Sheridan 

1900  McGee,  Fanny  Maria  Waban  (Newton). 

7G5  Chestnut  St. 
1893  McGillicuddy,  John  Worcester.    390  Main  St. 

Timothy 

1904  McGillicuddy,  Richard        Turner's  Falls 

Aloysius      (Montague).    Avenue  A 
1914  McGinity,  Joseph  Taney. ..  Springfleld. 

23G  Dickinson  St. 
1909  McGinley,  Michael  Charles.  Ipswich.    Central  St. 

1900  McGirr,  Felix  Francis  Cambridge. 

143G  Cambridge  St. 
1898  McGrath,  Bernard  Francis. Milwaukee,  Wis. 

Marquette  School.  Med. 

1912  McGraw,  Andrew  James. .  .Taunton,    (il  Broadway. 
1907  McGurn,  William  J  Roxbury  (Boston). 

1470  Tremont  St. 

1914  Mclntire,  Frederic  Joseph. Lynn. 

G3  North  Common  St. 

1905  Mclntire,  George  Francis.  .Cambridge.    5  Dana  St. 
1882  Mclntire,  Herbert  Bruce. ..  Cambridge.    4  Garden  St. 

1909  McKallagat,  Peter  Leo  Lawrence.    301  Essex  St. 

1915  McKechnie,  Frederick          Springfield.    317  Main  St. 

Joseph 

1S97  McKeen,  Sylvester  Forshay  Allston  (Boston). 

556  Cambridge  St. 
1912  McKelvey,   Alexander         Toronto,  Canada. 

Dunbar  193  Bloor  St.,  East. 

1892  McKenna,  Francis  Patrick. Jamaica  Plain  (Boston). 

3S2  Center  St. 

1893  1 

1912  }McKenz,e-  Jonn  Robert. .  .Cambridge.    897  Mass.  Av. 

1901  McKibben,  William  Watson.  Worcester.    390  Main  St. 
1893  1 

1913  | McKoan,  John  William. ..  Worcester.    53  Lincoln  St. 

1914  McLaughlin,  Allan  Joseph. Boston.    145  State  House. 

1914  McLaughlin,  Arthur  Otis..  .Haverhill.  120  Emerson  St. 

1895  McLaughlin,  Henry  Brookline.    Office,  Boston. 

Valentine  394  Marlboro'  St. 

1SS5  McLaughlin,  Joseph  Roxbury  (Boston). 

Ignatius  92  Walnut  Av. 

1910  McLean,  John  Allan  West  Somerville  (Somer- 

ville).   16  Curtis  St. 

1915  McLellan,  William  Edwin.. Lynn.    559  Western  Av. 
1901  McLeod,  John  Scott  Roxbury  (Boston). 

151  Warren  St. 

1913  McMahon,  Francis  Joseph.  Brookline. 

370  Washington  St. 
1904  McMann,  William  Henry. .  .Jamaica  Plain  (Boston). 

328  Center  St. 

1900  McMurray.  Francis  Michael  Fitchburg.    267  Main  St. 
1888  McNally,  William  Joseph .. Charlestown  (Boston). 

31  Monument  S(J. 

1903  McNamara,  John  James. .  .Brockton.    231  Main  St. 

1898  McNeish,  Alexander  Leicester.    Pleasant  St. 

1882  McOwen,  William  Henry .. Newton  Upper  Falls  (New- 
ton).   2S0  Elliot  St. 


1916  McPeake,  John   Richard. .  .Mattapan  (Boston). 

1585  Blue  Hill  A  v. 

1905  McPherson,  George  Edwin. Medfield.    State  Hospital. 

1903  McPherson,  Ross  New  York,  X.  Y. 

20  West  50th  St. 

1909  McQuade,  Lewis  Steele  Dorchester  (Boston). 

1081  Blue  Hill  Av. 

1898  McQuaid,  Thomas  Bernard. Everett.    487  Broadway. 

1910  McRae,  Alexander  John. . .  Wilkes-Barre,  Pa. 

City  Hospital. 

1914  McRobbie,  Alexander  Lynn.    48  So.  Common  St. 

1905  McSheehy,  Theobald  Worcester.   8G  Vernon  St. 

Coleman 

1917  McWilliams,  Norman  Williamstown. 

Beattie 

1897  Mead,  Frederick  Ammi  Willimansett  (Chicopee). 

984  Chicopee  St. 

1892  Mead,  George  Nathaniel     Winchester.   27  Church  St. 

Plummer 

1903  Mead,  Louis  Guy  Boston.    259  Beacon  St. 

1912  Means,  James  Howard  Boston.    15  Chestnut  St. 

1900  Means,  Philip  Cory  don. ...  Apponaug.  R.  I. 

1917  Medalia.  David  Bernard. ..  Boston.  30  Biekerstaff  St. 
1905  Medalia,  Leon  Samuel  Boston.    483  Beacon  St. 

1905  Meehan,  Patrick  Joseph. ..  Lowell.    228  Worthen  St. 

1906  Mehan,  Joseph  Aloysius. ..  Lowell.    4  Park  St. 

1894  Meigs,   Return   Jonathan.  .Lowell.  226  Merrimack  St. 
1906  Mcllen,  Eleanor  Wav  Allen  .Newton  Highlands  (New- 
ton).  291  Lake  Av. 

1911  Mellen,  Harry  George  Pittsfield.    150  North  St. 

1905  Melius,  Edward  Newton.    419  Waverley  Av. 

1905  Mendelsohn,  Louis  Boston. 

362  Commonwealth  Av. 

1894  Mercer,  William  James  Pittsfield.    142  First  St. 

1917  Meredith,  Florence  Lvndon  Watertown. 

96  Mt.  Auburn  St. 

1916  Mernin.  Mary    Towler  Cambridge.    28  Blake  St. 

1899  Merriam,  Franklin  Henry. -South  Braintree  (Brain- 

tree).    37  Holbrook  Av. 
1S93  Merrick,  Robert  Michael. . Dorchester  (Boston). 

18  Mt.  Ida  Road. 

1914  Merrill,  Adelbert  Samuel .  .Boston. 

244  West  Newton  St. 
1905  Merrill,  Ay  res  Philip  Pittsfield.    519  North  St. 

1916  Merrill.  Charles  Henry  Lynn.    64  Nahant  St. 

1917  Merrill,  Clyde  Harold  Marlborough. 

103  Mechanic  St. 

1915  Merrill.  Everett  Albert  Lynn.    212  Boston  St. 

1896  Merrill,  William  Howe  Lawrence.    301  Essex  St. 

1S97  Merritt,  Silas  Virgil  Fall  River.   297  Osborn  St. 

1900  Merritt,  Victor  Sulviro  Springfield. 

141  Wilbraham  Road. 
1915  Meserye,  Edwin  Alonzo. ..  .Watertown. 

266  Belmont  St. 

1883  Messer,  Charles  Carson  Turners' Falls  (Montague). 

Avenue  A. 

1905  Messinger,  Harry  Carleton. Providence,  R.  I. 

170  Broad  St. 

1896  Met  calf,  Ben  Hicks  Winthrop. 

174  Winthrop  St. 

1913  Metcalf,  Julia  Tracy  Los  Angeles,  Calif. 

101  South  Oxford  Av. 

1914  Metcalf,  Richard  Providence,  R.  I. 

32  Sargent  St. 

1912  Metzger,  Butler  Lynn.   153  Lewis  St. 

1914  Meyer,  Edward  James  Somerville.    18  Bow  St. 

1917  Meyers,  Hyman  Bernard .. Chelsea.    174  Chestnut  St. 

1901  Middleton,  Willis  Johnson. Quincy.  446  Washington  St. 
18S5  Mignault,  Rodrigue  Lowell.  534  Merrimack  St. 

1909  Miles,  Charles  Gardner. ...  Brockton.   23  Main  St. 

1893  Miles,  George  Albert  West  Somerville  (Somer- 

ville).   56  Chester  St. 
1S67  Millard,  Henry  James        North  Adams. 

fl908  81  Church  St. 

1892  Miller,  Charles  Herman ...  Dorchester  (Boston). 

The  Peabody,  Ashmont  St. 
1877  Miller,  Ernest  Parker  Fitchburg.  408  Main  St. 

1910  Miller,  George  Fremont. ..  .Boston. 

132  Huntington  Av. 

1895  Miller,  Lester  Colwell  Worcester.    14  Oxford  St. 


26 


ACTIVE  AND  RETIRED  FELLOWS,  JANUARY  1,  1918 


1909  Miller,  Percy  Farrington. . .  Harwich.    Main  St. 

1912  Miller,  Richard  Henry  Boston.    279  Clarendon  St. 

1900  Miller,  Samuel  Osgood  Three  .Rivers  (Palmer). 

1SS0  Millet,  Charles  Sumner. ..  Brockton.    23  Main  St. 
1915  Millet,  John  Alfred  Buffalo,  N.  Y. 

Parsons  113  High  St. 

1913  Millett,  Frank  Albertus. .  .Greenfield    17 %  Federal  St 
1S9S  Milliken,  Charles  Warren. .  Barnstable 

1915  Mills,  Alfred  Ewing  Somerville.    192  Central  St. 

1S93  Milot,  Alphonse  Frangois... Taunton.    4G2  Bay  St. 

1900  Milot,  Wilfrid  Frangois. ...  Attleborough.   27  Bank  St. 
1912  Mindlin,  Carl  Haverhill. 

343  Washington  St. 

1915  Miner.  Leroy  Matthew        Newton ville  (Newton). 

Simpson      Office,  Boston. 

153  Newbury  St. 
1S91  Miner,  Worthington  Ware.   37  Main  St. 

Warner 

1916  Miniter,  Francis  Gabriel. .  .New  York,  N.  Y. 

St.  Luke's  Hospital. 

1912  Minot,  George  Richards ...  Boston    188  Marlboro'  St. 

1877  Minot,  James  Jackson  Boston    188  Marlboro'  St. 

1S90  Minshall,  Arthur  Gladstone  Northampton.  16  Center  St. 
1S93  Mitchell,   Arthur  Medfield. 

1S97  Mitchell,  Harry  Walter  Warren,  Pa.  State  Hosp. 

1901  Mitchell,  William  Needham  Highlands 

(Needham) . 

1908  Mixter,  Charles  Galloupe. .  Boston.    180  Marlboro'  St. 

1S81  Mixter,  Samuel  Jason  Boston.    180  Marlboro'  St. 

1907  Mixter,  William  Jason  Boston.    180  Marlboro'  St. 

1909  Moeckel,  Carl  Richard  Lawrence.    443  Broadway. 

1904  Moline,  Charles  Sunderland. 

1911  Monahan,  Edward  James.  .Revere.    665  Beach  St. 

1914  Monahan,  John  Ambrose..  .Clinton.   181  Chestnut  St. 

1913  Moncrieff,  William  New  Bedford. 

Armitage  142  Merrimack  St. 

1894  Mongan,  Charles  Edward. .  Somerville.   24  Central  St. 

1880  Monks,  George  Howard  Boston. 

51  Commonwealth  Av. 

1916  Montague,  Charles  Elbert.  .Wakefield.  15  Richardson  St. 
1907  Monty,  Adelbert  Howard.  .Holyoke.    255  Maple  St. 
™»]  Moody,  Flora  Frost ...  {  ^fieUl  ^ 
1911  Moore,  Frederick  Porter. .  .Foxborough.     State  Hosp. 
1911  Moore.  George  Albert  Brockton.  31  West  Elm  St. 

1915  Moore,  George  Andrew  Palmer.    92  Thorndike  St. 

1914}Moore'  George  Colton  Boston.    16  Union  Park. 

1913  Moore,   Howard  Newton.    Office,  Boston. 

272  Newbury  St. 

1898  Moore,  John  Henry  Boston.    419  Boylston  St. 

1914  Moore,  Mary  Teresa  Brighton  (Boston). 

Veronica  Office,  Boston. 

1402  Commonwealth  Av. 

1901  Moore,  Philip  Patrick  Gloucester.    58  Middle  St. 

1903  Mooring,  Scott  Webber  Gloucester. 

738  Washington  St. 
1907  Moran,  Charles  Leo  U.  S.  Navy. 

1872  Moran,  John  Brennan         Allston  (Boston). 

11908  168  Allston  St. 

1911  Morgan,  Charles  Russell. .  .Boston.   1091  Boylston  St. 

1885  Morgan,  John  Boston.  39  Huntington  Av. 

1903  Morgner,  Richard  August.  .Fitchburg.    429  Main  St. 

1917  Moriarty,  John  Joseph  Danvers.    5  Page  St. 

1914  Moriarty,  Patrick  Maurice.  Springfield.    820  State  St. 

1878  Morong,  Arthur  Bennett. ..  Boston.  12  Blackwood  St. 
1891  Morris,  George  Patrick  South  Boston  (Boston). 

811  Broadway. 

1891  Morris,  James  Stewart  Revere.    648  Beach  St. 

1889  Morris,  John  Gavin  South  Boston  (Boston). 

97  Broadway. 

1873  Morris,  Michael  Augustine. . Charlestown  (Boston). 

Office,  Boston. 
390  Commonwealth  Av. 

1897  Morris,  Richard  Hoit  Everett.   39  Corey  St. 

1907  Morrison,  Archibald  Itoxbury  (Boston). 

Benjamin  547  Bine  Hill  A  v. 

1910  Morrison,  Hvman  Dorchester  (Boston). 

103  Glenway  St. 

1917  Morrison,  Lawrie    Byron .. Boston.    374  Marlboro'  St. 


1908  Morrison,  Robert  Francis . .  Holyoke.  32  Main  St. 
1887  Morrison,  William  East  Boston  (Boston). 

Alexander  80  Princeton  St. 

1913  Morrison,  William  Reid  Boston.    527  Beacon  St. 

1916  Morriss,  William  Sarsfield.  Fall  River.  565  Broadway. 
1892  Morrow,  Charles  Harvey. .  .Gloucester.  46  Pleasant  St. 
1900  Morrow,  William  Robert. ..  Framingham.  21  Irving  St. 
1898  Morse,  Almon  Gardner  Hingham.    Office,  Boston. 

421  Marlboro'  St. 
1S92  Morse,  Charles  Ellsworth. .  Wareham.    Main  St. 

1887  Morse,  Frank  Adelbert  Lynn.    11  Lincoln  St. 

1890  Morse,  Frank  Leander  Somerville.78  Highland  Av. 

1S85  Morse,  Fred  Harris  Winthrop.    Office,  Boston. 

462  Boylston  St. 

1910  Morse,  George  W  Boston.   30  Pinckney  St. 

1878  Morse,  Henry  Lee  Medfield.    North  St. 

1910  Morse,  Irene  May  Clinton.   124  Water  St. 

1S90  Morse,  John  Lovett  Boston.    70  Bay  State  Rd. 

1905  1  Morse  Nathaniel  Niles   JMattaPau-     0ffice<  Boston. 

1914  JiUorse>  »au»aniei  Aiies.  ^  6g  XewDury  St 

1909  Morse,  Roy  Sydney  Ashland. 

1898  Mosher,  Harris  Peyton  Boston.   828  Beacon  St. 

1914  Mcsher,  Marshall  James. ..  Waltham.    925  Main  St. 

1914  Mossman,  George  Westminster.    06  Main  St. 

1915  Mott,  George  Ernest  Lynn.    12  Bennett  Circle. 

1916  Moulton,  Allen  Thomas. ...  Roxbury    (Boston).  Office, 

Boston.    4S3  Beacon  St. 

1909  Mudge,  Otis  Pope  Amesbury.    152  Main  St. 

1913  Mulcahy,  William  Edward.  Springfield. 

247  Eastern  Av. 

1916  Muldoon,  Mary  Theresa ...  Somerville.  351  Broadway. 
1908  Mullen,  Peter  James  Amesbury. 

140  Main  St. 

1884  Munro,  Walter  Lee  Providence.  R.  I. 

189  Waterman  St. 

1906  Munroe,  Harrington  Los  Angeles,  Calif. 

Bennett    702S  Hollywood  Boul'vd. 

1901  Murdock,  Frederick  Brockton.    54  West  Elm  St. 

William 

1908  Murphy,  Anna  Frances. ..  .Worcester.    5  King  St. 

1903  Murphy,  Daniel   David ...  .Amesbury.    174  Main  St. 
1915  Murphy,  Daniel  Francis. .. Beverlv  Farms  (Beverlv). 

28  Vine  St. 

1914  Murphy,  Edward  Roxbury  (Boston). 

Frederick  1451  Tremont  St. 

1904  Murphy,  Edward  Martin.  ..Lowell.    175  Central  St. 

1900  Murphy,  Edward  Vincent.  .Newport.  R.  I.   118  Mill  St. 
1S95  Murphy,  Emily  Frances.  ...Taunton.    23  Summer  St. 
1884  Murphy,  Francis  Charles.  ..Boston.    315  Marlboro'  St. 

1904  Murphy,  Frank  Augustine. .Taunton.   4  Fruit  St. 

1902  Murphy,  Fred  Towsley  St.  Louis,  Mo. 

1806  Locust  St. 

1905  Murphy,  Frederick  Paul ...  Lowell.    219  Central  St 
1905  Murphy,  Frederick  Vincent .  Attleborough.   51  Bank  St. 

1917  Murphy,  Harold  Alphonsus  Jamaica  Plain  (Boston). 

330  Center  St. 

1913  Murphy,  John  Joseph  Cambridge.   3  Norris  St. 

1882  Murphy,  Joseph  Briggs  Taunton.    23  Summer  St. 

1913  Murphy,  Joseph  Leroy  Taunton.    23  Summer  St. 

1905  Murphy,  Thomas  William.. Lawrence.    248  Broadway. 

1898  Murphy,  Timothy  Joseph .. Roxbury  (Boston).  Office, 

Boston.    520  Beacon  St. 
1910  Murray,  Benjamin  Frank . .  Boston.   6  Beacon  St. 

1910  Murray,  Patrick  Joseph  Dorchester  (Boston). 

162  Harvard  St. 

1907  Myers,  Elizabeth  Young. . .  Springfield. 

11  St.  James  Av. 

1903  Myers,  Samuel  William  Boston.    34  McLean  St 

1903  Myers,  Solomon  East  Boston  (Boston). 

93  Lexington  St. 

1904  Myles,  Leo  Thomas  Cambridge.   146  Oxford  St. 

1910  Myrick,  Alfred  Winthrop. .  Randolph. 

1901  Myrick,  Hannah  Glidden.  ..Roxbury  (Boston). 

N.  E.  Hospital. 

1909  Mysel,  Hymen  Abraham . . .  Haverhill. 

310  Washington  St. 
1913  Mysel,  Philip  Boston.    20  Prince  St. 

N 

1899  Nason,  Arthur  Clark  Newburyport.  17S  High  St. 
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1895 

1914 
190S 

1903 

1912 
190S 

1907 

1897 
1901 
1909 
1886 
18S6 

1S99 
1914 

1916 

1908 
1909 

1898 
1917 
1870 

1890 
1892 
18S4 

1902 
1871 

1911 
1899 


1900 
1915 
1915 
1917 
1874 

1916 

1S95 
1915 

1906 

1902 
1911 

1914 
1865 

1903 

1916 
1886 

1903 
1900 
1910 

1917 

1881 
1908 
1905 
1890 
1917 
1914 

1S98 


1903 


Nason,  Osman  Oleander       Cambridge.   5  Chester  St. 
Baker 

Nathanson,  Elias  Saul  Lynn.    242  Summer  St. 

Neff,  Irwin  Hoffman  East  Norfolk  (Norfolk). 

State  Hospital. 

Nelligan,  John  Patrick  Cambridge. 

2336  Mass.  A  v. 

Nelson,  Christian  Augustus. Cambridge.    27  Clinton  St. 

Nettle,  Paul  Haverhill. 

207  Groveland  St. 
Nevers,  Harry  Hill  Lawrence. 

246  Andover  St. 
Newell,  Franklin  Spilman.  Boston.    443  Beacon  St. 
Newhall,  Avery   Lester. ...  Lynn.    7  Vine  St. 

Newhall,  Harvey  Field  Lynn.    51  Nahant  St. 

Newhall,  Herbert  William.  Lynn.    82  Broad  St. 
Newhall,  Lawrence  Brookfield. 
Thompson 

Newton,  Aaron  Lewis  Northfield. 

Newton,  Edward  Roswell. .  Somerville.    Office,  Boston. 

419  Boylston  St. 

Newton,  Frank  Loomis       Somerville.  34  Highland  Av. 
Sabin 

Newton,  Ralph  Waldo  U.  S.  Army. 

Newton,  Roland  Stephen. . . Westborough. 

50  West  Main  St. 
Newton,  William  Curtis. ..  Revere.   596  Beach  St. 

New,  Way  Sung  Boston.    Mass.  Gen.  Hosp. 

Nichols,  Arthur  Howard     Boston.    55  Mt.  Vernon  St. 
tl911 

Nichols,  Edward  Hall  Boston.    294  Marlboro'  St. 

Nichols,  John  Holyoke  Tewksbury.  State  Infirmary. 

Nickerson,  George  Stoneham.    55  Central  St. 

Wheaton 

Nickerson,  John  Peter  West  Harwich  (Harwich). 

Nickerson,  William  Jabez    New  Bedford. 

•j-1910  164  Middle  St. 

Nield,  William  Andrew  New  Bedford.   62  Fifth  St. 

Nielsen,  Edwin  Bjorne  West  Newton  (Newton). 

Office,  Boston. 

543  Boylston  St. 

Nightingale,  James  Worcester.  138  Franklin  St. 

Nigro,  Michele  Chelsea.    Frost  Hospital. 

Niles,  Edward  Harry  Danvers.    66  Elm  St. 

Niles,  John  Otis  Garfield . .  Everett.    304  Ferry  St. 
Nims,  Edward  Beecher       Springfield.  40  Harvard  St. 
fl903 

Nissen,  Harry  Archibald. .  Brookline. 

85  Abbotsford  Road. 
Noble,  Anngenette  Fowler.  Westfield.    21  Noble  St. 

Noble,  Ermy  Corser  Mattapan  (Boston). 

State  Hospital. 

Noble,  Mary  Gill  Mattapan  (Boston). 

State  Hospital. 
Nolen,  Walter  Freeman. ...  Boston.    535  Beacon  St. 
Noonan,  William  Andrew. .  Cambridge. 

472  Cambridge  St. 
Normand,  Jean  Napoleon. .  .Fall  River.  183  Hunter  St. 
Norris,  Albert  Lane  Maiden.    2S3  Clifton  St. 

fl907 

Norris,  Albert  Perley  Cambridge.    760  Mass.  Av. 

Norris,  Rolf   Clarke  Methuen.    10  Grove  St. 

Norton,  Eben   Carver....  Norwood. 

792  Washington  St. 
Norton,  George  Edward. ..  Cambridge.    102  River  St. 

Norton,  George  Paul  Fitchburg.   24  Prichard  St. 

Norton,  Herbert  Rozelle ...  Dorchester  (Boston). 

11  Bloomfield  St. 

Noyes,  Arthur  Terry  Roxbury  (Boston). 

74  Fen  wood  Rd. 

Noyes,  Ernest  Henry  Newburyport.  12  Essex  St. 

Noyes,  John  Russell  Brockton.    63  Main  St. 

Noyes,  Margaret  Louise...  Boston.  101  Newbury  St. 
Noyes.  Nathaniel  Kingsbury  Duxbury.    Washington  St. 

Nutt,  Walter  Elwyn  Methuen.    34  Lowell  St, 

Nute,  Albert  James  Boston.    TT.  S.  Immigration 

Station. 

Nute,   Marion  Dorchester  (Boston). 

Office.  Boston. 
483  Beacon  St. 

Nye,  Harry  Royal  Leominster.    27  Cotton  St 


o 

l^gj-Oak,  Charles  Arthur  Lynn.    183  Franklin  St. 

1901  Ober,  Frank  Roberts  Boston.    234  Marlboro'  St. 

1904  Ober,  Ralph   Beverley  Springfield.    76  Maple  St. 

1912  O'Brien,  Carl  Robert  Bangor,  Me.    6  State  St. 

1903  O'Brien.  Charles  Thomas. .  Woburn.    11  Pleasant  St. 

1905  O'Brien,  Daniel   Paul  New  Bedford. 

330  Union  St. 
1912  O'Brien,  Edward  Joseph. ..  Brighton  (Boston). 

Office,  Boston. 

543  Boylston  St. 

1917  O'Brien.  John  Charles  Greenfield. 

1911  O'Brien,  Frederick  Brockton.    12  Cottage  St. 

William 

1903  O'Brien,  John  Francis  Charlestown  (Boston). 

Office,  Boston. 

520  Beacon  St. 

1911  O'Brien,  John  Francis  Fall  River.    Union  Hosp. 

1911  O'Brien,  John  Francis  Taunton.    State  Hospital. 

1905  O'Brien,  Joseph  Jeremiah.. Dorchester  (Boston). 

2175  Dorchester  Av. 

1900  O'Brien,  Thomas  James. ..  Boston.    501  Beacon  St. 

1902  O'Brien,  Walter  John  Leo.  Jamaica  Plain  (Boston). 

218  South  St. 

1SS5  O'Oallaghan,  Mary  Vincent  Worcester.  137  Pleasant  St. 

1905  O'Connell,  Andrew  Edward  Worcester.    518  Main  St. 

1902  O'Connor,  Dennis  Francis.. Worcester.  340  Main  St. 
1893  O'Connor,  James  Bernard.. Lowell.    188  Moore  St. 

1901  O'Connor,  John  Francis  Worcester.  25  Portland  St. 

1896  O'Connor,  John  Henry  Hyde  Park  (Boston). 

26  Oak  St. 

1915  }  °'Coimor-  Joseph  William  Worcester.    13  Elm  St. 

1911  O'Connor,  Patrick  Henry . .  New  Bedford. 

240  County  St. 

1903  O'Day,  George  Frederick ...  Worcester.    10  Vernon  St. 

1916  Odeneal,  Thomas  Helm  Beverly.   163  Cabot  St. 

1S81  O'Donnell,  Francis  Michael. Newton. 

619  Washington  St. 

1912  O'Donnell,  George  Thomas.  Waltham.    768  Main  St. 

1914  Oeser,  Paul  Richard  Lawrence.    272  Jackson  St. 

1S92  Ogden,  Jay  Bergen  New  York,  N.  T. 

1  Madison  Av. 

1913  O'Hare,  James  Patrick  Boston. 

536  Commonwealth  Av. 

1908  O'Keefe,  Abbie  Mabel  Roxbury  (Boston).  Office, 

Boston.   541  Boylston  St. 
1899  O'Keefe,  Daniel  Thomas. ..  Jamaica  Plain  (Boston). 

28  Glen  Road. 

1914  O'Keefe,  Edward  Scott  Lynn.    164  Essex  St. 

1893  O'Keefe,  Michael  Wallace. .  East  Boston  (Boston). 

421  Meridian  St. 

1907  O'Leary,  Joseph  Augustus.. Wakefield.  16  Chestnut  St. 

1895  Olin,  Francis  Henry  Southbridge.    Hamilton  St. 

1912  Olin,  Harry  Roxbury  (Boston). 

444  Warren  St. 

1906  Oliver,  Everard  Lawrence. .  Boston. 

362  Commonwealth  Av. 
1855  Oliver,  Henry  Kemble  Boston. 

tl898 

1905  O'Malley,  Edward  Francis. Fitchburg.  36  Prichard  St. 

1913  O'Meara,  John  George  Providence.  R.  I. 

1547  Westminster  St. 

1891  O'Meara,  Michael  John  Worcester. 

17  Wellington  St. 

1897  O'Neil,  Richard  Boston.    379  Beacon  St. 

Frothingham 

1910  Orcutt,  Wallace  Lyman. ..  .West  Newbury.    Main  St. 

1896  Ordway,  Charles  Anthony ..  Everett.    346  Main  St. 

1904  Ordway,  Clarence  Eugene. .  Winchester.  371  Main  St. 

1905  Ordway,  Mabel  Dyer  Jamaica  Plain  (Boston). 

6  Parley  Vale. 

1905  Ordway,  Thomas  Albany,  N.  Y. 

Albany  Medical  College. 
1916  O'Reilly,  Francis  Augustine  Lawrence. 

249  Haverhill  St. 

1914  O'Reilly,  William  Francis. .  Lynn. 

144  South  Common  St. 
1914  O'Rourke,  Edward  James.  .Cambridge.  2280  Mass.  Av. 
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1902 

1903 
1905 
1904 


1S92 
1901 
1917 

1911 
1899 

1S7G 
18S1 
1909 

1894 
1917 
1913 

1910 
1899 
1870 
1912 


1895 
1910 
1903 
1899 
1907 

1913 

1907 
1876 

1S93 
1894 
1870 
1892 
1909 
1898 
1892 
1898 

1917 

1864 
1905 

1867 
1910 
1908 

1896 

1904 
1893 
1892 

1882 

1888 
1912 
1916 

1917 

1905 

1901 
1890 
1904 
1914 
18°9 
1914 
1893 
1913 


Osborne,  Caroline  Amelia. .  Worcester. 

145  Woodland  St. 
Osborne,  Ernest  Sumner ...  West  Dennis  (Dennis). 

Osgood,  George  Cohasset. 

Osgood,  George  Edward  West  Somerville 

(Somerville). 
333  Highland  Av. 

Osgood,  Oilman  Rockland.    258  Union  St. 

Osgood,  Robert  Bayley  Boston.    372  Marlboro'  St. 

Osman,  Charles  Franklin. . Dorchester  (Boston). 

83  Columbia  Road. 

O'Sullivan,  Anna  Boston.    175  Dartmouth  St. 

O'Sullivan,  John  Joseph. ..  Lawrence. 

340  Haverhill  St. 

Otis,  Edward  Osgood  Boston.   381  Beacon  St. 

Otis,  Walter  Joseph  Boston.   267  Beacon  St. 

O'Toole,  John  Laurence. . . .  Bradford  (Haverhill). 

112  Main  St. 

Ott,  George  John  Boston.    419  Boylston  St. 

Overholser.   Winfred   Westborough.    State  Hosp. 

Overlander,  Charles  Boston.    520  Beacon  St. 

Leonard 

Overlander,  John  Eliot  Springfield.    84  Maple  St. 

Overlook,  Melvin  George.  ..Worcester.    774  Main  St. 
Oviatt,  George  Alexander. . South  Sudbury  (Sudbury). 
Owen.  Albert  Simpson  Framingham.  44  Lincoln  St. 

P 

Packard,  Edward  Albert. ..  Boston.    908  Beacon  St. 

Packard,  Fabyan  Boston.    City  Hospital. 

Packard,  Frederic  Henry.  ..Waverley.    McLean  Hosp. 

Packard,  George  Henry  White  Rock,  N.  C. 

Packard,  Horace  Boston. 

470  Commonwealth  Av. 
Packard,  Loring  Bradford. .  Brockton. 

Brockton  Hospital. 
Paddock,  Brace  Whitman. .  Pittsfield.    7  North  St. 
Paddock,  William  Le  Roy. .  Pittsfield.    7  North  St. 
T1916 

Page,  Albert  Kidder  Boston.    339  Mass.  A  v. 

Page,  Calvin  Gates  Boston.    128  Marlboro'  St. 

Page,  Charles  Whitney    \  Hartford,  Conn. 

fl912   L  94  Woodland  St. 

Page,  George  Thornton  Cambridge.   113  Inman  St. 

Page,  Hartstein  Wendell. ..  Baldwinsville  (Templeton). 
Page,  Joseph  Gregory  Southbridge. 

Elias  28  Hamilton  St. 

Paglia,  Jeremiah  James,  Jr. Worcester. 

SO  Shrewsbury  St. 
Paige,  Nomus  14906  Taunton.    74  Winthrop  St. 

Paine,  Alonzo  Kingman. . . .  Boston. 

80  Bay  State  Road. 

Paine,  Amasa  Elliott  Brockton.  439  Belmont  Av. 

Paine,  Harlan  Lloyd  Gardner.    State  Colony. 

Paine,  Nathaniel  Emmons.. West  Newton  (Newton). 

1650  Washington  St. 
Painter,  Charles  Fairbank..  Newton.    Office  Boston. 

522  Commonwealth  Av. 
Palfrey,  Francis  Winslow..  Boston.    SO  Marlboro'  St. 

Palmer,  Ezra  Boston.  175  Dartmouth  St. 

Palmer,  George  Monroe. . . .  Watertown. 

11  Westland  Rd. 

Palmer,  Lewis  Merritt  Framingham. 

62  Concord  St. 

Palmer,  Sarah  Ellen  Boston.    483  Beacon  St. 

Palmer.  Walter  Walker. . .  .Boston.  Mass.  Gen'l  Hosp. 
Papas,  Prodromos  Nicholas  Boston, 

384  Commonwealth  Av. 
Papen,  George  William  ....  East  Boston  (Boston). 

Relief  Station. 

Paquin,  Joseph  T'bnlde  New  Bedford. 

1306  Acushnet  Av. 
Parcher.  George  Clarence. .. Saugus.    319  Central  St. 

Park,  Francis  Edwin  Stoneham.    350  Main  St. 

Parker.  Ernest  Lawrence. . .Worcester.  12  Mass.  Av. 
Parker,  Frederick  Daniel ..  Needham.    101   May  St. 

Parker,  Ralph  Walter  Lowell.    53  Central  St. 

Parker,  Raymond  Brewer.  .  Winthrop.  14S  Winthrop  St. 

I  Parker.  Wallace  Asahel. .  .Bartlett,  N.  IT.    Birch  Av. 


1S99  Parker,  Walter  Henry  Dorchester  (Boston). 

1773  Dorchester  Av. 
1912  Parker,  Willard  Stephen. .  .Boston.    128  Bay  Sr^te  Rd. 

1887  Parks,  Silas  Henry  Great  Barrington. 

314  Main  St. 

1S92  Parmelee,  William  Josiah. .  Springfield. 

108  Calhoun  St. 

1905  Parr,  John  Methuen.    7  Hampshire  St 

1916  Parris,  Roland  Oliver  Brookline. 

15  Englewood  Av. 
18801  Parsons,  Azariah  \  r)evine  Texas 

1915/  Worthington  /  J'e"ne>  lexas- 

1887  Parsons,  Frank  Sears  Dorchester  (Boston). 

367  Adams  St. 

1915  Partington.  Cyrus  Brown.  .  .Fall  River.     244  Cherry  St. 

1914  Partridge,  Thomas  Cambridge. 

Jefferson  11  Magazine  St. 

1910  Parvey,  Benjamin  Dorchester  (Boston). 

6  Glenway  St. 

1906  Pascoe,  William  Whelan. ..  Adams.    67  Summer  St. 
1S92  Patch,  William  Thurston ..  Roxbury  (Boston). 

Office,  Boston. 
419  Boylston  St. 

1902  Patten,  Stephen  Kerr  Brookline.    Office.  Boston. 

141  Milk  St. 

1905  Patterson,  Alice  Maria  Ilathorne  (Danvers). 

State  Hospital. 
1900  Patterson,  William  Francis. Charlestown  (Boston). 

401  Main  St. 

1905  Pattrell,  Arthur  Ellis  North  Grafton  (Grafton). 

1899  Paul,  Luther  Gordon  Boston.    321  Beacon  Sr. 

1915  Paul,  Socrates  James  Springfield,  549  State  St. 

1887  Paul,  Walter  Everard  Boston.    104  Marlboro'  St. 

1912  Pavlo,  Samuel  George  Boston.    09  Chambers  St. 

1891  Payne,  James  Henry  TJ.  S.  Navy  (retired). 

Boston. 

344  Commonwealth  Av. 

1907  Peabody,  Francis  Weld  Roxbury  (Boston). 

P.  B.  Brigham  Hospital. 

1908  Pearce,  Arthur  Cushing. . . .  Brookline.    Office,  Boston. 

543  Boylston  St. 
1914  Pearce,  George  Girdwood.  .New  Bedford. 

18  Seventh  St. 

1912  Pearl,  Samuel  Maurice  Boston.    67  Chambers  St. 

1902  Pearson,  Charles  Lusby. ...  Newton.    Office,  Boston. 

320  Commonwealth  Av. 

1591  Pearson,  Maurice  Ware.  19  Pleasant  St. 

Wellesley 

1S99  Pease,  Charles  Wood  Xeedham.    20  Dedham  Av. 

1592  Pease,  Edward  Allen  Boston.    431  Beacon  St. 

1906  Pease,  Lewis  Waite  Weymouth. 

65  Washington  St. 
1S95  Peck,  Albert  Fred  Spencer.    Mechanic  St. 

1916  Peck,  Martin   William  Lynn.    35  Cherry  St. 

1907  Peck,  Roy  Hamilton  Springfield.    15  Temple  St. 

1907  I'eirce,  Bradford  Hendrick.  Cambridge. 

1717  Cambridge  St. 
1899  Peirce,  George  Alphonso. . .  Tewksbury. 

State  Infirmary. 
1889  Peirson,  Edward  Lawrence.  Salem.    13  Barton  Sq. 

1908  Pelletier,  Alfred  George  Winchendon. 

261  Central  St. 

1913  Pemberton,  Frank  Arthur. .  Boston. 

128  Bay  State  Road. 

1906  Penhallow,  Dunlap  Pearce. .Boston.    46  Gloucester  St. 

1903  Penny,  Herbert  Thomas. .  .Cliftondale  (Saugus). 

26  Jackson  St. 

1911  Penny,  Mary  McDermott. ..  Cliftondale  (Saugus). 

26  Jackson  St. 

1914  Tercy,  Karlton  Goodsell. .  ..Brookline.    Office.  Boston. 

362  Commonwealth  Av. 
1914  Perkins,  Franklin  Haskins.  Wrentham.    State  School. 

1907  Perkins,  Harry  Bradford.  ..Haverhill. 

125  Main  St. 

1914  Perkins,  Roy  Stanley  Lowell.    329  Westford  St. 

1907  Perkins,  Thomas  Tounge. .  .Cliftondale  (Saugus). 

315  Lincoln  Av. 

1898  Perley,  T'oseoe  Damon. ..  .Melrose. 

63  West  Emerson  St. 
1913  Perras,  Louis  AdMard  New  Bedford.  129  Ruth  St 
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1885  Perry,  Arthur   Pedro  Jamaica  Plain  (Boston). 

Office,  Boston. 

419  Boylston  St. 

1911  Perry,  Charles  Eugene  Haydenville  (Williams- 

burg).   Hampshire  Co. 

Sanatorium. 

j  Perry,  George  Lewis  Athol.    304  Main  St. 

1913  Perry,  Harold  Edgar  New  Bedford. 

St.  Luke's  Hospital. 

1890  Perry,  Henrv  Joseph  Brookliue.    Office,  Boston. 

45  Bay  State  Rd. 

1891  Perry,  Herbert  Brainard. .  .Northampton.  1S7  Main  St. 
1885  Perry,  Martha  fl913  Taunton.   G8  Broadway. 

190S  Perry.  Sherman  Tewksbury.    State  Infir'y. 

1916  Perskv,  Myer  Arthur  Providence,  R.  I. 

84  Orms  St. 

1913  Peter,  Alphonse  Joseph. ...  Newburyport. 

7S  Middle  St. 

1892  Peterson,  Charles  New  Bedford. 

Augustus  Burton  90  Hillman  St. 

191.".  Peterson,  Hugo  Oliver  Worcester.  44  Pleasant  St 

1901  Peterson.  John  Adna  Hingham. 

190!)  Pettey,  John  Anderson  Brockton.    63  Main  St. 

1914  Pettingill,  Olin  Sewall  Hebron,  Me. 

1913  Phaneuf,  Louis  Eusebe  Boston. 

514  Commonwealth  Av. 

1912  Phelan,  Edward  Francis. ..  North  Brookfield. 
1892  Phelps,  John  Samuel  Boston. 

76  Commonwealth  Av 

1907  Phelps,  Olney  Draper  Worcester.    452  Main  St. 

1892  Phelps,  Olney  Windsor       Warren.  Maple  St. 
U914 

1910  Philbrick,  Roscoe  Hunter..  East  Northfield 

(Northfiejd). 

Beverly.    376  Cabot  St. 


19011 


19151" 


Phillips,  Charles  Henry 


1907  Phillips,  Wilson  Frank  Dorchester  (Boston). 

138  Norfolk  St. 

1887  Phippen,  Hardy  Salem.    84  Washington  Sq 

1904  Phippen,  Walter  Gray  Salem.    31  Chestnut  St. 

1910  Phipps.  Cadis  Boston.    31  Mass.  Av. 

1880  Phipps,  Walter  Andros  Wollastou  (Quincy). 

308  Safford  St. 

1890  Pickard,  Isaiah  Lovell  Concord  Junction 

(Concord). 

1895  Pierce,  Appleton  Howe  Leominster.    100  West  St 

1887  Pierce,  Frank  Benneville .  .Haverhill.    132  Main  St. 

1898  Pierce,  George  Burgess  Boston.    P.  O.  Box  2633. 

1882  Pierce,  Matthew  Vassar. . . .  Milton.  Canton  Av. 

18861  r>.  ,  ■„  f  Bernardston.  Office.  Oreen- 

1909  jPlerce'  Wlllard  Henry--  {     field.    191  Main  St. 

1908  Pierce-Higgins,  Eudora  Taunton.  175  High  St. 

1914  Pierson,  Philip  Hale  San  Francisco,  Calif. 

1721  Pacific  St. 
1886  Pigeon,  James  Cogswell       Roxbury  (Boston). 

Du  Maresque  27  Elm  Hill  Av 

1905  Pike..  Forrest  Fay  Melrose.    67  Wyoming  Av 

1892  Pike,  Forrest  Wiley  Portsmouth,  N.  H. 

4  Pleasant  St. 

1906)  rlke'  Winfred  Carle  Boston.  82  Huntington  Av 

1916  Pillsbury,  Arthur  Russell.  Wrentham.    State  Hosp. 

1900  Pillsbury,  Boyden  Harlin. .  Lowell.    8  Merrimack  St. 
1897  Pillsbury,  Ernest  Dean.... West  Somerville  (Somer- 

ville).    8  Curtis  St 

1909  Pillsbury,  Fitzroy  Lowell.    9  Central  St. 

Farnsworth 

1870  Pillsbury,  George  Harlin. .  Lowell.    58  Central  St. 
1S09  Pinkham,  Joseph  Gurney.  ..Lynn.    64  Nahant  St. 
1895  Piper,  Frank  Boston.    39  Hancock  St. 

1910  Piper,  Fred  Smith  Lexington,    20  Clarke  St. 

18S5  Pitcher,  Herbert  Frank  Haverhill. 

50  Merrimack  St 

L912  Pitcher,  Hervey  Brack ett. .  Leominster.    82  Main  St. 

1901  Pitta,  Joao  Carlos  da  Silva.New  Bedford.  57  Allen  St 
1907  Place,  Edwin  Hemphill  Boston.    745  Mass.  Av. 

1899  Place,  Ralph  Waldo  Somerville.  165  Medford  st 

1907  Playse,  Linn  Foss  Hopkinton.    14  Church  St. 

1879  Plimpton,  Lewis  Henry  Norwood.    40  Walpole  St. 


1890  Plummer,  Edward  Charlestown  (Boston). 

Maverick  5  Adams  St. 

1S97  Plummer,  Frank  Joseph  Maiden.    162  Ferry  St. 

1906  Plunkett,  Harold  Brabazon.  Lowell.    9  Central  St. 

1907  Pofcher,  Elias  Harry  Worcester.    60  Green  St. 

1S.87  Poirier,  Emile  Salem.    7  Harbor  St. 

1915  Poirier,  George  Henri  Boston.    394  Marlboro'  St. 

1903  Poirier,  Horace  Salem.    173  Lafayette  St. 

1917  Pollock,  Henry  Meeker ...  .Boston.  Mass.  Horn.  Hosp. 

1902  Pond,  Bernard  Wesley  Boston.  180  Huntington  A  v. 

1908  Pond,  Lucius  Beverly  Easthampton.  113  Main  St. 

1586  Pope,  Emily  Frances  Boston.    163  Newbury  St. 

1587  Pope,  Frank  Fletcher  Ashby. 

1911  Popoff,  Constautine  Haverhill. 

50  Merrimack  St. 
1892  Porter,  Charles  Allen  Boston.    116  Beacon  St. 

1916  Porter,  Charles  Terrell  Wnltham.    Office,  Boston. 

520  Commonwealth  Av. 
1S73  1  Porter,  Frank  Edward.,  f  Auburndale  (Newton). 
1S77  J  tl916         \  409  Auburn  St. 

1903  Porter,  Robert  Brastow  North  Easton  (Easton).  ' 

4  Day  St. 

1870  Post,  Abner  Boston.    16  Newbury  St. 

1904  Pote,  Leonard  Holden  West  Somerville 

(Somerville) . 
334  Broadway. 

1889  Pothier,  Joseph  Charles  New  Bedford. 

247  Fourth  St. 

1901  Potter,  Alexander  Carleton.  Cambridge.    Office  Boston. 

522  Commonwealth  Av. 

1S96  Potter,  Frances  Wason  Framingham. 

11  Lexington  Av. 

1907  Potter,  John  Claude  Framingham. 

53  Concord  St. 
1899  Potter,  Lester  Forest  New  Bedford. 

278  Union  St. 

1898  Potts,  Joseph  Henry  Holyoke.    143  Chestnut  St. 

1908  Powell,  Maud  Agatha  Laconia  N.  H. 

1912  Power,  George  Aloysius. ...  Worcester.    7  Vernon  St. 

1909  Powers,  Edward  Parnell. .  .Roxbury  (Boston). 

1615  Tremont  St. 

1905  Powers,  George  Herman ...  Boston.    298  Marlboro'  St. 

1905  Powers.  H.  Hale  Brookline.    68  Davis  Av. 

1916  Powers,  William   Joseph ...  Holyoke.    225  High  St. 

1910  Praino,  Gaetano  Boston. 

39  Broadway  Extension. 
1868  Pratt,  Calvin  U908  Bridgewater.    South  St. 

1894  Pratt,  Charles  Augustus. ..  New  Bedford. 

60  Orchard  St. 

1908  Pratt,  David  Damon  New  Bedford. 

319  Union  St. 

1915  Pratt,  Emily  Adelaide  Roxbury  (Boston). 

51  Moreland  St. 

1913  Pratt,  Ezekiel  Arlington.    374  Mass.  Av. 

1892  Pratt,  John  Washburn  Dedham.    St.  Paul.  Sq. 

1898  Pratt,  Joseph  Hersey  Boston.  317  Marlboro  St. 

1908  Pratt,  Mason  Ross  Charlottesville.  Va. 

Univ.  Va.  Hosp. 

1884  Preble,  Wallace  Cambridge. 

22  Appian  Way. 

1910  Preble,  William  Emerson. . .Boston.    416  Marlboro'  St. 

190S  Prenn,  Joseph  Roxbury.    Office,  Boston. 

536  Commonwealth  Av. 
1X07  Prescott,  Charles  Dudley    New  Bedford. 

fl915  108  South  Ash  St. 

1886  Prescott,  William  Herbert.. Forest  Hills  (Boston). 

330  Hyde  Park  Av. 

1915  Price,  Oscar  Jay  Somerville. 

345  Highland  A  v. 

1901  Priest,  Herbert  Bancroft .  ..Ayer. 

1907  Prince,  Calvin  Oliver  Plymouth.    2X6  Court  St. 

1  xfil  TPrinee,  James  Perrott     f  Durban,  Natal. 

1Sfi6J«  fl902   I  South  Africa. 

1879  Prince.  Morton  Boston.    458  Beacon  St. 

1881  Prior,  Charles  Edwin  Maiden.    1  Mountain  Av. 

1903  Pritchard.  William  Fall  River. 

Percival  12  Hudner  Bldg. 

1896  Procter,  Thomas  Walter  Sandwich. 

1S91  Proctor,  Francis  Tngersoll.  Wellesley.     Office.  Boston. 

397  Marlboro'  St. 


30 


ACTIVE  AND  RETIRED  FELLOWS,  JANUARY  1,  1918 


1S97  Proctor,  John  Donald  Keene,  N.  II.  Gl  Winter  St. 

1S9S  Proctor,  Joseph  Whipple. ..  Maiden.    235  Clifton  .St. 

1S94  Proctor,  Percy  Clement  Gloucester.    Office,  Boston. 

514  Commonwealth  Av. 
1907  Proctor,  Thomas  Melville. .  Wreutham.    South  St. 
1910  Prouty,  Ira   Humphrey. ..  .Marblehead. 

69  Pleasant  St. 

1900  Provandie,  Paul  Hector. ...  Melrose  Highlands  (Mel- 
rose).   8  Ashland  St. 

1914  Provost,  Raoul  Gaston  New  Bedford.    12G  Mill  St. 

1912  Pulsifer,  Nathan  Lowell.    40  Middlesex  St. 

1910  Pulsifer,  Walter  Hall  Whitman.    Bank  Block. 

1900  Purvis,  Charles  Burleigh      Brookline.  1455  Beacon  St. 
tl910 

1S70  Putnam,  James  Jackson  Boston.    106  Marlboro'  St. 

1S77  Putnam,  Joseph  Morrill  Chelsea.    West  Medford 

f  1917    ( Medford ) .  62  Austin  St. 

1902  Putnam,  Ralph  Winchester.    127  Main  St. 

1S94  Putnam,  Willard  Abram. .  .Cambridge.    9  Dana  St. 


18S0  Qua,  Lester  Robert  Pepperell.    Main  St. 

1890  Quackenboss,  Alexander  Boston.    143  Newbury  St. 

T913  1  ,  t    i-    f  Tewksbury. 

1917  )(}"enne11  Wlllard  LesUe  i  State  Infirmary. 

1905  Quessey,  Alfred  Henry  Fitchburg.   04  Prichard  St. 

1909  Quest,  James  Francis  Boston. 

176  Huntington  Av. 
1S69  Quinby,  Hosea  Mason  Worcester    656  Main  St. 

tl911 

1903  Quinby,  William  Carter  Brookline.  Office,  Roxbury 

(Boston)  P.  B.  Brigham 
—  Hospital. 

1916  Quinn,  James  Henry  Springfield. 

300  Dickinson  St. 

1872 1  Quint.  Norman  Pe^|  {Vest  Med  way  (Medway). 


1898 
1914 
1912 

1892 
1917 
1892 
1896 

1897 
1915 

1896 
1907 

1908 

1904 

1902 

1899 

1905 

1893 

1917 
1896 

1892 

1907 

1916 
1917 
1908 
1898 


R 

Rabe,  Edith  Ruth  Meek 

Rabinovitz,  Bernard  

Rackemann,  Francis  Minot 

Raddin,  Frederick  Stocker 
Rafferty,  Thomas  Bernard 

Rand,  John  William  

Rand,  Richard  Baxter  


Randall,  Clifford  Walcott 

Rappoport.  Boris  


Rawson,  George  Wallace.. 
Raymond,  Charles  Stanley 

Raymond,  Katharine  Piatt 

Raymond,  Loring  Hay  

Raynes,  Myrton  Berry  

Reagh,  Arthur  Lincoln  


Reardon,  Daniel 

Bartholomew 
Reardon,  Timothy  Joseph.. 


Record,  Harold   

Reddy,  Joseph  Warren. 


Redmond,  James  William. 
Redmond.  Thomas  Henry. 


Peed.  Beatrice  Alma  

Reed,  Carlisle   

Reed.  Laurence  Bradford. 
Reed,  Victor  Augustus  


1883  Reed.  William  Oilman. 


Boston.    481  Beacon  St. 
Springfield.    1082  North  St. 
Milton.     Office.  Boston. 

263  Beacon  St. 
.Chelsea.    44S  Broadway. 
.  Lynn.  130  So.  Common  St. 
.  Amesbury.    108  Main  St. 
.  North  Abington. 

( Abington). 
.Worcester.    723  Main  St. 
.Dorchester  (Boston). 

52  Hewins  St. 
.  Amherst.    27  Main  St. 
.  Wa  verley. 

Sen.  Feeble-Minded. 
.  Wellesley. 

Welleslej  College. 
,  Somerville. 

146  Highland  Av. 

,  Melrose. 

42  West  Emerson  St. 
West  Roxbury  (Boston). 

39  Maple  St. 
Quincy.    22  School  St. 

Boston. 

76  Commonwealth  Av. 
East  Braintree(Braintree). 
South  Boston  (Boston). 

211  K  St. 
South  Boston  (Boston). 

512  Broadway. 

Lawrence. 

256  Haverhill  St. 
Taunton.    State  Hospital. 
Boston.    155  Mass.  Av. 
Plymouth.    20  North  St. 
Methuen.  Office,  Lawrence. 

477  Essex  St. 
Southbridge.    Main  St. 


1906 
1883 
1917 
1904 
1903 

1906 

1904 
1906 


Reese,  John  Arnold  Attleborough.  Office, 

Boston.    514  Common- 
wealth Avi 

Reeves,  Marcellus  Boston.    1069  Boylston  Stf 

Regan,  James  Joseph  Dorchester  (Boston). 

Office,  Boston 
536  Commonwealth  Av. 

Reggio,  Andre  William  Boston.    40  Fairfield  St. 

Reid,  Isadore  Eugene  Jamaica  Plain  (Boston). 

Rosenstein  Office,  Bo.iton.  8  Beacon  St 

Reid,  William  Duncan  Newton.    78  Wa  verley  Av 

Reilly,  James  Aloysius  Dorchester  (Boston)! 

1675  Dorchester  A\ 

Reilly,  Thomas  Edward  Marlborough.  6  Newton  St 

Reynolds,  Edward  Boston.  321  Dartmouth  St 

Reynolds,  Henry  Vose  Brookline. 

112  Salisbury  Rd 

Reynolds,  Ralph  Leavitte. .  WaterviUe,  Me.  207  Main  St 
Rice,  Albert  Raymond  |1900  Springfield.    30  Temple  Si 

Rice,  Allen  Galpin  Springfield.    42  Maple  St 

Rice,  Austin  Bradford         Fiskdale  (Sturbridge). 
fl898 

Rice,  Florence  Frances  Cambridge.19  Pleasant  SI 

Rice,  Frederick  Winslow. .. Brighton  (Boston). 

16  Elko  St 

Rice,  John  Evarts   Worcester.    390  Main  St 

Rice,  Robert  Astley  Fitchburg.    2  Crescent  SI 

Rice,  Walter  Henry  Boston.    290  Newbury  St 

Rich,  Charles  Edwin  Lynn.    56  Estes  St. 

Richards,  Caroline  Maria.  .Cambridge. 

21  Magazine  Stl 

Richards,  Cyril  Godfrey  Boston. 

Long  Island  Hospital 
Richards,  George  Edward    Boston.    11  Gloucester  St 
tl911 

Richards,  George  Lyman... Fall  River. 

124  Franklin  St 
Richardson.  Anna  Gove. ...  Boston.    483  Beacon  St. 
Richardson,  Charles  Pittsfield.    8  Bank  Row. 

Harper 

Richardson.  Cheslie  Alvah   West   Somerville  (Somer 
Clarence        ville).    731  Broadway 
Richardson,  Edward  Boston.    224  Beacon  St 

Peirson 

Richardson,  Frank  Linden .  .Boston.  543  Boylston  St 
Richardson,  Horace  Bradford,  Me.    Box  115. 

Kimball 

Richardson.  Mark  Wyman.. Jamaica  Plain  (Boston). 

Office.  Boston. 

67  Milk  St,  Room 

Richardson,  Oscar  Boston.    483  Beacon  St. 

Richardson,  William  Boston. 

Lambert       225  Commonwealth  Av 
Richmond,  Ernest  Dalton. .  Reading.    24  Woburn  St 

Richmond,  Simon  Roxbury  (Boston). 

271  Humboldt  Av 

Riemer,  Hugo  Bruno  Norwood.    Office,  Boston. 

Charles  20  Beacon  St 

Riggs,  Austen  Fox  Stockbridge. 

Riley,  Augustus  Boston.   S57  Beacon  St. 

Riley,  Charles  Allen  Allston  (Boston). 

1267  Commonwealth  Avi 

Riley,  Elizabeth  Angela  Boston.    45  Bay  State  Rd 

Riley.  John  Henry  North  Adams.  103  Main  St 

Ring,  Arthur  Hallam  Arlington  Heights 

(Arlington) 
Indian  Orchard 

( Springfield ) . 
162i/2  Main  St 
Lawrence.  187  Newbury  St 
Brockton.    12  Cottage  St 
Boston.    82  E.  Concord  St 
State  Hospital. 
(Boston). 
19  Oak  Sq.  Jm 

Risley,  Edward  Hammond .  Boston. 

520  Commonwealth  Av 

Ritter,  Henry  Sprinefield.    42  Main  St 

Roach.  Alfred  John  Tewksbury. 

State  Infirmary 


1910 


1916 
1913 


1912 
1907 

1910 
1900 

1911 
1884 
1889 

1913 
1866 
1906 
1S65 

1917 
1893 

1908 
1903 
1896 
1903 
1894 

1913 

1,883 

1893 

1891 
1903 

1907 

1908 

1904 
1906 

1896 


1913 
1867 

1895 
1898 

1914 

1911 
1910 
1907 

1900 
1906 
1898 


1917  Riordan.  Arthur  Hatton. 


Riordan,  Walter  Daniel . . . 
Ripley,  Frederick  Jerome. 
Ripley,  Harold  William.. 
Ripley,  Horace  Greeley ....  Taunton. 
Ripley,  William  Littlefield.  Brighton 
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1915  Bobb,   Hunter  Cambridge.    50  Brattle  St. 

1900  Bobbins,  Chandler  Boston.    355  Marlboro  St. 

1SS0  Bobbins,  Elliott  Daniels  Boston.    S8  Tremont  St. 

1901  Bobbins,  Elmer  Ellsworth. .  New  Bedford. 

101  School  St. 
1907  Bobbins,  Eugene  Stanley. ..  New  Bedford. 

17  South  0th  St. 

1S91  Bobbins,  Fred  Gibson  Salem.    Office,  Boston. 

129  Marlboro'  St. 

1906  Bobbins,  William  Bradford. Boston.  355  Marlboro'  St. 
1897  Boberts,  Frederick  Alpha. .  Pittsfield.    230  North  St. 

1895  Boberts,  Linneus  Alton  Dorchester  (Boston). 

099  Washington  St. 

1911  Bobertson,  Ewan 

Alexander 
1914  Bobertson,  Jessie 

Wilhelmine 
1895  Bobey,  William  Henry,  Jr.. 


Lowell.    295  Central  St. 
Cambridge.    2253  Mass  Av. 


Boston. 

202  Commonwealth  Av. 
|tl900  Bobie,  Alice  Hatheway  Watertown. 

Purvis  102  Mt.  Auburn  St 

1S9S  Bobie,  Walter  Franklin  Baldwinsvirle  (Templetoii). 

■  Bine  Terrace  Sanatorium. 
1914  Bobins,  Samuel  Alexander .  Boxbury.  421  Warren  St. 
1914  Bobinson,  Henry  Ashton. ..  Marlborough. 

IS  Cotting  Av. 
KL8SS  Bobinson. Lucy  Morton  fl915Brockton.    7  Main  St. 

1911  Bobinson,  Solomon  Worcester.    141  Green  St. 

[(1890  Bobinson,  Thomas  Johns. .  .Taunton.    56  Broadway. 

■  1893  Bobinson,  William  Henry ..  Jamaica  Plain  (Boston). 

409  South  Huntington  Av 
|l895  Bobinson,  William  Terry. .  .Haverhill.   1403  Broadway. 

jgggJ-Boche,  Thomas  Francis ...  Blackstone. 

|l908  Boche,  Thomas  Neil  New  Bedford. 

279  County  St. 

Il904  Bochette,  Edward  Charles. .Worcester.  18  Portland  St. 
[1915  Bochford,  Grace   Elizabeth.  Boxburv  (Boston). 

01  Parker  Hill  Av. 
1914  Bochford,  Richard  Springfield. 

Augustine  182  Chestnut  St. 

1901  Rockwell,  Alfred  Elijah       Worcester.    24S  Main  St. 
Perkins 

1901  Rockwell,  Herbert  George.  Amherst.    25  Main  St. 
1917  Rockwell,  John  Arnold,  Jr.. Cambridge.    24  Garden  St. 
Il9l2  Bockwell,  Lucy  Wetherbee  Worcester.    2  King  St. 

1914  Eoderick,  Charles  Elvin  Taunton.     State  Hospital. 

1914  Rodger,  James  Yearns  Lowell.    Lowell  Gen.  Hosp. 

1903  Rodrick,  Albert  Fowler  Fitchburg.    38  Prichard  St. 

1890  Rogers,  Albert  Edward  Boston.    261  Beacon  St. 

1909  Bogers,  Edmund  Augustus.  Brooklino.    303  Tappan  St. 

1883  Bogers,  Frank  Alvin  Everett.    534  Broadway. 

(1914  Bogers,  John  Andrews  Nashua,  N.  H.  63  Main  St. 

1906  Bogers,  Mark  Homer  Belmont.     Office,  Boston. 

483  Beacon  St. 
[1873  Bogers,  Orville  Forrest ....  Dorchester  (Boston). 

465  Washington  St. 
1914  Rogers,  Orville  Forrest,  Jr.. Dorchester  (Boston). 

Office,  New  Haven.  Conn. 

90  High  St. 

1890  Bolfe,  William  Alfred  Boston.    330  Dartmouth  St. 

1902  Rollins,  Edwin  Theodore. ..  Jamaica  Plain  (Boston). 

17  Gordon  St. 

1916  Boney,  Hugh   Beverly  Pittsfield. 

130  East  Housatonic  St. 

1910  Rood,  Adulphus  Duncan. .  .Whitman.    414  South  Av. 

1907  Rood,  Luther  Colby  Dorchester  (Boston). 

Office,  Boston. 

419  Boylston  St. 
1914  Boot,  Raymond  Richmond .  Georgetown. 

34  East  Main  St. 

1868  Root.  Richmond  Barbour. .  .Georgetown.    24  North  St 

I1917 

ml"  Ross.   Elizabeth   Cambridge.  10  Chauncy  St. 

1902  Rose,  William  Henry  Worcester.    13  Elm  St. 

1904  Rose.  William  Milton  Cambridge.  230  Prospect  St. 

1910  Rosen.  David  William  Boston.    321  Hanover  St. 

1911  Bosenau,  Milton  Joseph  Brookline.  Office, 

Roxbury  (Boston). 

240  Longwood  Av. 


1907 
1910 
1914 
1914 
1907 
1885 
1914 

1900 
1892 


Eosenbloom,  Carl  Webber.  Holy oke.    245  Maple  St. 


Bothblatt,  Harry  Lewis. . . . 
Boughan,  Charles  Michael. 

Bound,  Arthur  Morey  

Bounseville,  Wilfred 

Ellsworth 

Rowe,  Carleton  Allen  

Bo  wen,  Henry  Stanislaus. . 


1917  Rowland,  Edward  Gould. 
1897  Rowley,  William  


1900  Roy,  Joseph  Napoleon  

1895  Royal,  Herbert  Benjamin 
1 90S  I  0  .  .     e  . 

1915  I  "l,'>111,  Solomon  Hyman... 

1916  Buble,  Wells  Allen  

18081  Buddick,  William  f 
1891 J  Henderson  jl914  \ 
1913  Ruel,  Joseph  Ad  juror  

1905  Rumrill,  Samuel  Dudley... 

1892  Ruppel,  Carl  Emil  Fraser.. 
18S8  Ruppel,  Myra  Daniel  

1906  Rushford,  Edward  Allan. 
1908  Rushmore,  Stephen  

1S9S  Russell,  Edward  Ervln... 
1906  Russell,  Frederick  James. 
1S99  Russell,  Simon  James  


1905  Russell,  Walter  Burton. 
1904  Buston,  Warren  Dunn.. 


1SS6  Byan,  Dennis  Matthew  

1910  Byan,  Sylvester  Edward... 

1912  Byan,  William  Francis  

1913  Byan,  William  Patrick  

1914  Ryder,  Bernadette 

McWeeny 

1906  Byder,  Delano  Bichmond . . . 
1901  Ryder  George  Hale  


1SS2  Ryder,  Godfrey  

1914  Ryder,  Walter  Irenaeus. 


1873  Sabine,  George  Krans  

1898  Sabine,  Jane  Downes  Kelly 

1911  Sadler,  Roy  Angelo  

1915  Safford,  Moses  Victor  


Boston.    13  Allen  St. 
Lowell.    29  Bridge  St. 
Norton.    Taunton  A  v. 
Attleborough.    40  Bank  St. 

Milton.    464  Adams  St. 
Brighton  (Boston).  Office, 
Boston.    520  Beacon  St. 
Natick.    54  W.  Central  St. 
Lanesville  (Gloucester). 

1087  Washington  St. 
Webster.    38  Main  St. 
Harvard.    Still  River  Bd. 
j  Boxbury  ( Boston ) . 
\  582  Blue  Hill  Av. 

Melrose.  N.E.  Sanatorium. 
South  Boston  (Boston). 

502  Broadway. 
Haverhill.    14  Main  St. 
Springfield. 

346  Bimmon  A  v. 
Lynn.    23  Nahant  St. 
Lynn.    23  Nahant  St. 
Salem.   175  Lafayette  St. 
Boston. 

522  Commonwealth  Av. 
North  Adams.  127  River  St. 
Brandon.  Vt.  State  Sen. 
Springfield. 

154  Chestnut  St. 
Springfield.    796  State  St. 
West   Somerville    ( Somer- 
ville).    744  Broadway. 
Ware.   38  Pleasant  St. 
Springfield.   13  Hancock  St. 
Lowell.    219  Central  St. 
Holyoke.   260  Maple  St. 
Boston.    483  Beacon  St. 

Fall  River.  151  Rock  St. 
Quincy.    Office,  Boston. 

320  Commonwealth  Av. 
Maiden.    321  Pleasant  St. 

Boston.    483  Beacon  St. 


1904  Safford,  Wilber  Pray  

1895  St.  Clair,  Austin  Emery  

1S94  St.  Denis,  Joseph  Nelson.. 

1893  St.  Germain,  Joseph  Pierre. 

1898  1-*,    ,r    .  ....... 

1917/        Marie>  Philhpe.. 

1912  Salles,  John  Murray. . 


1910  Saltz,  Sidney  Myer. . 
1917  Salvin,  Louis  Wilton. 


1909  Sanborn,  Byron  

1876  Sanborn,  Edwin  Aaron 

fl915 

1902  Sanborn,  George  Phippen.. 
1897  Sanborn,  John  Wesley  


1881  Sanborn,  Perley  Lewis. . . . 
1870  Sanders,  Charles  Barton 
11909 

1909  Sandler.  Samuel  

1904  Sanger,  Guy  Edward  


Brookline.    30  Irving  St. 
Boston.    348  Marlboro*  St. 

Boston.    652  Mass.  Av. 
Jamaica  Plain  (Boston). 

15  Grovenor  Bd. 
Brockton.  52  Pleasant  St. 
Framingham. 

03  Concord  St. 
Mattapan  (Boston). 

74  Blue  Hill  Av. 
New  Bedford. 

13  South  6th  St. 

.Taunton.    413  Bay  St. 

New  Bedford. 

113  Grinnell  St. 
Boston.  113  Chambers  St. 
.Roxbury  (Boston). 

558  Warren  St. 
.Topsfield.    Central  St. 
Somerville.  24  Franklin  St. 

Boston. 

320  Commonwealth  Av. 
Boxbury  (Boston). 

168  Humboldt  Av. 
Marblehead.  79  Pleasant  St. 
Lowell.    475  Westford  St. 

Fall  River.  298  Third  St. 
Arlington.    1020  Mass.  Av. 


:}2 
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1893  Sargent,  Ara  Nathaniel  Salem.    116  Federal  St. 

1889  Sargent,  George  Amory  Boston.    46  Hereford  St. 

1896  Sargent,  George  Bancroft. .  Lawrence.    51  Jackson  St. 

1907  Sargent,  Oscar  Franklyn     Lawrence.    105  Exeter  St. 

Lib bey 

1905  Sargent,  Walter  Leslie  Quincy.    1155  Hancock  St. 

1913  Saunders,  Edmund  Louis.  ..Brookline.    Office,  Boston. 

46  Gloucester  St. 

1908  Savignac,  Arthur  Noel  Amesbury.    80  Friend  St. 

1884  Sa win,  Charles  Dexter  Somerville.   390  Broadway. 

1892  Sawin,  Robert  Valentine. ..  Brimfield. 

1907  Sawyer,  Alpha  Reuben  Roslindale  (Boston). 

6  Conway  St. 

1SS3  Sawyer,  Edward  Allen  Gardner.    402  Elm  St. 

1901  Sawyer,  Edward  Keyes  Boston.    419  Boylston  St. 

1884  Sawyer,  Elihu  LeRoy  Roslindale  (Boston). 

6  Conway  St. 

1891  Sawyer,  Walter  Fairbanks.  Fitchburg.  07  Pilchard  St. 
1S8S  Savles,  Joseph  Borland  Taunton.    35  City  Square. 

1890  Scales.  Robert  Bass  Dorchester  (Boston). 

54G  Washington  St. 

1917  Scanlon,  Joseph  Michael. .  .Lawrence.    301  Essex  St. 

1905  Scanlan,  Thomas  John  Dorchester  (Boston). 

Office,  Boston. 

543  Boylston  St. 

1903  Scannell,  David  Daniel  Boston. 

300  Commonwealth  Av. 
1910  Scarito.  Nicholas   Julius. ..  Lawrence. 

125  Haverhill  St. 

1912  Schadt,  George  Leonard  Springfield.  15  Edwards  St. 

1910  Schillander,  Carl  Axel  Springfield.    2C3  Bridge  St. 

1910  Schirmer,  Joseph  Walter.  ..Boston.  272  Newbury  St. 
1900  Schmidt,  Frederick  Sextus. Rbxbury  (Boston). 

179  School  St. 
1900  Schmidt,  Richard  Diedrich.  Dorchester  (Boston). 

16  River  St. 

1909  Schneider,  Harry  Albert. ..  Pittsfield.    30  North  St. 

1898  Schneider,  Jacob  Philip  1 'aimer.    10  Thorndike  St. 

1905  Schofield,  Otho  Lester  Wellesley  Hills 

(Wellesley). 

1915  Schofield,  Roger  William ...  Worcester.    771  Main  St. 

1900  Schorer,  Cornelia  Roxbury  (Boston). 

Bernhardine  Johanna  74  Fenwood  Rd. 

1879  Schwab,  Emanuel  Cincinnati,  O. 

2732  Woodburn  Av. 

1910  Schwartz,  George  Harvey.  .East  Boston  (Boston). 

43  Princeton  St. 

1907  Schwartz,  Myer  Lawrence. 

118  Franklin  St. 
1895  Scoboria.  Arthur  Gilmore. .  Chelmsford 

1 885  Scofield,  Walter  W  Dalton.    Main  St. 

1910  Scott.  George  Henry  Roxbury  (Boston). 

470  Warren  St. 

1915  Scott,  Norman  McLean  Boston. 

530  Commonwealth  Av. 

1882  Scribner,  Ernest  Varian  Worcester.   State  Hospital. 

1887  Scudder,  Charles  Locke  Boston.    209  Beacon  St. 

1S84  Sears,  George  Gray  Boston.    426  Beacon  St. 

1897  Sears,  Harry  Edward  Beverly.    25  Broadway. 

1887  Sears,  Henry  Francis  Boston.    86  Beacon  St. 

1905  Seaver,  Edwin  Pliny,  Jr  New  Bedford. 

179  William  St. 

1914  Seavey,  Hollis  Lester  Cambridge.    1S79  Mass.  Av. 

1917  Sedglev,  Frank  Robert  West  Roxbury  (Boston). 

19  Mt.  Vernon  St. 

1SR9  Seelye,  Ralph  Holland  Springfield.  73  Chestnut  St. 

1902  Seelye,  Walter  Clark  Worcester.    390  Main  St. 

1915  Segall,  Samuel  Kelman  New  Bedford. 

1208  Acushnet  A  v. 

1905  Segur.  Willard  Blossom  Enfield.    Bridge  St. 

1917  Seibels,  Robert  Emmett  Springfield. 

97  Chestnut  St. 

1908  Senesac,  Archibald  New  Bedford. 

Napoleon  1007  South  Water  St. 

1914  Sennott,  John  Ralph  Cambridge.  321  Broadway. 

1901  Sever,  James  Warren  Cambridge.    Office,  Boston. 

234  Marlboro'  St. 

1913  Sewall,  Edgar  Floyd  Somerville.   281  Broadway. 

1904  Seymour,  Malcolm  Boston. 

362  Commonwealth  Av. 


1911  Shadman,  Alonzo  Jay  West  Roxbury  (Boston). 

1857  Center  St 

1910  Shain,  Arthur  Irving  Roxbury  (Boston). 

538  Warren  St. 

1881  Shanahan,  John  Peabody.    69  Main  St. 

1890  Shanahan,  Thomas  Joseph.  Brookline. 

155  Aspinwall  Av. 

1910  Shanahan,  Timothy  Joseph.  Somerville.    Office,  Boston. 

419  Boylston  8t 

1915  Shanks,  Charles  New  Bedford. 

045  Kempton  St. 

1913  Shannahan,  Richard  Joseph  Worcester.    925  Main  St 

1894  Shannon,  Nat  Vaughan. ...  Cambridge.  891  Mass.  Av. 
1915  Shapira,  Albert  Abraham.  .Boston.    583    Beacon  St 

1914  Shapira,  Victor  Isaiah  Dorchester  (Boston). 

Office,  Boston. 

ICO  Huntington  At. 

1891  Shatswell.  James  Arthur.  ..Beverly.    9  Eudieott  St 

1895  Shattuck.  Albert  Mllo  Worcester.    21  High  St  1 

1873  Shattuck,  Frederick  Boston.    135  Marlboro'  St 

Cheever 

1873  Shattuck,  George  B rune.. ..  Boston.    183  Beacon  St« 

1908  Shattuck,  George  Cheever. .  Boston.    205  Beacon  St  J 

1907  Shaw,  Adam  Ernest  Lowell.    137  Merrimack  St 

1893  Shaw,  Albert  Joel  Boston.    79  Mountfort  St 

1893  Shaw,  Arthur  John  Boston.    551  Boylston  St 

1915  Shaw,  Francis  Somerville.    57  Cross  St 

1904  Shaw,  John  Port  -...Brockton.  0  North  Main  St 

1909  Shaw.  John  William  Newburyport.  7  Orange  St 

1897  Shaw,  Thomas  Bond  Worcester.    24  Oxford  St 

1877  Shaw,  Thomas  Pierpont      Lowell.    110  Eighteenth  St 

|1909 

1908  Shay,  Charles  Edwin  Roxbury  (Boston). 

136  Warren  St 

1895  Shay,  Thomas  Maguire  Roxbury  (Boston). 

88  Warren  St 

1897  Shea,  John  Joseph  San  Diego,  Calif. 

2417  "M"  St 

1900  Shea,  Michael  Ignatius  Chicopee  Falls  (Chicopee). 

112  Belcher  St 

1 909  "i 

[q^2  I  Shea,  Peter  Owen  Worcester.  106  Millbury  St. 

1909  Sheahan,  George  Maurice. .  Quincy.    12  School  St. 

1910  Sheehan,  Edward  Bernard. Roxbury  (Boston). 

Office.  Boston. 
520  Beacon  St 

1897  Sheehan,  Martin  David  Stoneham.    34  Pleasant  St 

1893  Sheehan,  William  Joseph.  ..Salem.    140  Federal  St. 

1905  Sheehan,  William  Joseph.  ..South  Boston  (Boston). 

355  We--t  4th.  St 

1876  Sheldon,  Chauncey  Lynn.  73  North  Common  St 

Coolidge 

1912  Sheldon,  Russell  Firth  Boston.    31  Pinckney  St 

1912  Shepherd.  William  Gordon .  Ontario.  Canada. 

1911  Sheppard,  Philip  Albert       Dorchester  (Boston). 

Edward  Office.  Boston. 

419  Boylston  St 

1904  Sherburne,  Andrew  Dorchester  (Boston). 

Edward  40  Brent  St 

1913  Sheridan,  Philip  Edward      South  Boston  (Boston). 

Anthony  580  Broadway. 

1882  Sherman,  Frank  Morton  West  Newton  (Newton). 

11  Fairview  Ter. 

1894  Sherman,  Mary  Hastings. .  .Brookfield. 
1907  Sherman,  Warren  Hunter. .  Westford. 

1914  Shields,  Ellwood  Emlen  Annisquam  (Gloucester). 

39  Leonard  St 

1917  Shields,  Warren  Sylvester.  Boston. 

106  E.  Brookline  St 
1936  Shine,  Honoria  Keunelly .  .Holyoke.  7S  Nonotuck  St 
1910  Shinn,  Philip  Allen  Gloucester.    123  Main  St. 

1910  Shoemaker,  Amzi  Bedell. ..  North  Attleborough. 

123  Commonwealth  Av. 

JXS2    Shohan,  Joseph  I*^0^ 

1916  1  ^   360  Commonwealth  Av. 

1905  Shoninger,  Lee  Simon  New  York,  N.  Y. 

41  West  55th  St 

1894  Shores,  Harvey  Towle  Northampton.    78  Main  St. 

1869  Shreve,  Octavius  Barrell     Salem.    29  Chestnut  St. 
U906 
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1910 
1901 
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1905 
1903 

1890 
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1917 
1863 

1915 
1917 
1904 
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1905 

1900 
1900 

190S 
1915 


1898 
1893 
1900 

1910 

1914 
1901 
1910 
1912 
1915 
1902 
1900 
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1S95 
1894 

1SS2 
1910 

1903 
1885 
1892 
1901 
1906 

1910 
1917 
1887 
1889 
1906 
1897 
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Shultis,  Frederick  Charles.. Leominster.    20  Main  St. 
Sibley,  Benjamin  Ernest. . .  Brookline.    1595  Beacon  St. 

Silberman,    Maurice   Revere.    113  Shirley  Av. 

Silva,  Francis  Pierce  Charlestown  (Boston). 

206  Main  St. 

Silver,  Lrtuis   Serebriany.  .Maiden.    230  Bryant  St. 
Simmons,  Chanuing  Boston.    317  Marlboro'  St. 

Chamberlain 

Simmons,  Edward  Burnside.  Worcester.    900  Main  St. 

Simmons,  Fred  Albert  Brockton.    03  Main  St. 

Simmons,  Hannah  Worcester.    900  Main  St. 

Coralynn 

Simmons,  Ralph  Hayward..Fall  River.  Union  Hospital. 

Simon,  Arthur  Leslie  Lawrence.    24  Buswell  St. 

Simon,  Harold  Francis. ..  .Winchester.  69  Church  St. 
Simoncls,  Frederick  Cambridge.    1311  Mass.  Av. 

Artemas 

Simpson,  Charles  Edward. .  Lowell.    9  Central  St. 

Simpson,  James  Edwin  Salem.    20  Chestnut  St. 

Sims,  Frederick  Robertson.  Melrose.  79  West  Foster  St. 

Sinclitico,  Guiseppe  Lawrence.    3  Jackson  Ter. 

Sise,  Lincoln  Fleetford  Medford.    Office,  Boston. 

69  Newbury  St. 

Siskiud,  Alexander  Louis.  ..Lawrence.    272  Broadway 

Sissou,  Mitchell  East  Boston  (Boston). 

26  Princeton  St. 

Sissou,  Walter  Richard  Boston.  270  Bay  State  Rd. 

Skinner,  Edward  Manning   Boston.    58(5  Mass.  A  v. 
tl903 

Skirball,  Louis  Irving  Revere.    146  Shirley  Av. 

Skirball,  Joseph  Jacob ....  Revere.    146  Shirley  Av. 

Slack,  Francis  Hervey  Brookline.  227  Summit  Av. 

Slattery,  John  Richard. ...  South  Boston  (Boston). 

Office,  Boston. 

520  Beacon  St. 

Sleeper,  Frank  Warren  Dorchester  (Boston). 

41  Virginia  St. 

Slutskin,  Maurice  Louis  Springfield.    120  Main  St. 

Small,  Albert  Ernest  Melrose. 

90  West  Emerson  St. 

Smalley,  Fred  Lyman  Reading.    3(i  Woburn  St. 

Smillie,  Wilson  George  Cambridge. 

Office,  Roxbury. 

240  Longwood  Av. 

Smith,  Alfred  Charles  Brockton.    47  W.  Elm  St. 

Smith,  Charles  Morton  Boston.    437  Marlboro'  St. 

Smith,  Charlotte  Manchester,  N.  H. 

Stewartson  46  Hanover  St. 

Smith,  Chiron  Waterville. . Mai  1  borough. 

38  West  Main  St. 

Smith,  Conrad  Boston.    143  Newbury  St. 

Smith,  Edward  Shepard. .  ..Westfield.    3  Court  St. 

Smith,  Edwin   Eugene  Quincy.    899  Hancock  St. 

Smith,  Edwin  Wallace  Boston.    19  Bay  State  Rd. 

Smith.  Ernest  Elmer  Webster.    7  Whitcomb  St. 

Smith,  Forster  Hanson  Lowell.    832  Merrimack  St. 

Smith,  Frank  Herbert  Hadley. 

Smith,  Frank  Simpson  Pittsburg,  Pa. 

5217  Baum  Boulevard. 

Smith,  Fred  Stevens  North  Andover.  5  Third  St. 

Smith,  Frederick  Glazier.  .Somerville. 

145  Highland  Av. 

Smith,  George  Carroll  Boston.    483  Beacon  St. 

Smith,  George  Gilbert  Boston. 

99  Commonwealth  Av. 

Smith,  Hervey  Lewis  Springfield.    249  Union  St. 

\  Smith,  Hiram  Fred         f  Orange. 
J  Markley  \  155  South  Main  St. 

Smith,  Howard  Harry  Boston.    845  Boylston  St. 

Smith,  John  Hall  Cambridge.    Office,  Boston. 

657  Boylston  St. 

Smith,  John  Jay  Cambridge.    16  Pleasant  St. 

Smith,  Lillian  Richardson.  .Worcester.    Belmont  Hosp. 

Smith,  Mary  Almira  Boston.    33  Newbury  St. 

Smith,  Murdoch  Campbell. .Lynn.    3  Lee  Hall. 

Smith,  Myrtle  Shrewsbury. 

Smith,  Peter  Matthew  Boston.    758  Tremont  St. 

Smith-Petersen,  Marius       Boston.    166  Newbury  St. 
Nygaard 


1908  Smith,  Richard  Mason  Boston.    329  Beacon  St. 

1874  Smith,  Samuel  Finley  Indian  Orchard 

(Springfield). 

97  Myrtle  Av. 

1906  Smith,  Stafford  Baker  New  York,  N.  T. 

160  West  87th  St. 

1894  Smith,  Thomas  Burke .....  Lowell.  107  Merrimack  St. 
1884  Smith,  Walter  Anson  Springfield.    185  State  St. 

1914  Smith,  William  David  Gardner.    Office,  Boston. 

99  Commonwealth  Av. 

1898  Smith,  William  Henry  Brookline.    Office,  Boston. 

8  Marlboro'  St. 

1S91  Smith,  William  Lord  North  Grafton  (Grafton). 

Office,  Boston. 

2  Newbury  St. 

1894  Smithwick,  Marsena  Lexington.    Office,  Boston. 

Parker  483  Beacon  St. 

1902  Smyser,  Charles  James  New  Wilmington,  Pa. 

1911  Smyth,  Duncan  Campbell. .  Brookline.    Office,  Boston. 

127  Newbury  St. 

1905  Smyth,  Patrick  Somers  Brookline.    Office,  Boston. 

69  Newbury  St. 

1903  Snow,  Frank  Whipple  Newburypori.    24  Essex  St. 

1S99  Snow,  Frederick  Stedman. .  Roxbury  (Boston). 

151  Townsend  St. 

1908  Sobotky,  Irving  Boston.    636  Beacon  St. 

1915  Solomon,  Harry  Caesar  Jamaica  Plain  (Boston). 

Office,  Boston. 
520  Beacon  St. 

1876  Somers,  John  Edward  Cambridge.    1979  Mass.  Av. 

1894  Sopher,  Curtis  Levi  Wakefield.    6  Avon  St. 

1S97  Soule,  Horace  John  Winthrop.  ISO  Winthrop  St. 

1904  Southard,  Elmer  Ernest. ..  Cambridge.  Office, 

Roxbury  (Boston). 

240  Longwood  Av. 

1904  Southard,  Mabel  Austin  Cambridge.    70  Francis  Av. 

1900  Soutter,  Robert  Boston.    133  Newbury  St. 

1917  Sowles,  Horace  Kennedy ...  Boston.    Mass.  Gen.  Hosp. 

1904  Spaid,  Charles  Jacob...  Springfield. 

344  Belmont  Av. 

1897  Spalding,  Fred  Maurice  Brookline.    Office,  Boston. 

39  Huntington  Av. 

1903  Spalding,  Roger  Duxbury.    Washington  St. 

1884  Sparhawk,  Clement  Willis .  Danvers.    148  Locust  St. 

1914  Sparks,  Ernest  Elliot  Cochituate  ( Fraraingham ) . 

Main  St. 

1910  Sparrow,  Charles  Atsatt.    Worcester.    744  Main  St. 

1910  Spaulding,  Edith  Rogers. .  .Framingham.   P.  O.  Pox  99. 

1911  Spaulding,  John  Doliver     Boston.    780  Beacon  St. 

1907  Spear,  Louis  Mahlon  Brookline.    Office,  Boston. 

483  Beacon  St. 

1915  Spinney,  Frederic  Ira  Boston.    4  Columbus  Sq. 

1909  Spooner,  Lesley  Hinckley ..  Hingham.    Main  St. 
1S65  Sprague,  Francis  Peleg  Boston.  ■ 

229  Commonwealth  Av. 
1873  To  t>        wiiiiom  ("Charlestown  (Boston). 

1891  j  ^™Z™>  Ru£us  Wlllmm  i  376  Main  St. 
1913  Sprague,  Russell  Bradford.  Boston. 

522  Commonwealth  Av. 

1904  Sproull,  John  Haverhill. 

50  Merrimack  St. 

1879  Squier,  Angelo  Orin  Springfield.    293  Bridge  St. 

1892  Stacey,  Charles  Franklin.  ..Boston.    456  Audubon  Rd. 

1902  Stack,  Charles  Francis  Hyde  Park  (Boston). 

1315  River  St. 

1908  Stack,  John  Joseph  Boston.  640  Huntington  Av. 

1913  Stafford,  Frank  Dalmon. .  ..North  Adams. 

56  Summer  St. 

1907  1  ■       ,   ^  „■     fNew  York,  N.  Y. 

g{«  J  Stammers,  Joseph  Collins  |  m  w  19th  gt 

1880  Standish,  Myles  Boston.  72  St.  James  Av. 

1909  Stanley,  Francis  Guy  Beverly.    144  Cabot  St. 

1895  Stanley,  Josiah  Murch  Northborough.    Main  St. 

1907  Rtansfield,  Clarence  VaU  River. 

Winfield  1274  North  Main  St. 

1915  Stansfield,  Oliver  Holt  Worcester. 

28  Pleasant  St. 

1903  Stanton,  Joseph  Brighton  (Boston). 

Office,  Boston. 

520  Beacon  St. 
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1908  Stanwood,  Frederic  Arthur.  Wellesley Hills  (Wellesley). 

342  Washington  St. 

1905  Staples,  Clarence  Maiden.    339  Pleasant  St. 

Hathorne 

1893  Stapleton,  Richard  Henry ..  Worcester. 

146  Franklin  St. 
1S93  Starbird,  Edward  Perley ...  Dorchester  (Boston). 

9  Monadnock  St. 

1910  Stearns,  Albert  Warren  Billerica.    Office,  Boston. 

520  Commonwealth  Av. 

1903  Stearns,  Robert  Thomas. ..  Mattapan  (Boston). 

24  Hazelton  St. 
1S6S  Stebbins,  George  Stanford   Springfield.    17  Maple  St. 
fl905 

1S74  Stedman,  George  Boston.    1009  Boylston  St. 

1S74  Stedman,  Henry  Rust  Brookline.    Office,  Boston. 

48  Beacon  St. 

1892  Stedman,  Joseph  Cyrus  Jamaica  Plain  (Boston). 

7  Lakeville  Pi. 

1901  Steele,  Albert  Edward  Kosliudale  ( Boston). 

01  Robert  St. 

1910  Steele,  George   Louis  West  Springfield. 

16  Boulevard  St. 

1913  Steeves,  Ernest  Colpitt  Essex.    Main  St. 

1907  Stephens,  Frederick  Newton  Somerville.    Office,  Boston. 

527  Beacon  St. 

1883  Stephenson,  Franklin  V.  S.  Navy  (retired). 

Bache  i'1913  Claremont,  Caiif. 

425  Harvard  Av. 

1914  Sternberg,  Joseph  Edward.. Roxbury  (Boston). 

Office,  Boston. 

100  Boylston  St. 

1898  Stetson,  Frank  Eliot  New  Bedford.  334  Union  St. 

1898  Stetson,  Frederick  Winslow. Roxbury  (Boston). 

504  Warren  St. 

1896  Stetson,  Halbert  Greenleaf.  Greenfield.  17%  Federal  St. 
1869  Stevens,  Andrew  Jackson    Maiden.    599  Main  St. 

1894  Stevens,  Charles  Benjamin.  Worcester.    61  Pearl  St. 
1868  Stevens,  Edmund  Horace. . .  Cambridge.   1911  Mass.  Av. 
1874  Stevens,  George  Beckwith    Dorchester  (Boston). 

U911  346  Seaver  St. 

1906  Stevens,  Harold  Elmer       Lewiston,  Me.  671  Main  St. 

Ellsworth 

1897  Stevens,  Henry  Burt  West  Roxbury  (Boston). 

Office,  Boston. 

419  Boylston  St. 

1891  Stevens,  Henry  Lawrence. .  New  Bedford. 

129  Purchase  St. 

1908  Stevens,  Horace  Paine  Cambridge. 

1  Waterhouse  St. 
1S99  Stevens,  Ralph  Emerson . . .  Marlborough. 

133  West  Main  St. 

1897  Stevens,  Sara  Elmina  West  Roxbury  (Boston). 

31  Linnet  St 

1886  Stevens,  Seriah  Roslindale  (Boston). 

942  South  St. 

1915  Stevens,  William  Russell. .  .Abington.  64  Center  Av 
1914  Stevenson,  Effie  Allyne. ...  Stamford,  Conn. 

Stamford  Hall. 

1904  Stevenson,  Willis  Mack  North  Easton  (Easton). 

Lincoln  St. 

1909  Stewart,  Ralph  Carroll  Lowell.    408  Middlesex  St. 

1909  Stewart,  Vernon  Champney  Woburn.    16  Summer  St. 

1903  Stick,  Henry  Louis  Baldwinsville  (Templeton). 

1881  Stickney,  Clifford  Webster .  Holden.    Main  St. 

1892  Stickney,  Edwin  Pangman.  Arlington.    58  Pleasant  St. 

1884  Stickney,  George  Augustus.  Beverly.    205  Cabot  St. 

1891  Stiles,  Fred  Merritt  Waltham.    292  Moody  St. 

1908  Still,  Carroll  Wilder  Haverhill.    156  Main  St. 

1880  Stimson,  John  Woodbury ..  Fitchburg.  101  Prichard  St. 

1899  Stoekwell,  Herbert  EmmonsStockbridge.     Main  St. 
1899  Stoddard,  Mortimer  Joseph.  Springfield.    106  Bay  St. 
1914  Stokes,  Leroy  Tyler  Haverhill. 

355  Washington  St. 

1887  Stone,  Arthur  Kingsbury.  ..Fnnninghnm  Center. 

Auburn  St. 

1893  Stone,  Byron  North  Oxford  (Oxford). 

1886  Stone,  Frank  Ellsworth  Lynn.    92  So.  Common  St. 

1910  Stone,  George  Henry  Roxbury  (Boston). 

P.  B.  Brigham  Hospital. 


1914  Stone,  Henry  Edward  Dorchester  (Boston). 

41  Fowler  St 

1894  Stone,  James  Savage  Boston.    234  Marlboro'  St. 

1912  Stone,  Jane  Gray  Jamaica  Plain  (Boston). 

821  Center  St. 

1854  Stone,  Lincoln  Ripley         Newton.    131  Vernon  St. 
tl907 

1890  Stone,  Moses  Cornelius       Wellesley.    18  Belair  St. 
U908 

1905  Stone,  Ralph  Edgarton  Beverly.    360  Cabot  St. 

1909  Stone,  Thomas  Newcomb. .  Haverhill.    28  White  St. 

1905  Stoneman,  Edgar  Amos ....  Springfield.    14  Clinton  St. 

1885  Storer,  Malcolm  Boston.    470  Bo\  lston  St. 

1906  Storrs,  Henry  Randolph. ...  Vancouver,  B.  C. 

850  Hastings  St.  W. 

1891  Stowell,  Edmund  Chanuing.Marl  borough,  N.  H. 

1903  Stowell,  Frank  Edgar  Worcester.    19  Elm  St. 

1895  Stowell,  Joab  Xorth  Amherst  (Amherst). 

1S92  Stowell,  Sarah  Russell  Marlborough,  N.  H. 

JU02  Stratton,  Ralph  Ricker  Melrose.    054  Main  St. 

1904  Street,  Charles  Edward  Springfield.    2  Maple  St. 

1900  Street,  Lionel  Alexander     Shanghai,  China. 

Burnet  15  Wanghoo  Road. 

1914  Streeter,  Edward  Clark  Boston.    280  Beacon  St. 

1905  Streeter,  John  Frank  Springfield.    55  Walnut  St. 

1917  Streeter,  Howard  Alvertus  Pittsfield.    740  Dalton  Av. 

1913  Strong,  Richard  Pearson . . .  Office,  Roxbury. 

240  Longwood  Av. 

1915  Strong,  Seth  Lake  Marshfield  Hills 

(Marshfield).  Summer  St. 
Office,  Boston. 

22S  Newbury  St. 

1886  Stuart,  Frederic  William. .  South  Boston  (Boston). 

Boston.    236  Clarendon  St. 

18801  Stuart,  James  Henry  Boston.    230  Clarendon  St. 

1890  j  tl917 

1898  Stubbs,  Frank  Raymond. ..  Newton.    510  Center  St. 
1898  Sturgis,  Benjamin  Salem.    28  Pleasant  St. 

Franklin,  Jr. 

1896  Sturgis,  Walter  Horatio     Allerton  (Hull). 

Wakeman 

1905  Sturnick,  Max  Dorchester  (Boston). 

12  Columbia  Rd. 

1892  Stutson,  William  Peckham  Cummington.    Main  St. 

fl915 

1S99  Sughrue,  Dennis  Francis ...  Roxbury  (Boston). 

430  Dudlev  St. 

1911  Suitor,  Henry  Albert  South  Deerfield 

(Deerfield).    Graves  Av. 

1910  Sullivan,  Andrew  Joseph . . .  Brockton.    155  Main  St. 

1907  Sullivan,  Charles  Brent  Boston.    520  Beacon  St. 

1906  Sullivan,  Cornelius  South  Braintree 

Augustine  (Braintree). 

835  Washington  St. 

19031  Sullivan,  Edward  fe    .   „,„  „  .  „. 

1914)  Coppinger  ( Springfield.    31/  Main  St. 

1915  Sullivan,  Elizabeth  Ann . . .  Framingham. 

Reformatory  for  Women. 
1910  Sullivan,  Eulick  Francis. .  .Holy oke.    115  Suffolk  St. 
1903  Sullivan,  Florence  Haverhill.    42  White  St. 

Augustine 

1914  Sullivan,  Francis  Augustus.  Cambridge. 

370  Cambridge  St. 
1883  Sullivan,  James  Edmund.  ..Providence.  R.  I. 

254  Wayland  Av 

1915  Sullivan,  John  Albert  Pittsfield.    72  Summer  St. 

1901  Sullivan,  John  Joseph  Dorchester  (Boston). 

93  Bowdoin  St. 

|m  \  Sullivan,  John  Joseph  Lawrence.    301  Essex  St. 

1907  Sullivan,  John  Thomas. ...  Dorchester  (Boston). 

Office,  Boston. 

520  Beacon  St. 
1913  Sullivan,  Joseph  Cornelius.  Springfield.    Mercy  Hosp. 
1905  Sullivan,  Joseph  Lawrence.  Roxbury  (Boston). 

89  Waverley  St. 

1913  Sullivan,  Leo  Jeremiah  Fall  River.  379  Whipple  St. 

1909  Sullivan,  Martin  George. ..  Winchendon. 

216  Central  St. 

1891  Sullivan,  Michael  Francis. .Lawrence.    15  Pine  St. 
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1913  Sullivan,  Patrick  Joseph. .  .Dalton.   10  Carson  Av. 
1889  Sullivan,  William  Joseph. . .Lawrence.   2G7  Essex  St. 
1901  Sumner,  Harry  Herbert  Lowell    4  Merrimack  Sq. 

1896  Sumner,  Philip  Sosnoski. ..  Boston.    28  Westland  A  v. 
1917  SundeKiff,  Ester  Mathilda    Roxbury  (Boston). 

Eleonora  88  Morel  and  St. 

1910  Supple,  Edward  Augustine.  Boston.  409  Marlboro'  St. 
1917  Swaim,  Loring  Tiffany  Cambridge. 

8  Coolidge  Hill  Road. 

1900  Swain,  Howard  Townsend.. Boston. 

_"J<;  Commonwealth  Av. 
1865  Swan,  Charles  Walter        Brandford,  Conn. 

tl903  19  Elm  St. 

1908  Swan,  Lawrence  Clarke  Beverly.   23  Bow  St. 

1882  Swan,  Roscoe  Wesley  Worcester,     4  Harvard  St. 

18S5  Swan,  William  Donnison . .  .Cambridge.   167  Brattle  St. 

1891  Swasey,  Edward  Worcester   390  Main  St. 

1863  Swasey,  Oscar  Fitzallan      Beverly.   24  Hale  St. 

U900 

1912  Sweeney,  Bartholomew       Leominster.    30  Water  St. 

Philip 

1911  Sweeney,  Michael  Thomas.. Atlantic  (Quincy). 

365  Hancock  St. 

1895  Sweet,  Frederick  Benoni ...  Springfield.  81  Chestnut  St. 
1893  Sweetsir,  Charles  Leslie. ..  Lowell.   276  Westford  St. 
1889  Sweetsir,  Frederick  Merrimac.    21  Main  St. 

Ellsworth 

1907  Swift,  Edith  Hale  Boston. 

110  Bay  State  Road. 

1901  Swift,  Henry  Marshall  Portland,  Me. 

30  Deering  St. 

1010  Swift,  John  Baker  Boston.    419  Beacon  St. 

1907  Swift,  Walter  Babcock  Boston. 

110  Bay  State  Road. 

1905  Sylvester,  Albie  Warren. .. Pittsfield.    150  North  St. 
1901  Sylvester,  Charles  Porter. .  Hull.    Office,  Boston. 

460  Audubon  Road. 

1914  Sylvester,  Nathan  West  Somerville  (Somer- 

Rowland,  Jr.     ville).    1121  Broadway. 

1907  Sylvester,  Philip  Haskell .. Newton  Center  (Newton). 

866  Beacon  St. 
1893  Sylvester,  William  Hlllman.Natick.    6  Clarendon  St. 

1900  Symonds.  Alice  Gertrude. .  Haverhill.    175  Main  St. 

1893  Synan,  William  Edward. .. Fall  River.  620  William  St. 

T 

1915  fTabor>  Edward   Orlando.  .Lowell.    18  Shattuck  St. 

1897  Taft,  Albert  Atherton  Keene,  N.  H.    56  Court  St. 

1906  Talbot,  Fritz  Bradley  Boston.   311  Beacon  St. 

1915  Talbot,  John  Edward  Worcester.   28  Pleasant  St. 

1883  Tallman,  Augustus  East  Boston  (Boston). 

Littlefield  9  Princeton  St. 

1916  Tate,  Harry  John  Pittsfield. 

House  of  Mercy  Hosp. 

1915  Taveira,  Arthur  Joaquim . .  New  Bedford. 

1565  Acushnet  Av. 

1894  Taylor,  Edward  Wyllys  Boston.   457  Marlboro'  St. 

1903  Taylor,  Erwin  Hartwell. ..  Pittsfield.    316  North  St. 
1882  Taylor,  Frederic  Weston. .  .Cambridge.  1735  Mass.  Av. 

1901  Taylor,  Frederick  Leon  Roxbury  (Boston). 

45  Center  St. 

1893  Taylor,  George  Lyman  Holyoke.    247  Maple  St. 

1900  Taylor,  James,  Jr  Worcester.   49  Pearl  St. 

l900lTavlor  Tohn   Danforrh      fEast  Boston  (Boston). 

1916  /  Aaylor'  Jonn   uanrortn...|  31  Princeton  St. 

1909  Taylor,  Roy  Arnold  Waltham.    266  Moody  St. 

1908  Taylor,  Walter  Florence  (Northampton). 

70  Maple  St. 

1909  Tedford,  Ada  Helena  Woburn.    51  Pleasant  St. 

1880  Temple,  WiTliam  Franklin.. Boston.    377  Beacon  St. 

1913  Temple,  William  Boston.    377  Beacon  St. 

Franklin,  Jr. 

1914  Ten  Broeck,  Carl  Princeton,  N.  J. 

Rockefeller  Institute. 
1893  Ten  Broeck,  Stanton  Jacob.Orange.   15  Grove  St. 

1891  Tenney,  Benjamin  Boston.    308  Marlboro'  St. 

1886  Tenney.  John  Arthur  Boston. 

151  Huntington  Av. 


1894  Tenney,  William  Northend. Canton. 

756  Washington  St. 

1913  Tennis,  Matthew  Nicholas. .  Fall  River.    T'nion  Hosp. 

1892  Thayer,  Eugene  Roxbury  (Boston).  Office, 

Boston.    419  Boylston  St. 

1901  Thayer,  Hartley  Wales  Newton  ville  (Newton). 

"    855  Walnut  St. 

1914  Thorn,  Douglas  Armour. ...  Worcester. 

Grafton  State  Hospital. 

1911  Thomas,  Charles  Holt  Cambridge.    1718  Mass  Av. 

1912  Thomas,  Elmer  Ellsworth . .  Northampton.  160  Main  St. 

1889  Thomas,  John  Jenks  Boston.    88  Bay  State  Rd. 

1911  Thomas,  William  Kilpack    Cambridge.  1718  Mass.  Av. 

Smith 

1897  Thomes,  John  Blanchard. .  Pittsfield.   86  North  St. 

1914  Thompson,  Charles  Arthur.  Newton  Highlands  (New- 

ton).   1099  Walnut  St. 

1903  Thompson,  Charles  Edward.East  Gardner  (Gardner). 

State  Colony. 

1891  Thompson,  Charles  Oscar. .  Boston.    589  Beacon  St. 
1870  Thompson,  Frederick  Fitchburg.   3  Pleasant' St. 

Henry 

1904  Thompson,  Frederick  Fitchburg.  168  Prichard  St. 

Henry,  Jr. 

1906  Thompson,  George  Hocken. North  Adams. 

18  Ashland  St. 
1917  Thompson,  Herbert  Ellery .  .Worcester.    State  Hosp. 

1915  Thompson.  John  Stephen.  .Cambridge. 

1525  Cambridge  St. 

1898  Thompson,  Peter  Hunter. . .  Boston. 

308  Commonwealth  Av. 

1899  Thompson,  Richard  Henry .  Maiden.    82  Summer  St. 

1916  Thompson,  William  James. Hathorne  (Danvers). 

State  Hospital. 

1899  Thorn,  Edwin  Cyrus  Deerfield. 

1887  Thorndike,  Augustus  Boston.    601  Beacon  St. 

1887  Thorndike,  Paul  Boston.    24  Marlboro'  St. 

1903  Thorndike,  Townsend  Boston.    20  Newbury  St. 

William 

1893  Thornton,  James  Brown. ..  Boston. 

168  Huntington  Av. 

1907  Thurber,  Madison  Dorchester  (Boston). 

Templeton  91  Savin  Hill  Av. 

1915  Tiani,  Bernardo  Lawrence. 

88  A.  Lawrence  St. 

1915  Tibbetts,  Guy  Daniel  Bennington,  N.  H. 

1890  Tibbetts,  James  Thomas...  Mineola,  N.  Y. 

1904}Tigh'  Frederick  Newburyport.  140  High  St. 

1908  Tighe,  Michael  Aloysius  Lowell.    9  Central  St. 

1899  Tilden,  Irving  Niles  Mattapoisett.    Barstow  St. 

1913  Tilton,  Earle  Edward  Newton.    Office,  Boston. 

483  Beacon  St. 

1892  Tilton,  Frank  Herbert  East  Boston  (Boston). 

15  Princeton  St. 

1882  Tilton.  Josiah  Odin  Lexington. 

1911  Timmins,  Edward  Francis.  South  Boston  (Boston). 

527  Broadway. 
1901  Tingley,  Louisa  Paine  Boston.   9  Mass.  Av. 

1906  Tinkham,  Oliver  GoldsmithBrighton  (Boston).  Office, 

Boston.    527  Beacon  St. 

1893  Tirrell,  Vinson  Meader  South  Weymouth 

(Weymouth). 

1881  Titcomb.  George  Eugene ...  Concord.    7  Sudbury  St. 

1912  Titus,  Raymond  Stanton ...  Boston.  355  Marlboro'  St. 
1880  Tobey,  George  Loring  Clinton.    205  Church  St. 

1907  Tobey,  George  Loring,  Jr... Boston.    416  Marlboro'  St. 

1916  Tobey,  Harold  Grant  Boston.  416  Marlboro'  St. 
1886  Tolman,  Julia  Arlington.    695  Mass.  Av. 

1913  Tomkies,  James  Scott  (Dallas,  Texas. 

St.  Paul  Sanatorium. 

1906  Toohey,  Thomas  Victor  Brookline.   Office,  Roxbury 

(Boston). 
129  St.  Alphonsus  St. 
1911  Toppan,  Roland  Lesley ...  Newburyport. 

148  High  St. 

1904  Torbert,  James  Rockwell. .  .Boston.    252  Marlboro'  St. 

1914  Torney,  George  Henry  Brookline. 

Bournewood  Hospital. 
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1913  Torrey,  Arthur  Stanley  Gloucester. 

164  East  Main  St. 
1ST2  Torrey,  Samuel  William     Beverly.    10S  Cabot  St. 
U909 

1905  Tower,  Freeman  Augustus .  Derry,  N.  H. 

1914  Towle,  Clarence  Clarke  Somerville. 

24  Prospect  Hill  Av. 

1908  Towle.  Edwin  Dudley  Salem.    2  Mason  St. 

1917  Towle,  Fred  Scates  Portsmouth,  N.  II. 

350  State  St. 

1S91  Towle,  Harvey  Parker  Boston.    453  Marlboro'  St. 

1S77  Towle,  Henry  Charles  Dorchester  (Boston). 

1428  Dorchester  Av. 

1915  Towne,  Edward  Bancroft. . Roxbury  (Boston). 

P.  B.  Brigham  Hospital. 
18S5  Townsend,  Charles  Boston.    76  Marlboro'  St. 

Wendell 

1901  Townsend,  David  River  Glade,  N.  B. 

1901  Tozier,  Charles  Herman. ..  Winchester.  Office,  Boston. 

100  Boylston  St. 

1891  Tracy,  Edward  Aloysius  South  Boston  (Boston). 

489  Broadway. 

1905  Tracy,  John  Matthew  Springfield. 

166  Chestnut  St. 

1910  Tracy,  William  Leigh  ton.  ..Pittsfield.    8  Bank  Row. 
1901  Trainor,  John  Brett  Fall  River. 

1515  South  Main  St. 

1906  Trainor,  Joseph  Aloysius. . .  Cambridge.  103  Belmont  St. 
1917  Trask,  Henry  Wallis  West  Boylston. 

1906  Trask,  John  Wilson  Lynn.   171  Lewis  St. 

1906  Trayes,  William  Henry,  Jr..  Boston.    511  Mass.  A  v. 

1894  Treanor,  John  Peter  Dorchester  (Boston). 

3  Howes  St. 

1912  Tripp,  Edwin  Prescott  Falmouth.  Locust  St. 

1897  Tripp,  George  Alston  Worcester 

477  Cambridge  St. 

1885  Trowbridge.  Edward  Henry  Worcester.  28  Pleasant  St. 

1893  Trueman,  Harmon  Silas. ..  Somerville.  145  Sumner  St. 
1915  Trueman,  Nelson  Gore  Hathorne  (Danvers). 

State  Hospital. 

1903  Truesdale,  Philemon  Fall  River.    151  Rock  St. 

Edwards 

1915  Trull,  Alfred  Chase  Haverhill.    48  White  St. 

1868  Trull,  Washington  Benson  Boston.   18  West  Cedar  St. 
11912 

1909  Try  on,  Geneva  Cambridge.    7  Oxford  St. 

1906  Tucker,  Arthur  Wallace  Lynn.   285  Western  Av. 

1908  Tucker,  George  Everett  Salem.    86  Federal  St.  " 

1894  Tucker,  Samuel  Chase  Peabody.    16  Chestnut  St. 

1911  Tuholski,  David  Benjamin.. Brockton.    105  Main  St. 

1S91  Tully,  Edward  Joseph  Fitchburg.    98  Prichard  St. 

1875  Tupper,  Augustus  Rockport.    Main  St. 

Maclauchlan 

1914  Turetsky,  William  Leo  Dorchester  (Boston). 

1071  Blue  Hill  Av. 

1912  Turnbull,  John  Archibald    Allston  (Boston). 

84  Harvard  Av. 

1907  Turner,  Charles  Sampson. .  Providence,  R.  I. 

532  Prairie  A  v. 

1910  Turner,  William  Kenneth..  New  Bedford. 

1105  Acushnet  Av. 

1887  Tuttle,  Albert  Henry  Cambridge.    Office,  Boston. 

10.S3  Boylston  St. 
1879  Tuttle,  George  Thomas. ...  Waverley  (Belmont). 

McLean  Hospital. 

1885  Twitchell,  Edward  Thayer . Dorchester  (Boston). 

25  Alban  St. 

1882  Twitchell,  George  Pierce. . .  Greenfield.  17%  Federal  St. 

1886  Twombly,  Edward  LambertBoston.    416  Marlboro'  St. 

1905  Tyler,  Winsor  Marrett  Lexington.    454  Mass.  Av. 

1910  Tynan,  Joseph  Patrick  South  Boston  (Boston). 

529  Broadway. 

1904  Tyrode,  Maurice  Paul         Boston.    410  Marlboro'  St. 

Octave  Vc.jux 

1900  Tyzzer,  Ernest  Edward  Wakefield. 

Office,  Roxbury  (Boston). 
240  Longwood  Av. 


u 

1912  Underhill,  Elizabeth  South  Hadley. 

Colden  Mt.  Holyoke  College. 

1915  Underhill,  Samuel  Graham. Lynn.    212  Boston  St. 
1858  Underwood,  George  Belmont.    50  Common  St. 

Latham  U898 

1914  Uniac,  Thomas  Vincent  Lawrence. 

133  Haverhill  St. 

1897  Upton,  Charles  Louis  Shelburne  Falls 

(Shelburne).    Main  St. 
1904  Urquhart,  John  Edwin  Ashfield. 

V 

1893  Valentine,  Henry  Charles.  .Lexington. 

1892  Van  Allen,  Harvey  Ward. .  Springfield.    19  Maple  St. 

1916  Van  de  Velde,  Honore  Boston.  72  Huntington  Av. 

1917  Van  Deursen,  George  Lowell.    20  Palmer  St. 

Livesay 

1916  Van  Gaasbeek,  George        Springfield.  29  Berkeley  St. 

Henry 

1908  Van  Niiys,  Fresenius  Weston.    Central  Av. 

1914  Varney,  Elton  Murray  Peabody.    72  Main  St. 

1895  Varney,  Fred  Elbridge  North  Chelmsford 

(Chelmsford). 

1897  Vaughan,  Jonas  Hobart  Tampa,  Fla. 

214  South  Brevard  Av. 

1912  Verde,  Luigi  Cambridge.    Office,  Boston. 

372  Hanover  St. 

1902  Verhoeff,  Frederick  Herman  Boston.    101  Newbury  St. 

1882  Vickery,  Herman  Frank  Brookline.  26  Chestnut  St. 

1892  Vickery,  Lucia  Florence. ..  Jamaica  Plain  (Boston). 

27  Lakeville  Place. 

1897  Vietor,  Agnes  Caecilia  Boston.   175  Dartmouth  St. 

1878  Viles,  Clarence  Albertus . . .  Lowell.    855  Bridge  St. 
1904  Vincent,  Beth  Boston.    295  Beacon  St. 

1917  Vivian,  William  James.  .  .East  Walpole  (Walpole). 

202  Washington  St. 

1916  Voorhis,  Kathalyn  Worcester. 

28  Pleasant  St. 

1897  Vose,  Robert  Henry  Boston.  443  Beacon  St. 

w 

19KI  Wadden.  Joseph  Matthew.  .Cambridge,  325  Huron  Av. 
1902  Wadsworth,  Richard  Boston. 

Goodwin       522  Commonwealth  Av. 
1914  Wagner,  Emma  Juliet  West  Somerville  (Somer- 
ville).   370  Highland  Av. 
1914  Wainshel,  Percy  William.  ..Lynn.   125  Summer  St. 

1908  Waite,  Lucy  Reed  Southbridge. 

1886  Wakefield,  Albert  Tolman.  .Sheffield. 

1906  Walch,  Joseph  Francis  Lawrence. 

6S  East  Haverhill  St. 

1904  Walcott,  Henry  Joel  Concord.    92  Main  St. 

1803  Walcott,  Henry  Pickering. .  Cambridge. 

11  Waterhouse  St. 

1906  Walcott,  William  Wright.  .Natick.  32  W.  Central  St. 
1866  Walker,  Augustus  Cambridge. 

Chapman  fl901  165  Upland  Rd. 

1913  Walker,  Clifford  Black  Jamaica  Plain  (Boston). 

706  South  Huntington  Av. 

1902  Walker,  David  Harold  Boston. 

390  Commonwealth  Av. 

1905  Walker,  Harry  Abram  Somerville.  464  Broadway. 

1910  Walker,  Irving  James  Allston  (Boston). 

Office,  Boston. 

527  Beacon  St. 

1914  Walker,  Isaac  Chandler. . .  .Brookline.  9  Auburn  Courts. 

1915  Walker,  Melvin  Harvey,  Jr.  Pittsfield.    34  Fenn  St. 

1894  Walker,  William  Revere.    7S0  Winthrop  Av. 

1905  Walker,  William  Dacre  Andover.    121  Main  St. 

1S76  Wallace,  Alonzo  Stewart...  Nashua,  N.H.  19S  Main  St. 
1905  Wallace,  Anna  Marie  Waverley  (Belmont). 

Lock  Box  C. 

1898  Wallace,  George  Loney  Wrentham. 

1917  Wallace.  John   Roxbury  (Boston). 

219  Warren  St. 

1899  Walsh,  Charles  Joseph  Arlington.    223  Mass.  Av. 

1913  Walsh,  Edmund  Francis. ..  Boston.    121  Pinckney  St. 
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1904  Walsh,  John  Edward  Revere.   238  Beach  St. 

18S0  Walton,  George  Lincoln  Boston.    199  Marlboro'  St. 

1897  Walton,  William  Joseph ...  Dorchester  (Boston). 

Office,  Boston. 
530  Commonwealth  Av. 
1880  Ward,  George  Otis  Worcester.   875  Main  St. 

1904  Ward,  Roy  Joslyn  Worcester.    9  Bellevue  St. 

1913  Ward.  William  Greenleaf . .  Lynn.   150  Essex  St. 

1907  Wardle,  Henry  Fall  River. 

803  Tlymouth  Av. 

1907  Wardwell.  James  Knight. .  Boston.    1111  Boylston  St. 

1905  Warner,  Carmillus  Turten. Marlborough. 

75  West  Main  St. 
1917  Warren,  Charles  Fletcher. .  Amcsbury.    1  School  St. 

1905  Warren,  Edward  Dane  Holyoke.    2S3  Maple  St. 

1905  Warren,  Franklin  Bridgewater.    Central  Sq. 

Lafayette 

1908  Warren,  Hobart  Endicott.  .Beverly  Farms  (Beverly). 

1909  Warren,    John  Boston.   58  Beacon  St. 

1866  Warren,  John  Collins  Boston.   58  Beacon  St. 

1907  Warren,  Lizzie  Maude  Waverley  (Belmont). 

Box  344. 

1909  Warren,  Thomas  Francis. .  Fall  River.   591  Middle  St. 

1S92  Washburn,  Elliott  Kansas  City,  Mo. 

K.  C.  Gen.  Hosp. 

1S99  Washburn,  Frank  Hall  Holden. 

1897  Washburn,  Frederic  Boston. 

Augustus  Mass.  Gen.  Hospital. 

1886  Washburn,  George  Hamlin.  Boston. 

238  Commonwealth  Av. 
11)01  Waterman.  George  Arthur. Boston.    410  Beacon  St. 

l!)lt;  Waters,  James  Edward  Gardner.    21  Parker  St. 

1895  Watkins,  Royal  Phillips. ..  Worcester.    17  West  St. 
1878  Watson,  Francis  Sedgwick .  Boston.    92  Marlboro'  St. 

1899  Watson,  Frank  Gilman  Dorchester  (Boston). 

11  Virginia  St. 
1917  Watt,  George   Worcester.    City  Hosp. 

1911  Watters,  Henry  Newton  Center  (Newton). 

47  Grafton  St. 

1907  Watters,  William  Henry..  West  Roxbury  (Boston). 

Office,  Boston. 
496  Commonwealth  Av. 

1915  Watts.  Harry  Adelbert  Maiden.    60G  Main  St. 

i^94  Watts,  Henry  Fowler         Dorchester  (Boston). 

Ransford  6  Monadnock  St. 

1908  Webb,  Harold  Randall  Arlington.    409  Mass.  Av. 

1880  Webber,  Frederick  Ward. .  Newton.    465  Center  St. 
18(16  Webber,  Samuel  Gilbert      Brookline.    60  Gorham  Av. 

tl911 

1915  Webber,  Wolfert  Gerson . . .  Allston  (Boston). 

1161  Commonwealth  Av. 
1S88  Webster,  George  Arthur. ..  Boston.  419  Boylston  St. 
1S90  Weeks,  Joshua  Franklyn..  New  Bedford.    County  Rd. 

1^94  Weiser,  Walter  Rupert  Springfield.  97  Chestnut  St. 

1S94  Welch,  Edward  John  Lowell. 

10  East  Merrimack  St. 
1913  Weller,  John  Henry  State  Farm  (Bridgewater). 

1912  Wells,  Charles  Edward  Cambridge.  Office, 

Boston.    Mass.  Gen.  Hosp. 
1907  Wells,  David  Washburn. .  .West  Newton  (Newton). 

Office,  Boston.  Hotel 
Westminster,  Copley  Sq. 

1S78  Wells,  Frank  Boston.    120  Franklin  St. 

1906  Wells,  Orion  Vassar  Westford. 

1^91  Wentworth,  Arthur  Howard  Boston.  352  Marlboro'  St. 
HI09  Wentworth,  Mark  Hunking  Concord,  26  Lexington  Rd. 
1^74  Wescott,  William  Henry    Roxbury  (Boston). 

tl913  66  Clifton  St. 

1S80  West,  Edward  Graeff  Roxbury  (Boston). 

630  Warren  St. 

1910  West,  Frederick  Orra  Woburn.    57  Pleasant  St. 

1894  West,  George  Leon  Newton  Center  (Newton). 

860  Beacon  St. 

1^94  Weston,  George  Dake  Springfield.    70  Main  St. 

1882  Wetherbee,  Roswell  Cambridge.    798  Mass.  Av. 

1898  Wetherell,  Arthur  Bryant.  .Holyoke.  180  Chestnut  St. 
1915  Wheatley,  Frank  Edward.  .North  Abington 

(Abington). 

174  Adams  St. 


1884  Wheatley,  Frank  George.  .North  Abington  (Abing- 
ton).   174  Adams  St. 

1893  Wheeler,  Alfred  Augustus.  Leominster. 

48  Mt.  Pleasant  Av. 

1894  Wheeler,  Charles  Douglas ..  Worcester.  18  Chestnut  St|- 

1908  Wheeler,  Charles  Holmes. .  Haydenville 

(Williamsburg). 
1897  Wheeler.  Emma  Hammond. New  Bedford. 

57  Morgan  St. 

1870  Wheeler,  Leonard  Worcester.   12  Chestnut  St. 

1900  Wheeler,  Lucia  Anna  Wernersville,  Pa. 

State  Asylum. 

1915  Wheel.  Harry  Ray  Boston. 

514  Commonwealth  Av. 

1906'Whelan,  Charles  Hingham.    Central  St. 

1910  Whelan,  Edmond  Vincent ..  Bridgewater.  35  School  St. 
1S94  Whipple,  Farrington  Boston.    1079  Boylston  St. 

Hasham 

18S5  Whitaker,  Clarence  Wilder  Worcester.   44  Pleasant  St. 

1905  Whitcher,  Burr  Royce  West    Somerville  (Somer- 

ville).  1040  Broadway. 

1916  Whitcomb,  Clarence  Springfield. 

Adelbert  Springfield  Hospital. 

1884  Whitcombe,  Charles  Reed . . Roslindale  (Boston). 

23  South  Fairview  St, 

1910  White,  Arthur  Joseph  Mattapan  (Boston). 

249  River  St. 

1894  White,  Belle  Piatt  Springfield.  182  Sumner  Av. 

1893  White,  Charles  James  Boston.    259  Marlboro'  St 

1902  White,  Clifford  Allen  Granville.    P.  O.  Box  150. 

1914  White,  Everett  Lynn.    17  Marianna  St. 

1896  White,  Franklin  Warren. ..  Boston.    322  Marlboro*  St 

1914  White,  George  Arthur  Cambridge. 

170  Harvard  St 

1912  White,  Henry  Alverado  Taunton. 

17  West  Britannia  St. 
1882  White,  Herbert  Warren ...  Roxbury  (Boston). 

151  Humboldt  Av. 

1910  White,  John  Robert  Washington,  D.  C. 

Navy  Med.  School. 

1893  White,  Leon  Edward  Wellesley.   Office,  Boston. 

390  Commonwealth  Av. 
1872  White,  Levi  Worcester.   7  Gates  St 

1909  White,  Lucy  Nye  Winthrop. 

818  Winthrop  Av. 

1899  White,  Michael  William. .  ..Somerville.    21  Walnut  St. 

1911  White,  Paul  Dudley  Dorchester.    Office,  Boston. 

Mass.  Gen.  Hosp. 

1892  White,  William  Allen  Roxbury  (Boston). 

249  Warren  St. 

1894  Whitehill,  George  Edward. Everett.    516  Broadway. 
1S97  Whiteside,  George  Portland.  Ore. 

Shattuck  710  Dekum  Bldg. 

1892  Whiting,  George  Somerville. 

Washington  Whitney  '  282  Broadway. 

J^gj. Whitman,  Luther  Oakes.  .Amherst.    21  Pleasant  St 

1886  Whitney,  Charles  Melville.  Boston. 

386  Commonwealth  Av. 
1S82  Whitney,  Edward  Melville. New  Bedford. 

27  South  6th  St 

1905  Whitney,  Edward  William.  Indian  Orchard  (Spring- 
field).   162%  Main  St 

1910  Whitney,  George  Burgess. .  Haverhill. 

252  Washington  St 
1901  Whitney,  Harriet  Wiley ...  Indian  Orchard  (Spring- 
field).   162%  Main  St 

1905  Whitney,  Ray  Lester  Waverley  (Belmont). 

McLean  Hospital. 
1S74  Whitney,  William  Fiske. .  .Boston.    228  Marlboro'  St. 

1904  Whiton,  Ross  Kittredge  Bedford. 

1910  Whittemore,  William  Cambridge.    39  Brattle  St. 

Stewart 

1906  Whittemore,  Wyman  Boston.   330  Dartmouth  St 

1891  Whitten,  George  Edwin...  Haverhill.    154  Main  St. 

1887  Whittier,  Francis  Fremont.  Brookline.   94  Harvard  St. 

1900  Whoriskey,  John  Joseph. .  Cambridge.  1712  Mass.  Av. 
1914  Wickham,  Thomas  William  Boston. 

514  Commonwealth  Av. 
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1891  Wilbur,  Hubert  Granville.  Fall  River. 

292  North  Main  St. 

1887  Wilbur,  Sarah  Mann  Springfield.    319  State  St. 

1910  Wilcox,  De  Witt  Gilbert. ..  Boston. 

496  Commonwealth  Av. 

1907  Wilcox,  Henry  Hopson  Springfield. 

151  North  Main  St. 
1906  Wilder,  Winford   Oliver. ..  Pittsfield.    34  Fenn  St. 
1906  Wilinsky,  Charles  Francis.  Boston.    80  Green  St. 

1914  Wilkins,  George  Arthur  Revere.   646  Beach  St. 

1900  Wilkins,  George  Clarence.  .Manchester,  N.  H. 

402  The  Beacon. 

1909  Wilkins,  Samuel  Henry...  West  Medford  (Medford). 

411  High  St. 

1917  Willey,  Walter  Brown,  Jr. . Brighton  (Boston). 

St.  Eliz.  Hosp. 

1898  Williams,  Abram  Case  Springfield.   137y2  State  St. 

1894  Williams,  Augusta  Gilbert.  Brookline.  278  Walnut  St. 
1887  Williams,  Charles  Crosby .  Los.  Angeles,  Calif. 

401  South  Hope  St. 
1874 "1  wt ™,    i     xt    .  ^TMilton.    Otiice,  Boston. 

1895  jWllhams'  Cnarles  Herbert  [  10G9  Boylston  st. 

1915  Williams,  David  Lawrence.  Boston. 

168  Huntington  Av. 

1902  Williams,  Edward  Denison.Easthampton.  153  Union  St. 
1894  Williams,  Edward  Russell  .'Cambridge.   Office,  Boston. 

1069  Boylston  St. 
1872  Williams,  Edward  Tufts     Roxbury  (Boston). 

tl910  125  Dudley  St. 

1877  Williams,  Francis  Henry. .  Boston.    505  Beacon  St. 

1915  Williams,  Frankwood  Earl. Cambridge. 

44  Langdon  St. 

1894  Williams,  Frank  Percival. .  Brookline.    Office,  Boston. 

419  Boylston  St. 

1916  Williams,  Frederick  Horace  Brookline.    Office,  Boston. 

236  Clarendon  St. 

1917  Williams,  Frederick  Russell  Worcester.    11  Elm  St. 
1880  Williams,  Harold  Boston.    528  Beacon  St. 

1887  Williams,  Henry  Clarence.  Boston.    140  Boylston  St. 

1899  Williams,  Hugh  Boston.    301  Beacon  St. 

1906  Williams,  John  Thomas  Boston.    4S3  Beacon  St. 

1882  Williams,  Joseph  Dorchester  (Boston). 

12  Bloomfield  St. 
1917  Williamson,  Cordelia  Watertown. 

Isabella  57  Poquossette  St. 

1898  Willis,  Charles  Austin  Waltham.   562  Main  St. 

North  Reading. 
1914  Willoughby,  Earle  Carlisle.  State  Sanatorium. 

1894  Wilson,  Charles  Oscar  Lowell.    614  Gorham  St. 

1913  Wilson,  Charles  Moore. ...  Salem.    54  Washington  St. 

1910  Wilson,  Edmund   Winf red. Boston.   City  Hospital. 
2904  Winchester,  George  Wesley .  Mattapan  (Boston). 

1411  Blue  Hill  Av. 

1888  Winn,  Charles  Henry  Roxbury.  1474  Tremont  St. 

2908  Winslow,  Benjamin  Sabert. New  Bedford. 

1065  South  Water  St. 
1893  Winslow,  Edward    Smith.  .Easthampt on.  103  Main  St. 

1903  Winslow,  Frederick  Boston.    275  Clarendon  St. 

1897  Withee,  Frederick  Newton  Highlands 

Elmarien      (Newton).    9  Forest  St. 

1892  Withington,  Alfreda  Pittsfield.    17  Clinton  Av. 

Bosworth 

1917  Withington.  Paul  RichmondRoston.    City  Hospital. 

1904  Wolbach,  Simeon  Burt  Boston.    420  Beacon  St. 

1907  Wood,  Benjamin  Ezra  Allston  (Boston).  Office, 

Boston.   520  Beacon  St. 

^| | Wood,  Henry  Austin  Waltham.    751  Main  St. 

1885  Wood,  Leonard  TT.  S.  Army. 

1901  Wood,  Nathaniel    Knight.  .Boston.    520  Beacon  St. 

1911  Wood,  Nelson  Merwin  Charlestown  (Boston). 

Office,  Boston. 

19  Bay  State  Road. 


1889  Wood,  Norman    Perkins. . .  Northfield.    Main  St. 
1899  Woodbury,  Frank  Taylor..  Wakefield.  21  Chestnut  St 
1899  Woodbury,  Herbert  Elwell.  Indianapolis,  Ind. 

571  E.  Drive 
Woodruff  PI  , 
1891  Woodbury,  William  Rochester,  N.  Y. 

Richardson  241  East  Av 

1907  Woodill,  Edith  Esty  Waverley  (Belmont). 

Lock  Box  C. 

1902  Woodruff,  Richard  Allen.  .Pittsfield.    73  North  St. 

1S99  Woods,  Charles  Edwin  Lunenburg.    Lancaster  Av. 

1879  \  Woods,  George  Lyman  Springfield.  CO  Sherman  St. 
1897  J  |1915 

1893  Woodward,  Johnson  Rufus  Oxford. 

1882  Woodward,  Lemuel  Fox ...  Worcester.   52  Pearl  St. 
1S77  Woodward,  Samuel  Worcester.    58  Pearl  St 

Bayard 

1879  Woodworth,  Dwight  Fitchburg.    882  Main  St 

Sidney 

1902  Woodworth,  John  Dawson  Jamaica  Plain  (Boston). 

Roswell  9  Greenough  Av. 

1883  Worcester,  Alfred  Waltham.    751  Main  St. 

1873  Workman,  William  Worcester. 

Hunter  U912 

1901  Wormelle,  Charles  Burton . Allston  (Boston). 

186  Brighton  Av 

1902  Worth,  Edward  Philip  Edgartown. 

1904  Worthen,  Charles  Arthur.  .Lynn.    32  Mall  St. 

1596  Worthington,  Arthur  Dedham.   26  Court  St. 

Morton 

1897  Wright,  George  Hermann.  . New  Milford,  Conn. 

24  Monument  Sq. 

1894  Wright,  James  Homer  Boston. 

Mass.  Gen.  Hospital. 
1916  Wright,  Willard  Lyman. ..  Boston. 

510  Commonwealth  Av 
1910  Wright,  William  Francis.  .Fall  River.  160  Robeson  St. 

1895  Wylie,  Eugene  Cushman. .. Dorchester  (Boston). 

556  Washington  St. 

1894  Wylie-Cushman,  Ella  Boston.    711  Boylston  St 

Rosalind 

1912  Wyman,  Edwin  Theodore.  .Boston.   483  Beacon  St 

Y 

1903  Yeaton,  George  William  Medway.   Village  St. 

1597  Yenetchi,  Henry  Somerville. 

Ainsworth  104  Highland  Av 

1895  Yoosuf,  Abraham  Kevork ..  Worcester. 

82  Franklin  St. 

1915  Young,  Annie  Roberts  Waltham.    925  Main  St. 

1895  Young,  Edgar  William  Everett.   640  Broadway. 

1910  Young,  Edward  Boston. 

Lorraine,  Jr.  99  Commonwealth  Av. 
1914  Young,  Edward  Wallace. ..  New  Bedford.  403  Union  St 
1897  Young,  Ernest    Boyen Boston.    434  Marlboro'  St. 

1906  Young,  Evangeline  Wilson .  Boston. 

510  Commonwealth  Av. 

1907  Young,  James  Herbert  Newton.    19  Baldwin  St. 

1882  Young,  John  Francis  Brookline.  1821  Beacon  St. 

1905  Young,  Ralph  Randal  Roxbury  (Boston). 

3  Highland  St. 

1905  Young,  Roy   Demas  Arlington.    788  Mass.  Av. 

1908  Young,  Walter  Harding. ..  Dedham.    Office,  Boston. 

39  Newbury  St 

1899  Young-Slaughter,  Emma     Lowell.    100  Westford  St. 
Elizabeth 


1888  Zabriskie,  Frank  Hunter. .  Greenfield.    426  Main  St. 

1916  Zarrella,  Angelo  Mario  Lynn.    212  Boston  St. 

1913  Zimmerman,   Henry  Springfield.    721  North  St. 
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Abington  ( Plymouth ) . 

(See  also:  North  Abingtou.) 
Hutchinson,  W.  P. 
Stevens,  W.  R. 

Acton  (Middlesex  North). 

( See  also  :  West  Acton ) . 

Acushn-et  (Bristol  North). 

Adams  (Berkshire). 
Boom,  A.  K. 
Crowley,  J.  F. 
Holmes,  H.  B. 
Pascoe,  W.  W. 

Agawam  (Hampden). 

(See  also:  Feeding  Hills.) 

Alford  ( Berkshire ) . 

AUcrton  (Hull). 
Sturgis,  W.  H.  W. 

Allston  [Brighton)  (BOSTON). 
Casey,  J.  F. 
Dow,  E.  S. 
Ely.  T.  W. 
Giddings,  H.  G. 
Haslam,  F.  A. 
Lovell.  M.  E. 
fMoran.  J.  B. 
Mr  Keen,  S.  F. 
Papas,  P.  N. 
Riley,  C.  A. 
Webber.  W.  G. 
Wood.  B.  E. 
Wormelle,  C.  B. 

Amesriry  (Essex  North). 
Biron.  .7.  F.  R. 
Leslie,  H.  G. 
Madge.  O.  P. 
Mullen.  P.  J. 
Murphy,  D.  D. 
Rand.  J.  W. 
Ravignac,  A.  N. 
Warren,  C.  P. 


Amherst  (Hampshire). 

(See  also:   Cushman,   and  North 
Amherst) 
Haskell,  VS.  C. 
Rawson,  G  W. 
Rockwell,  H.  G. 
Whitman,  L.  A. 

Annisquam  (GLOUCESTER) . 
Shields,  E.  E. 

An dover  (Essex  North). 
Abbott,  C.  E. 
Conroy.  E.  C. 
Daly.  .T.  J. 
Fuller.  J.  R. 


Andovek  (.continued). 
Lane,  E.  D. 
Look,  P.  J. 
Walker,  W.  D. 

Arlington  (Middlesex  South). 

(See  also:  Arlington  Heights.) 
Atwood,  C.  F. 
Buckley,  D.  J. 
Dennett,  C.  A. 
Keegan,  C.  A. 
Lawley,  B.  I. 
Pratt,  Ezekiel. 
Sanger,  G.  E. 
Stickney,  E.  P. 
Tolmau,  Julia 
Walsh,  C.  J. 
Webb.  H.  R. 
Young,  R.  D. 

Arlington  1J eights  (Arlington). 
Farrington,  L.  M. 
Ring,  A.  H. 

Ashbcrnh am  (Worcester  North). 
Bates,  C.  A. 
Fosgate,  E.  G. 

Ashby  (Worcester  North). 
Pope,  F.  F. 

Ashfield  (Franklin). 
Urquhart,  J.  E. 

Ashland  (Middlesex  South). 
Morse,  R.  S. 

Athol  (Worcester  North). 
Bassow,  G.  J. 
Cuddy,  J.  F. 
Dodge,  G.  F. 
Terry,  G.  L. 

Atlantic  (QUINCT). 
Bartlett,  F.  A. 
Bruce,  D.  A. 
Drew,  M.  E. 
Sweeney,  M.  T. 

ATTLEBOROUGH    (Bristol  North). 
Batlersha'.l,  Jesse  W. 
Battershall.  Joseph  W. 
Pattershall,  M.  H.  W. 
Bolduc,  A.  G. 
Clarke.  J  W. 
Couro,  A.  C. 
Hewitt.  W.  O. 
llolden,  C.  S. 
Kent.  R.  P. 
M;ickie.  L.  V.  G. 
Milot,  W.  F. 
Murphy.  F.  V. 
Reese,  J.  A. 
Rounseville,  W.  E. 

Aubtjbr  (Worcester). 


Aubumdale  (NEWTON). 
Godfrey,  H.  W. 
Haskell,  H.  H. 
Hutchinson,  C.  P. 
Keever.  H.  F. 
fPorter,  F.  E. 

Avon  ( Plymouth ) . 
Lintield,  E.  P. 

Ayer  (Worcester  North). 
Bulkeley,  F.  S. 
Hopkins,  B.  H. 
Priest,  H.  B. 

Bahlti  insiiUe  ( Templeton  ) . 
Page.  H.  W. 
Robie,  W.  F. 
Stick,  H.  L. 

Barnstable  (Barnstable). 

(See  also:  Cotuit,  Hyannis.  Ma 
ton's  Mills,  Osterville.) 
MiHikin,  C.  W. 

Barre  (Worcester). 
Bates,  W.  S. 
Brown,  G.  A. 

Becket  (Berkshire). 
Dearborn,  H.  H. 

Bedford  (Middlesex  North). 
Hamblen,  E.  E. 
Whiton,  R.  K. 

Belchertown  (Hampshire). 
Eliot,  H.  W. 

Belling  ham  (Norfolk). 

Belmont  (Middlesex  South). 
(See  also:  Waverley.) 
fDow,  J.  A. 
Hanson.  W.  C. 
Hoiit.  E.  G. 
Leavitt,  F.  C. 
Rogers,  M.  H. 
fUnderwood,  G.  L. 

Berlin  (Worcester). 

Bernardston  (Franklin). 
Croft,  B.  P 
Tierce,  W.  H. 

BEVERLY  (Essex  South). 
Cowles,  F.  A 
Dexter,  Franklin 
Emery,  W.  E. 
Haves,  Vv .  F. 
Hill.  G.  J. 
Johnson.  T.  T. 
Kline.  G.  M. 
Lawlor,  J.  F. 
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tEVERLY  (continued). 

Odeneal,  T.  H. 

Phillips,  C.  H. 

Sears,  H.  E. 

Shatswell,  J.  A. 

Stanley,  F.  G. 

Stickney,  G.  A. 

Stone,  R.  E. 

Swan,  L.  C. 
fSwasey,  O.  F. 
fTorrey,  S.  W. 

ieverly  Farms  (BEVERLY). 

Murphy,  D.  F. 
f    Warren,  H.  E. 

iiixerica  (Middlesex  North). 
(See  also:  North  Billerica. ) 
Alley,  E.  J. 
Buck,  M.  A. 
Stearns,  A.  W. 

lackinton  (Williamstown). 
Galvin,  William 

jiLACKSTONE  (Worcester). 
1   Roche,  T.  F. 

I'LAN ford  (Hampden). 

liOLTOX  (Worcester). 

JOSTON  (Suffolk). 

(See  also:  East  Boston,  South  Bos- 
ton, Allston,  Brighton,  Charles- 
town,  Dorchester,  Forest  Hills, 
Hyde  Park,  Jamaica  Plain,  Mat- 
tapan,  Roslindale,  Roxbury,  West 
Roxbury.) 

Achorn,  R.  C. 

Adams,  L.  D. 

Allen,  A.  W. 

Allen,  Freeman 

Allen,  G.  W. 

Alcuzar,  Izak 

Amadon,  A.  F. 

Ames,  J.  L. 

Andrews,  H.  V. 

Appleton,  William 

Arkin,  Louis 

Arnold,  H.  D. 

Austin,  A.  E. 

Ayer,  J.  B. 

Aver,  S.  H. 

Azadian,  D.  G. 

Badger,  G.  S.  C. 

Bailey,  W.  C. 

Baker,  D.  V. 

Baker,  H.  W. 

Balboni,  G.  M. 

Baleh,  F.  G. 

Bardwell,  F.  A. 

Barney,  J.  D. 

Barney.  W.  O. 

Barnnm,  F.  G. 

Baron  e,  Joseph 

Barrell,  C.  S. 

Barron,  M.  E. 

Barstow.  A.  T. 

Bartol,  J.  W. 

Bean,  C.  P. 

Bearse,  Carl 

Beebe,  T.  C. 

Berry,  C.  F. 

Bigelow,  W.  S. 

Binney,  Horace 

Bisbee,  E.  S. 

Blake,  C.  J. 

Blake,  Gerald 


BOSTON  ( continued ) . 

Blake,  J.  B. 

Blake,  J.  G. 
jBlodgett,  A.  N. 

Blodgett,  J.  H. 
jBoardman,  W.  E. 

Boardman,  W.  P. 

Boardman,  W.  S. 

Bonelli,  R.  P. 

Bossidy,  J.  C. 

Bottomley,  J.  C. 

Bowditch,  Harold 

Bowditch,  V.  Y. 

Bo  wen,  J.  T. 

Bowman,  F.  R. 

Brackett,  E.  G. 

Bradford,  E.  H. 

Brady,  J.  F. 

Brant,  Austin 

Bremer,  J.  L. 

Breslin,  J.  G. 

Brewster,  G.  W.  W. 

Briggs,  F.  M. 

Briggs,  J.  E. 

Briggs,  L.  V. 

Brigham,  F.  G. 

Brindisi,  Rocco 

Bristol,  DeL.  J. 

Brooks,  E.  M. 

Brough,  D.  D. 

Brown,  L.  T. 

Brown,  Percy 

Brown,  W.  J. 

Browne,  W.  E. 

Bruce,  J.  B. 

Bryant,  A.  G. 

Bryant,  John 
fBush,  J.  S.  F. 

Buck,  C.  E. 

Bullard,  W.  N. 

Burnham,  E.  A. 

Burnett,  F.  L. 

Burns,  F.  S. 

Burrage,  W.  L. 

Butler,  A.  E. 

Butler,  C.  S. 

Butler,  P.  F. 

Cabot,  Hugh 

Cabot,  R.  C. 

Caines,  R.  J.  R. 

Castleman,  Philip 

Chadbourne,  A.  P. 

Chamberlain,  M.  L. 

Chandler,  T.  E. 

Chase,  H.  M. 

Chase,  W.  G. 

Cheever,  David 

Chenery,  W.  E. 

Christian,  H.  A. 

Chute.  A.  L. 

Clap,  E.  W. 

Clark,  G.  O. 

Clark.  J.  P. 

Clark-MacLeod,  Emily 

Cliff,  L.  A. 

Clymer,  George 

Cobb,  Farrar 

Cobb,  F.  C. 

Cobb,  G.  N. 

Cochrane,  R.  C. 

Codman,  E.  A. 

Coffin,  R.  A. 

Cogan.  J.  A. 

Colburn,  H.  H. 

Conant,  W.  M. 

Coriat,  I.  H. 

Cotton,  F.  J. 

Coues,  W.  P. 

Councilman,  W.  T. 

Coursey,  F.  R. 


BOSTON  (continued). 
Courtney,  J.  W. 
Cowles,  W.  L. 
Cox,  A.  C. 
Cox,  O.  F. 
Cragln,  G.  A. 
Crandon,  L.  R.  G 
Crane,  Clarence 
Crawford,  F.  X. 
Crockett,  E.  A. 
Crosbie,  A.  H. 
Culbertson,  E.  V.  P.  B. 
Cummin,  J.  W. 
Cummins,  L.  J. 
Cunningham,  A.  R. 
Cunningham,  J.  H.,  Jr. 
Cushing,  H.  W. 
Cutler,  E.  G. 
Cutler,  G.  D. 
Dadmun,  E.  J. 
Daly,  W.  J. 
Daniels,  E.  A. 
Davenport,  F.  H. 
Davis,  F.  A. 
Davis,  Lincoln 
Davis,  M.  F. 
Dawson,  R.  P. 
Day,  H.  F. 
DeBlois,  T.  A. 
Delano,  Samuel 
Denig,  B.  A. 
Denny,  G.  P. 
DeNormandie,  R.  L. 
Derby,  F.  W. 
Derby,  G.  S. 
Dewing,  L.  A. 
Di  Mento,  V.  J. 
Dixon,  L.  S. 
Dixon,  R.  B. 
Dodge,  A.  M. 
Dodge,  W.  W. 
Donoghue,  F.  D. 
Dorcey,  J.  E. 
Dowling.  J.  J. 
Drury,  D.  W. 
Duckering,  F.  \V\ 
Dunn,  C.  H. 
Dunn,  Wm.  Aloysius 
Dunn,  Wm.  Ambrose 
Dwight,  E.  W. 
Dwyer,  W.  J. 
Eames,  G.  F. 
Earle,  G.  H. 
Easton,  E.  T. 
Eaton,  H.  B. 
Edwards,  W.  L. 
Ehrenfried,  Albert 
Ehrlich,  Henry 
Elliot,  J.  W. 
Elliott,  R.  D. 
Emerson,  P.  W. 
Emerson,  W.  R.  P. 
English,  M.  J. 
Erb,  T.  C. 
Eustis,  R.  S. 
Evans,  Albert 
Everett,  E.  E. 
Fabyan,  Marshal 
Fair,  R.  P. 
Farlow,  J.  W. 
Faulkner,  W.  E. 
Felch,  C.  I. 
Felch,  G.  A. 
Felch,  L.  P. 
Finkelstein,  Harry 
Fischbein,  Louis 
Fitz,  G.  W. 
Fitz,  Reginald 
Fitzgerald,  J.  R. 
Flagg,  Elisha 


J 
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OSTON  (continued). 

BOSTON  (continued). 

BOSTON  (continued). 

Floyd,  Cleaveland 

Howe,  W.  C. 

MacKnight,  W.  F. 

Foley,  T.  B. 

Howland,  J.  B. 

McLaughlin,  A.  J. 

Frankel,  D.  I. 

Hubbard,  J.  C. 

MacLennan,  A.  D. 

Fraser,  A.  McK. 

Hughes,  L.  A.  C. 

Madden,  W.  D. 

Fraser,  Somers 

Hunt,  D.  L. 

Magrath,  G.  B. 

Friedman,  Benjamin 

Huntington,  J.  L. 

Mahoney,  D.  F. 

Friedman,  Eli 

Hurley,  J.  J. 

Mahoney,  J.  L. 

Friedman,  Nathan 

Hutehins,  H.  T. 

Marble,  H.  C. 

Frothinghaui,  Channing,  Jr. 

Hyde,  H.  V. 

Marcy,  H.  0. 

Frye,  E.  B. 

Hyman,  C.  H. 

Margeson,  R.  D. 

Gallison,  J.  M. 

Irving,  F.  C. 

Marshall,  H.  W. 

Galloupe,  C.  W. 

Irving,  H.  W. 

Martin,  J.  F. 

Gannett.  W.  W. 

Jack,  E.  E. 

Marvin,  F.  W. 

Garbelnick.  D.  A. 

Jack,  F.  L. 

Mason,  N.  R. 

Garland.  G.  M. 

Jackson,  D.  L. 

Mead,  L.  G. 

George,  A.  W. 

Jackson,  Henry 

Means,  J.  H. 

Germain.  H.  H. 

Jackson,  J.  M. 

Medalia,  D.  B. 

Gilman,  C.  S. 

Janes,  A.  P. 

Medalia,  L.  S. 

Gilpatrick,  R.  H. 

Jantzen,  F.  T. 

Mendelsohn.  Louis 

Goddu,  L.  A.  0. 

Jelly,  A.  C. 

Merrill,  A.  S. 

Golden,  Lazarus 

Johnson,  F.  M. 

Miller,  G.  F. 

Goldthwait,  J.  E. 

Johnson,  F.  W. 

Miller,  R.  H. 

Goodale,  J.  L. 

Jones,  D.  F. 

Minot,  G.  R. 

Goodall,  H.  W. 

Jones,  M.  S. 

Minot,  J.  J. 

Grainger,  E.  J. 

Jordan,  E.  M. 

Mixter,  C.  G. 

Granger,  F.  B. 

Joslin,  E.  P. 

Mixter,  S.  J. 

Grant,  W.  H. 

Katsainos.  G.  M. 

Mixter,  W.  J. 

Graves,  W.  P. 

Keenan,  G.  F. 

Monks,  G.  H. 

Gray,  Horace 

Keenan,  J.  A. 

Moore,  G.  C. 

Gray,  H.  B. 

Kelley,  E.  R. 

Moore,  J.  H. 

Green,  C.  M. 

Kellogg,  E.  B. 

Morgan,  C.  R. 
Morgan,  John 

fGreen,  J.  O. 

Kellogg,  F.  L. 

Green,  M.  C. 

Kellogg,  F.  S. 

Morong,  A.  B. 

Green,  R.  M. 

Kennedy,  A.  G. 

Morrison,  L.  B. 

tGreen,  S.  A. 

Kepler,  C.  0. 

Morrison,  W.  R. 

Greene,  D.  C,  Jr. 

Kerr,  I.  D. 

Morse.  G.  W. 

Greene,  E.  M. 

Khoury,  Kamel 

Morse.  J.  L. 

Grogan,  M.  V. 

Kilburn,  H.  W. 

Mosher,  H.  P. 

Gunter.  F.  C. 

Kimpton,  A.  R. 

Murphy,  F.  C. 

Halev,  W.  T. 

King,  F.  A. 

Murray,  B.  F. 

Hall,  G.  W. 

Kissock,  R.  J. 

Myers,  S.  W. 

Hall,  W.  D. 

Knapp,  P.  C. 

Mysel.  Philip 

Hamilton,  A.  J,  A. 

Knowlton,  W.  M. 

New,  W.  S. 

Hamilton,  A.  L. 

Konrad.  F.  0.  W. 

Newell,  F.  S. 

Harding,  G.  F. 

Lacey,  W.  H. 

fNichols,  A.  H. 

Hare,  C.  H. 

Ladd,  Maynard 

Nichols.  E.  H. 

Harmer,  T.  W. 

Ladd.  W.  E. 

Nolen.  W.  F. 

Harrington,  T.  F. 

Lahey,  F.  H. 

Noyes,  M.  L. 

Harrison,  C.  W. 

Larrabee,  R.  C. 

Nu'te.  A.  J. 

Harrison,  Henry 

fLawrence,  R.  M. 

Ober,  F.  R. 

Hartung,  H.  H. 

Lee,  H.  J. 

O'Brien.  T.  J. 

Harvey,  W.  W. 

Leen,  T.  F. 

O'Hare,  J.  P. 

Hartwell,  H.  F. 

Legg,  A.  T. 

Oliver.  E.  L. 

Haskins,  F.  E. 

Leland,  G.  A. 

fOliver,  H.  K. 

Hawes,  J.  B..  2nd 

Leland,  G.  A.,  Jr. 

O'Neil.  R.  F. 

Healy,  William 

Leland.  H.  A. 

Osgood,  R.  B. 

Hebbard,  E.  C. 

L'Esperance,  O.  R.  T. 

O'Sullivan,  Anna 

Heffernan,  D.  A. 

Levins,  N.  N. 

Otis,  E.  0. 

Hegerty,  J.  G. 

Lindquist,  C.  A. 

Otis,  W.  J. 

Henderson,  F.  F. 

Little,  J.  M.,  Jr. 

Ott,  G.  J. 

Hepburn,  J.  J. 

Lloyd,  H.  D. 

Overlander,  C.  L. 

fHersey,  F.  C. 

Locke,  E.  A. 

Packard,  A.  E. 

Hewes,  H.  F. 

Loder,  H.  D. 

Packard,  Horace 

Higgins,  F.  A. 

Lord,  F.  T. 

Page.  A.  K. 

Hill,  G.  S. 

Lorimer,  Felix 

Page,  C.  G. 

Hill,  T.  C. 

Lothrop,  H.  A. 

Paine,  A.  K. 

Hipkiss,  George 

Lovett,  R.  W. 

Palfrey,  F.  W. 

Hitchcock,  Edward 

Lowell,  F.  L. 

Palmer,  Ezra 

Hodgdon,  F.  W.,  Jr. 

Luce,  LeR.  A. 

Palmer.  S.  E. 

Hodgkins,  E.  M. 

Lund,  F.  B. 

Palmer.  W.  W. 

Hogner,  R.  P.  F. 

Lyman,  Henry 

Papas,  P.  N. 

Hollings,  Byam 

MacAusland,  A.  R. 

Parker,  W.  S. 

Holmes,  E.  M. 

MacAusland,  W.  R. 

Paul,  L.  G. 

Hornor,  A.  A. 

MacCallum,  W.  P. 

Paul,  W.  E. 

Houghton,  N.  H. 

McClintock,  F.  B. 

Pavlo,  S.  G. 

Howard,  A.  G. 

MacCormick,  J.  A. 

Payne,  J.  H. 

Howard,  C.  T. 

McOurdy,  T.  E.  A. 

Pearl,  S.  M. 

Howard,  H.  H. 

McDonald,  S.  J. 

Pease,  E.  A. 

Howard,  H.  J. 

Maelver,  G.  O. 

Pemberton.  F.  A. 

Howe,  O.  T. 

MacKinnon,  D.  L. 

Penhallow.  D.  P. 
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BOSTON  (continued). 

Phaneuf,  L.  E. 

Phelps,  J.  S. 

Phipps,  Cadis 

Pike,  W.  C. 

Piper,  Frank 

Place,  E.  H. 

Poirier,  G.  II. 

Pollock,  H.  M. 

Pond,  B.  W. 

Pope,  E.  F. 

Porter,  C.  A. 

Post,  Abner 

Powers,  G.  H. 

Praino,  Gaetano 

Preble,  W.  E. 

Prince,  Morton 

Putnam,  J.  J. 

Quackenboss,  Alexander 

Quest,  J.  F. 

Babe,  E.  R.  E. 

Reardon,  T.  J. 

Reed,  Carlisle 
Reeves,  Mareellus 
Reggio,  A.  W. 
Reynolds,  Edward 
Rice,  W.  H. 

Richards,  C.  G. 
fRichards,  G.  E. 
Richardson,  A.  G. 
Richardson,  E.  P. 
Richardson,  Oscar 
Richardson,  W.  L. 
Riley,  Augustus 
Riley,  E.  A. 
Ripley,  H.  W. 
Risley,  E.  H. 
Robbins,  E.  D. 
Robbins,  W.  B. 
Robey,  W.  H.,  Jr. 
Rogers,  A.  E. 
Rolfe,  W.  A. 
Rosen,  D.  W. 
Rothblatt,  H.  L. 
Rushmore,  Stephen 
Ryder,  B.  McW. 
Ryder,  W.  I. 
Sabine,  J.  D.  K. 
Sadler,  R.  A. 
Saltz,  S.  M. 
Sanborn,  G.  P. 
Sargent,  G.  A. 
Sawyer,  E.  K. 
Scannell,  D.  D. 
Schirmer,  J.  W. 
Scott,  N.  McL. 
Scudder,  C.  L. 
Sears,  G.  G. 
Sears,  H.  F. 
Seymour,  Malcolm 
Shapira,  A.  A. 
Shattuck,  F.  C. 
Shattuck,  G.  B. 
Shattuck,  G.  C. 
Shaw,  Albert  J. 
Shaw.  Arthur  J. 
Sheldon,  ;R.  F. 
Shields,  W.  S. 
Shohan,  Joseph 
Simmons,  C.  C. 
Sisson,  W.  R. 
f  Skinner,  E.  M. 
Slack,  F.  H. 
Smith,  Conrad 
Smith,  C.  M. 
Smith,  E.  W. 
Smith,  G.  C. 
Smith,  G.  G. 
Smith,  H.  H. 
Smith,  M.  A. 


BOSTON  (continued). 

Smith,  P.  M. 

Smith,  R.  M. 

Smith-Pet ersen,  M.  X. 

Sobotky,  Irving 

Soutter,  Robert 

Sowles,  H.  K. 

Spalding,  J.  D. 

Spinney,  F.  I. 

Sprague,  F.  P. 

Sprague,  R.  B. 

Stacey,  C.  F. 

Stack,  J.  J. 

Standish,  Myles 

Stedman,  George 

Stone,  J.  S. 

Storer,  Malcolm 

Streeter,  E.  C. 

Strong,  R.  P. 
tStuart,  J.  H. 

Sullivan,  C.  B. 

Sumner,  P.  S. 

Supple,  E.  A. 

Swain,  H.  T. 

Swift,  E.  H. 

Swift,  J.  B. 

Swift,  W.  B. 
Talbot,  F.  B. 
Taylor,  E.  W. 
Temple,  W.  F. 
Temple,  W.  F.,  Jr. 
Tenney,  Benjamin 
Tenney,  J.  A. 
Thomas,  J.  J. 
Thompson,  C.  O. 
Thompson,  P.  H. 
Thorndike,  Augustus 
Thorndike,  Paul 
Thorndike,  T.  W. 
Thornton,  J.  B. 
Tingley,  L.  P. 
Titus,  R.  S. 
Tobey,  G.  L.,  Jr. 
Tobey,  H.  G. 
Torbert,  J.  R. 
Towle,  H.  P. 
Townsend,  C.  W. 
Trayes,  W.  H.,  Jr. 
fTrull,  W.  B. 
Twombley,  E.  L. 
Tyrode,  M.  P.  O.  V. 
Van  de  Velde,  Honor§ 
Verhoeff,  F.  H. 
Vietor,  A.  C. 
Vincent,  Beth 
Vose,  R.  H. 
Wadsworth,  R.  G. 
Walker,  D.  H. 
Walsh,  E.  F. 
Walton,  G.  L. 
Wardwell,  J.  K. 
Warren,  John 
Warren,  J.  Collins 
Washburn,  F.  A. 
Washburn,  G.  H. 
Waterman,  G.  H. 
Watson,  F.  S. 
Webster,  G.  A. 
Wells,  Frank 
Wentworth,  A.  H. 
Wheet,  H.  R. 
Whipple,  F.  H. 
White,  C.  J. 
White,  F.  W. 
Whitney,  C.  M. 
Whitney,  W.  F. 
Whittemore,  Wyman 
Wickham,  T.  W. 
Wilcox,  DeW.  G. 
Wilinsky,  C.  F. 


BOSTON  (continued). 
Williams,  D.  L. 
Williams,  F.  H. 
Williams,  Harold 
Williams,  H.  C. 
Williams,  Hugh 
Williams,  J.  T. 
Wilson,  E.  W. 
Winslow,  Frederick 
Withington,  P.  R. 
Wolbach,  S.  B. 
Wood,  N.  K. 
Wright,  J.  H. 
Wright,  W.  L. 
Wylie-Cushman,  E.  R. 
Wyman,  E.  T. 
Young,  E.  L.,  Jr. 
Young,  E.  B. 
Young,  E.  W. 

Bourne  (Barnstable). 

(See  also:  Sagamore.) 

Boxborough   ( Middl  esex  North ) . 

Boxfoed  (Essex  North). 

Bo ylston  ( Worcester ) . 

Bradford  (HAVERHILL). 
Anthony,  F.  W. 
Atwood,  G.  M. 
Brainerd,  W.  S. 
George,  L.  H. 
LeGro,  L.  B. 
Littlefield,  M.  C. 
O'Toole,  J.  L. 

Braintree  (Norfolk  South). 

(See  also:  South  Braintree.) 
Berry,  W.  D." 
Cook,  J.  W. 
Dearing,  H.  L. 
Gile,  F.  H.,  Jr. 
Gould,  C.  H. 
Record,  Harold 

Brewster  (Barnstable). 
Crocker,  L.  A. 

Bridge  water  ( Plymouth ) . 

(See  also:  East  Bridgewater  and 

State  Farm). 
Carr,  A.  W. 
Hunt,  A.  F. 
Hunt,  W.  E. 
t  Pratt,  Calvin 
Warren,  F.  L. 
Whelan,  E.  V. 

Brighton  (Middlesex  South.) 

(BOSTON). 
(See  also:  Allston. ) 
Broderick,  T.  F. 
Buckley,  W.  S. 
Budreski,  A.  F. 
Crosby,  W.  H. 
Doherty,  F.  J. 
Gwinnell,  A.  W. 
Larrabee,  F.  W. 
Moore,  M.  T.  V. 
O'Brien,  E.  J. 
Rice,  F.  W. 
Ripley,  W.  L. 
Rowen,  H.  S. 
Stanton,  Joseph 
Tinkham,  O.  G. 
Willey,  W.  B.,  Jr. 

Brim  field  (Hampden.) 
Sawin,  R.  V. 
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BROCKTON"  ( Plymouth ) . 
(See  also:  Cainpello. ) 

Alfred,  James 

Alley.  L.  A. 

Bacon,  J.  E. 

Barrett,  M.  P. 

Beals,  A.  L. 

Boucher,  G.  II. 

Brady,  J.  E. 

Brides,  A.  E. 

Buckley,  G.  A. 

Burnett,  F.  H. 

Butler,  D.  M. 

Callahan,  J.  F. 

Chase.  II.  A. 
fClark,  E.  W. 

Cloudman,  H.  R. 

Condrick,  J.  J. 

Constans,  F.  E. 

Dacy,  C.  J. 

Drohan,  J.  H. 

Ducy,  W.  D. 

Fullerton,  W.  W. 

Ginsburgh,  N.  II. 

Goddard,  H.  E. 

Goddard,  S.  W. 
fGruver,  S.  J. 

Keith,  W.  C. 

Lawrence,  J.  H. 

Leavitt,  P.  H. 

LeMay,  A.  M. 

Lupien,  H.  J. 

McCann,  C.  D. 

McCarthy,  T.  H. 

MeNamara,  J.  J. 

Miles,  C.  G. 

Millet,  C.  S. 

Moore,  G.  A. 

Murdock,  F.  W. 

Noyes,  J.  R. 

O'Brien,  F.  W. 

Packard,  L.  B. 

Paine,  A.  E. 

Pettey,  .7.  A. 

Ripley,  F.  J. 
jRobinson,  L.  M. 

Safford,  W.  P. 

Shaw,  J.  P. 

Simmons,  F.  A. 

Smith,  A.  C. 

Sullivan,  A.  J. 

Tuholski,  D.  B. 

Bbookfield  ( Worcester ) . 
Newhall,  L.  T. 
Sherman,  M.  H. 

Bbookline  ( Norfolk ) . 
(See  also:  Waban.) 
Adams,  J.  D. 
Adams,  Z.  B. 
Bail,  J.  W. 
Barnes,  H.  A. 
Blakely,  D.  N. 
Blanchard,  B.  S. 
Borden,  C.  R.  C. 
Boutwell,  H.  K. 
Bowditch.  II.  I. 
Bowker,  E.  M. 
Brainerd,  J.  B. 
Brigham,  E.  H. 
Bufford,  J.  H. 
Bulfinch,  G.  G. 
tCall,  Norman 
Carr,  G.  L. 
Casselberry,  C.  M. 
Channing,  Walter 
Chase,  H.  L. 
Cleaves,  F.  II. 
Cohen,  J.  P. 
Connelly,  J.  E. 


Bhookline  ( continued ) . 

Coolidge,  Algernon 

Cooper,  Almon 

Cornwall,  A.  P. 

Crabtree,  E.  G. 

Cushing,  A.  A. 

Cushing,  Harvey 

Cutts,  II.  M. 

Dalton,  C.  H. 

Dana,  H.  W. 

Deal,  E.  E. 

Denny,  F.  P. 

Dewis,  J.  W. 

Dreyfus,  E.  W. 

Emerson,  F.  P. 

Fairbanks,  A.  W. 

Fallon.  J.  F." 

Farr,  E.  L. 

Fay,  W.  E. 

Francis,  C.  S. 

Francis,  G.  H. 

Frocdmau,  L.  M. 

Gilbert,  L.  W. 

Glunts,  David 

Good,  F.  E. 

Graham,  Douglas 

Greenough,  R.  B. 

Haines,  Ignatius 

Hastings,  R.  W. 

Hatch,  R.  A. 

Hayes,  F.  L. 

Heydemann,  Martin 
fllills,  W.  B. 

Hinckley,  J.  W. 

Hixon,  E.  C. 

Homans,  John 
fllood,  M.  G. 

Howard,  A.  A. 

Hurwitz,  A.  J. 

Inglis,  H.  J. 

Ingraham,  L.  V. 

Jones,  Everett 

Jones,  F.  E. 

Jones,  J.  C. 

Kaan,  G.  W. 

Kennealy.  J.  H. 

Kickham,  C.  J. 

Kingman,  R.  A. 

Kittredge,  Joseph 

Lancaster,  W.  B. 

Lawrence.  C.  H.,  Jr. 

Lee,  W.  T. 

Liebman,  William 

Litchfield,  W.  H. 

Lyle.  E.  B. 

Mackie,  W.  C. 

McDonald.  W.  J. 

McLaughlin.  H.  V. 

McMahon.  F.  J. 

Mallory.  F.  B. 

Nissen,  H.  A. 

Parris,  R.  O. 

Patten,  S.  K. 

Pearce,  A.  C. 

Percv,  K.  G. 

Perry,  H.  J. 

Powers.  H.  IT. 

Pratt.  J.  H. 
fPurvis,  C.  B. 

Ouimbv.  W.  C. 

Reynolds.  H.  V. 

Rogers,  E.  A. 

Rosenau,  M.  J. 

Sabine.  G.  K. 

Saunders,  E.  L. 

Sbnnahan,  T.  J. 

Siblev.  B.  E. 

Smith,  W.  H. 

Smyth,  D.  C. 

Smyth,  P.  S. 

Spalding.  F.  M. 


Bhookline  (continued). 
Spear,  L.  M. 
Stedman,  H.  R. 
Toohey,  T.  V. 
Torney,  G.  H. 
Vickerv,  H.  F. 
Walker,  I.  C. 
tWebber,  S.  G. 
Whittier,  F.  F. 
Williams.  A.  G. 
Williams,  F.  H. 
Williams,  F.  P. 
Young,  J.  F. 

Bryantville  (Pembroke). 
Charles,  O.  W. 

Buckland  (Franklin). 

Burlington  (Middlesex  East). 

CAMBRIDGE  (Middlesex  South). 
(See  also:  East  Cambridge.) 

Adams,  C.  W. 

Andrews,  R.  E. 

August,  Albert 

Bacon,  N.  S. 

Bailey.  M.  H. 

Barnes,  F.  J. 

Boyle,  J.  J. 

Brassil,  T.  F. 

Bresnihau,  F.  S. 

Brousseau.  W.  G. 

Bryant.  L  L. 

Bucholz,  C.  H. 

Buehler,  G.  V.  B. 

Burke,  W.  H.,  Jr. 

Cady,  F.  B.  M. 

CabiU,  C,  S. 

Call,  E.  L. 

Cannon.  W.  B. 

Chalfen.  S.  E. 

Clarke,  Genevieve 

Clarke,  I.  L. 

Cleary,  James 

Cogswell,  G.  P. 

Cronin,  H.  J. 

Cunningham,  J.  H. 

Cunningham,  T.  E.,  Jr. 

Darling.  E.  A. 

Davis,  B.  D. 

Dearborn,  G.  V.  N. 

Derby.  W.  P. 

Donahue,  W.  F. 

Dow,  D.  C. 

Downing.  A.  F. 
fDriver,  S.  W. 

Dudley.  A.  W. 

Dunham.  A.  F. 

Dwyer,  J.  E. 

Dwyer.  J.  E..  Jr. 
|Ela,  Walter 

Feeley,  C.  P. 

Feeley.  W.  C. 

Finnigan.  P.  J. 

Fleet.  W.  E. 

Fleming.  P.  J. 

Foster.  C.  C. 

Gardner,  H.  M. 

Garrick,  N.  II. 

Goodridge,  F.  J. 

Greene.  J.  A. 

Hapgood.  L.  S. 

Heaton.  T.  H. 

Hopkinson.  George 

Hutchinson,  C.  M. 

Jouett,  F.  R. 

Kelleher,  P.  F. 

Kennelly,  J.  G. 

King,  M.  L. 
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CAMBRIDGE   (continued) . 
LaMarche,  W.  J. 
Lancaster,  S.  R. 
Lee.  R.  I. 
Lockhart,  J.  S. 
MacKillop,  Daniel 
Mackechnie,  A.  N. 
McAdams,  P.  S. 
McCarthy.  E.  A. 
McGirr,  F.  F. 
Mclntire,  G.  F. 
Mclntire,  H.  R. 
McKenzie,  J.  R. 
Mernin,  M.  T. 
Murphy,  J.  J. 
Myles,  L.  T. 
Nason,  O.  C.  B. 
NeUlgan,  J.  P. 
Nelson,  C.  A. 
Noonan,  W.  A. 
Norris,  A.  P. 
Norton.  G.  E. 
O'Rourke.  E.  J. 
Page,  G.  T. 
Partridge,  T.  J. 
Peirce,  B.  H. 
Potter,  A.  C. 
Preble,  Wallace 
Putnam,  W.  A. 
Rice.  F.  F. 
Richards,  C.  R. 
Robb,  Hunter 
Robertson,  J.  W. 
Rockwell,  J.  A.,  Jr. 
Rose,  W.  M. 
Ross,  Elizabeth 
Seavy,  H.  L. 
Sennott,  J.  R. 
Sever,  J.  W. 
Shannon,  N.  V. 
Simonds,  F.  A. 
Smillie,  W.  G. 
Smith,  J.  H. 
Smith,  J.  J. 
Somers,  J.  E. 
Southard,  E.  E. 
Southard,  M.  A. 
Stevens,  E.  H. 
Stevens.  H.  P. 
Sullivan,  F.  A. 
Swaim,  L.  T. 
Swan,  W.  D. 
Taylor,  F.  W. 
Thomas,  C.  H. 
Thomas,  W.  K.  S. 
Thompson,  J.  S. 
Trainor,  J.  A. 
Tuttle,  A.  H. 
Verde,  Luigi 
Wadden,  J.  M. 
Walcott,  H.  P. 
t Walker.  A.  C. 
Wells.  C.  E. 
Wetherbee,  Roswell 
White,  G.  A. 
Whittemore,  W.  S. 
Whoriskey,  J.  J. 
Williams,  E.  R. 
Williams,  F.  E. 

Campello  (BROCKTON). 
Averill,  J.  H. 
Caswell,  W.  E. 
Frost,  E.  W. 
Holmberg,  C.  L.  M. 
King,  N.  C. 

Canton  (Norfolk). 
Daniels,  D.  G. 
Fish,  J.  E. 
Hinton,  W.  A. 


Canton  (continued). 
Kemp,  L.  S. 
Luce,  D.  S. 
MacPherson,  W.  E. 
Tenney,  W.  N. 

Carlisle  (Middlesex  North). 

Carver  (Plymouth). 

Charlemont  (Franklin). 

Charlcstoicn  (Middlesex  South). 
(BOSTON). 
Duff,  John 
Duff,  John,  Jr. 
Fitzpatrick.  J.  J. 
Flags.  H.  H. 
Grandison,  W.  G. 
Hammond,  W.  P. 
Hurley,  D.  J. 
Lyons,  J.  B. 
Magurn,  F.  T.  L. 
McDermott,  J.  E. 
McNally,  W.  J. 
Morris,  M.  A. 
O'Brien,  J.  F. 
Patterson,  W.  F. 
Plummer.  E.  M. 
Silva,  F.  P. 
Sprague.  R.  W. 
Wood,  N.  M. 

Charlton  (Worcester). 

Chatham  (Barnstable). 
fGifford,  B.  D. 

Chelmsford  (Middlesex  North). 
(See  also:  North  Chelmsford.) 
Howard,  Amasa 
Scoboria,  A.  G. 

CHELSEA  (Suffolk). 

Aaronson.  Jacob 
tChipman,  W.  R. 

Cutler,  C.  N. 

Dennett.  P.  C. 

Fenwick,  G.  B. 

Garrett,  F.  S. 

Golob,  Mover 

Guild.  E.  F. 

McClintock,  F.  B. 

Meyers,  H.  B. 

Nigro.  Mirhele 
tPutnam.  J.  M. 

Raddin,  F.  S. 

Cheshire  (Berkshire). 

Chester  (Hampden). 
Lanpher,  H.  A. 

Chesterfield  ( Hampshire) . 

Chestnut  Hill  (NEWTON). 
Baldwin,  H.  T. 
Briggs,  E.  C. 
Curtis,  F.  G. 
Gay,  G.  W. 
Holmes,  G.  W. 
Johnson,  M.  W.  L. 

CHICOPEE  (Hampden). 

(See  also:  Chicopee  Falls,  Willi- 
mansett.) 
Gallagher,  J.  H.  C. 

Chicopee  Falls  (CHICOPEE). 
Beauchamp,  J.  O. 
Cooley,  A.  L. 
Dutton,  F.  K. 


Chicopee  Fulls  (continued). 
fGibbs,  L.  J. 
Mannix,  L.  E. 
Shea,  M.  I. 

Chilmark  (Bristol  South). 

Clarksburg  (Berkshire). 

Cliftondale  (Saucus). 
Danfo.rth,  II.  A. 
Harris,  L.  W. 
Penny,  II.  T. 
Penny.   M.  M. 
Perkins,  T.  T. 

(  'linton  ( Worcester ) . 
Abbott,  C.  R. 
Bowers,  W.  P. 
Chase,  G.  L. 
French,  C.  L. 
Goodwin,  J.  J. 
Grady,  I'.  A.  S. 
Grady,  T.  H. 
Kirby,  J.  R. 
Mackay,  E.  H. 
Monahan,  J.  A. 
Morse,  I.  M. 
Tobey,  G.  L. 

Cochitunte  (Framingham). 
Sparks,  E.  E. 

Cohasset  (Norfolk  South). 
Hinchliffe,  Frederick 
Howe,  O.  H. 
Osgood,  George 

Colrain  (Franklin). 
Cram,  J.  W. 
Mather,  J.  A. 

Concord  (Middlesex  South). 

(See  also:  Concord  Junction.) 
Cheney,  F.  E. 
fEmerson,  E.  W. 
Lord,  S.  A. 
Titcomb,  G.  E. 
Walcott,  H.  J. 
Wentworth,  M.  H. 

Concord  Junction  (Concord). 
Fernald,  G.  G. 
Pickard,  I.  L. 

Conway  (Franklin). 

Cotuit  (Barnstable). 
Haskins,  S.  F. 

Cummington  (Hampshire). 
fStutson,  W.  P. 

Cushman  (Amherst). 
Fuller,  A.  H. 

Dalton  (Berkshire). 
MacKay,  G.  F. 
Schofleld,  W.  W. 
Sullivan,  P.  J. 

Dana  (Worcester). 

(See  also:  North  Dana.) 

Dan  vers   (Essex  South). 
(See  also:  Hathorne.) 
Baldwin,  F.  W. 
Buck,  C.  L. 
Deering,  C.  F. 
Mains,  H.  L. 
Marsh,  A.  P. 
Moriarty,  J.  J. 
Niles,  E.  H. 
Sparhawk,  C.  W. 
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Dartmouth   (Bristol  South). 

(See  also:  South  Dartmouth.) 

Dedham  (Norfolk). 

(See  also:  East  Dedham.) 
Batchelder,  H.  G. 
Finn,  E.  W. 
Hodgdon,  A.  H. 
Pratt,  J.  W. 
Worthington,  A.  M. 
Young,  W.  H. 

Deerfteld  (Franklin). 

(See  also:  South  Deerfield.) 
Thorn,  E.  C. 

Dennis  (Barnstable). 

(See  also:    Dennisport,  South  ;ind 
West  Dennis.) 

Dennisport  (Dennis). 
Ginn,  D.  R. 

Dighton   (Bristol  North). 
Baker,  H.  B. 

Dorchester   (Norfolk)  (BOSTON). 
(See  also:  Mattapan.) 
Abbe,  F.  R. 
Adams,  H.  W. 
Allard,  C.  E. 
Bailey,  F.  J. 
Ballou,  A.  R. 
Barker,  W.  W. 
Batchelder,  W.  B. 
Berlin,  M.  G. 
Borman,  M.  I. 
Bliss,  G.  D. 
Bogan,  F.  L. 
Brayton,  R.  W. 
Brearton,  E.  J. 
Brown,  F.  B. 
Butler,  J.  E. 
Carroll,  C.  C. 
Carruth,  S.  S. 
Cavanaugh,  C.  R. 
Ceconi,  J.  A. 
Coffin,  A.  B. 
Costello,  J.  H. 
Croke,  L.  W. 
Crossman,  F.  A. 
Crowell,  Samuel 
Curran,  S.  F. 
Davis,  W.  H. 
Davison,  A.  H. 
Day,  E.  P. 
Dervin,  P.  J. 
Devenny,  J.  H. 
Dewey,  C.  G. 
Dexter,  R.  R. 
Dobson,  W.  M. 
Draper,  A.  L. 
Drummey,  N.  D. 
Duckering.  W.  W. 
Eldridge,  D.  G. 
Emerson,  F.  L. 
Emery,  W.  C. 
Evans,  M.  H.  A. 
Faxon,  E.  W. 
Fennessey,  J.  F. 
Foster,  A.  N. 
Gaetani,  A.  L. 
Giblin,  F.  J. 
Golub,  J.  .7. 
Gordon,  S.  F. 
Graves,  B.  A. 
Hallisey,  J.  E. 
Hammond,  W.  .7. 
Hardwick,  E.  V. 
7Iartnett,  E.  H.  7.. 
71,'irrlngton.  D.  .7. 


Dorchester  (continued). 
Harrington,  H.  L. 
Hawkins,  Henry 
Hemeon,  F.  C. 
Ingoldsby,  .7.  E. 
Johnston,  William 
Iielley,  H.  J. 
Tielley,  J.  77.  H. 
Kelly,  J.  M. 
Txent,  Bradford 
Lane,  J.  W. 
Levine,  H.  B. 
Loewe,  W.  R. 
Macauley,  J.  A. 
Macdonald,  A.  A. 
McCartin,  ,7.  E. 
McEvoy,  G.  A. 
McQuade,  L.  S. 
Mahoney,  F.  X. 
Mains,  C.  F. 
Mansfield,  .7.  A. 
Marr,  M.  W. 
Martin,  D.  7,. 
Martin,  H.  W. 
May,  J.  V. 
Merrick,  R.  M. 
Miller,  C.  H. 
Morrison,  Hyman 
Murray,  1*.  .7. 
Myrick,  H.  G. 
Noble,  M.  G. 
Norton,  H.  R. 
Nute,  Marion 
O'Brien,  .7.  .7. 
Osman,  C.  F. 
Parker,  W.  H. 
Parsons,  F.  S. 
Parvey,  Benjamin 
Phillips,  W.  F. 
Rapoport,  Boris 
Regan,  J.  J. 
Reilly,  J.  A. 
Roberts,  Jj.  A. 
Rogers,  O.  F. 
Rogers,  O.  F.,  Jr. 
Rood,  L.  C. 
Scales,  R.  B. 
Scanlan,  T.  .7. 
Schmidt,  R.  D. 
Shapira,  V.  7. 
Sheppard,  P.  A.  E. 
Sherburne,  A.  E. 
Sleeper,  F.  W. 
Starbird,  E.  P. 
fStevens,  G.  B. 
Stone,  H.  E. 
Sturnick,  Max 
Sullivan,  J.  J. 
Sullivan,  J.  T. 
Thurber,  M.  T. 
Towle,  H.  C. 
Treanor,  J.  P. 
Twitchell,  E.  T. 
Walton,  W.  J. 
Watson,  F.  G. 
Watts,  IT.  F.  R. 
White,  P.  D. 
Williams,  Joseph 
Wylie,  E.  C. 

Douglas    ( Worcester  1 . 

Dover  ( Norfolk ) . 

Emmons,  A.  1?..  2nd. 

Dracut   (Middlesex  North  i. 
Dudley  (Worcester). 
Dunstable   (Middlesex  North.), 


Duxbury  (Plymouth). 

fDurgin,  S.  H.  (Millbrook  P.  O.) 
Noyes,  N.  K. 
Spalding,  Roger 

East  Boston  (BOSTON). 
Bonney,  Robert 
Bowen,  E.  E. 
Bragdon,  H.  E. 
Ensworth,  W.  H. 
t  Grainger,  W.  H. 
Harrnett,  E.  D. 
Houghton.  R.  H. 
Hudson,  C.  B. 
Hurley,  D.  B. 
Morrison,  W.  A. 
Myers,  Solomon 
O'Keefe.  M.  W. 
Papen,  G.  W. 
Schwartz,  G.  H. 
Sisson,  Mitchell 
Tallman.  A.  L. 
Taylor,  J.  D. 
Tilton,  F.  H. 

East  Bridfiervater   ( Bridgewater ) . 
Bannerman.  W.  B. 

East  Cambridge  (CAMBRIDGE). 
Clancy.  W.  H. 
Fair.  J.  F. 

East  Dedham  (Dedham). 
Drew,  F.  P. 

East  Gardner  (Gardner). 
Thompson,  C.  E. 

Eastham  (Barnstable). 

Easthampton  (Hampshire). 
Burke,  J.  J. 
Cobb,  O.  W. 
Hiltpold,  Werner 
Pond,  L.  B. 
Williams,  E.  D. 
Winslow,  E.  S. 

East  Longmeadoic  (Lkjngmeadow). 
Curtis,  H.  F. 

East  Norfolk  (Norfolk). 
Neff,  I.  H. 

Easton   (Bristol  North). 

(See  also:  North  Easton.) 

East  Taunton  (TAUNTON). 
Adams,  W.  C. 

East  Walpole  (Walpole). 
Vivian,  W.  J. 

East   Weymouth  (Weymouth). 
Doucett,  F.  L. 
Fraser,  J.  C. 
Libby,  J.  H. 

Edgartown   (Bristol  South). 
Worth,  E.  P. 

Egremont  (Berkshire). 

Enfield  (Hampshire). 
Segur,  W.  B. 

Ervixg  (Franklin). 
Johnson,  F.  E. 

Essex  (Essex  South). 
Steeves,  E.  C. 
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EVERETT   (Middlesex  South). 
Bass,  Harris 
Bruce,  J.  A. 
Conroy,  P.  J. 
Cornish,  S.  W. 
Dickinson,  G.  W. 
Hanson,  W.  G. 
Harrington,  C.  W. 
Howe,  W.  L. 
Jackson,  A.  A. 
Keaney,  H.  J. 
McAllester,  R.  W. 
McQuaid,  T.  B. 
Morris,  R.  H. 
Niles,  J.  O.  G. 
Ordway,  C.  A. 
Rogers,  F.  A. 
Whitehill,  G.  E. 
Young,  E.  W. 

Fairhaven   (Bristol  South). 
Home,  L.  W. 

FALL  RIVER  (Bristol  South). 

Abbe,  A.  J. 

Almy,  Thomas 

Barnes,  F.  R. 

Barrfi,  J.  A. 

Blanchette,  W.  H. 

Blood,  G.  W. 
fBowen.  S.  W. 

Bright,  J.  C. 

Brown,  R.  F. 

Buck.  A.  W. 

Butler,  G.  E. 

Butler,  R.  B. 

Butler,  W.  H. 

Chace,  F.  A. 

Cone,  D.  E. 

Connell,  A.  I. 

Creamer,  W.  H. 

Crispo,  P.  T. 

Curry,  E.  F. 

Dolan,  W.  A. 

Fennelly,  D.  J. 

French,  R.  W. 

Gifford,  J.  H. 
fGilbert,  John 

Gordon,  S.  M. 

Gunning,  T.  F. 

Herbert,  Edward 

Hicks,  G.  H. 

Jackson,  O.  H. 

Jackson,  R.  W. 

Kerrigan,  J.  J. 

King,  G.  C. 

LaLiberte,  E.  J. 

Learned,  W.  T. 

Lewis,  A.  C. 

Lindsey,  J.  H. 

Lowney,  J.  F. 

MacKnight,  A.  S. 

Macrae,  A.  C. 

Marvell,  M.  W. 

McCarthy,  E.  A. 

Merritt,  S.  V. 

Morriss,  W.  S. 

Normand,  J.  N. 

O'Brien,  J.  F. 

Partington,  C.  B. 

Pritehard,  W.  P. 

Richards,  G.  L. 

Ryder,  D.  R. 

Sandler,  Samuel 

Simmons,  R.  H. 
.  Stansfield,  C.  W. 

Sullivan,  L.  J. 

Sundeloff,  E.  M.  E. 

Synan,  W.  E. 

Tennis,  M.  N. 

Trainor,  J.  B. 


FALL  RIVER  (coutiuued). 
Truesdale,  P.  E. 
Wardle,  Henry 
Warren,  T.  F. 
Wilbur,  H.  G. 
Wright  W.  F. 

Falmouth  (Barnstable). 

(See  also:   Waquoit   and  West 
Falmouth.') 
Tripp,  E.  P. 

['ceding  Hills  (Agawam). 
Hastings,  J.  W. 

FisherviUe  (  Grafton  ) . 
Charbonneau,  N.  N. 

Fislcdale  (  Sturbridge ) . 
fRice,  A.  B. 

FITCHBURG   (Worcester  North). 
Baker,  L.  F. 
Barton,  J.  A. 
Burns,  R.  F. 
Carey,  B.  W. 
Chandler,  C.  L. 
Church,  C.  H. 
Donovan,  T.  R. 
Finnigan,  F.  A. 
Fish,  Louis 
Fiske,  E.  L. 
Fregeau,  A.  N. 
Gay,  C.  B. 
Jacques,  Hector 
Jennings,  C.  H. 
Jones,  R.  C. 
Kearney,  J.  H. 
Killelea.  E.  V. 
Lane,  C.  R. 
Lowell,  A.  P. 
McMurray,  F.  M. 
Mason,  A.  P. 
Miller,  E.  P. 
Morgner,  R.  A. 
Norton,  G.  P. 
O'Malley,  E.  F. 
Quessey,  A.  H. 
Rice,  R.  A. 
Rodrick,  A.  F. 
Sawyer,  W.  F. 
Stimson,  J.  W. 
Thompson,  F.  H. 
Thompson,  F.  H.,  Jr. 
Tully,  E.  J. 
Woodworth.  D.  S. 

Florence  (NORTHAMPTON). 
Taylor,  Walter 

Florida  (Berkshire). 

Forest  Hills  (Norfolk)  (BOSTON). 
Prescott,  W.  H. 

Foxborough  (Norfolk). 
Bragg,  F.  A. 
Carlisle,   F.  H. 
Crocker,  B.  P. 
Kenworthy,  M.  E. 
Moore,  F.  P. 

Framingham  (Middlesex  South). 

(See  also:   Cochituate,  Framing- 
ham  Center.) 
Armstrong,  D.  B. 
Baldwin,  S.  O. 
Benner,  H.  O. 
Bodwell.  W.  M. 
Dodd,  J.  E. 
Flett.  P.  McN. 


Framingham  (continued). 
Glass,  James 
Harriman,  C.  E. 
Healy,  D.  L. 
Jessaman,  L.  W. 
Morrow,  W.  R. 
Owen,  A.  S. 
Palmer,   L.  M. 
Totter,  F.  W. 
Potter,  J.  C. 
St.  Clair,  A.  E. 
Spaulding,  E.  R. 
Sullivan,  E.  A. 

Framingham  Center  (Framingham). 
Bigelow,  E.  H. 
Stone.  A.  K. 

Franklin  (Norfolk ) . 
tFaxon,  E.  M. 
Gallison,  A.  J. 

Freetown  (Bristol  North). 
Briggs,  C.  A. 

Gardner  (Worcester  North). 
(See  also:    East  Gardner.) 
Andrews,  Oren 
Bailey,  C.  H. 
Bone,  H.  D. 
Ellam,  H.  W. 
fGreenteaf,  .7.  R. 
Heininger,  A.  G. 
Lachance,  A.  P. 
Lowell,  A.  F. 
Lundwall,  L.  S.  B. 
McClintock.  Elsie 
Taiue,  H.  L. 
Sawyer.  E.  A. 
Smith,  W.  D. 
Waters,  J.  E. 

Gay  Head  (Bristol  South). 

Georgetown   (Essex  North). 
Holmes.  H.  F. 
Hoyt,  E.  M. 
fRoot,  R.  B. 
Root,  R.  R- 

Gill  (Franklin). 

GLOUCESTER  (Essex  South). 
(See  also:  Annisquam.) 
Burnham,  Parker 
Carvell,  Hanford 
Choate,  H.  H. 
Cook,  S.  P.  F. 
Egan,  J.  J. 
Finegan,  D.  J. 
tGarland,  A.  S. 
Garland,  Roy 
Hallett,  E.  B. 
Hubbard,  E.  D. 
Knowles,  J.  H. 
Moore,  P.  P. 
Mooring,  S.  W. 
Morrow,  C.  H. 
Proctor,  P.  C. 
Rowley,  William 
Shinn,  P.  A. 
Torrey,  A.  S. 

Goshen  (Hampshire). 

Gosnold  (Bristol  North). 

Gr  anb  y  (Hampshire ) . 
Grafton  (Worcester). 

(See  also:  FisherviUe  and  North 
Grafton.) 
Guild.  F.  W. 
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Granville  (Hampden). 
White,  C.  A. 

Great  Rarrington  (Berkshire). 
(See  also:  Housatonic.) 
Ckapin,  C.  S. 
Kennedy,  E.  A. 
Parks,  S.  H. 

Greenfield  (Franklin). 
Best,  E.  G. 
Canedv,  C.  F. 
Clark,  W.  K. 
Croft,  B.  P. 
Greenough,  C.  M. 
Howe,  H.  N. 
Johnson,  A.  E.,  Jr. 
Kemp,  H.  M. 
McConnell,  D.  J. 
Millett,  F.  A. 
O'Brien,  J.  C. 
Stetson,  H.  G. 
Twitchell,  G.  P. 
Zabriskie,  F.  H. 

Greenwich  (Hampshire). 

Groton  (Middlesex  North). 
Kilbourn,  A.  G. 

Groveland  (Essex  North). 
Bagnall,  E.  S. 

Hadley  (Hampshire). 
Johnson.  H.  L. 
Smith,  F.  H. 

Halifax  (Plymouth). 

Hamilton  (Essex  South). 

(See  also:  South  Hamilton.) 
Corcoran,  J.  G. 

Hampden  (Hampden). 

Hancock  (Berkshire). 

Hanover   ( Plymouth ) . 
Hammond,  Charles 
fMacMillan,  A.  L. 

Hanson  (Plymouth). 

Hardwick  (Worcester). 

Harvard  (Worcester). 
Royal,  II.  B. 

Harwich  (Rarnstable). 

(See  also:  West  Harwich.) 
Handv.  H.  D. 
Miller,  P.  F. 

Hathorne  (Danvers). 
Brewster,  D.  T.,  Jr. 
Bryan,  W.  A. 
Chronquest,  A.  P. 
Kandib,  A.  II. 
Macdonald,  J.  B. 
Patterson,  A.  M. 
Thompson,  W.  J. 
Trueman,  N.  G. 

Hatfield  (Hampshire). 
tRarton.  C.  M. 
Ronneville,  A.  J. 
Ryrne,  C.  A. 

HAVERHILL  (Essex  North). 
(See  also:  Rradford.) 
Armitage,  II.  G. 
Benson,  C.  S. 


HAVERHILL  ( con t in ued ) . 
Bryant,  J.  E. 
Capeles,  T.  F. 
Carden,  C.  J. 
Chaput,  L.  R. 
fChase,  I.  E. 
Clarke,  I.  J. 
Coffin,  F.  H. 
Cogswell,  William 
Conner,  H.  L. 
Coon,  W.  H. 
Cooney,  M.  B. 
Cotter,  T.  F. 
Croston,  J.  F. 
Donahue,  Hugh 
Dunn,  C.  S. 
Durant,  C.  E. 
Ferrin,  W.  W. 
Fitzgerald,  J.  J. 
George,  A.  P. 
Holbrook,  C.  A. 
Holden,   W.  D. 
Hubbell,  A.  M. 
Kelleher,  J.  E. 
Laskey,  E.  P. 
Macdougall,  Duncan 
McFee,  W.  D. 
McLaughlin,  A.  O. 
Mindlin,  Carl 
Mysel,  H.  A. 
Nettle,  Paul 
Perkins,  H.  B. 
Pierce,  F.  B. 
Pitcher,  H.  F. 
Popoff,  Constantine 
Robinson,  W.  P. 
Ruel,  J.  A. 
Sproull,  John 
Still,  C.  W. 
Stokes,  L.  T. 
Stone,  T.  N. 
Sullivan,  F.  A. 
Symonds,  A.  G. 
Trull,  A.  C. 
Whitney,  G.  B. 
Whitten,  G.  E. 

H  aw  ley   ( Frauklin ) . 

IlavdenviUe  (Williamsburg). 
Perry,  C.  E. 
Wheeler,  C.  H. 

Heath  (Franklin). 

Hingii am    (Norfolk  South). 
Day,  C.  O. 
Dorr,  C.  A. 
Morse,  A.  G. 
Peterson,  J.  A. 
Spooner,  L.  H. 
Whelan,  Charles 

Hinsdale  (Berkshire). 

Holbrook  (Norfolk  South). 
Cole,  A.  J. 
Crawford,  F.  W. 
Kennison,  F.  M. 

Holden  (Worcester). 
Stickney,  C.  W. 
Washburn,  F.  11. 

Holland  (Hampden). 

Holliston   (Middlesex  Soi'h). 

HOLYOKE  (Hampden). 
fAllen,  C.  A. 
Allen,  F.  H. 
Bagg,  E.  P.,  Jr. 
Ranman,  J.  L. 


HOLYOKE  (continued!. 
Bigelow,  J.  B. 
Bliss,  J.  L. 
Bouvier,  C.  W. 
Brady,  W.  F. 
Brindamour,  J.  E. 
<  arroll,  J.  J. 
Cavanaugh,  T.  E. 
Celce,  F.  F. 
Celce,  J.  H. 
Clark,  G.  H. 
Clarke,  L.  H. 
Cleary,  R.  E. 
Cox,  S.  C. 
Davis,  E.  M. 
Dickson,  R.  E. 
Donoghue,  D.  F. 
Farr,  I.  H. 
Forster,  J.  F. 
Franz,  Adolph 
Gabler,  G.  L. 
Greaney,  W.  F. 
Hand,  E.  P. 
Henderson,  G.  D. 
Holyoke,  Frank 
Hubbard,  J.  C. 
Hunt,  A.  E.  P. 

Hunt,  G.  E. 

Hurley,  P.  E. 

Hussey,  E.  J. 

Kilburn,  I.  N. 

Kinne,  G.  L. 

Knowlton,  E.  A. 

Mahoney,  S.  A. 

McCabe,  J.  J. 

Monty,  A.  H. 

Morrison,  R.  F. 

Potts,  J.  H. 

Powers,  W.  J. 

Rosenbloom,  C.  W. 

Ryan,  W.  P. 

Shine,  H.  K. 

Sullivan,  E.  F. 

Taylor,  G.  L. 

Warren,  E.  D. 

Wetherell,  A.  B. 

Hopedale  ( Worcester ) . 

Hopkinton    (Middlesex  South). 
Playse,  L.  F. 

Housatonic    (Great  Barrington  ) 
Jones,  W.  W. 
Luchsinger,  H.  W. 

Hubbardston  (Worcester). 
Knowlton,  W.  T. 

Hudson   (Middlesex  South). 
Breen,  J.  H. 
Hunter,  N.  McL. 

Hull    (Norfolk  South). 
(See  also:  Allerton.) 
Sylvester,  C.  P. 

Huntington  (Hampshire). 
Mace,  C.  H. 

Byatmis  (Barnstable). 
'  Binford,  F.  A. 
Chase,  II.  B. 
Harris,  C.  E. 
Hawes,  E.  E. 

Hyde  rark  (Norfolk)  (BOSTON). 
Baxter,  E.  H. 
Bennett,  W.  H. 
Bryant,  C.  E. 
Carr,  P.  W, 
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Hyde  Park  (continued). 
'  Cullen,  C.  A. 
Ellis,   E.  K. 
O'Connor,  J.  H. 
Stack.  C.  F. 

Indian  Orchard  (SPRINGFIELD). 
Harrington,  M.  W. 
Riordan,  A.  H. 
Smith,  S.  F. 
Whitney,  E.  W. 
Whitney,  H.  M. 

Ipswich  (Essex  South). 
Bailey,  G.  G. 
MacArthur,  G.  E. 
McGinley,  M.  C. 

Jamaica  Plain  (Norfolk)  (BOSTON) 

Anderson,  V.  V. 

Berry,  W.  C. 

Bigelow,  A.  H. 

Bond,    S.  A. 

Broderick,  F.  P. 
fBroidrick,  J.  P. 

Broughton,  A.  N. 

Broughton,  H.  W. 

Callahan,  H.  A. 

Chadwell.  D.  R. 

Collier,  L.  H.  G. 

Cowles,  W.  N. 

Dane,  John 

Dole,  K.  L. 

Emerson,  N.  W. 

Emmons,  H.  M. 

Ernst,  H.  C. 

Faunce,  C.  B.,  Jr. 

Fitz-Simmons,  H.  J. 

Hill,  L.  W. 

Holland,  H.  T. 

Howland,  G.  L. 

Johnstone,  W.  J. 

Lane,  E.  B. 

Leard,  J.  S.  H. 

Leary,  O.  C. 

Leary,  Timothy 
"   McCready,  L.  T. 

McKenna,  F.  P. 

McMann,  W.  H. 

Malone,  Charles 

Murphy,  H.  A. 

O'Brien,  W.  J.  L. 

O'Keefe,  D.  T. 

Ordway,  M.  D. 

Perry,  A.  P. 

Reid,  I.  E.  R. 

Richardson,  F.  L. 

Richardson,  M.  W. 

Robinson,  W.  H. 

Rollins,  E.  T. 

Safford,  M.  V. 

Solomon,  H.  C. 

Stedman,  J.  C. 

Stone,  J.  G. 

Turnbull,  F.  M. 

Vickery,  L.  F. 

Woodworth,  J.  D.  R. 

Kingston  (Plymouth). 
Holmes,  A.  B. 

Lakeville  ( Bristol  North) 
Glidden,  E.  W.,  Jr. 

Lancaster  ( Worcester ) . 
Beckley,  C.  C. 

Lanesborough  (Berkshire). 
Barnes,  L.  D. 
Downing,  F.  C. 


['AWRENCE  (Essex  North). 
Adamian,  H.  G. 
Allen,  G.  S. 
Bain,  J.  B. 
Bannon,  J.  H. 
Bartley,  J.  J. 
Beely,  L.  G. 
Berr,  A.  W. 
Bier,  M.  D. 
Birmingham,  R.  M. 
Burgess,  C.  J. 
Burnham,  J.  F. 
Bushold,  F.  G. 
Calitri,  Constant 
Chesley,  A.  E. 
Cody,  P.  W. 
Conlon,  F.  A. 
Crandall,  W.  M. 
Cregg,  F.  A. 
Cyr,  E.  E. 
Daly,  T.  J. 
Deacy,  J.  J. 
Dorgan,  J.  A. 
Dorion,  Kinton 
Dow,  G.  W. 
Eidam,  C.  H. 
Forster,  R.  W. 
Fuller,  E.  P. 
Grant,  W.  V. 
Hilton,  J.  J.  H. 
Hogan,  J.  A. 
Howard,  J.  F. 
Hughes,  P.  J. 
Joyce,  T.  F. 
Kaplovitch,  Henry 
Kurth,  G.  E. 
Lawlor,  E.  F. 
Leith,  R.  B. 
Lemieux,  T.  A. 
Levek,  J.  A. 
Manahan,  H.  W. 
Masse,  J.  B. 
McArdle,  J.  J. 
McGauran,  M.  S. 
McKallagat,  P.  L. 
Merrill,  W.  H. 
Moeckel,  C.  R. 
Murphy,  T.  W. 
Nevers,  H.  H. 
Oeser,  P.  R. 
OIReilly,  F.  A. 
O'Sullivan,  J.  J. 
Redmond,  T.  H. 
Riordan,  W.  D. 
Sargent,  G.  B. 
Sargent,  O.  F.  L. 
Scanlon,  J.  M. 
Scarito,  N.  J. 
Schwartz,  Myer 
Simon,  A.  L. 
Sinclitico,  Guiseppe 
Siskind,  A.  L- 
Sullivan,  J.  J. 
Sullivan,  M.  F. 
Sullivan,  W.  J. 
Tiani,  Bernardo 
Uniac,  T.  V. 
Walch,  J.  F. 

Lee  (Berkshire). 
Hassett,  J.  J. 
Markham.  E.  W. 

Leicester  ( Worcester ) . 
(See  also:  Rochdale.) 
McNeish.  Alexander 

Lenox  (Berkshire). 
Carroll,  M.  J. 
Jaques,  H.  P. 


LEOMINSTER  (Worcester  North). 
Bigelow,  C.  E. 
Brigham,  C.  S. 
Currier,  W.  E. 
Hall,  H.  P. 
Nye,  H.  R. 
Pierce,  A.  H. 
Pitcher,  H.  B. 
Shultis,  F.  C. 
Sweeney,  B.  P. 
Wheeler,  A.  A. 

Leverett  (Franklin ) . 

Lexington  (Middlesex  South). 
Barnes,  W.  L. 
Piper,  F.  S. 
Smithwick,  M.  P. 
Tilton,  J.  O. 
Tyler,   W.  M. 
Valentine,  H.  C. 

Leyden    ( Franklin ) . 

Lincoln  (Middlesex  South). 
(See  also:  South  Lincoln.) 
Brooks,  W.  A. 
Loring,  R.  G. 

Littleton  (Middlesex  North). 

Longmeadow  (Hampden). 

( See  also :  East  Longmeadow. ) 

LOWELL  (Middlesex  North). 

Ailing,  M.  L. 

Baker,  C.  S. 

Beaudet,  E.  A. 

Bellehumeur,  D.  S. 

Benner,  B.  R. 

Bertrand,  A.  E. 

Blanchard,  P.  D. 

Boyle,  J.  F. 

Brady,  F.  R. 

Brunelle,  Pierre 

Bryant,  M.  D. 

Caisse,  G.  E. 

Carroll,  T.  F. 

Cassidy,  J.  J. 

Clark,  E.  J. 

Colburn,  H.  F. 

Collins,  W.  M. 

Dennett,  A.  G. 

Drury,  J.  N. 

Ellison,  D.  J. 

Fishman.  Maurice 

French,  C.  E. 

Gage,  F.  L. 

Gage,  J.  A. 

Gardner,  A.  R. 

Giguere,  A.  J. 

Halpin,  A.  J. 
tHuntress,  Leonard 

Jackson,  W.  B. 

Jewett,  H.  W. 

Johnson,  J.  B.  A. 

Johnson,  W.  A. 

Jones,  R.  LeJt. 

Jones,  W.  M. 

Kearney,  J.  P. 

Lambert,  J.  H. 

Lamoureaux,  J.  E. 
fLathrop,  W.  H. 

Lavalee,  G.  O. 
fLa  Vigne,  A.  W. 

Lawler,  W.  P. 

Leahy,  G.  A. 

Livingston,  C.  B. 

Livingston,  E.  G. 

Loughran,  J.  F. 
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LOWELL  (continued). 

Lovesey,  B.  E. 
Mahoney,  F.  R. 
Martin,  G.  F. 
McAdams,  J.  P. 
McCarty,  J.  J. 
McCluskey,  R.  J. 

McGannon,  T.  G. 

Meehan,  P.  J. 

Mehan,  J.  A. 

Meigs,  R.  J. 

Mignault,  Rodrigue 

Murphy,  E.  M. 

Murphy,  F.  P. 

O'Conner,  J.  B. 

Parker,  R.  W. 

Perkins.  R.  S. 

Pillsbury,  B.  H. 

Pillsbury,  F.  F. 

Pillsbury,  G.  H. 

Plunkett,  H.  B. 

Pulsifer,  Nathan 

Robertson,  E.  A. 

Rodger,  J.  V. 

Roughan,  C.  M. 

Ryan,  W.  F. 
t  Sanders,  C.  B. 

Shaw,  A.  E. 
tShaw,  T.  P. 

Simpson,  C.  E. 

Smith,  F.  H. 

Smith,  T.  B. 

Stewart,  R.  C. 

Sumner,  H.  H. 

Sweetsir,  C.  L. 

Tabor,  E.  O. 

Tighe,  M.  A. 

Van  Deursen,  G.  L. 

Viles,  C.  A. 

Welch,  E.  J. 

Wilson,  C.  D. 

Young-Slaughter,  E.  E. 

Ludlow  ( Hampden ) . 
Hoyt,  P.  A. 

Lunenburg  (Worcester  North). 
Woods,  C.  E. 

LYNN  (Essex  South). 
Abbott,  H.  E. 
tAhearne,  C.  A. 
Bedard,  J.  A. 
Bennett,  H.  P. 
Berg,  T.  A.  J. 
Bixby,  O.  E. 
Blair,  O.  C. 
Blaisdell,  J.  H. 
Bowen,  A.  P. 
Breed,  N.  P. 
Burrows,  M.  C. 
Burns,  W.  L. 
Clarke,  H.  C. 
Cobb,  C.  M. 
Darling,  A.  E. 
Davis,  H.  L. 
Davis,  S.  R. 
DeLangle,  C.  P. 
Dennison,  A.  S. 
Devlin,  P.  C. 
Dezell,  F.  B. 
Donovan,  M.  R. 
Drlscoll,  De  C.  J. 
Fraser,  W.  L. 
Garipay,  E.  P. 
Grady,  T.  F. 
Grant,  J.  H. 
Gray,  G.  H. 
Hagopian,  L.  G. 
Ilarriman,  Perley 
Harris,  A.  E. 


LYNN  (continued). 
Harris,  W.  DeB. 
Hartman,  Gustave 
Hassett,  L.  W. 
Hawes,  A.  T. 
Hearn,  W.  L. 
Hennessey,  T.  F. 
Hoitt,  C.  L. 
Hopkins,  W.  T. 
Jenkins,  C.  E. 
Johnson,  H.  A. 
Jones,  E.  W. 
Joslyn,  A.  E. 
Judkins,  C.  L.  M. 
Judkins,  F.  L. 
Kane,  W.  V. 
Kirkpatrick,  G.  H. 
Lane,  F.  A.  (East  Lynn) 
Lemaire,  W.  F.  (East  Lynn) 
Limauro,  L.  H. 
Little,  W.  B. 
Lougee,  F.  T. 
Lougee,  G.  W. 
Love  joy,  C.  A. 
Lovell,  C.  D.  S. 
Lyons,  G.  A. 
Mclntire,  F.  G. 
McLennan,  W.  E. 
MacRobbie,  Alexander 
Mangan,  J.  J. 
Manix,  E.  T. 
Marshall,  W.  R. 
Martel,  Stanislaus 
Martin,  A.  H. 
Martin,  J.  B. 
Mathes,  R.  W. 
Merrill,  C.  H. 
Merrill,  E.  A. 
Metzger,  Butler 
Morse,  F.  A. 
Mott,  G.  E. 
Nathanson,  E.  S. 
Newhall,  A.  L. 
Newhall,  H.  F. 
Newhall,  H.  W. 
Oak,  C.  A. 
O'Keefe,  E.  S. 
O'Reilly,  W.  F. 
Peck,  M.  W. 
Pinkham,  J.  G. 
Rafferty,  T.  B. 
Rich,  C.  E. 
Ruppel,  C.  E.  F. 
Ruppel,  M.  D. 
Sheldon,  C.  C. 
Smith,  M.  C. 
Stone,  F.  E. 
Trask,  J.  W. 
Tucker,  A.  W. 
Underhill,  S.  G. 
Wainshel,  P.  W. 
Ward,  W.  G. 
White,  Everett 
Worthen,  C.  A. 
Zarella,  A.  M. 

Lynnfleld  (Essex  South). 
Freeman,  F.  W. 

MALDEN  (Middlesex  South). 
Barron,  E.  W. 
Brown,  R.  N. 
Bychower,  Victor 
Clarke,  M.  E. 
Clarke,  W.  E. 
Conley,  B.  F. 
Corbett,  J.  J. 
Cummings,  M.  E. 
Deal,  G.  F. 
Gallagher,  N.  A. 
Gay,  F.  W. 


MALDEN  (continued). 
fGoodwin.  R.  J.  P. 
Griffin,  A.  G.  1 
Hartwell,  W.  W. 
Hoberman,  Samuel 
Hunt,  W.  E. 
Jones,  C.  D. 
Kingsbury,  W.  W. 
Lawrence,  J.  W. 
Lougee,  W.  W. 
MacDonald,  W.  C. 
MacMichael,  E.  H. 
MacNeil,  S.  S.  J. 
McBain,  W.  H. 
McCarthy,  C.  D. 
McCarthy,  C.  D.,  Jr. 
McCarthy,  E.  J. 
McCarthy,  L.  F. 
tNorris,  A.  L. 
Plummer,  F.  J. 
Prior,  C.  E. 
Proctor,  J.  W. 
Ryder,  Godfrey 
Silver,  L.  S. 
Staples,  C.  H. 
Stevens,  A.  J. 
Thompson,  R.  H. 
Watts,  H.  A. 

Manchaug  (  Sutton  ) . 
CouiUard,  P.  L. 

Manchester  (Essex  South). 
Blaisdell,  G.  W. 
Glendenning,  R.  T. 

Mansfield  (Bristol  North). 
Allen,  W.  H. 
Cook,  J.  W. 
Dunbar,  F.  H. 
Latham,  B.  M. 

Marblehead  (Essex  South). 
Eveleth,  S.  C. 
Greenwood,  A.  M. 
Haley,  W.  T. 
Hall,  H.  J. 
Ireson,  F.  R. 
Prouty,  I.  H. 
Sanborn,  P.  L. 

Marion   ( Bristol  South ) . 
Cobb,  A.  C. 
Hopkins,  R.  H. 

MARLBOROUGH   (Middlesex  South) 
Chalmers,  H.  E. 
McCarthy,  T.  F. 
Merrill,  C.  H. 
Reilly,  T.  E. 
Robinson,  H.  A. 
Smith,  C.  W. 
Stevens,  R.  E. 
Warner,  C.  T. 

Marshfteld  (Plymouth). 
Bartlett,  C.  W. 

Marshfield  Hills  (Mabshfteld). 
Davis,  G.  R. 
Strong,  S.  L. 

Marston's  Mills  (Barnstable). 
Higgins,  J.  H. 

Mashpee  (Barnstable). 
Mattapan  (Norfolk)  (BOSTON) 
Abbot,  F.  H. 
Cheever,  A.  J. 
Cheever,  C.  A. 
Ferguson,  E.  H. 
Fleming,  P.  J. 
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Mattapan  (continued). 
G rover,  J.  I. 
Guild,  T.  E. 
Kelley,  R.  E.  S. 
McPeake,  J.  R. 
Morse,  N.  N. 
Noble,  E.  C. 
St.  Denis,  J.  N. 
Scannell,  J.  J. 
Stearns,  R.  T. 
White,  A.  J. 
Winchester,  G.  W. 

Mattapoisett  (Bristol  South  i. 
Blaine,  W.  E. 
Tilden,  I.  N. 

Maynabd  (Middlesex  South). 
Flaherty,  E.  J. 
Hamblen,  Howard 

Medfield  (Norfolk). 
McPherson,  G.  E. 
Mitchell,  Arthur 
Morse,  H.  L. 

MEDFORD  (Middlesex  South). 
(See  also:  West  Medford). 
Barrett,  E.  W. 
Burke,  W.  T. 
Chandler,  N.  F. 
Clark,  M.  W. 
Donnell,  H.  A. 
Fleming,  E.  R. 
Gahan,  P.  F. 
Guthrie,  A.  D. 
Ilsley,  F.  R. 
Leavitt,  M.  A. 
Sise,  L.  F. 

Med  way  ( Norfolk ) . 

(See  also:  West  Med  way.) 
Yeaton,  G.  W. 

MELROSE  (Middlesex  East). 

(See  also:  Melrose  Highlands.) 
fClark,  J.  S. 
Fay,  J.  H. 
Fish,  E.  C. 
Jack,  E.  S. 
Jackson,  H.  B. 
Leonard,  R.  D. 
Marr,  E.  L. 
Perley,  R.  D. 
Pike,  F.  F. 
Raynes,  M.  B. 
Ruble,  W.  A. 
Sims,  F.  R. 
Small,  A.  E. 
Stratton,  R.  R. 

Melrose  Highlands  (MELROSE). 
Gage,  A.  T. 
Harlow,  C.  W. 
Provandie,  P.  H. 

Mendon    ( Worcester ) . 

Mebeimac   (Essex  North). 
Sweetsir,  F.  E. 

Methuen  (Essex  North). 
Baketel,  R.  V. 
Cushman,  H.  L. 
Cutter,  A.  H. 
Dearborn,  H.  F. 
Lawlor,  R.  H. 
McAllister,  F.  D. 
Norris,  R.  C. 
Nutt,  W.  E. 
Parr,  John 
Reed,  V.  A. 


Middleborough  (Bristol  North). 
Breck,  Samuel 
Coolidge,  Sumner 
Elliott,  Alfred 
tEllis,  G.  L. 
Holmes,  D.  H. 

Middle  field  (Hampshire). 

Middleton  (Essex  South). 
Ewing,  G.  W. 

Milford  ( Worcester ) . 
French,  J.  M. 
Keith,  H.  L. 
Knight,  M.  W. 
Lally,  F.  H. 

Millbury  (Worcester). 
Church,  C.  A. 
Hurd,  A.  G. 
Lincoln,  J.  R. 

Miller's  Falls  (Montague). 
Cudworth,  C.  D. 

Millis  ( Norfolk ) . 
Hill,  E.  L. 

Milton  ( Norfolk ) . 
Bartol,  E.  F.  W. 
EdsaU,  D.  L. 
Foot,  N.  C. 
Forbes,  Alexander 
Kite,  W.  C. 
Lane,  W.  A. 
McCarthy,  F.  P. 
Pierce,  G.  B. 
Pierce,  M.  V. 
Rackemann,  F.  M. 
Rowe,  C.  A. 
Williams,  C.  H. 

Mittineague  (West  Springfield) . 
Downey,  H.  A. 

Monroe  (Franklin). 

Monson  ( Hampden ) . 
Ellis,  F.  W. 
Jackson,  C.  W. 

Montague  (Franklin). 

(See  also:  Miller's  and  Turner': 
Falls.) 

Monterey  (Berkshire). 

Montgomery  (Hampden). 

Mount  Washington  (Berkshire). 

Nahant  (Essex  South). 
Cusick,  L.  F. 

Nantucket,  (Bristol  South). 
Grouard,  J.  S. 
Lewis,  F.  E. 

Natick  (Middlesex  South). 
(See  also:  South  Natick.) 
Bancroft,  G.  A. 
Baum,  E.  G. 
Burke,  M.  F. 
Cochran,  W.  J. 
Cook,  C.  H. 
Rowland,  E.  G. 
Sylvester,  W.  H. 
Walcott,  W.  W. 

Needham  (Norfolk). 

(See  also:  Needham  Highlands.) 


Needham    ( continued ) . 
DeLue,  F.  S. 
MacGray,  C.  L. 
fMansfield,  H.  T. 
Parker,  F.  D. 
Pease,  C.  W. 

Needham  Highlands  (Needham). 
Mitchell,  William 

NEW  BEDFORD  (Bristol  South). 
Allen,  H.  C. 
Atchison,  C.  M. 
Bonnar,  J.  M. 
Bonney,  C.  A.,  Jr. 
Brunelle,  A.  L. 
Bullard,  J.  T. 
Burt,  C.  E. 
Canney,  E.  R. 
Cody,  E.  F. 
Connor,  C.  F. 
Croacher,  A.  W. 
Dehn,  E.  W. 
Donovan,  S.  E. 
Foster,  E.  E. 
Frasier,  J.  A. 
Gardner,  E.  D. 
Gennert,  Jacob 
Grocshinsky,  Herman 
Hathaway,  J.  G. 
Hayes,  S.  W. 
Hough,  G.  de  N. 
Howes,  F.  M. 
Hudnut,  F.  J. 
Johnson,  E.  St.  J. 
Kirby,  H.  C. 
La  Riviere,  A.  de  C.  E. 
Leary,  C.  J. 
Lowney,  D.  J. 
Mandell,  A.  H. 
Marsden,  George 
Mathewson,  F.  W. 
Moncrieff,  W.  A. 
fNickerson,  W.  J. 
Nield,  W.  A. 
O'Brien,  D.  P. 
O'Connor,  P.  H. 
Paquin,  J.  U. 
Pearce,  G.  G. 
Perras,  L.  A. 
Perry.  H.  E. 
Peterson,  C.  A.  B. 
Pitta,  J.  C.  da  S. 
Pothier,  J.  C. 
Potter,  L.  F. 
Pratt,  C.  A. 
Pratt,  D.  D. 
fPrescott,  C.  D. 
Prevost,  R.  G. 
Robbins,  E.  E. 
Robbins,  E.  S. 
Roche,  T.  N. 
St.  Germain,  J.  P. 
Salles,  J.  M. 
Seaver,  E.  P.,  Jr. 
Segall,  S.  K. 
Senesac,  A.  N. 
Shanks,  Charles 
Stetson,  F.  E. 
Stevens,  H.  L. 
Taveira,  A.  J. 
Tilton,  E.  E. 
Turner,  W.  K. 
Weeks,  J.  F. 
Wheeler,  E.  H. 
Whitney,  E.  M. 
Winslow,  B.  S. 
Young,  E.  W. 

New  Braintbee  (Worcester). 

Newbury  (Essex  North). 
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XEWBIRYPORT  (Essex  North). 
Day,  C.  C. 
Hall,  C.  F.  A. 
Hamilton,  R.  De  L. 
Healy,  T.  R. 
Hurd,  R.  C. 
Johnson,  C.  F. 
Little,  A.  N. 
Nason,  A.  C. 
Noyes,  E.  H. 
Peter,  A.  J. 
Shaw,  J.  W. 
Snow,  F.  W. 
Tigh,  Frederick 
Toppan,  R.  L. 

New  Marlborough  (Berkshire). 

New  Salem  (Franklin). 

NEWTON  (Middlesex  South). 

(See  also:  Newton  Center,  Newton 
Highlands,  Newton  Upper  Falls, 
Newtoi-ville,  West  Newton,  Au- 
burndale,  Chestnut  Hill,  Waban.) 

Cummings,  A.  C. 

Dempsey,  J.  E. 
tEddy,  G.  S. 

Gallagher,  T.  M. 

Leary,  A.  J. 

Marcy,  H.  O.,  Jr. 

Marston,  W.  W. 

Melius,  Edward 

Moore,  Howard 

O'Donnell,  F.  M. 

Painter,  C.  F. 

Pearson,  C.  L. 

Reid,  W.  D. 
fStone,  L.  R. 

Stubbs,  F.  R. 

Webber,  F.  W. 

Young,  J.  H. 

Newton  Center  (NEWTON). 

Andrews,  E.  A. 
fCrawford,  S.  M. 

Friedman,  L.  V. 

Hanscom,  R.  F. 

Kirkwood,  A.  S. 

Leonard,  E.  De  W. 
fLoring,  R.  P. 

May,  G.  E. 

Sylvester,  P.  H. 

Watters,  Henry 

West,  G.  L. 

Newton  Highlands  (NEWTON). 
Bartlett,  P.  C. 
Mellen,  E.  W.  A. 
Thompson,  C.  A. 
Withee,  F.  E. 

Newton  Upper  Falls  (NEWTON). 
fEverett,  W.  S. 
McOwen,  W.  H. 

Neictonville  (NEWTON). 
Baker,  D.  E. 
Clark,  F.  R. 
Hunt,  H.  O. 
Hunt,  W.  O. 
Miner,  L.  M.  S. 
Thayer,  II.  W. 

Norfolk  ( Norfolk ) . 

(See  also:  East  Norfolk.) 

Norfolk  Downs  (QUINCY). 
Brickett,  II.  B. 

North  Abinoton  (Abington). 
Curtin,  J.  F. 
Rand,  R.  B. 
Wheatley,  F.  E. 
Wheatley,  tf.  G. 


NORTH  ADAMS  (Berkshire). 
Brown,  M.  M. 
Brown,  O.  J. 
Brown,  W.  E. 
Carpenter,  R.  J. 
Curran,  G.  L. 
Matte,  J.  H.  A. 
fMillard,  H.  J. 
Riley,  J.  H. 
Russell,  E.  E. 
Stafford,  F.  D. 
Thompson,  G.  H. 

North  Amherst  (Amherst). 
Stowell,  Joab. 

NORTHAMPTON  (Hampshire). 
(See  also:  Florence.) 
Adams,  W.  H. 
Ball,  A.  N. 
Bober,  B.  A. 
Brown,  E.  W. 
Clark,  S.  A. 
Cobb,  C.  T. 
Collins,  J.  D. 
Collins,  W.  J. 
Cooney,  M.  E. 
Copeland,  E.  H. 
Dow,  F.  E. 
Fay,  J.  M. 
tGardner,  C.  R. 
Gilman,  Florence 
Greene,  E.  C. 
Hanson,  J.  G. 
Hayes,  J.  E. 
Hilliard,  W.  D. 
Hitchcock,  J.  S. 
Houston,  J.  A. 
Hudnut,  P.  A. 
Hughes,  E.  H. 
Janes,  B.  F.,  Jr. 
Leeper,  M.  E. 
Minshall,  A.  G. 
Perry,  H.  B. 
Shores,  H.  T. 
Thomas,  E.  E. 

North  Andover  (Essex  North). 
Clark,  H.  A. 
Smith,  F.  S. 

North  Attleborough  (Bristol  North). 
Carley,  F.  J. 
Gerould,  J.  B. 
Kilby,  H.  S. 
Shoemaker,  A.  B. 

North  Billerica  (Billerica). 
Forhan,  N.  K. 

Northborough  ( Worcester ) . 
fBarnes,  H.  J. 
Stanley,  J.  M. 

North  bridge  ( Worcester ) . 

(See  also:  Whitinsville.) 
North  Brookfield  (Worcester). 
I'helan,  E.  F. 

North  Chelmsford  (Chel.msford). 
Varney,  F.  E. 

North  Dana  (Dana). 
Ellis,  A.  H. 

North  Easton  (Easton). 
Porter,  R.  B. 
Stevenson,  W.  M. 

North  field  (Franklin). 
Newton,  A.  L. 
Philluirk.  R.  H.  (East) 
Wood,  N.  P. 


North  Grafton  (Grafton). 
Clapp,  F.  H. 
Maclntyre,  W.  A. 
Pattrell,  A.  E. 
Smith,  W.  L. 

North  Oxford  (Oxford). 
Stone,  Byron 

North  Reading  (Middlesex  East) 
Averill,  C.  W. 
MacCorison,  C.  C. 
Willoughby.  E.  C. 

North  Weymouth  (Weymouth). 
Drake,  W.  A. 

North  Wilbraham  (Wilbbaham). 
Damon,  A.  L. 

Norton  (Bristol  North). 
Round,  A.  M. 

Nor  well  (Plymouth). 

Norwood  (Norfolk). 
Fenton.  A.  A. 
Field.  H.  M. 
Fogg,  I.  S. 
Gould,  C.  S. 
Hagerty,  J.  J. 
Hartwell,  A.  S. 
Norton,  E.  C. 
Plimpton,  L.  H. 
Riemer,  H.  B.  C. 

Oakham  (Worcester). 

Oak  Bluffs  (Bristol  South). 

Orange  ( Franklin ) . 
Leach.  A.  C. 
Maher,  H.  C. 
Smith,  H.  F.  M. 
Ten  Broeck,  S.  J. 

Orleans  (Barnstable). 
Besse,  F.  A. 

Osterville  (Barnstable). 
Kinney,  D.  D'A. 

Otis  (Berkshire). 

Oxford  (Worcester). 

(See  also:  North  Oxford.) 
Fletcher.  R.  S. 
Woodward,  J.  R. 

Palmer  (Hampden). 

(See  also:  Bondsville,  Thorndik 
and  Three  Rivers.) 
Caro,  Heiman 
Cleaves,  H.  F.  T. 
Flood,  Everett 
Greene,  R.  A. 
Hodskins,  M.  B. 
Moore,  G.  A. 
Schneider,  J.  P. 

Paxton  ( Worcester ) . 

PEABODY  (Essex  South). 
Carroll,  H.  G. 
Foss,  R.  E. 
Foster,  H.  K. 
Hickey,  J.  J. 
Jordan,  J.  F. 
Kelley,  L.  K. 
Kennard,  H.  D. 
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PEABODY  (continued). 
Manooglan,  B.  J. 
Shanahan,  John 
Tucker,  S.  C. 
Varney,  E.  M. 

Pelham  (Hampshire). 

Pembroke  (Plymouth). 

(See  also:  Bryantville.) 

Peppekell  (Middlesex  North). 
Heald,  C.  G. 
Qua,  L.  R. 

Peru  (Berkshire). 

Petersham  (Worcester  North). 

Phillipston  (Worcester  North). 

Pigeon  Cove  (Rockport). 
Baker,  H.  N. 

PITTSFIELD  (Berkshire). 

Bartlett,  O.  L. 

Blanchard,  R.  H. 

Burton,  S.  C. 

Colt,  Henry 

Currier,  W.  H. 

Dodd,  I.  S.  F. 

Eisner,  M.  S. 

England,  A.  C. 

Finkelstein,  Nathan 

Flournoy,  Thomas 

Flynn,  J.  J. 

Frawley,  W.  T. 

Hennelly,  T.  P. 

Howard,  E.  H. 

Howe,  J.  D. 

Hunt,  G.  P. 

Kelly,  W.  P. 

Lally,  W.  J. 

Langlois,  J.  A. 
tLeavitt,  W.  W. 

Leslie,  C.  T. 

Littlevvood,  Thomas 

Mayberry,  F.  E. 

Mellen,  H.  G. 

Mercer,  W.  J. 

Merrill,  A.  P. 

Paddock,  B.  W. 
fPaddock,  W.  L. 

Richardson,  C.  H. 

Roberts,  F.  A. 

Roney,  H.  B. 

Schneider,    H.  A. 

Streeter,  H.  A. 

Sullivan,  J.  A. 

Sylvester,  A.  W. 

Tate,  H.  J. 

Taylor,  E.  H. 

Thomes.  J.  B. 

Tracy,  W.  L. 

Walker,  M.  H.,  Jr. 

Wilder,  W.  O. 

Withington,  A.  B.  . 

Woodruff,  R.  A. 

Pr.MNFiELD  (Hampshire). 

Plymouth  (Plymouth). 
Brown,  W.  G. 
Burns,  H.  H. 
Churchill,  J.  D. 
fCowles,  Edward 
Hill,  E.  D. 
Hitchcock,  H.  R. 
Prince,  C.  O. 
Reed,  L.  B. 


Plympton  (Plymouth). 

Pbescott  (Hampshire?. 

Princeton  ( Worcester) . 
Lewis,  E.  S. 

Provincetown  (Barnstable). 
Birge,  E.  F. 
Birge,  W.  S. 
Cass,  F.  O. 
Curley,  C.  P. 

QUINCY  (Norfolk  South). 

(See  also:  Atlantic,  Norfolk 
Downs,  West  Quincy,  Wollas- 
ton.) 

Ahlstrom,  Hjalmar 
Burke,  F.  R. 
Bushnell,  E.  H. 
Doble,  E.  E. 
Dolan,  W.  F. 
Ellsworth,  S.  W. 
Gordon,  J.  A. 
Hardwick,  S.  C. 
Harkins,  W.  J. 
Hunting,  N.  S. 
Jones,  F.  E. 
Lynch,  C.  J. 
McCausland,  W.  J. 
MacLeod,  J.  M. 
Middleton,  W.  J. 
Reardon,  B.  D. 
Ryder,  G.  H. 
Sargent,  W.  L. 
Sheahan,  G.  M. 
Smith,  E.  E. 

Randolph  (Norfolk  South). 
Granger,  F.  C. 
Higgins,  G.  V. 
Myrick,  A.  W. 

Raynham  (Bristol  North). 

Reading  (Middlesex  East). 
Brown,  W.  J. 
Dow,  G.  F. 
Halligan,  E.  M. 
Henderson,  C.  R. 
Marsh,  Albert 
Richmond,  E.  D. 
Smalley,  F.  L. 

Rehoboth  (Bristol  North). 

REVERE  (Suffolk). 
Andrews,  F.  F. 
Bond,  W.  G. 
Cummings,  E.  F. 
Monahan,  E.  J. 
Morris,  J.  S. 
Newton,  W.  C. 
Silbermann,  Maurice 
Skirball,  J.  J. 
Walker,  William 
Walsh,  J.  E. 
Wilkins,  G.  A. 

Richmond  (Berkshire). 

Rochdale  (Leicester). 
Leach,  E.  M. 
fLeach,  H.  M. 

Rochester  (Bristol  South). 

Rockland  (Plymouth). 
Corey,  F.  H. 
Frame,  Joseph 
Knight,  C.  E. 
Osgood,  Oilman. 


Bockport  (Essex  South). 

(See  also:    Pigeon  Cove.) 
Cleaves,  E.  E. 
Tupper,  A.  M. 

Roslindale  (Norfolk)  (BOSTON). 
(See  also:  Forest  Hills.) 
Allen,  A.  N. 
Beede,  M.  J. 
Behrman,  R.  A. 
King,  N/J.  Q. 
Lynch,  D.  L. 
Sawyer,  A.  R. 
Sawyer,  E.  LeR. 
Steele,  A.  E. 
Stevens,  Seriah 
Whitcombe,  C.  R. 

Rowe  (Franklin). 
Rowley  (Essex  North). 

Roxbury  (Norfolk)  (BOSTON). 

Abbe,  E.  M. 

Adams,  John 

Addelson,  Nathan 

Ascher,  Joseph 

Atwood,  B.  L. 

Avedisan,  A.  D. 

Barry,  J.  H. 

Bartlett,  W.  O. 

Bradley,  C.  S. 

Brown,  H.  S. 

Brown  rigg,  J.  S. 

Callanan,  S.  A. 

Clement,  G.  W. 

Cohen,  M.  M. 

Coupal,  J.  F. 

Coyne,  T.  J. 

Cronin,  M.  J. 

Cushman,  G.  T. 

Daly,  B.  T. 

Darling,  C.  B. 

Davidson,  K.  M. 

Dunbar,  F.  C. 

Edelstein,  Samuel 
fEdson,  P.  O'M. 

Emery,  W.  H. 

Frank,  Morris 

Galligan,  E.  T. 

Gavin,  J.  H. 

Gay,  W.  B. 

Gerstein,  Maurice 

Goodman,  Samuel 

Gray,  A.  M. 

Gray,  E. 

Greene,  T.  F. 

Greene,  W.  H. 

Hall,  J.  B.,  Jr. 

Hassman,  D.  M. 

Hermann,  O.  J. 

Hodges,  A.  D. 

Holzman,  Joseph 

Horrax,  Gilbert 

Howard,  H.  B. 

Howard,  M.  E.  P. 

Johnson,  D.  J. 

Johnson,  H.  L. 

Keeler,  W.  B. 

Kuowltdn,  C.  D. 

Konikow,  M.  J. 

Lawrence,  J.  L. 

Levine,  S.  A. 

Libby,  E.  N. 

Linenthal,  Harry 

Littlefield,  S.  H. 

Lowrey,  L.  G. 

Luftig,  Jacob 

Macdonald,  C.  W. 

Macdonald,  F.  C. 
1      Martin,  Edward 
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Roxbury  (continued). 

Martin,  J.  M. 

Mason.  G.  McC. 

May,  J.  S. 

McGurn,  W.  J. 

McLaughlin,  J.  I. 

McLeod,  J.  S. 

Morrison,  A.  B. 

Moulton,  A.  T. 

Murphy,  E.  T. 

Murphy,  T.  J. 

Noyes,  A.  P. 

O'Keefe,  A.  M. 

Olin,  Harry 

Patch,  "W.  T. 

Peabody,  F.  W. 

Pigeon,  J.  C.  D. 

Powers,  E.  P. 

Pratt,  E.  A. 

Prenn,  Joseph 

Richmond,  Simon 

Robins,  S.  A. 

Rochford,  G.  K. 

Rubin,  S.  H. 

Salvin,  L.  W. 

Sanborn,  J.  W. 

Schmidt,  F.  S. 

Schorer,  C.  B.  J. 

Scott,  G.  H. 

Shain,  A.  I. 

Shay,  C.  E. 

Shay,  T.  M. 

Sheehan,  E.  B. 

Snow,  F.  S. 

Sternberg,  J.  E. 

Stetson,  F.  W. 

Stone,  G.  H. 

Sughrue,  D.  F. 

Sullivan,  J.  L. 

Taylor,  F.  L. 

Thayer,  Eugene 

Towne,  E.  B. 

Turetzky,  W.  L. 

Wallace,  John 
fWescott,  W.  H. 

West,  E.  G. 

White,  H.  W. 

White,  P.  D. 

White,  W.  A. 
fWilliams,  E.  T. 

Winn,  C.  H. 

Young,  R.  R. 

Royalston  (Worcester  North). 

Russell  (Hampden). 

Rutland  ( Worcester ) . 
Chamberlain,  W.  E. 
Crane,  B.  T. 
Hampsan,  N.  M. 
Howes,  W.  B. 

Sagamore  (Bourne). 
Curry,  E.  F. 

SALEM  (Essex  South). 
Ahearne,  C.  A.,  Jr. 
Aronson,  Charles 
At  wood,  F.  S. 
Blair,  G.  K. 
Burbeck,  E.  K. 
Carlton,  F.  C. 
Chisholm,  L.  C. 
Clark,  DeW.  S. 
Collins,  F.  L. 
Curtis,  C.  L. 
Donaldson,  J.  F. 
Elliot,  H.  L. 
Field,  M.  T. 


SALEM  (continued). 
Finnegan,  P.  J. 
Goodell,  G.  Z. 
Gould,  C.  R. 
Haywood,  R.  W. 
Hennessey,  W.  W. 
Kittredge,  Thomas 
LeBoeuf,  A.  T. 
Lesses,  Max 
McDermott,  W.  V. 
Mansfield,  B.  B. 
Peirson,  E.  L. 
Perkins,  R.  S. 
Phippen,  Hardy 
Phippen,  W.  G. 
Porier,  Emile 
Porier,  Horace 
Robbins,  F.  G. 
Rushford,  E.  A. 
Sargent,  A.  N. 
Sheehan,  W.  J. 
fShreve,  O.  B. 
Simpson,  J.  E. 
Sturgis,  B.  F.,  Jr. 
Towle,  E.  D. 
Tucker,  G.  E. 
Wilson,  C.  M. 

Salisbury  (Essex  North). 

Sandisfield  ( Berkshire ) . 

Sandwich  (Barnstable). 
Beale,  S.  M.,  Jr. 
Currier,  C.  R 
Procter.  T.  W. 

Saugus  (Essex  South). 

(See  also:  Cliftondale.) 
fGale.  G.  W.  (East) 
Parcher,  G.  C. 

Savoy  (Berkshire). 

Scituate  (Plymouth) 

(See  also:  Scituate  Center,  Scitu- 
ate Harbor.) 

Scituate  Center  (Scituate). 
Handy,  H.  T. 

Scituate  Harbor  (Scituate). 
Alexander,  T.  B. 

Seekonk  (Bristol  North). 

Sharon  (Norfolk). 
Dole,  C.  F. 
Gay,  W.  F. 
Griffin,  W.  A. 

Sheffield  (Berkshire). 
Wakefield,  A.  T. 

Shelburne  (Franklin). 

(See  also:  Shelburne  Falls). 

Shelburne  Falls  (Shelburne). 
tCanedy,  F.  J. 
Guild,  B.  T. 
Upton,  C.  L. 

Sherborn  (Middlesex  South). 

Shirley  (Worcester  North). 

Shrewsbury  (Worcester). 
Chase,  E.  L. 
Smith,  Myrtle 

Shutesbury  (Franklin). 
Somerset  (Bristol  South). 
McCreery,  C.  C. 


SOMERViLLE  (Middlesex  South). 
(See  also:  West  Somerville.) 

Allison,  C.  E. 

Bateman,  F.  E. 

Bell,  R.  D. 

Bolton,  C.  J. 
fBooth,  E.  C. 

Buffum,  H.  E. 

Burt,  F.  L. 

Carvill,  A.  H. 

Carvill,  L.  M. 

Caswell,  B.  H. 

Curtis,  H.  F. 

Dailey,  E.  J. 

Dervin,  L.  J. 

Durell,  T.  M. 

Finnerty,  C.  W. 

Hatchett,  W.  J. 

Hodgdon,  R.  F. 

Hughes,  G.  F. 

Maguire,  C.  F. 

Maguire,  E.  L. 

McCaffrey.  C.  F. 

McCarty,  E.  M. 

McGann,  P.  P. 

Meyer,  E.  J. 

Mills,  A.  E. 

Mongan,  C.  E. 

Morse,  F.  L. 

Muldoon,  M.  T. 

Newton,  E.  R. 

Newton,  F.  L.  S. 

Place,  R.  W. 

Price,  O.  J. 

Raymond,  L.  II. 
fSanborn,  E.  A. 

Sawin,  C.  D. 

Sewall,  E.  F. 

Shanahan,  T.  J. 

Shaw,  Francis 

Smith,  F.  G. 

Stephens,  F.  N. 

Towle,  C.  C. 

Trueman,  H.  S. 

Walker,  H.  A. 

White,  M.  W. 

Whiting,  G.  W.  W. 

Yenetchi,  H.  A. 

Southboroug  h  ( Worcester ) . 
Jackson,  A.  W. 

South  Boston  (BOSTON). 
Bancroft,  W.  B. 
Bernard,  B.  L. 
Boland,  E.  S. 
Buckley,  P.  T. 
Cross,  W.  P. 
Denning,  E.  J. 
Denning,  F.  J. 
Devine,  W.  H. 
Doggett,  F.  F. 
Fletcher,  R.  W. 
Gallivan,  W.  J. 
Hurley,  E.  D. 
Jakmauh,  P.  J. 
Keenan,  H.  J. 
Lawlor,  J.  C. 
Mayers,  J.  E. 
Morris,  G.  P. 
Morris,  J.  G. 
Reddy,  J.  W. 
Redmond,  J.  W. 
tRuddick,  W.  H. 
Sheehan,  W.  J. 
Sheridan,  P.  E.  A. 
Slattery,  J.  R. 
Stuart.  F.  W. 
Timmins,  E.  F. 
Tracy,  E.  A. 
Tynan,  J.  P. 
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south  Braintrec  (Braintree). 
Dame,  F.  R. 
Merriam,  F.  H. 
Sullivan,  C.  A. 

So uthbridge  (Worcester). 
Bradford,  C.  C. 
Cutler,  M.  F. 
Olin,  F.  H. 
Page,  J.  G.  E. 
Reed,  W.  G. 
Waite,  L.  R. 

South  Dartmouth  (Dartmouth). 
Cushman,  A.  B. 

South  Deerfleld  (Deerfield). 
Suitor,  H.  A. 

South  Dennis  (Dennis). 
Davis,  C.  A. 

South  Hadley  (Hampshire). 

(See  also:  South  Hadley  Falls.) 
Lang,  H.  B. 
Underbill,  E.  C. 

South  Hadley  Falls  (South  Hadley). 
Doonan,  H.  E. 
Leland,  F.  LeR. 

South  Hamilton  (Hamilton). 
Davis,  C.  H. 

Southampton    ( Hampshire ) . 

South  Lincoln  (Lincoln). 
Blodgett,  S.  H. 
Hart,  J.  S. 

South  Natick  (Nattck). 
Hills,  C.  E. 

South  Sudbury  (Sudbuby). 
Oviatt,  G.  A. 

South  Weymouth  (Weymouth). 
Emerson,  G.  E. 
Granger,  K.  H. 
Tirrell,  V.  M. 

South  wick  (Hampden). 

Spencer  (Worcester). 
Austin,  J.  C. 
Ellison,  G.  W. 
Fowler,  G.  R. 
Peck,  A.  F. 

SPRINGFIELD  (Hampden). 

(See  also:  Indian  Orchard.) 

Adams,  C.  B. 

Anthony,  J.  C. 

Bacon,  T.  S. 

Baldwin,  E.  E. 

Bates,  E.  A. 

Benner,  R.  S. 

Birnie,  J.  M. 

Blair,  O.  R. 

Boyd,  F.  P. 

Boyd,  J.  V.  W. 

Boyer,  J.  N. 

Brigham,  F.  C. 
tBrooks,  L.  S. 

Brown,  D.  J. 

Budington,  II.  F 

Burke,  G.  II. 

Byrnes,  II.  F. 

Calkins,  C.  II. 

Calkins,  I.  R.  ' 
tCalkins,  Marshall 


SPRINGFIELD  (continued). 

Camfill,  R.  E. 

Carleton,  Dudley 

Carleton,  Ralph 

Chapin,  D.  L. 

Chapin,  L.  D. 

Chapin,  W.  A.  R. 

Chapin,  W.  H. 

Chapman,  C.  R. 

Claffy,  J.  McM. 
fClark,  David 

Cort,  P.  M. 

Dalton,  G.  F. 

Davidson,  H.  J.  D. 

Davis,  E.  L. 

Deane,  W.  H. 

DeMarco,  T.  A. 

Dexter,  F.  F. 

Dillon,  M.  J. 

Dillon,  W.  J. 

Downey,  C.  J. 

Dubois,  E.  C. 

Eastman,  A.  C. 
tEdes,  R.  T. 

Emerson,  H.  C. 

Everett,  F.  L. 

Finch,  G.  II. 

Foss,  G.  II. 

GaMn,  A.  H. 

Gates,  E.  A. 

Gaylord,  J.  F. 

Gilchrist,  J.  M. 

Godfrey,  T.  F. 

Goodell,  William 

Guild,  E.  H. 

Haltan,  E.  P. 

Harriman,  D.  E. 

Herrick,  J.  T. 

Hewitt,  C.  E. 

Hill,  I.  C. 

Hillard,  J.  P. 

Hirsch,  H.  L. 

Hopkins,  F.  E. 

Hosley,  W.  A. 

Hubbard,  G.  W. 

Irwin,  V.  J. 

Judd,  E.  H. 

Jurist,  Charles 

Keefe,  D.  E. 

Kilroy,  Philip 

Kinloch,  R.  A. 

Koplin,  Harry 

La  Rochelle,  F.  D. 

Leary,  W.  C. 

Lewis,  S.  A. 

Lynch,  C.  F. 

Lynch,  P.  M. 
tMcClean.  G.  C. 

McKechnie.  F.  J. 

Ma  honey.  E.  J. 

Maloney.  J.  M. 

Martin,  H.  C. 

McGinity.  J.  T. 

Merritt,  V.  S. 

Moody,  F.  F. 

Moriarty,  P.  M. 

Mulcahy,  W.  E. 

Myers,  E.  Y. 
tNims,  E.  B. 

Ober,  R.  B. 

Overlander.  J.  E. 

Parmelee,  W.  J. 

Paul,  S.  J. 

Peck,  R.  H. 

Quinn,  J.  H. 

Rabinovitz,  Bernard 
tRice,  A.  R. 

Rice,  A.  G. 

Ritter.  Henry 

Rochford,  R.  A. 


SPRINGFIELD  (continued). 

Rumrill,  S.  D. 

Russell,  S.  J. 

Russell,  W.  B. 

Ryan,  S.  E. 

Schadt,  G.  L. 

Schillander,  C.  A. 

Seelye,  R.  H. 

Seibels,  R.  E. 

Slutskin,  M.  L. 

Smith,  H.  L. 

Smith,  W.  A. 

Spaid,  C.  J. 

Squier,  A.  O. 
fStebbins,  G.  S. 

Stoddard,  M.  J. 

Stoneman,  E.  A. 

Street,  O.  E. 

Streeter,  J.  F. 

Sullivan,  E.  C. 

Sullivan,  J.  C. 

Sweet,  F.  B. 

Tracy,  J.  M. 

Van  Allen,  H.  W. 

Van  Gaasbeek,  G.  II. 

Weiser,  W.  R. 

Weston,  G.  D. 

Whitcomb.  C.  A. 

White,  B.  P. 

Wilbur,  S.  M. 

Wilcox,  H.  H. 

Williams,  A.  C. 
tWbods,  G.  L. 

Zimmerman,  Henry 

State  Farm  (Bridgewater). 
Baker,  L.  A. 
Emerson,  E.  B. 
Farrar,  L.  O. 
Weller,  J.  H. 

Sterling  (Worcester). 

Stockbrtdge  ( Berkshire ) . 
Eaton,  H.  D. 
Riggs,  A.  F. 
Stockwell,  H.  E. 

Stoneham  (Middlesex  East). 
Blenkhorn,  James 
Hersam,  M.  P. 
Kerrigan,  J.  H. 
Nickerson,  G.  W. 
Park,  F.  E. 
Sheehan,  M.  D. 

Stoughton  (Plymouth). 
Faxon,  N.  W. 
Faxon,  W.  O. 

Stow  (Middlesex  South). 

Stu  rbridge  ( Worcester ) . 
(See  aTso:  Fiskdale.) 

Sudbury  (Middlesex  South). 

(See  also:  South  Sudbury.) 

Sunderland  (Franklin). 
Moline,  Charles 

Sutton  ( Worcester ) . 

(See  also:  Manchaug.) 

Swampscott  (Essex  South). 
Bangs,  C.  H. 
Bicknell,  R.  E. 
Brown,  A.  A. 
Godfrey,  J.  W. 
Grimes,  Lor  in  g 
Jones,  L.  A. 
Lowd,  H.  M. 
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Swansea  (Bristol  South). 

TAUNTON  (Bristol  North). 

(See  also:  East  Taunton.) 

Atwood,  C.  A. 
tBassett,  E.  J. 

Beaulieu,  F.  X. 

Carey,  F.  A 

Clark,  T.  F. 

Crandell,  A.  R. 

Cusick,  T.  F. 

Dean,  R.  D. 
fDeane,  A.  S. 

Fox,  W.  Y. 

Galligan,  E.  J. 

Goss,  A.  V. 

Hubbard,  F.  A. 

Learoyd,  C.  B. 

MacDonald,  D.  F. 

McGraw,  A.  J. 

Milot,  A.  F. 

Murphy,  E.  F. 

Murphy,  F.  A. 

Murphy,  J.  B. 

Murphy,  J.  L. 

O'Brien,  J.  F. 
fPaige,  Nomus 
•fPerry,  Martha 

Pierce-Higgins,  Eudora 

Reed,  B.  A. 

Ripley,  H.  G. 

Robinson,  T.  J. 

Roderick,  C.  E. 

St.  Marie,  Philippe 

Sayles,  J.  B. 

White,  H.  A. 

Templeton  (Worcester  North). 
(See  also:  Baldwinsville.) 
Greenwood,  S.  E. 

Tewksbuey  (Middlesex  North). 
Coburn,  H.  R. 
DeWolf,  C.  W. 
Hanson,  W.  T. 
Larrabee,  H.  M. 
Nichols,  J.  H. 
Peirce,  G.  A. 
Perry,  Sherman 
Quennell,  W.  L. 
Roach,  A.  J. 

Thorndike  (  Palmer  ) . 
Dunphy,  H.  A. 

Three  Rivers  (Palmer). 
Giroux,  Charles 
Miller,  S.  O. 

Tisbury  (Bristol  South).  No  P.  O. 

Post  Office  address,  Vineyard  Ha- 
ven. 
Davis,  S.  T. 
Mayhew,  O.  S. 

Toixand  (Hampden). 

Topsfield  (Essex  South). 
Sanborn,  Byron 

Townsend  (Worcester  North). 

(See  also:  West  Townsend.) 

Tburo  (Barnstable). 

Turner's  Falls  (Montague). 
Leary,  P.  F. 
McOillicuddy,  R.  A. 
Messer,  C.  C. 

Tyngsborough  (Middlesex  North). 
Lambert,  F.  De  F. 


Tyringham  (Berkshire). 

Upton  (Worcester). 

Uxbridge  (Worcester). 
Griswold,  M.  L. 
Johnson,  W.  L. 
Ledbury,  J.  W. 
Little,  J.  T. 

Waban  (Brookline). 
Bessey,  E.  E. 

Waban  (NEWTON). 
Lothrop,  O.  A. 
McGee,  F.  M. 

Wakefield  (Middlesex  East). 
Crosby,  L.  M. 
fDutton,  Charles 
Dutton,  Richard 
Elder,  F.  O. 
Heath,  J.  W. 
f  Jordan,  Charles 
Montague,  C.  E. 
O'Leary,  J.  A. 
Sopher,  C.  L. 
Tyzzer,  E.  E. 
Woodbury,  F.  T. 

Wales  (Hampden). 

Walpole  (Norfolk). 

(See  also:  East  Walpole.) 
Fuller,  F.  H. 

WALTHAM  (Middlesex  South). 
Bell,  Conrad 
Collins,  Richard 
Courtney,  T.  J. 
Cousins,  N.  W. 
Dascombe,  O.  L. 
Dennen,  R.  W. 
Desmond,  C.  F. 
Fraim,  I.  W. 
Fuller,  C.  B. 
Hinchey,  Richard 
Holbrook,  Bradbury 
Hoyt,  W.  S. 
Jarvis,  W.  F. 
Lewis,  J.  P. 
MacDonald,  F.  L. 
Mackenzie,  R.  C. 
McCormick,  C.  J. 
Mosher,  M.  J. 
O'Donnell,  G.  T. 
Porter,  C.  T. 
Stiles,  F.  M. 
Taylor,  R.  A. 
Willis,  C.  A. 
Wood,  H.  A. 
Worcester,  Alfred 
Young,  A.  R. 

Waquoit  (Falmouth). 
Jones,  L.  C. 

Ware  (Hampshire). 
Oafney,  H.  D. 
Miner,  W.  W. 
Pearson.  M.  W. 
Ryan,  D.  M. 

Wareham  (Bristol  South). 
Morse,  C.  E. 

Warren  (Worcester). 
DeLand,  C.  A. 
fPhelps,  O.  W. 


Warwick  (Franklin). 
Goldsbury,  P.  W. 

Washington  (Berkshire). 

Watertown  (Middlesex  South). 
Chase,  C.  O. 
Creely,  O.  S. 
jDavenport,  B.  F. 
Higginbotham,  F.  A. 
Kelley,  E.  J. 
Meredith,  F.  L. 
Meserve,  E.  A. 
Palmer,  G.  M. 
Robie,  A.  H.  P. 
Williamson,  C.  I. 

Waverley  (Belmont). 
Abbott,  E.  S. 
Clark,  L.  B. 
Fernald,  W.  E. 
Hoch,  T.  A. 
Kewer,  L.  T. 
Packard,  F.  H. 
Raymond,  C.  S. 
Tuttle,  G.  T. 
Wallace,  A.  M. 
Warren,  L.  M. 
Whitney,  R.  L. 
Woodill,  E.  E. 

Wayland  (Middlesex  South). 

Webster  ( Worcester ) . 
Bragg,  L.  R. 
Genereux,  J.  O. 
Hart.  G.  F. 
Littlefleld,  G.  C. 
Roy,  J.  X. 
Smith.  E.  E. 

Wellesley  (Xorfolk). 

( See  also :  Wellesley  Hills. ) 
Anthony,  G.  C. 
Bancroft,  E.  A. 
Gregg,  Donald 
Proctor,  F.  I. 
Raymond,  K.  P. 
f  Stone,  M.  C. 
White,  L.  E. 

Wellesley  Bills  (Wellesley). 

Cleveland,  H.  H. 

Garland,  F.  E. 

Greenwood,  Allen 
fHazelton,  I.  H. 

Hewins.  P.  W. 

Jones,  G.  N. 
f  Macdonald,  W.  L. 

Schofleld,  O.  L. 

Stanwood,  F.  A. 

Wellfleet  (Barnstable). 
Bell,  C.  J. 

Wendell  (Franklin). 

Wenham  (Essex  South). 

Westborough  ( Worcester ) . 
Ayer,  T.  H. 
Cilley,  D.  P. 
Clark,  A.  U.  F. 
Fuller,  S.  C. 
Knight,  C.  S. 
Mahoney,  W.  F. 
Newton,  R.  S. 
Overholser.  Winfred 

West  Boylston  (Worcester). 
Trask.  H.  W. 
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West  Bridgewater  (Plymouth). 

West  Brookfield  (Worcester). 
Cowles,  F.  W. 

West  Dennis  (Dennis). 
Osborne,  E.  S. 

Westfield  (Hampden). 
Atwater,  J.  B. 
Brace,  G.  W. 
Chadwick,  H.  D. 
Chisholm,  M.  D. 
Clark,  F.  T. 
Cosgrove,  J.  J. 
Davis,  F.  D. 
Douglas,  A.  J. 
Dutton,  J.  M. 
Janes,  G.  H. 
Maroney,  P.  J. 
Marr,  R.  McC. 
Noble,  A.  F. 
Smith,  E.  S. 

Westford  (Middlesex  North). 
Sherman,  W.  H. 
Wells,  O.  V. 

Westhampton  (Hampshire). 

West  Harwich  (Harwich). 
Nickerson,  J.  P.' 

West  Medford  (MEDFORD). 
Bean,  C.  F.  K. 
Drake,  R.  A. 
Killam,  F.  H. 
Wilkins,  S.  H. 

West  Medicay  (Medway). 
Butler,  Samuel 
Quint,  N.  P. 

Westminster  (Worcester  North). 
Kelley,  C.  M. 
Mossman,  George 

West  Newbury  (Essex  North). 
Orcutt,  W.  L. 

West  Newton  (NEWTON). 
Atkinson,  L.  D.  R. 
Chandler,  Harold  B. 
Chandler,  Henry  B. 
Fisher,  I.  J. 
Jack,  L.  H. 
Knowles,  W.  F. 
Lowe,  F.  M. 
Macomber,  Donald 
Nielsen,  E.  B. 
Paine,  N.  E. 
Sherman,  F.  M. 
Wells,  D.  W. 

Weston  (Middlesex  South). 
Albee,  K.  T. 
Robbins,  Chandler 
Van  Niiys,  Fresenius 

Westport  (Bristol  South). 
Burt,  E.  W. 

West  Quincy  (QUINCY). 
Ash,  J.  H. 
Dion,  T.  J. 

West  Roxbury  (Roxbury)  (BOSTON). 
Gorham,  G.  H. 
Hamilton,  B.  E. 
Howell,  W.  W. 
Jillson,  F.  C. 
Knight,  C.  L. 
Knudson,  M.  M. 
Lougee,  J.  L. 


lTTcs<  Roxbury  (continued). 
Reagh,  A.  L. 
Sedgley,  F.  R. 
Shadman,  A.  J. 
Stevens,  H.  B. 
Stevens,  S.  E. 
Watters,  W.  H. 

West  Somerville  (SOMERVILLE) . 
Ayres,  H.  W. 
Blake,  A.  H. 
Bond,  W.  L. 
Bryant,  G.  W. 
Cholerton,  Herbert 
Gillis,  J.  E. 
Hoole,  J.  E. 
Liverpool,  C.  H. 
McLean,  J.  A. 
Mahoney,  G.  C. 
fMakechnie,  H.  P. 
Miles,  G.  A. 
Osgood,  G.  E. 
Pillsbury,  E.  D. 
Pote,  L.  H. 
Richardson,  C.  A.  C. 
Ruston,  W.  D. 
Sylvester,  N.  R. 
Wagner,  E.  J. 
Whitcher,  B.  R. 

West  Springfield  (Hampden). 
(See  also:  Mittineague. ) 
Bostick,  W.  J. 
Corcoran,  G.  B. 
Steele,  G.  L. 

West  Stockbridge  (Berkshire). 
Leonard,  Z.  L. 

West  Tisbury  (Bristol  South). 

West  Townsend  (Townsend). 
Ely,  R.  S. 

West  wood  ( Norfolk ) . 

Weymouth  (Norfolk  South). 

( See  also :  East,  North  and  South 
Weymouth. ) 
Chase,  Joseph,  Jr. 
Jacoby,  Rudolph 
Pease,  L.  W. 

Whately  (Franklin). 

Whitinsville    (  Northbridge  ) . 
Balmer,  W.  E. 
Barry,  E.  W. 
Harriman,  C.  H. 

Whitman  (Plymouth). 
Beaulieu,  E.  J. 
tCopeland,  H.  F. 
Dyer,  E.  A. 
Fobes,  H.  E. 
Hanley,  F.  J. 
Lovell,  C.  E. 
MacKeen,  A.  A. 
Pulsifer,  W.  H. 
Rood,  A.  D. 

Wilbraham  (Hampden). 

(See  also:  North  Wilbraham.) 

Williamsburg  ( Hampshire ) . 
(See  also:  Haydenville. ) 
Hayes,  J.  G. 

Williamstown  (Berkshire). 
(See  also:  Blackinton.) 
Adriance,  Vanderpoel 
Howard,  F.  H. 


Williamstown  (continued) . 
tMather,  E.  E. 
McWilliams,  N.  B. 

Willimansett  (CHICOPEE). 
Mead,  F.  A. 

Wilmington  (Middlesex  East). 
Buck,  W.  E. 
Buzzell,  D.  T. 

Win chen don  (Worcester  North). 
Henry,  J.  G. 
Holzer,  W.  F. 
Kenney,  C.  B. 
Kenney,  W.  C. 
Pelletier,  A.  G. 
Sullivan,  M.  G. 

Winchester  (Middlesex  East). 
Aimone,  V.  A. 
Allen,  C.  J. 
Brown,  A.  L. 
Cummings,  M.  A. 
Cutter,  I.  T. 
Dennett,  D.  C. 
Gale,  H.  A. 
Hammond,  Philip 
Hersey,  H.  W. 
fHildreth,  J.  L. 
Lowell,  W.  H. 
McCarthy,  C.  F. 
Mead,  G.  N.  P. 
Ordway,  C.  E. 
Putnam,  Ralph 
Simon,  H.  F. 
Tozier,  C.  H. 

Windsor  (Berkshire). 

Winthrop  ( Suffolk ) . 
French,  G.  H. 
Grainger,  E.  J. 
Halsall,  M.  E. 
Johnson,  O.  E. 
Metcalf,  B.  H. 
Morse,  F.  H. 
Parker,  R.  B. 
Soule,  H.  J. 
White,  L.  N. 

WOBURN  (Middlesex  East). 
Bixby,  J.  P. 
Blake,  H.  G. 
Carroll,  J.  P. 
Caulfleld,  T.  E. 
Chalmers,  Robert 
Conlin,  R.  E. 
Hutchings,  J.  H. 
Keleher,  W.  H. 
Lane,  C.  G. 
McCormick,  J.  J. 
O'Brien,  C.  T. 
Stewart,  V.  C. 
Tedford,  A.  H. 
West,  F.  O. 

Wollaston  (QUINCY). 
Adams,  C.  S. 
Champion,  M.  E. 
Curtis,  W.  G. 
Funnell,  W.  G. 
King,  G.  E. 
Phipps,  W.  A. 

WORCESTER  (Worcester). 
Adamian,  P.  A. 
Adams,  G.  E. 
Albee,  G.  M. 
Andrews,  B.  F. 
Arey,  H.  C. 
Arey,  J.  M. 
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Atwood,  A.  W. 
Auger,  L.  L. 
Ayers,  C.  E. 
Baff,  Max- 
Baker,  F.  H. 
Balcom,  K.  I. 
Barnes,  J.  A. 
Barrell,  M.  E. 
Beal,  H.  W. 
Bergin,  S.  A. 
Berry,  Gordon 
fBerry,  J.  C. 
Bieberbach,  W.  D. 
Bigelow,  E.  B. 
Bowers,  G.  F.  H. 
Brennan,  J.  J. 
Brown,  G.  C. 
Bryant,  Frederick 
Bunker,  S.  M. 
Burley,  B.  T. 
Butler,  F.  J. 
Butterfield,  G.  K. 
Byrne,  C.  J. 
Cahill,  J.  W. 
Carney,  P.  J. 
Cassels,  L.  R. 
Charteris,  M.  A. 
Clark,  W.  I.,  Jr. 
Colberg,  P.  A. 
Cook,  P.  H. 
Cottle,  L.  R. 
Croissant,  C.  A. 
Cronin,  T.  J. 
Cross,  A.  E. 
Cummings,  J.  J. 
Curran,  J.  F. 
Currie,  I.  M. 
Cutler,  R.  W. 
Daudelin,  S.  A. 
Deering,  G.  E. 
Delahanty,  W.  J. 
Denning,  W.  E. 
Disbrow,  E.  P. 
Dix,  G.  A. 
Dixon,  Arthur 
Dolan,  W.  E. 
Donoghue,  J.  J. 
Donohue,  J.  J. 
Doray,  F.  L. 
Drew,  C.  A. 
Ducharme,  A.  N. 
Duggan,  J.  T. 
Easter,  E.  F. 
Elkind,  H.  B. 
Emerson,  B.  K. 
Emery,  G.  E. 
Estabrook,  C.  T. 
Everett,  O.  H. 
Fallon,  M.  F. 
Farnham,  J.  M.  W. 
Fay,  F.  G. 
Fitzgerald,  C.  P. 
Flynn,  J.  J. 
Fogerty,  W.  C. 
Foley,  T.  J. 


WORCESTER  (continued). 

Fox,  M.  B. 

Gage,  Homer 

George,  F.  W. 

Getchell,  A.  C. 

Gibby,  H.  J. 

Gilflllan,  D.  R. 

Gilman,  W.  E. 

Grant,  W.  M. 

Greene,  R.  W. 

G wynne,  S.  C. 

Haigh,  G.  W. 

Halloran,  M.  J. 

Harkins,  J.  F. 

Harower,  David 

Hartnett,  J.  H. 

Haviland,  W.  C. 

Hill,  G.  H. 

Holmes,  M.  S. 

Horsman,  H.  L. 

Hunt,  E.  L. 
tJordan,  G.  A. 

Kenney,  T.  F. 

Kenyon,  H.  J.  K. 

Kinnicutt,  Roger 

Lazarus,  Louis 

Lemaire,  W.  W. 

Lincoln,  G.  C. 

Lincoln,  Merrick 

Lindsay,  J.  C. 

Lindsay,  J.  I. 

Lindsay,  M.  S. 

Lovell,  D.  B. 

Lussier,  C.  A. 

Lynch,  W.  F. 

McClusky,  H.  L. 

MacFadyen,  J.  A. 

Maclver,  G.  A. 

MacKay,  W.  H. 

MacKerrow,  H.  G. 

Magune,  F.  L. 
fMarble,  J.  O. 

Marsh,  A.  W. 

Masten,  C.  H. 

Mason,  B.  H. 

Mathews,  R.  F. 

McDonald,  J.  W. 

McEvoy,  T.  E. 

McGillicuddy,  J.  T. 

McKibben,  W.  W. 

McKoan,  J.  W. 

McSheehy,  T.  C. 

Miller,  L.  C. 

Murphy,  A.  F. 

Nightingale,  James 

O'Callaghan,  M.  V. 

O'Connell,  A.  E. 

O'Connor,  D.  F. 

O'Connor,  J.  F. 

O'Connor,  J.  W. 

O'Day,  G.  F. 

O'Meara,  M.  J. 

Osborne,  C.  A. 

Overlock,  M.  G. 

Paglia,  J.  J.,  Jr. 

Parker,  E.  L. 


WORCESTER  (continued). 
Peterson,  H.  O. 
Phelps,  O.  D. 
Pofcher,  E.  H. 
Power,  G.  A.. 
tQuinby,  H.  M. 
Randall,  C.  W. 
Rice,  J.  E. 
Robinson,  Solomon 
Rochette,  E.  C. 
Rockwell,  A.  E.  P. 
iRockwell,  L.  W. 
Rose,  W.  H. 
Schoneld,  R.  W. 
Scribner,  E.  V. 
Seelye,  W.  C. 
Shannahan,  R.  J. 
Shattuck,  A.  M. 
Shaw,  T.  B. 
Shea,  P.  O. 
Simmons,  E.  B. 
Simmons,  H.  C. 
Smith,  L.  R. 
Sparrow,  C.  A. 
Stansfield,  O.  H. 
Stapleton,  R.  H. 
Stevens,  C.  B. 
Stowell,  F.  E.  . 
Swan,  R.  W. 
Swasey,  Edward 
Talbot,  J.  E. 
Taylor,  James,  Jr. 
Thorn,  D.  A. 
Thompson,  H.  E. 
Tripp,  G.  A. 
Trowbridge,  E.  H. 
Voorhis,  Kathalvn 
Ward,  G.  O. 
Ward,  R.  J. 
Watkins,  R.  P. 
Watt,  George. 
Wetherbee,  L.  E. 
Wheeler,  C.  D. 
Wheeler,  Leonard 
Whitaker,  C.  W. 
White,  Levi 
Williams,  F.  R. 
Woodward,  L.  F. 
Woodward,  S.  B. 
tWorkman,  W.  H. 
Yoosuf,  A.  K. 

Woethington  (Hampshire) 

Lyman,  W.  R. 
Wbentham  (Norfolk). 

Ferguson,  E.  H. 

Kable,  .J.  D. 

Libby,  M.  A. 

Perkins,  F.  H. 

Pillsbury,  A.  IR. 

Proctor,  T.  M. 

Wallace,  G.  L. 
Yabmouth  (Barnstable). 

(See  also:  Yarmouth  Port.) 
Yarmouth  Port  (Yarmouth). 

Hart,  H.  B. 
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NON-RESIDENTS,  BY  STATES  AND  COUNTRIES 
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California. 
Boyd,  S.  G.,  San  Francisco. 
Hush,  A.  D.,  Los  Angeles. 
•fCrocker,  S.  E.,  Los  Angeles. 
B wight,  H.  L.,  Copperopolis. 
Krmantrout,  S.  J.,  Eldridge. 
Goss,  F.  W.,  Sacramento. 
Johnson,  W.  S.,  Los  Angeles. 
Hoit,  H.  A..  Pasadena. 
Lucas,  W.  P.,  San  Francisco. 
Mansur,  L.  W.,  Los  Angeles. 
Metcalf,  J.  T.,  Los  Angeles. 
Munroe,  H.  B.,  Los  Angeles 
Pierson,  P.  H.,  San  Francisco. 
Shea,  J.  J.,  San  Diego 
tstephenson,  F.  B.,  Claremont. 
Williams,  C.  C,  Los  Angeles. 

Colorado. 
Cary,  F.  H.,  Denver. 
Hartwell,  J.  B.,  Colorado  Springs. 

Connecticut. 
fBragdon,  G.  A.,  Middletown. 
Browne,  W.  T.,  Norwich. 
Clark.  J.  D.,  Abington. 
Cox,  S.  F.,  New  Haven. 
Honeij,  J.  A.,  New  Haven. 
La  Moure,  C  T.  E.,  Mansfield  Depot. 
Loewe,  L.  J.,  Higganum. 
tPage,  C.  W.,  Hartford. 
Stevenson,  E.  A.,  Stamford. 
tSwan,  W.  C,  Brandford. 

Florida. 
Canfield,  W.  C,  St.  Petersburg. 
Coon,  J.  B.,  Tampa. 
Vaughan,  J.  H.,  Tampa. 

Georgia. 
Comey,  P.  P.,  Augusta. 

Illinois. 
Adler.  H.  M..  Chicago. 

Indiana. 
Bliss,  G.  S„  Fort  Wayne. 
Woodbury,  H.  E.,  Indianapolis. 
Iowa. 

Grover,  A.  L.,  Iowa  City. 

Kentucky. 
Lawrence,  N.  L.,  Louisville. 

Louisiana. 
Cody,  H.  C,  New  Orleans. 

Maine. 

Allen.  S.  W.,  York  Harbor. 
Averill,  G.  G.,  Waterville. 
Cummings,  D.  F.,  Cherryfield. 
Eastman,  T.  J.,  South  Berwick. 
Hall,  W.  D.,  Port  Clyde. 
Hedin,  C.  J.,  West  Pownal. 
Hills,  F.  L.,  Bangor. 
Jackson,  F.  W.,  Jefferson. 
O'Brien,  C.  R.,  Bangor. 
Pettingill,  O.  S.,  Hebron. 
Reynolds,  R.  L.,  Waterville. 
Richardson,  H.  K.,  Bradford. 
Stevens,  H.  E.  E.,  Lewiston. 
Swift,  H.  M.,  Portland. 

Michigan. 
Courie,  W.  F.,  Detroit. 
Hendricks,  H.  V.,  Traverse  City. 

Minnesota. 
Blake,  F.  G.,  Minneapolis. 
Boothby,  W.  M.,  Rochester. 
tHayes,  C.  C,  Faribault. 
Marcley,  W.  J.,  Minneapolis. 

Missouri. 
Burlingham,  L.  H.,  St.  Louis. 
Murphy,  F.  T.,  St.  Louis. 
Washburn,  Elliott,  Kansas  City. 


New  Hampshire. 
Allen,  Bradford,  Nashua. 
fBalcom,  G.  F.,  Swanzey. 
Bowles,  G.  H.,  Plymouth. 
Bradford,  H.  W.,  Wolfeborough. 
Brownrigg,  A.  E.,  Nashua. 
Faulkner,  H.  K.,  Keene. 
Gile,  J.  M.,  Hanover. 
Graves,  R.  J.,  Concord. 
Hill,  L.  R.,  Concord. 
Holmes,  J.  F.,  Manchester. 
Hubbard,  O.  H.,  Gilsum. 
Johnson,  S.  C,  Franconia. 
Kean,  M.  E.,  Manchester. 
Kennison,  F.  M.,  Newton. 
Laton,  G.  P.,  Salem  Depot. 
Libby,  M.  G.,  Newport. 
MacMillan,  A.  L.,  Jr.,  Concord. 
Parker,  W.  A.,  Bartlett. 
Pike,  F.  W.,  Portsmouth. 
Powell,  M.  A.,  Laconia. 
Proctor,  J.  D.,  Keene. 
Rogers,  J.  A.,  Nashua. 
Smith,  C.  S.,  Manchester. 
Stowell,  E.  C,  Marlboro. 
Stowell,  S.  R.,  Marlboro. 
Taft,  A.  A..  Keene. 
Tibbetts,  G.  D.,  Bennington. 
Tower,  E.  A.,  Derry. 
Towle,  F.  S.,  Portsmouth. 
Wallace,  A.  S.,  Nashua. 
Wilkins,  G.  C,  Manchester. 

New  Jersey. 
Christiernin,  C.  L.,  East  Orange. 
Dunham,  H.  B.,  Glen  Gardner. 
Ferguson,  R.  H.,  East  Orange. 
Gosline,  H.  I.,  Trenton. 
Hahn,  A.  J..  Pattenburg. 
Ten  Broeck,  Carl,  Princeton. 

New  York. 
Boehm,  J.  B.,  Brooklyn. 
Brown,  H.  R.,  Rochester. 
Bryant,  W.  S.,  New  York. 
Carley,  M.  E.,  New  York. 
Coolidge,  J.  N.,  New  York. 
Cutler,  E.  C,  New  York. 
Fisher,  C.  I.,  New  York. 
Fisher,  G.  G.,  New  York. 
Fisk,  A.  L.,  New  York. 
Gervais,  H.  M.,  Brooklyn. 
Hinds,  R.  W.,  Buffalo. 
Holden,  E.  M.,  New  York. 
Laighton,  F.  M.,  New  York. 
McCarthy,  T.  F.,  Jamaica,  L.  I. 
McPherson,  Ross,  New  York. 
Millett,  J.  A.  P.,  Buffalo. 
Miniter,  F.  G.,  New  York. 
Ogden,  J.  B.,  New  York. 
Ordway,  Thomas,  Albany. 
Shoninger,  L.  S.,  New  York. 
Smith,  S.  B.,  New  York. 
Stammers,  J.  C,  New  York. 
Tibbetts,  J.  T.,  Mineola. 
Woodbury,  W.  R.,  Rochester. 

North  Carolina. 
Achorn,  J.  W.,  Pine  Bluff. 
Packard,  G.  H.,  White  Rock. 

Ohio. 

Schwab,  Emanuel,  Cincinnati. 

Oregon. 
Whiteside,  G.  S.,  Portland. 

Pennsylvania. 
Cockett,  M.  S.,  Bryn  Mawr. 
Finlayson,  A.  D.,  Warren. 
Fuller.  D.  H.,  Philadelphia. 
Jackson,  R.  C.,  Harrisburg. 


Pennsylvania  (continued). 
Law,  K.  H.,  Erie. 
McRae,  A.  J.,  Wilkes-Barre. 
Mitchell,  H.  W.,  Warren. 
Smith,  F.  S.,  Pittsburgh. 
Smyser,  C.  J.,  New  Wilmington. 
Wheeler,  L.  A.,  Wernersville. 

Rhode  Island. 
Blake,  LeGrande,  Riverside. 
Borden,  G.  E.,  Adamsville. 
Davenport,  J.  H.,  Providence. 
Devere,  F.  H.,  Auburn. 
Gerber,  Isaac,  Providence. 
Hamblet,  M.  L.,  Wallum. 
Hayes,  A.  E.,  Providence. 
Holt,  C.  H.,  Pawtucket. 
Jewett,  E.  P.,  Providence. 
Keefe,  P.  H.,  Providence. 
MacLeod,  N.  M.,  Newport. 
Means,  P.  C,  Apponaug. 
Messinger,  H.  C,  Providence. 
Metcalf,  Richard,  Providence. 
Munro,  W.  L.,  Providence. 
Murphy,  E.  V.,  Newport. 
O'Meara,  J.  G.,  Providence. 
Persky,  M.  A.,  Providence. 
Sullivan,  J.  E.,  Providence. 
Turner,  C.  S.,  Providence. 

South  Dakota. 
Cornforth,  H.  H.,  Hot  Springs. 

Texas. 
Parsons,  A.  W.,  Devine. 
Tomkies,  J.  S.,  Dallas. 

Vermont. 
Marshall,  A.  T.,  Chelsea. 
Russell,  F.  J.,  Brandon. 

Virginia. 
Pratt,  M.  R.,  Charlottesville. 

West  Virginia. 
Boland,  L.  F.,  Welch. 

Wisconsin. 
Greeley,  H.  P.,  Waukesha. 
McGrath,  B.  F.,  Milwaukee. 

Wyoming. 
Berry,  L.  M.,  Junction. 

District  of  Columbia 
Hall,  O.  L.,  Washington 
Hopkins,  J.  W.,  Washington. 
Howland,  C.  A..  Washington. 
White,  J.  R.,  Washington. 

Panama  Canal  Zone". 
Bates,  L.  B.,  Ancon. 

U.  S.  Army. 

Bauer,  L.  H. 
Newton,  R.  W. 
Wood,  Leonard. 

U.  S.  Navy. 

Moran,  C.  L. 

Foreign. 

Bridgman,  B.  N.,  Natal,  S.  Africa. 

Calkin,  B.  H.,  Stellarton,  N.  S. 

Cockett,  M.  S.,  Paris,  France. 

Fales,  A.  C,  Middleton,  N.S. 

Ghoreyeb,  A.  W.,  France. 

Hanley,  J.  J.,  Motherwell,  Scotland. 

McKelvey,  A.  D.,  Toronto,  Canada. 

Packard,  Fabyan,  France. 

fPrince,  J.  P.,  Durban,  South  Africa. 

Shepherd,  W.  G.,  Canada. 

Skirball,  L.  I.,  France. 

Storrs,  H.  R.,  Vancouver,  B.  C. 

Street,  L.  A.  B.,  Shanghai,  China. 

Townsend,  David,  River  Glade,  N.  B. 

Address  Unknown. 
fBrown,  Marshall  Lebanon. 
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BARNSTABLE  DISTRICT. 
Established  28  May,  1840. 


Barnstable   8 

Bourne    1 

Brewster    1 

Chatham    1 

Dennis    3 

Eastham   

Falmouth    3 

Harwich    3 

Mashpee   

Active  29. 


Orleans    1 

Provincetown    4 

Sandwich    3 

Truro   

Wellfleet    1 

Yarmouth    1 

Total    30 

Retired  1. 


BERKSHIRE  DISTRICT. 
Established  7  Oct.,  1807. 


Adams    4 

Alford  

Becket    1 

Cheshire  

Clarksburg   

Dalton    3 

Egremont  

Florida  

Great  Barrington    6 

Hancock  

Hinsdale   

Lanesborough    2 

Lee    2 

Lenox    2 

Monterey   

Mount  Washington  .... 
New  Marlborough  


NORTH  ADAMS    11 

Otis  

Peru   

PITTSFIELD    53 

Richmond   

Sandisfield   

Savoy   

Sheffield    1 

Stockbridge   3 

Tyringham   

Washington   

West  Stockbridge  ....  1 

Williamstown    5 

Windsor   

Total    94 


Active  90.     Retired  4. 


BRISTOL  NORTH  DISTRICT. 
Established  31  May,  1849 
Attleborough    14     Norton    1 


Dighton    1 

Easton    2 

Freetown    1 

Lakeville*    1 

Mansfield    4 

Middleborough*    5 

North  Attleborough  ...  4 

Active  60. 


Raynham 

Rehoboth   

Seekonk   

TAUNTON    32 

Total    65 

Retired  5. 


BRISTOL  SOUTH  DISTRICT. 
Established  3  April,  1839. 


Acushnet   

Chilmark   

Dartmouth    1 

Edgartown    1 

Fairhaven    1 

FALL  RIVER  ........  61 

Gay  Head   

Gosnold   

Marion    2 

Mattapoisett    2 

Nantucket    2 

Active  138. 


NEW  BEDFORD    67 

Oak  Bluffs   

Rochester   

Somerset*    1 

Swansea*   

Tisbury    2 

Wareham   1 

Westport    1 

West  Tisbury  

Total   142 

Retired  4. 


ESSEX  NORTH  DISTRICT. 
Established  6  Oct.,  1841. 


Amesbury    8 

Andover    7 

Boxford   

Georgetown    4 

Groveland    1 

HAVERHILL    54 

LAWRENCE    67 

Merrimac   1 

Methuen    10 

Active  167. 


Newbury   

NEWBURYPORT   14 

North  Andover    2 

Rowley   

Salisbury   

West  Newbury    1 

Total   160 

Retired  2. 


ESSEX  SOUTH  DISTRICT. 

Established  7  June,  1804. 

BEVERLY                       18     Nahant    i 

Danvers                          16     Peabody    11 

Rockport    3 

SALEM    39 

Saugus    7 

Swampscott    7 

Topsfield    1 

Wenham   

Total   234 


Essex    1 

GLOUCESTER    19 

Hamilton    2 

Ipswich    3 

LYNN    95 

Lynnfield   1 

Manchester    2 

Marblehead    7 

Middleton    1 


Active  22S.     Retired  6. 


FRANKLIN  DISTRICT. 
Established  27  May,  1851. 


Ashfield    1 

Bernardston    2 

Buckland  

Charlemont   

Colrain   2 

Conway   

Deerfield    2 

Erving    1 

Gill   

Greenfield    14 

Hawley  

Heath   

Leverett   

Leyden   

Active  37. 


Monroe   

Montague    4 

New  Salem   

Northfield    3 

Orange    4 

Rowe   

Shelburne    3 

Shutesbury   

Sunderland    1 

Warwick    1 

Wendell   

Whateley   

Total    38 

Retired  1. 


HAMPDEN  DISTRICT. 
Established  28  May,  1840. 


Agawam   1 

Blandford   

Brimfield    1 

Chester    1 

CHICOPEE    8 

Granville   1 

Hampden  

Holland   

HOLYOKE    49 

Longmeadow   1 

Ludlow    1 

Monson    2 


in 


Montgomery   

Tamier   

Russell   

Southwick   

SPRINGFIELD   138 

Tolland   

Wales   

Westfield    14 

West  Springfield    4 

Wilbraham    1 

Total   232 


Active  221.     Retired  11. 


•  By  vote  of  the  Council,  June  7,  1910,  Somerset  and  Swansea  were  tr; 
North. 


ansferred  to  Bristol  South,  and  Lakeville  and  Middleborough  to  Bristol 
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HAMPSHIRE  DISTRICT. 
Established  5  Oct.,  1831. 


Amherst    6 

Bel cher town    1 

Chesterfield   

Cummington    1 

Easthampton    6 

Enfield    1 

Goshen   

Granby   

Greenwich  

Hadley   2 

Hatfield    3 

Huntington    1 

Middlefield   


NORTHAMPTON   29 

Pelham  

Plainfield   

Prescott  

Southampton   

South  Hadley   4 

Ware    4 

Westhampton   

Williamsburg   3 

Worthington   1 

Total   62 


Active  59.      Retired  3. 

MIDDLESEX  EAST  DISTRICT. 
Established  2  Oct.,  1850. 


Burlington  

MELROSE    17 

North  Reading    3 

Reading    7 

Stoneham   6 

Wakefield    11 

Active  73. 


Wilmington    2 

Winchester    1.7 

WOBURN    14 

Total    77 

Retired  4. 


MIDDLESEX  NORTH  DISTRICT. 
Established  2  Oct.,  1844. 


Acton   

Bedford    2 

Billerica    4 

Boxborough   

Carlisle   

Chelmsford    3 

Dracut   

Dunstable   

Active  105. 


Groton    1 

Littleton   

LOWELL    86 

Peppefell    2 

Tewksbury    9 

Tyngsborough    1 

Westford    2 

Total   110 

Retired  5. 


MIDDLESEX  SOUTH  DISTRICT. 
Established  2  Oct.,  1850. 


Arlington   14 

Ashland    1 

Belmont    15 

Brighton*    28 

CAMBRIDGE   127 

Charlestown*    18 

Concord    8 

EVERETT    18 

Framingham    20 

Holliston   

Hopkinton    1 

Hudson    2 

Lexington    6 

Lincoln    4 

MALDEN    38 


MARLBOROUGH    8 

Maynard    2 

MEDFORD    15 

Natick    9 

NEWTON    65 

Sherborn   

SOMERVILLE    06 

Stow   

Sudbury    1 

WALTHAM    26 

Watertown    10 

Wayland   

Weston    3 

Total   502 


A  part  of  Boston. 


Active  486.     Retired  16. 


NORFOLK  DISTRICT. 
Established  2  Oct.,  1850. 


Bellingham   

Brookline   114 

Canton    7 

Dedham    7 

Dorchester*   120 

Dover    1 

Foxborough    5 

Franklin    2 

Hyde  Park*    8 

Jamaica  Plain*    42 

Mattapan*    16 

Medfield   3 

Medway    3 

Millis    1 


Milton    12 

Needham    6 

Norfolk    1 

Norwood    9 

Roslindale*    11 

Roxbury*   108 

Sharon    3 

Walpole    2 

Wellesley   16 

West  Roxbury*    13 

Wrentham    7 

Total     517 


Active  503.     Retired  14. 


NORFOLK  SOUTH  DISTRICT. 
Established  1  Oct,  1884. 


Braintree 


9    QUINCY    33 


Cohasset    3 

Hingham    6 

Holbrook    3 

Hull    2 

Active  70. 


Randolph   3 

Weymouth   11 

Total    70 


PLYMOUTH  DISTRICT. 

Established  2  Oct.,  1850. 

Abington    6     Pembroke    1 

Avon    1     Plymouth   8 

Bridgewater    11  Plympton 


BROCKTON   55 

Carver 


Rockland    4 

Scituate    2 


Duxbury    3     Stoughton    2 


Halifax 

Hanover   2 

Hanson   

Kingston    1 

Marshfield   3 

Norwell   


West  Bridgewater 
Whitman    9 

Total   108 


Active  100.     Retired  8. 


SUFFOLK  DISTRICT. 

Established  7  June,  1804. 

BOSTON*   fi60     Winthrop    9 

CHELSEA   13   

Revere    11  Total   693 

Active  677.     Retired  16. 


*  Except  Brighton  and  Charlestown,  which  are  in  the  Middlesex  South  District,  and  Dorchester,  Hyde  Park,  Jamaica  Plain,  Mattapan,  Roslindale, 
Roxbury,  West  Roxbury,  and  that  part  of  Boston  lying  south  of  a  line  beginning  at  Dorchester  Bay  opposite  end  of  Preble  Street,  and  running  in  a 
general  north-easterly  direction  through  the  middle  of  Preble  and  Swett  (now  Southampton)  Streets  to  Northampton  Street,  then  by  the  middle  of 
Northampton  Street  to  Washington  Street,  then  by  the  middle  of  Washington  Street  to  Camden  Street,  then  by  the  middle  of  Camden  and  Gainsbor- 
ough Streets  to  Huntington  Avenue,  then  by  the  middle  of  Huntington  Avenue  to  the  Huntington  Avenue  entrance  of  the  Back  Bay  Park,  then  across 
the  Park  westerly  to  the  waterway  known  as  Muddy  Brook,  then  by  Muddy  Brook  to  St.  Mary's  Street,  then  by  the  middle  of  St.  Mary's  Street  to 
the  Charles  River,  which  are  in  the  Norfolk  District. 
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WORCESTER  DISTRICT. 

Established  7  June,  1804. 


Auburn   

Barre    2 

Berlin   

Blackstone   1 

Bolton   

Boylston   

Brookfield    2 

Charlton   

Clinton    12 

Dana    1 

Douglas    1 

Dudley   

Grafton    6 

Hard  wick   

Harvard   1 

Holden    2 

Hopedale   

Hubbardston   1 

Lancaster    1 

Leicester    3 

Mendon   

Mil  ford    4 

Millbury    3 

New  Braintree  

Active  207. 


Northborough   2 

Northbridge    3 

North  Brookfield   1 

Oakham  

Oxford    3 

Paxton   

Princeton   1 

Rutland    4 

Shrewsbury    2 

Southborough    1 

Southbridge    6 

Spencer    4 

Sterling    1 

Sturbridge   1 

Sutton    1 

Upton   

Ilxbridge    4 

Warren   2 

Webster    6 

Westborough    8 

West  Boylston   

West  Brookfield   1 

WORCESTER   186 


Total 

Retired  9. 


.270 


WORCESTER  NORTH  DISTRICT. 
Established  25  May,  1858. 


Ashburnham    2 

Ashby    1 

Athol    4 

Ayer    3 

FITCHBURG    34 

Gardner    15 

LEOMINSTER    10 

Lunenburg    1 

Petersham   


Phillipston  . 
Royalston   . . 

Shirley   

Templeton  . . 
Townsend   . . 
Westminster 
Winchendon 


Total    83 


Active  82.     Retired  1. 


STANDING  COMMITTEES. 
For  1917-1918. 

Of  Arrangements. — J.  H.  Young,  J.  L.  Huntington, 
R.  H.  Miller,  C.  H.  Lawrence,  Jr.,  Donald  Macomber, 
A.  W.  Reggio. 

On  Publications  and  Scientific  Papers. — G.  B. 
Shattuck,  E.  W.  Taylor,  R.  B.  Osgood,  F.  T.  Lord, 
R.  M.  Green. 

On  Membership  and  Finance. — C.  M.  Green,  A. 
Coolidge,  Jr.,  Samuel  Crowell,  F.  W.  Taylor,  Alfred 
Worcester. 

On  Ethics  and  Discipline. — J.  A.  Gage,  J.  W.  Bar- 
tol,  Henry  Jackson,  T.  J.  Robinson,  David  Cheever. 

On  Medical  Education  and  Medical  Diplomas. — 
H.  O.  Ernst,  C.  F.  Painter,  H.  W.  Newhall,  J.  F. 
Burnham,   C.   Frothingham.  Jr. 

On  State  and  National  Legislation. — S.  B.  Wood- 
ward, F.  G.  Wheatley,  W.  P.  Bowers,  W.  H.  Robey, 
Jr.,  J.  S.  StonC. 

On  Public  Health. — E.  H.  Bigelow,  W.  I.  Clark, 
Annie  L.  Hamilton,  R.  I.  Lee,  E.  F.  Cody. 


OFFICERS  OF  THE  DISTRICT  MEDICAL 
SOCIETIES. 
1917-1918. 

Barnstable. — E.  S.  Osborne,  West  Dennis,  Presi- 
dent; F.  A.  Binford,  Hyannis,  Vice-President;  P.  F. 
Miller,  Harwich,  Secretary;  H.  B.  Hart,  Yarmouth- 
port,  Treasurer ;  S.  M.  Beale,  Jr.,  Sandwich,  Librarian. 

Berkshire. — A.  P.  Merrill,  Pittsfield,  President; 
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H.  G.  Ripley,  Taunton,  Vice-President;  A.  R.  Cran- 
dell,  Taunton,  Secretary ;  W.  Y.  Fox,  Taunton,  Treas- 
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Bristol  South. — J.  C.  Pitta,  New  Bedford,  Presi- 
dent; J.  A.  Barre,  Fall  River,  Vice-President;  A.  J. 
Abbe,  Fall  River,  Secretary  and  Treasurer. 

Essex  North. — T.  R.  Healy,  Newburyport,  Presi- 
dent; F.  E.  Sweetsir,  Merrimac,  Vice-President;  J.  F. 
I'.urnham,  Lawrence,  Secretary  and  Treasurer. 

Essex  South. — P.  P.  Johnson,  Beverly,  President; 
J.  F.  Jordan,  Peabody,  Vice-President;  H.  P.  Bennett. 


Lynn,  Secretary;  G.  Z.  Goodell,  Salem,  Treasurer; 
C.  M.  Cobb,  Lynn,  Librarian. 
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NOTICE  TO  FELLOWS  OF  THE  SOCIETY. 


The  Boston  Medical  and  Surgical.  Journal,  the  Official  Organ  of  the  Society,  is  issued 
weekly  and  sent  only  to  those  who  have  paid  their  assessments,  and  to  such  Honorary  and  Re- 
tired Fellows  as  may  apply  for  them  to  the  Librarian. 

Fellows  who  fail  to  receive  the  Publications  should  notify  the  Librarian  at  once. 

Fellows  are  requested  to  send  prompt  notice  to  the  Librarian  of  changes  of  residence  or 
office  address  or  of  errors  noted  in  this  Directory. 

EDWIN  H.  BRIGHAM,  M.D., 
8  The  Fenway,  Boston.  Librarian. 
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THE  VENEREAL  DISEASE  PROBLEM  IN 
MASSACHUSETTS* 

By  Merrill  E.  Champion,  M.D.,  C.P.H.,  Boston, 
State  District  Health  Officer. 

It  is  the  duty  of  municipal  health  depart- 
ments to  use  all  means  within  their  power  to  cut 
down  the  death  rate  and  to  lessen  the  morbidity 
from  preventable  disease.  It  is  the  duty  of 
the  state  health  departments  to  point  out  the  best 
ways  of  doing  these  things;  to  coordinate  the 
efforts  of  the  individual  municipalities;  and  to 
employ  all  reasonable  educational  methods  to 
impress  the  importance  of  hygiene  upon  the  citi- 
zens of  the  State.  It  is  in  this  spirit  that  the 
State  Department  of  Health  of  Massachusetts 
has  inaugurated  a  campaign  against  venereal  dis- 
ease. 

I  need  hardly  dilate  upon  the  importance  of 
the  problem  with  which  we  are  dealing.  "War 
conditions  have  dashed  out  of  the  eyes  of  think- 
ing people  the  sandy  accumulations  of  years  of 
dodging,  ostrich-like,  an  issue  which  has  become 
progressively  more  menacing.  The  prospect  is 
not  one  to  cause  rejoicing.  We  see  men  in- 
capacitated from  doing  their  duty  to  their  com- 
munities as  decent  citizens;  we  see  women  con- 

*  Delivered  before  the  Norfolk  District  Medical  Society,  February 
J6,  1918. 


CONTENTS 
1,  1918 


Clinical  Lectures  on  Infant  Feeding.  By  Lewis  Webb  Hill,  M.D., 
and  Jesse  Robert  Gerstley,  M.D  

White  and  Martin's  Genito-Urinary  Surgery  and  Venereal  Dis- 
eases.   'By  Edward  Martin,  M.D.,  Benjamin  A.  Thomas,  M.D., 


EDITORIALS 

The  Control  of  Venereal  Diseases  in  Massachusetts  ....  508 

Immunization  Against  Typhus  Fever    508 

Medical  Notes    509 

OBITUARY 

William  Aloysius  Dunn,  M.D   514 

CORRESPONDENCE 

Bathing  in  Russia    M.  J.  Konikow,  M.D   518 

A  Scottish  Hair-Cast  Case.    Alfred  Ela    518 

MISCELLANY 

The  Control  of  Venereal  Diseases  in  Massachusetts.  ...  514 
Neurologists  and  Psychiatrists  for  the  Medical  Department.  517 
Notices,  Recent  Deaths,  etc  518 


demned  to  lives  of  suffering  and  sterility;  andr 
worst  of  all,  we  see  children  blind,  defective, 
tainted  with  a  taint  not  of  their  own  seek- 
ing but  handed  down  to  them  by  those  whose 
duty  it  was  to  protect  them.  We  see  insane  hos- 
pitals filled  with  paretics  as  the  result  of  syph- 
ilis, and  entailing  enormous  expenditures  upon 
the  Commonwealth.  Indeed,  so  widespread  is 
venereal  disease  that  there  is  good  reason  to  be- 
lieve that  at  least  5%  of  the  population  of  our 
own  State  is  infected  with  syphilis  in  one  form 
or  another.  Add  to  this  the  figures  obtained 
from  European  sources  since  the  world-war  be- 
gan, and  we  can  readily  see  that  for  economic 
and  patriotic  reasons,  if  for  no  others,  we  must 
take  an  aggressive  stand. 

The  aims  of  the  State  Department  of  Health 
in  the  venereal  disease  campaign  may  be  said  to 
be  fourfold:  to  prevent  the  suffering  and  eco- 
nomic loss  due  to  the  disabling  effects  of  vene- 
real disease;  to  help  reduce  the  mortality 
among  infants  and  children  due  to  this  cause ; 
to  lower  the  general  death  rate;  and  to  prevent 
blindness  due  to  venereal  infection.  It  plans 
to  accomplish  these  ends  by  educational  meas- 
ures; by  furnishing  free  a  drug  for  the  treat- 
ment of  syphilis,  thus  rendering  the  patient 
non-infective ;  by  repressive  measures  directed 
against  the  incorrigible  carriers  of  the  disease; 
and  by  methods  of  reporting. 
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Of  the  above-mentioned  measures,  the  sim- 
plest to  inaugurate  is,  of  course,  reporting.  It 
is  one  thing,  however,  to  make  a  disease  report- 
able and  quite  another  to  get  it  adequately  re- 
ported. For  this  we  have  to  rely  upon  the  con- 
scientiousness and  good  faith  of  the  practising 
physician.  In  this  State  syphilis  and  gonorrhea 
have  been  declared  diseases  dangerous  to  the 
public  health,  reportable  to  the  State  Depart- 
ment of  Health  directly,  under  authority  of 
Chapter  670  of  the  Laws  of  1913.  This  action 
of  the  State  Department  of  Health  went  into 
effect  February  1,  1918.  Because  of  unavoid- 
able delay  in  printing,  the  reporting  blanks  are 
just  now  getting  into  the  hands  of  the  physi- 
cians. A  brief  resume  of  the  essentials  of  the 
regulations  regarding  reporting  may  be  in  order 
here. 

All  patients  suffering  from  gonorrhea  or 
syphilis  in  the  infectious  stage  are  to  be  reported 
by  serial  number  at  the  time  of  consultation 
with  a  physician  unless  they  exhibit  a  num- 
bered circular  which  shows  that  they  have  al- 
ready been  reported.  If  the  patient  remains 
with  his  physician  until  a  cure  is  effected  no 
further  action  is  called  for.  If,  however,  the 
first  physician  is  abandoned  for  a  second  one, 
the  latter  is  expected  to  notify  the  previous  at- 
tendant that  he  has  the  patient.  No  further 
notification  than  this  is  required  if  the  patient 
remains  with  this  second  choice  until  cured. 
On  the  other  hand,  if  the  patient  leaving  his 
original  physician  before  a  cure  is  effected,  does 
not  go  to  another  or  neglects  to  show  his  serial 
number  to  any  subsequent  physician  he  may 
consult,  the  physician  originally  in  charge  of 
the  case  must,  at  the  expiration  of  six  weeks 
without  word  of  his  patient,  report  the  patient's 
name,  address  and  serial  number  to  the  State 
Department  of  Health,  which  in  turn  will  no- 
tify the  local  health  department,  in  order  that 
proper  measures  of  surveillance  may  be  insti- 
tuted. Thus  it  will  be  seen  that  secrecy  as  to 
name  and  address  depends  entirely  on  the  pa- 
tient himself. 

As  I  have  already  said,  in  the  matter  of  re- 
porting, success  is  dependent  upon  the  hearty 
cooperation  of  the  practising  physician.  The 
State  Department  of  Health,  on  the  other  hand, 
expects  to  go  far  in  the  matter  of  rendering 
syphilis  non-infective  through  its  distribution  of 
arsphenamine,  which  is  a  satisfactory  substitute 
for  salvarsan,  and  which  is  produced  by  the  De- 


partment itself.  To  aid  in  the  control  of  all 
forms  of  venereal  disease  and  to  insure  adequate 
distribution  of  arsphenamine,  the  State  Depart- 
ment of  Health  is  arranging  for  some  sixteen 
"State  approved"  venereal  clinics  throughout 
the  Commonwealth.  These  will  be  under  local 
management;  will  furnish  treatment  to  those 
who  need  it ;  will,  we  hope,  serve  as  educational 
centers;  and  will  distribute  arsphenamine  to 
practitioners  qualified  to  administer  it.  As  we 
all  know,  it  requires  skill  and  the  necessary  ap- 
paratus to  administer  a  drug  like  salvarsan, 
Moreover,  a  more  fundamental  requirement  still 
is  skill  in  diagnosis.  For  this  reason  it  is  highly 
desirable  that  in  as  many  instances  as  possible 
the  diagnosis  of  syphilis  be  made  and  the  treat- 
ment administered  by  experts  such  as  are  more 
likely  to  be  found  in  the  larger  hospital  centers. 
It  is  greatly  to  be  desired  that  the  family  physi- 
cian make  use  of  these  "State  approved"  clin- 
ics for  those  of  his  patients  who  cannot  afford 
the  services  of  a  specialist.  It  is  only  by  the 
closest  cooperation  of  all  who  have  the  public 
health  at  heart  that  headway  can  be  made 
against  the  venereal  evil.  A  noteworthy  step 
along  the  line  of  cooperation  was  recently  taken 
at  a  meeting  of  many  of  the  Wassermann  work- 
ers of  the  State  with  the  State  Department  of 
Health.  A  uniform  system  of  reporting  was 
agreed  upon  and  measures  were  taken  which 
will  minimize  to  a  great  extent  in  the  future,  the 
possibilities  of  discrepancies  in  the  results  ob- 
tained in  different  laboratories.  It  is  of  interest 
to  know  that  about  thirty  thousand  specimens 
were  examined  last  year  in  the  State  Wasser- 
mann Laboratory  alone. 

A  further  point,  and  an  important  one  in  con- 
nection with  cooperation  in  the  treatment  of 
venereal  diseases,  deserves  mention.  "We  all  know 
the  evils  of  "counter  prescribing"  by  drug 
stores.  Deprecated  by  the  better  class  of  drug- 
gists, it  is  none  the  less  practised  to  a  very  great 
extent  by  the  less  scrupulous  men.  The  State 
Department  of  Health  now  has  a  bill  before  the 
Legislature  relative  to  the  prescribing  and  com- 
pounding of  certain  drugs.  This  bill  would 
make  it  unlawful  for  any  person  other  than  a 
duly  registered  physician  to  prescribe  or  rec- 
ommend to  any  person  medicines  for  the  treat- 
ment of  venereal  disease,  or  to  compound  any 
medicine  for  this  purpose  from  any  written  or 
printed  formula  unless  signed  and  dated  by  a 
registered  physician.  I  am  glad  to  say  that  rep- 
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resentatives  of  the  Massachusetts  State  Pharma- 
ceutical Association  have  expressed  themselves 
as  in  favor  of  this  bill. 

Another  bill  whose  provisions  will  render 
easier  the  task  of  the  physician  provides  that  all 
venereal  disease  records  shall  be  held  confiden- 
tial. An  exception  is  made,  however,  to  the 
extent  that  "nothing  in  this  act  shall  be  con- 
strued to  prevent  any  legally  qualified  practi- 
tioner of  medicine  within  the  Commonwealth, 
who  has  definite  knowledge  of  venereal  infection 
of  any  individual  obtained  through  professional 
channels  from  warning  the  parents  or  guar- 
dians of  any  minor,  or  the  individual  himself  or 
herself  if  of  legal  age,  from  whom  such  vene- 
really  infected  individual  has  obtained  promise 
of  marriage  while  concealing  his  or  her  dis- 
ability from  venereal  disease.  Any  such  warn- 
ing or  advice  given  in  good  faith  by  any  physi- 
cian shall  be  deemed  and  construed  to  be  a 
privileged  communication  and  shall  not  consti- 
tute a  slander  or  libel." 

Quite  apart  from  the  problem  of  venereal  dis- 
ease as  it  occurs  in  the  average  patient  of  the 
average  doctor  is  that  of  infection  of  those  who 
do  not  seek  treatment  at  all  or  who  go  to 
quacks.  Many  of  these  cases  are  found,  of 
course,  among  prostitutes  and  other  victims  of 
loose  living.  As  a  measure  of  protection  of  the 
public  health,  we  must  provide  facilities  for 
treatment  of  those  who  do  not  voluntarily  seek 
treatment.  A  bill  is  now  pending  before  the 
Legislature  which  calls  for  a  physical  examina- 
tion of  all  persons  committed  to  a  penal  institu- 
tion for  thirty  days  or  more.  Treatment  can 
then  be  carried  on  as  they  serve  out  their  sen- 
tences. Furthermore,  it  can  probably  be  worked 
out  through  cooperation  with  the  courts  that 
dispensary  treatment  be  enforced  by  the  use  of 
the  probation  system.  Adequate  institutional 
care  will  have  to  be  provided  for  those  who 
through  mental  defect  easily  become  victims  of 
the  social  evil.  Lastly,  there  is  urgent  and  im- 
mediate need  of  hospital  beds  for  venereal  cases. 
In  the  past,  moral  considerations  have  caused 
hospitals  to  discriminate  against  this  class  of 
case ;  thinking  people  must  now  realize  that  the 
principles  of  preventive  medicine  are  as  neces- 
sary in  dealing  with  syphilis  as  in  dealing  with 
diphtheria. 

I  have  briefly  outlined  some  of  the  various 
steps  in  the  program  which  the  State  Depart- 
ment of  Health  expects  to  follow.    I  have  not 


spoken,  however,  of  the  most  important  one  of 
all.  Hand  in  hand  with  measures  for  reporting, 
for  treatment,  for  repression,  must  go  a  wide- 
spread effort  directed  towards  the  education  of 
the  average  citizen  as  to  the  need  of  all  these 
measures.  He  must  be  shown  the  reality  of  the 
menace  and  yet  must  be  reassured  as  to  the  care 
and  tact  which  will  have  to  be  exercised  in  fol- 
lowing up  cases  where  so  many  social  and  fam- 
ily relationships  are  involved.  The  physician 
can  be  of  the  utmost  assistance  to  the  health  au- 
thorities in  this  educational  campaign.  It  is 
imperative,  also,  that  newspaper  editors  break 
the  impenetrable  silence  of  the  past  regarding 
venereal  disease.  Some  are  already  lending 
their  assistance  through  editorials  and  through 
full  reports  of  talks  on  venereal  diseases  given 
by  qualified  persons.  The  majority  of  news- 
papers, nevertheless,  are  as  yet  afraid  to  speak 
out.  Much  valuable  assistance  is  being  lent  by 
the  clergy;  we  need  still  more.  Useful  educa- 
tional work  among  the  men  of  our  Army  and 
Navy  is  now  in  progress ;  in  this  the  State  De- 
partment of  Health  is  taking  its  share  at  the 
request  of  the  national  authorities. 


Original  Arttriw. 


HEMORRHAGE  FROM  THE  UTERUS  IN 
THE  NON-PREGNANT  WOMAN.* 
Bt  Fbank  A.  Pemberton,  M.D.,  Boston. 

This  is  a  pleasant  subject  to  speak  on,  for  the 
discovery  of  the  cause  of  the  trouble  and  its  cor- 
rect treatment  are  possible  because  the  different 
pathological  possibilities  are,  for  the  most  part, 
well  catalogued  and  a  satisfactory  method  of 
treatment  has  been  worked  out  for  each  one. 

This  bleeding  comes  under  two  heads, — menor- 
rhagia  and  metrorrhagia.  Menorrhagia  is  an  ex- 
cessive menstrual  flow,  and  may  occur  as  an  in- 
creased amount  of  flow  during  a  normal  time,  a 
prolongation  of  the  period  of  flow,  an  increase  in 
the  frequency  of  recurrence,  or  any  combination 
of  these.  The  determination  of  the  existence  of 
menorrhagia  depends,  therefore,  on  the  compari- 
son of  the  present  length  and  amount  of  flow 
with  that  which  is  normal  to  the  patient,  and  is 
simply  a  relative  term  for  each  individual.  As 
a  general  rule,  the  formation  of  clots  means  an 
excessive  flow. 

*  Read  before  the  Norfolk  South  District  Medical  Society,  De- 
cember 6,  1917. 
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Metrorrhagia  is  uterine  bleeding  occurring  in- 
dependently of  menstruation,  that  is,  between  the 
periods,  and  is  always  a  symptom  of  a  patholog- 
ical condition. 

The  causes  of  these  two  forms  are  frequently 
the  same,  so  that  we  can  most  intelligently  con- 
sider them  together. 

The  causes  of  pathological  bleeding  may  be 
divided  into  pelvic  and  extrapelvic.  We  are 
more  concerned  with  the  former,  but  perhaps 
it  would  be  interesting  to  say  a  few  words  about 
the  latter,  first.  Such  bleeding  is  seen  occasion- 
ally in  the  acute  infectious  diseases,  especially 
influenza,  nephritis,  chronic  passive  congestion 
from  cardiac  disease,  arteriosclerosis;  though 
it  is  an  unsolved  question  as  to  whether  the  high 
blood  pressure  or  change  in  the  uterine  blood 
vessels  is  the  cause,  and  diseases  of  the  blood, 
such  as  anemia,  except  chlorosis,  in  which  the 
flow  is  diminished,  myelogenous  leukemia,  and 
purpura.  The  flowing  is  rarely  serious  and 
amounts  to  little  in  the  long  run ;  but  serious 
cases  are  seen,  as,  for  instance,  one  cited  by 
J.  T.  "Williams,  in  a  case  of  nephritis,  where  the 
amount  of  blood  lost  menaced  the  patient's  life. 
The  important  point  to  remember  is  that  it 
should  not  be  taken  for  granted  that  the  disease 
afflicting  the  patient  is  the  cause  of  the  bleeding, 
but  a  pelvic  cause  should  be  searched  for  to  pre- 
vent future  trouble. 

The  pelvic  causes  are  many;  almost  every 
gynecological  condition  may  show  pathological 
bleeding  at  some  stage.  Some  may  cause  both 
monorrhagia  and  metrorrhagia,  but  most  are 
confined  to  one  or  the  other.  It  seems  to  me  that 
it  would  be  more  serviceable  to  take  them  up, 
so  far  as  possible,  in  relation  to  the  age  at  which 
they  most  commonly  occur. 

Before  puberty  bleeding  from  the  vagina  in 
the  form  of  a  bloody  discharge,  may  be  due  to 
a  rare  form  of  sarcoma  of  the  cervix,  of  which 
few  cases  have  been  reported.  The  disease  takes 
the  form  of  grape-like  polyps,  extends  rapidly 
and  can,  of  course,  be  cured  only  by  means  of 
early  diagnosis  and  operation.  Always  think 
of  it  and  take  steps  to  make  sure. 

In  the  first  decade  after  puberty,  the  most 
common  form  of  bleeding  is  a  profuse  monor- 
rhagia where  no  pathological  cause  can  be  found. 
The  patient  bleeds  over  a  longer  time  and  more 
profusely  than  the  normal  amount,  occasionally 
endangering  her  life  and  usually  becoming  weak 
and  physically  useless.    Examination  of  speci- 


mens removed  at  operations  in  such  cases  has 
resulted  in  several  theories  as  to  the  cause.  The 
uterus  is  usually  smaller  than  normal  and  was 
thought  to  be  undeveloped  and  therefore  unable 
to  contract  on  the  blood  vessels  to  control  bleed- 
ing, but  many  girls  who  do  not  bleed  abnormally 
have  similar  uteri.  An  excess  of  connective  tissue 
in  the  uterine  wall  and  so-called  cystic  ovaries 
have  also  been  advanced  as  theories,  but  the  same 
conditions  hold  true  as  regards  the  uterus.  Care- 
ful histological  examination,  in  many  cases,  and 
comparison  of  the  findings  with  the  histories  of 
the  patients,  has  resulted  in  the  belief  that  ex- 
cessive uterine  bleeding  seems  to  have  no  re- 
lation to  the  amount  of  connective  tissue  in  the 
uterine  wall,  to  changes  in  the  endometrium, 
except  growths,  or  to  changes  in  the  ovaries,  ex- 
cept growths.  That  the  ovaries  cause  menstrua- 
tion by  manufacturing  an  internal  secretion, 
that  removal  of  them  stops  this  particular  form 
of  bleeding,  and  that  x-ray  and  radium  treat- 
ment, both  of  which  act  on  the  ovary, — about 
which  more  will  be  said  later, — control  these 
cases,  make  it  seem  probable  that  in  these  pa- 
tients we  are  dealing  with  an  excessive  produc- 
tion of  the  internal  secretion  of  the  ovary,  which 
results  in  increased  bleeding.  It  is  called,  de- 
scriptively, uterine  insufficiency. 

Two  occasional  causes  seen  at  this  stage  of 
life  are  cervical  polyps  and  erosion  of  the  cer- 
vix. The  polyps  cause  menorrhagia,  if  large, 
but  are  more  frequently  noticed  by  causing 
metrorrhagia,  or  a  bloody  discharge,  due  to 
necrosis.  The  erosion  is  one  we  see  quite  often  in 
virgins,  and  consists  of  a  circular,  reddened, 
easily  bleeding  area  around  the  external  os, 
easily  recognized  on  inspection,  which  makes  a 
bloody  discharge. 

During  the  period  of  sexual  maturity,  many 
and  various  causes  are  met  with,  which  have  to 
be  considered  in  arriving  at  a  diagnosis.  First, 
following  pregnancy,  which  may  have  terminated 
in  normal  labor  or  miscarriage,  abnormal  bleed- 
ing results  from  retained  placenta,  chorio- 
epithelioma,  and  puerperal  sepsis.  The  bleeding 
from  the  first  is  irregular,  stopping  for  a  few 
days  at  a  time  only,  not  profuse  as  a  rule,  though 
this  depends  on  the  amount  of  placenta  retained 
and  continues  until  the  placenta  is  cast  off  or 
removed.  If  retained  for  weeks,  the  placenta 
becomes  organized  into  connective  tissue,  form- 
ing a  so-called  placental  polyp  which  keeps  up 
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the  flow,  though  not  as  profusely  as  at  first. 
Chorio-epithelioraa,  on  the  other  hand,  is 
characterized  by  a  sudden  onset  of  hemorrhage, 
lasting  only  a  short  time,  but  occurring  repeat- 
edly because  the  tumor  erodes  the  walls  of  blood 
vessels  from  time  to  time  as  it  grows.  Chorio- 
epithelioma  grows  from  the  cells  covering  the 
chorionic  villi  of  the  placenta,  the  Langhans' 
layer  and  the  syncytium.  These  lie  in  the  blood 
spaces  between  the  uterus  and  the  placenta  so 
that  metastases  take  place  readily  through  the 
veins  of  the  uterus  which  open  into  these  blood 
spaces  to  near  or  distant  parts  of  the  body.  It 
grows  rapidly  because  it  consists  of  fetal  tissue, 
which  normally  has  a  rapid  rate  of  growth,  and 
lies  in  the  ideal  culture  medium,  blood.  So  it 
is  easily  understood  that  early  diagnosis  is  of 
the  utmost  importance  if  the  patient  is  to  be 
cured.  Bleeding  in  puerperal  sepsis  means  that 
either  there  is  retained  placenta  or  an  acute 
salpingitis  with  pelvic  congestion  and  flowing 
from  that  cause.  It  is  believed  that  retained  in- 
fected placenta  keeps  up  an  endometritis  by 
acting  as  a  focus  from  which  infection  spreads, 
for  as  soon  as  the  placenta  is  removed,  the  en- 
dometritis clears  up  and  the  bleeding  stops. 

As  regards  the  inflammatory  diseases  of  the 
pelvis,  in  acute  salpingitis  we  find  both  monor- 
rhagia and  metrorrhagia,  not,  as  a  rule,  serious 
in  amount  and  clearing  up  as  the  disease  gets 
well.  In  the  chronic  stage,  where  the  uterus  is 
retroverted  and  held  down  by  adhesions,  we 
sometimes  find  menorrhagia,  due  to  chronic  pas- 
sive congestion.  Tuberculosis  of  the  tubes  causes 
amenorrhea,  but  if  the  disease  attacks  the  en- 
dometrium, as  it  does  if  let  go  long  enough,  in 
about  two-thirds  of  the  cases,  a  watery,  bloody 
discharge  occurs.  Such  a  discharge,  after  a 
period  of  amenorrhea  with  pelvic  pain,  in  a 
young  woman,  should  always  suggest  tuberculo- 
sis.  It  is  due  to  ulceration  of  the  endometrium. 

Mucous  polyps  are  a  frequent  cause  of 
menorrhagia  and  of  metrorrhagia  when  they  be- 
come necrotic.  They  grow  from  the  endo- 
metrium as  well  as  from  the  cervical  mucous 
membrane  and  increase  in  frequency  towards 
fifty  years  of  age.  Always  remember  that  both 
types  may  be  present  in  the  same  case,  the  endo- 
metrial ones  being  inside  out  of  sight,  so  that 
in  every  such  case  the  uterus  should  be  curetted 
carefully.  The  cervical  polyps  are  frequently 
multiple  in  number.  They  rarely  cause  serious 
bleeding. 


Fibroids  are  another  frequent  cause  of  menor- 
rhagia, but  only  so  when  they  are  submucous, 
necrotic,  undergoing  malignant  degeneration,  or 
cause  a  retroversion  with  the  resulting  passive 
congestion.  You  have  all  seen  large  fibroids 
causing  pressure  symptoms,  which  do  not  cause 
excessive  flowing.  The  bleeding  is  supposed  to 
come  from  dilated  vessels  in  the  endometrium 
bordering  on  the  tumor  rather  than  from  the 
endometrium  covering  it.  It  is  important  to  re- 
member that  a  submucous  fibroid,  not  large 
enough  to  be  palpable  on  bimanual  examination, 
can  cause  pathological  bleeding.  Such  fibroids 
can  be  diagnosed  only  on  ether  examination. 
When  a  submucous  fibroid  becomes  peduncu- 
lated, a  so-called  myomatous  polyp,  it  may  easily 
become  necrotic,  and  then  causes  metrorrhagia. 

Some  patients  with  retroversion  and  prolapse 
of  the  uterus  are  afflicted  with  menorrhagia. 
Such  eases  show  edema  of  the  uterus,  conges- 
tion of  the  blood  vessels  and  varicose  veins  in 
the  broad  ligaments,  from  which  findings  the 
conclusion  is  drawn  that  the  bleeding  is  due  to 
passive  congestion  and  loss  of  contractile  power 
of  the  uterine  musculature.  Most  of  them  are 
relieved  by  a  suspension,  but  some  are  not,  prob- 
ably because  the  uterus  does  not  regain  its  nor- 
mal tone  again. 

Non-malignant  tumors  of  the  ovaries  cause  no 
trouble  as  regards  this  subject  unless  they  have 
a  pedicle  which  becomes  twisted,  and  then  the 
patient  may  flow  for  a  few  hours,  though  not 
seriously.  Why  that  should  cause  flowing,  we 
do  not  know.  Malignant  tumors  of  the  ovaries, 
on  the  other  hand,  frequently  do  cause  irregular 
flowing  and  profuse  menstruation ;  why,  is  not 
certain. 

Towards  the  climacteric  we  find  two  forms  of 
flowing  which  are  quite  common.  Both  are 
characterized  by  menorrhagia.  In  one,  the  only 
pathological  finding  is  a  large  uterus,  said  to 
have  more  connective  tissue  in  it  than  normal, 
as  a  result  of  child-bearing,  and  frequently, 
arteriosclerotic  blood  vessels.  The  bleeding  has 
been  laid  to  loss  of  tone  in  the  muscle  and  rup- 
ture of  the  blood-vessels,  but  here  we  meet  again 
with  a  contradiction  similar  to  that  in  girls, 
that  is,  that  many  women,  have  similar  uteri 
with  no  bleeding.  Therefore,  this  also  is  laid 
to  an  excessive  amount  of  internal  secretion  of 
the  ovary  with  the  resultant  bleeding.  It  seems 
possible,  from  a  theoretic  view,  however,  that 
the  amount  of  secretion  is  the  same,  but  that 
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the  uterus  has  lost  its  resistance  to  the  secretion, 
or  that  its  threshold  value  of  resistance  is 
lowered.  Anyway,  very  profuse  flowing  may 
occur  with  no  definite  pathological  cause. 

The  other  type  shows  a  hypertrophy  of  the 
endometrium,  it  being  thrown  into  folds  and 
polypi,  frequently  a  centimeter  thick,  and  con- 
taining glands  so  dilated  with  secretion  that 
they  can  be  seen  macroscopically.  This  is  called 
a  polypoid  gland  hypertrophy  of  the  endo- 
metrium. 

At  this  stage  of  life  also  is  found  the  deeply 
lacerated  cervix  with  an  erosion  of  long  stand- 
ing, which  gives  a  bloody  discharge.  This  leads 
to  the  question  of  cancer  of  the  cervix,  which 
is  most  common  near  the  menopause,  both  be- 
fore and  after.  I  want  to  emphasize  strongly, 
at  the  great  risk  of  boring  you,  that  you  should 
be  on  the  lookout  for  cancer  at  all  ages.  It 
should  always  be  kept  in  mind  and  proved  to  be 
absent  rather  than  present  in  every  case  that 
presents  a  sore-looking  cervix.  I  have  seen  a 
case  at  twenty-three  years,  one  at  twenty-six  and 
several  around  thirty-five,  two  of  which  got  by 
good  men.  They  were  both  diagnosed  as  bad 
lacerations.  The  symptoms  of  cancer  of  the  cer- 
vix you  all  must  know,  so  it  seems  hardly  worth 
while  to  enumerate  them. 

After  the  menopause,  all  bleeding  should  be 
looked  on  with  the  greatest  suspicion.  There 
are  six  main  causes  of  it,  the  incidence  of  which 
in  95  successive  cases  of  bleeding  after  the 
menopause,  examined  with  and  without  ether, 
but  with  a  pathological  examination  of  the  tissue 
removed,  at  the  Free  Hospital  for  Women,  was 
as  follows: 


Carcinoma  of  the  cervix    33%* 

Carcinoma  of  the  fundus    12%%t 

Erosion  of  the  cervix   21% 

Polyp  of  cervix  and  endo   11% 

Fibroids    8% 

Senile  vaginitis    4% 

Making    89% 


*  With  an  average  age  of  56  years, 
t  With  an  average  age  of  58  years. 

The  remaining  11%  comprised  cases  of  sarcoma 
of  the  cervix,  prolapse,  chronic  int.  endometritis, 
chronic  nephritis,  and  a  malignant  cyst  of 
the  ovaries.  Most  of  the  carcinomas  of  the  cer- 
vix were  advanced  and  diagnosed  on  inspection, 
but,  nevertheless,  this  shows  that  carcinoma  of 
the  cervix  is  the  most  common  cause  of  bleed- 
ing at  this  time,  and  its  preceding  stage,  ero- 


sion of  the  cervix,  is  the  next,  comprising 
together,  54%.  Therefore,  when  a  patient  bleeds 
after  the  menopause,  you  may  take  it  for 
granted  that  there  is  an  even  chance  that  she 
has  a  precancerous  condition  of  the  cervix  or 
cancer.  Carcinoma  of  the  fundus  of  the  uterus 
is  less  common,  12V2%,  and  usually  occurs  at 
a  later  age  than  cancer  of  the  cervix,  the  average 
age  of  58  years  in  these  cases  being  lower  than 
I  had  thought.  You  may  take  it  for  granted 
that  bleeding  in  a  woman  over  70  is  sure  to  be 
cancer  of  the  fundus  of  the  uterus.  According 
to  these  figures,  taking  both  types  of  cancer, 
45%  of  women  bleeding  after  the  menopause 
have  cancer. 

Senile  vaginitis  is  characterized  by  a  bloody 
discharge  of  a  watery  consistency,  which  is  of- 
ten quite  irritating  to  the  vulva,  causing  pru- 
ritus. The  vaginal  wall  is  smooth,  glistening, 
and  red  in  patches.  Pathologically,  there  is 
an  atrophy  of  the  squamous  epithelium  lining 
the  vagina,  which  allows  the  papillae  which  carry 
the  blood-vessels  to  become  exposed,  leaving 
raw,  bleeding  patches. 

The  diagnosis  of  these  different  causes  that 
I  have  enumerated  is  usually  evident  on  ex- 
amination, and  the  treatment  follows  logically. 
I  wish  to  draw  your  attention  to  some  of  the 
troublesome  ones  only. 

Fortunately,  chorio-epithelioma  is  rare  be- 
cause its  early  diagnosis  with  certainty  is  dif- 
ficult. The  first  warning  given  is  a  sudden 
hemorrhage  following,  within  a  few  days,  weeks 
or  months,  the  passing  of  a  hydatid  mole,  or 
miscarriage,  or  labor.  It  is  supposed  always  to 
be  preceded  by  a  mole  and  in  the  latter  two 
cases — miscarriage  and  labor — only  part  of  the 
placenta  may  have  degenerated  into  a  mole. 
After  such  a  hemorrhage,  the  patient  must  be 
etherized  and  carefully  examined,  especially 
the  inside  of  the  uterus,  with  a  curette,  used 
gently  because  of  the  danger  of  causing  metas- 
tasis. The  diagnosis  may  be  made  on  inspection 
if  a  bluish  tumor  is  seen  growing  in  the  cervix 
or  vagina.  The  tissue  obtained  with  the  curette 
shows,  in  the  positive  cases,  syncytium  and 
Langhans'  cells,  or  either  one  alone.  If  such  a 
find  is  made  two  weeks  or  more  after  the  uterus 
has  been  emptied  by  miscarriage  or  labor,  the 
diagnosis  of  chorio-epithelioma  is  very  probable, 
because  these  cells  die  soon  after  the  fetus  dies, 
or  leaves  the  uterus,  because  they  are  largely 
concerned  in  getting  the  necessary  food  from 
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the  maternal  blood  for  the  fetus  and,  like  all 
cells,  die  out  when  their  function  is  ended. 

Fibroids  are  usually  easily  diagnosed.  The 
difficult  ones  are  the  small  submucous  variety, 
and  these  require  ether  examination.  The 
uterine  cavity  is  mapped  out  with  the  curette 
and  if  in  drawing  it  along  the  wall,  the  curette 
jumps  up  and  then  down  over  a  hummock,  or  if  a 
bulging  of  the  wall  is  felt,  where  there  should 
be  none,  one  may  be  certain  of  a  fibroid.  Do 
not  be  misled  by  the  internal  os,  for  in  drawing 
the  curette  out  over  that  edge,  the  feeling  is 
somewhat  akin  to  that  of  a  fibroid. 

Fibroids  often  start  to  increase  in  size  rapidly, 
that  is,  one  can  see  a  perceptible  change  in  their 
size  at  intervals  of  one  or  two  months.  Most 
of  these  show  microscopically  signs  of  rapid 
growth,  that  is,  many  nuclei,  staining  deeply, 
with  more  mitotic  figures  than  usual.  Occa- 
sionally, in  only  1  or  2%  of  all  cases,  such  a 
fibroid  turns  out  to  be  undergoing  sarcomatous 
degeneration.  Therefore,  it  is  wise  to  take  out 
such  a  fibroid. 

The  uterine  polypi  of  small  size,  that  is,  those 
growing  from  the  endometrium,  can  be  diag- 
nosed only  by  the  curette,  and  frequently  they 
are  missed  with  that  because  they  are  soft ;  and 
as  it  is  difficult  to  reach  all  parts  of  the  uterine 
cavity  with  certainty,  they  may  be  passed  by. 
If  it  is  a  question  of  whether  it  would  be  better 
to  try  to  save  the  uterus,  that  is,  if  the  pa- 
tient wants  children,  and  it  is  also  thought  best 
not  to  use  radium  or  x-ray,  then  the  uterus 
should  be  opened  through  the  abdomen  and  in- 
spected to  make  sure  that  there  is  no  polyp  that 
could  be  removed,  before  doing  a  hysterectomy. 

Polypoid  gland  hypertrophy  can  be  diagnosed 
only  by  the  curette.  One  finds  polyp-like 
pieces  of  tissue  and  thick  strips  of  endometrium 
which  macroscopically  show  dilated  glands  of  a 
translucent  ground-glass  appearance  scattered 
through  them — in  the  aggregate,  a  large  amount 
of  curettings. 

The  diagnosis  of  cancer  depends  entirely  on 
remembering  that  there  are  three  types, — the 
epithelioma  of  the  outside  of  the  cervix,  the 
adeno-carcinoma  of  the  cervical  canal,  and  the 
adeno-carcinoma  of  the  fundus.  They  can  be  di- 
agnosed in  the  early  stages  only  by  means  of  the 
microscope.  When  well  advanced,  the  epithe- 
lioma can  be  recognized  on  inspection  by  its 
ulcerated  appearance,  if  the  tumor  is  of  the  cor- 


roding type,  or  by  the  cauliflower  appearance, 
if  of  the  so-called  everting  type. 

Adeno-carcinoma  of  the  cervical  canal  is 
recognized  as  cancer  because,  when  first  seen, 
it  is  usually  well  advanced  and  has  ulcerated 
away  the  external  os.  The  case  which  fools  you 
is  that  in  which  inspection  shows  a  perfectly 
normal-appearing  cervix  from  the  outside;  it 
may  be  lacerated,  but  it  is  smooth,  but  which, 
nevertheless,  is  a  mere  shell  full  of  cancer  which 
may  extend  to  the  bladder  wall  and  into  the 
broad  ligaments.  For  that  reason,  never  fail 
to  scrape  out  the  canal  with  a  small  curette  when 
you  examine  your  patient.  It  is  easily  done, 
and  the  tissues,  put  in  5%  formalin  solution 
and  sent  to  a  competent  pathologist,  solve  the 
question.  If  you  get  a  large  amount  of  crumbly, 
soft  tissue,  accompanied  by  sharp  bleeding,  you 
may  be  sure  it  is  cancer.  A  few  firmly  placed 
tampons  stop  the  bleeding. 

Adeno-carcinoma  of  the  fundus  nearly  always 
occurs  after  the  menopause.  You  never  want 
to  feel  that  it  cannot  be  cancer  of  the  body  of 
the  uterus  because  the  uterus  is  normal  size  or 
even  smaller  than  normal.  This  type  grows 
into  the  cavity  of  the  uterus  rather  than  into 
the  wall,  causing  no  enlargement  at  first,  the 
reason  for  this  being  that  the  endometrium  is 
sharply  defined  from  the  muscle  of  the  wall  so 
that  it  is  natural  for  the  tumor  to  grow  in  the 
line  of  least  resistance,  inward,  and  also  the  can- 
cer starts  on  the  surface,  the  deeper  ends  of  the 
glands  being  much  less  active  than  the  other 
parts.  In  the  cervical  canal  quite  a  different  pic- 
ture is  seen,  for  here  the  glands  lie  right  in  the 
muscle  and  have  no  choice  but  to  grow  there, 
thereby  reaching  the  lymphatics  immediately 
and  causing  metastases  more  quickly  than  either 
of  the  other  two  types,  both  of  which  grow  on 
the  surface.  Also  that  is  why  the  adeno- 
carcinoma of  the  cervical  canal  is  more  danger- 
ous than  the  other  two  kinds.  Usually  an  ether 
examination,  with  exploration  of  the  uterine 
cavity,  is  necessary  to  make  a  diagnosis  of  can- 
cer of  the  body,  but  it  is  always  worth  while 
trying  to  reach  the  inside  with  a  small  curette 
without  ether,  for  you  may  catch  a  piece  of  the 
growth  large  enough  for  examination. 

I  want  to  say  a  little  about  the  cases  of  can- 
cer that  we  see.  "We  are  getting  more  and  more 
each  year  now, — I  suppose  because  the  public 
is  becoming  educated, — but  most  of  them  are 
well  advanced  cases.   One  reason  for  this  is  that 
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quite  a  number  do  not  have  any  bleeding,  which 
is  the  symptom  that  calls  attention  to  trouble, 
until  the  disease  is  well  along.  The  bleeding 
is  caused  by  ulceration  which  does  not  occur 
until  the  blood  supply  is  poor,  so  if  there  is  no 
trauma  or  infection  to  start  bleeding,  the  disease 
gets  a  head  start  on  its  victim.  The  second  case 
is  that  where  the  patient  bleeds  and  waits,  is 
too  busy  to  consult  a  doctor,  or  puts  it  off,  or 
does  not  like  to  go  to  a  doctor  about  such  a 
trouble,  or  thinks  it  is  only  the  change  of  life, 
or  any  one  of  several  unintelligent  reasons.  The 
third  case  is  the  patient  whose  doctor  tells  her 
that  she  ought  to  be  examined  and  she  refuses 
to  be,  or  puts  it  off.  The  fourth  case  is  where 
the  doctor  says  it  is  the  change  of  life,  or  does 
not  like  to  examine  an  old  friend,  or  tells  her 
it  does  not  amount  to  anything  and  will  stop  in 
a  little  while.  It  has  been  my  experience  that 
nearly  all  come  in  the  first  three  classes,  but  the 
exception,  the  fourth  class,  comes  often  enough 
more  than  to  prove  the  rule.  In  gynecology, 
bleeding  means  cancer,  until  proven  otherwise, 
and  it  is  so  easy  to  remove  a  piece  of  tissue  from 
a  reddened  area  on  the  cervix  or  explore  the 
cervical  canal  with  a  small  curette  in  your  of- 
fice and  put  the  tissue  obtained  into  5%  for- 
malin to  send  to  a  pathologist,  that  there  should 
be  no  fourth  class. 

In  making  an  examination,  always  bear  in 
mind  the  fact  that  there  may  be  two  or  more 
causes  present  in  the  same  case.  Polyps  and 
fibroids  often  occur  together.  Fibroids  and  can- 
cer at  the  same  time  are  fairly  frequent.  Senile 
vaginitis  may  mask  an  early  cancer  of  the  cer- 
vix. You  cannot  afford  to  be  content  with  find- 
ing one  cause  for  the  trouble,  because  finding  a 
second  or  a  third  may  put  an  entirely  different 
complexion  on  the  case  from  what  the  first  one 
gave. 

While  the  cause  is  nearly  always  evident  on 
examination,  there  are  many  cases  which  re- 
quire ether  examination  and  D.  &  C.  to  decide 
what  the  diagnosis  is.  I  think  it  may  be  taken 
as  a  general  rule  that  where  the  cause  is  not 
immediately  obvious  a  D.  &  C.  should  be  done. 
The  cnly  exception  that  comes  to  my  mind  is 
the  young  girl  with  menorrhagia  just  beginning, 
in  whom  it  is  frequently  advisable  to  try  hy- 
gienic methods  first,  because  the  likelihood  of 
her  having  cancer  or  a  polyp  of  the  endome- 
trium is  small.  Then  if  she  does  not  improve 
soon,  the  T).  &  C.  should  be  done,  for  its  nega- 


tive value,  if  nothing  more.  In  doing  a  D.  & 
C.  it  is  easy  to  be  ready  to  do  anything  that  may 
be  necessary  to  cure  the  patient. 

The  treatment  follows  on  the  diagnosis  and 
is  usually  obvious,  the  making  of  the  diagnosis 
being  the  treatment  in  some  cases,  such  as  the 
removal  of  a  submucous,  pedunculated  fibroid 
by  a  D.  &  C. 

I  think  the  treatment  can  be  made  clearer  if 
we  consider  the  methods  of  treatment  at  our 
command  and  what  they  are  good  for.  When 
the  patient  has  a  constitutional  disease  such  as 
anemia,  chronic  nephritis,  high  blood  pressure, 
or  what  not,  and  no  local  cause  can  be  found, 
the  treatment  is  obvious. 

Quiet  reset  in  bed  is  necessary  when  the 
bleeding  is  profuse  and  is  especially  valuable 
in  the  young  women  or  girls  with  profuse  men- 
struation. They  should  be  in  bed  during  their 
periods.  In  these  same  patients  hygiene,  directed 
towards  better  physical  development,  will  some- 
times get  them  well,  if  persisted  in  for  several 
months,  having  them  stay  in  bed  during  the 
catamenia.  Take  them  out  of  school,  lay  out  a 
written  schedule  of  when  to  go  to  bed,  get  ;ip. 
bathe,  eat,  exercise,  what  kind  of  exercise  to  take 
— the  main  point  being  to  avoid  fatigue:  and 
generally  schedule  their  lives  as  they  would  be  if 
they  went  to  one  of  these  training  camps. 

If  no  improvement  is  apparent  in  two  or  three 
months,  then  advise  an  ether  examination. 

Packing  of  the  vagina  is  resorted  to  when  rest 
in  bed  does  not  control  the  bleeding.  The  main 
things  to  remember  are  to  put  either  alcohol  or 
iodine  on  the  inner  end  of  the  gauze  as  an  anti- 
septic, and  to  pack  the  vault  of  the  vagina 
tightly,  first  back  of  the  cervix,  then  on  each 
side  and  the  front,  thereby  raising  the  uterus 
and  putting  the  broad  ligaments  on  the  stretch, 
which  seems  to  decrease  the  uterine  blood  sup- 
ply. That  it  is  effective  is  known  to  every  sur- 
geon who  has  resorted  to  pulling  up  on  the  cer- 
vix to  stop  bleeding  from  the  uterine  vessels  dur- 
ing an  operation  on  the  uterus,  or  hysterectomy. 

The  drugs  are  of  little  benefit.  Ergot  and 
hydrastis  are  useless,  except  in  bleeding  due  to 
retained  products  of  conception.  Styptcin  and 
calcium  chloride  are  said  to  work  sometimes, 
but  are  generally  useless. 

Pituitrin  is  worth  trying  in  cases  where  no 
cause  can  be  found  for  the  bleeding,  especially 
the  young  women. 

Dilatation  and  curettage  finds  its  greatest 
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value  in  diagnosis.  It  is  used  as  a  cure  when 
the  cause  is  in  the  cervix  or  endometrium  and 
not  malignant,  polyps,  submucous  fibroids,  re- 
tained products.  It  removes  the  polypoid  gland 
hypertrophy,  but  that  may  recur.  Some  of  the 
young  girls,  with  uterine  insufficiency,  get  well 
if  they  are  curetted  at  each  catamenia  for  sev- 
eral successive  months.  This  is  more  danger- 
ous, however,  than  the  x-ray  or  radium. 

Abdominal  operation  is  called  on  for  the  many 
causes  found  in  the  abdomen  and  for  malignant 
conditions.  It  seems  hardly  necessary  to  go  in- 
to details.  It  should  be  remembered  that  with 
a  simple  retroversion  and  prolapse,  a  suspen- 
sion may  not  effect  a  cure  of  the  bleeding,  either 
because  the  bleeding  is  due  to  a  hypersecretion 
of  the  ovary  instead  of  the  retroversion,  or  the 
uterus  does  not  regain  its  tone. 

The  two  methods  of  treatment  which  render 
satisfactory  the  treatment  of  the  uterine  insuf- 
ficiency cases,  both  in  young  and  old,  are  radium 
and  x-ray.  They  both  act  in  the  same  way,  that 
is,  by  killing  the  follicles  in  the  ovaries,  and 
thereby  stopping  the  internal  secretion.  They 
are  more  effective  on  ripe  and  ripening  follicles 
than  on  the  primordial  ones,  and  therefore  it 
is  harder  to  cause  amenorrhea  in  young  women, 
who  have  many  follicles,  than  in  old,  and  also 
hard  to  cause  permanent  amenorrhea  because 
all  of  the  follicles  must  be  destroyed  to  obtain 
it.  They  are  supposed  to  have  a  direct  action 
on  the  uterus,  and  also  on  fibroids,  for  the 
treatment  of  which  they  are  frequently  used. 
There  is  an  increase  of  connective  tissue  in  the 
uterus  and  fibroids;  it  is  said  that  the  treatment 
causes  an  obliterating  endarteritis,  and  fibroids 
decrease  in  size.  This  last  effect,  however,  may 
be  comparable  to  the  shrinkage  occurring  often 
at  the  menopause,  and  be  due  to  action  on  the 
ovaries  rather  than  to  direct  action  on  the  tumor. 

The  two  methods  differ  in  that  the  radium  is 
much  more  powerful,  much  more  effective  than 
x-ray.  X-ray  can  be  given  in  two  ways,  large 
or  small  doses  as  the  urgency  of  the  case  re- 
quires, but  even  with  large  doses  it  takes  many 
more  treatments  to  attain  the  desired  effect  than 
with  radium.  X-ray  requires  large  doses  for  from 
9  to  18  weeks  to  produce  amenorrhea,  while  one 
treatment  of  radium  will  do  it.  The  reason  for 
it  is,  of  course,  that  if  x-ray  treatment  were  con- 
tinued for  many  hours  at  a  time — long  enough 
to  produce  amenorrhea — burns  of  the  skin  would 
result,  and  also  it  is  decidedly  uncomfortable  to 


be  in  one  position  for  as  long  a  time  as  x-ray 
would  require.  Whereas  radium  can  be  placed 
in  the  uterus  and  the  patient  simply  stay  in  bed 
for  the  required  length  of  time.  X-ray  treat- 
ment is  also  much  more  expensive  than  radium 
on  account  of  the  apparatus  used. 

We  have  had  more  experience  with  radium 
because  we  are  lucky  enough  to  have  some  and 
it  is  easy  to  use.  For  the  young  girl  with 
uterine  insufficiency,  we  put  50  mg.  of  radium 
in  the  uterus  because  that  gets  it  nearer  the 
ovaries  than  any  other  place  except  the  rectum, — 
to  which,  however,  radium  seems  to  be  very  irri- 
tating,— and  leave  it  from  4  to  12  hours,  depend- 
ing on  how  much  effect  we  wish  to  get.  It  is, 
of  course,  better  to  leave  it  too  short  a  time 
rather  than  too  long  because  it  is  simple  enough 
to  give  one  more  treatment,  if  necessary.  Radi- 
um works  better  in  these  cases  than  x-ray  be- 
cause the  latter  is  not  so  effective  in  women  up 
to  the  age  of  thirty-five  as  it  is  later  in  life.  For- 
merly many  of  these  cases  came  to  hysterectomy, 
which  can  now  be  avoided. 

If  amenorrhea  is  caused  by  radium  it  has  not 
been  established  whether  it  is  permanent  or  not. 
We  do  know  that,  in  young  women,  if  small 
doses  are  used,  it  will  cause  amenorrhea  for 
several  months  only,  but  whether  large  doses 
will  cause  it  permanently  only  time  will  tell. 
X-ray  in  large  doses  causes  amenorrhea  in  young 
women  for  several  months  to  a  year,  but  rarely 
causes  a  permanent  amenorrhea  unless  the  treat- 
ment is  continued.  In  older  women,  of  forty 
and  over,  it  gets  its  effect  much  quicker  and  it 
is  probably  more  permanent. 

Both  are  very  valuable  in  decreasing  bleed- 
ing in  fibroids  in  those  patients  who  require 
operation  but  who  are  poor  surgical  risks  on 
account  of  having  a  secondary  anemia  due  to 
their  long-continued  profuse  menorrhagia.  The 
bleeding  can  be  decreased  or  stopped,  giving1  the 
patient  a  chance  to  regain  strength  before  being 
operated  on. 

Radium  is  especially  valuable  in  stopping  the 
bleeding  from  inoperable  cancer  of  the  cervix. 
Here  it  acts  locally  to  a  marked  degree.  In  most 
cases  the  ulcerated  cervix  cleans  up  and  presents 
a  smooth  surface  like  scar  tissue,  ridding  the  pa- 
tients of  the  bleeding  and  discharge  and  reliev- 
ing them  immensely,  after  two  or  threo  treat- 
ments at  intervals  of  about  a  month.  The  change 
externally  is  almost  miraculous  but,  of  course, 
the  disease  continues  in  the  broad  ligaments  and 
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glands.  Occasionally  it  seems  to  stimulate  the 
tumor,  hastening  its  growth  and  the  death  of 
the  patient. 

You  have  to  be  careful  in  using  it,  however, 
because  vesico-vaginal  and  recto-vaginal  fistulae 
are  very  likely  to  follow  if  too  strong  a  dose  is 
used  where  the  vaginal  wall  is  deeply  invaded. 

X-ray  will  also  stop  this  bleeding,  but  it  is 
harder  to  apply  and  the  treatment  takes  a  much 
longer  time. 


A  CRITICAL  REVIEW  OF  INTESTINAL 
BACTERIOLOGY  IN  RELATION  TO  CER- 
TAIN DIARRHEAS  OP  INFANTS* 

B*  Warren  R.  Sisson,  M.D.,  Boston. 

The  purpose  of  this  paper  is  to  review,  from 
a  critical  point  of  view,  recent  studies  concern- 
ing the  relation  of  the  intestinal  flora  to' certain 
forms  of  diarrheas  that  occur  in  infancy. 

The  question  has  been  raised  by  many  au- 
thors, whether  the  feces  represent  accurately 
the  bacterial  flora  of  all  levels  of  the  intestine, 
and  can  be  considered  a  satisfactory  source  of 
material  for  studies  of  this  subject.  By  a  com- 
parison of  a  stained  fecal  specimen  with  the 
number  of  colonies  occurring  on  plates  made 
from  a  similar  specimen,  it  can  easily  be  shown 
that  only  a  small  per  cent,  of  the  total  number 
are  viable.  Eberle1  estimated  that  10.6%  of  the 
total  number  of  organisms  could  be  cultivated 
upon  agar,  4.5%  on  gelatine.  Klein2  and  Strass- 
burger3  estimate  the  percentage  of  viable  forms 
as  much  lower.  Furthermore,  from  studies  of 
known  cases  of  ileocolitis  caused  by  the  dysen- 
tery bacillus,  it  is  safe  to  assume  that,  in  gen- 
eral, only  a  relatively  small  per  cent,  of  the  or- 
ganisms present  can  be  cultivated  upon  the 
media  commonly  employed.  Much  has  been 
written  concerning  the  causes  of  this  restricted 
growth.  Conradi  and  Kurpjuweit,4  Moro  and 
Murath,5  and  others,  have  claimed  that  an  in- 
hibiting substance  in  the  stool  may,  in  part,  ex- 
plain the  condition.  Moro  and  Murath5  con- 
clude that  the  normal  infant's  stool  contains  in- 
hibitive  agents  which  are  to  be  considered  as 
natural  protective  substances.  These  are  said 
to  be  present  under  all  conditions  of  diet  and 
health.  These  statements,  however,  lack  demon- 
stration. 

*  This  paper  was  written  in  the  course  of  some  studies  on  the 
intestinal  flora  carried  on  in  the  Department  of  Pediatrics  of  the 
Johns  Hopkins  University. 


Studies  on  autopsy  material  by  Escherich,6 
Moro,7  and  others,  on  the  variation  in  the  flora 
at  various  levels  in  the  intestinal  tract  showed 
that  certain  cocci  and  the  B.  lactis  aerogenes 
were  more  numerous  in  the  duodenum.  Hess8 
has  attempted  to  recover  duodenal  contents  for 
bacteriological  study  by  means  of  a  catheter. 
The  results  of  this  study  do  not  establish  a  defi- 
nite flora  for  the  duodenum,  but  suggest  that 
certain  cocci  are  more  numerous  at  this  level. 
Sufficient  cognizance  was  not  taken  of  organisms 
introduced  in  the  diet,  and  of  contamination 
from  the  gastric  contents,  the  esophagus  and 
the  mouth.  Experiments  performed  upon  dogs 
by  Cushing  and  Livingood,9  also  more  recent 
studies  upon  puppies  by  Sisson,10  show  that  in 
these  animals  one  cannot  speak  of  characteristic 
local  flora.  The  evidence  thus  far  assembled 
seems  to  show  that  fecal  specimens  contain  all 
of  the  organisms  at  other  levels,  although  an  in- 
accurate picture  of  the  flora  may  be  obtained 
because  of  the  relatively  few  viable  forms,  and 
the  failure  to  cultivate,  symbiotically,  the  viable 
organisms. 

METHODS   OF  STUDY. 

The  morphological  studies  have  been  based 
principally  upon  the  microscopical  examination 
of  stained  smears.  The  early  researches  of 
Escherich,6  which  still  form  the  basis  for  many 
of  our  ideas  of  intestinal  bacteriology,  were 
made  in  this  way.  The  method  has  distinct 
limitations.  Organisms  cannot  be  definitely 
identified,  and  only  general  impressions  of  the 
types  of  the  flora,  depending  upon  their  reaction 
to  the  Gram's  stain,  can  be  made.  The  method 
may  be  of  some  value  in  ascertaining  the  rela- 
tive number  of  the  organisms. 

Attempts  have  been  made  to  estimate  the  rela- 
tive number  of  organisms.  Strassburger11  and 
others  have  endeavored  to  make  actual  counts  of 
bacteria.  Erble,12  Klotz,13  and  Kramstyk14 
have  made  similar  computations.  The  methods 
employed  by  these  authors  have  been  essentially 
the  same.  A  definite  amount  of  dried  feces  has 
been  taken  and  dilutions  made.  The  results  of 
these  investigators  show  marked  variations,  and 
lack  sufficient  confirmation  to  be  of  any  scientific 
value.  The  great  difference  in  consistency  of 
feces,  the  disintegration  of  organisms  and  prod- 
ucts of  intermediary  metabolism  make  it  almost 
impossible  to  eliminate  sources  of  error.  Fur- 
thermore, estimates  of  numbers  of  organisms 
give  no  idea  of  the  various  kinds  of  organisms 
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present.  As  yet,  there  is  no  satisfactory  clinical 
method  for  estimating  the  number  of  organisms 
occurring  in  the  intestinal  tract.  It  is  impos- 
sible, therefore,  to  say  that  the  number  of  bac- 
teria is  either  definitely  increased  or  diminished 
in  diarrheal  conditions  in  infancy. 

The  cultural  methods  for  the  study  of  the 
intestinal  bacteria  are  not  peculiar  to  this  field. 
By  use  of  the  various  media,  it  is  possible  to 
identify  essentially  all  of  the  organisms  pres- 
ent. Two  problems  concerning  cultural  studies, 
however,  should  be  mentioned.  Up  to  the  pres- 
ent time,  no  adequate  study  of  the  anaerobic  bac- 
teria has  been  made,  due  to  the  lack  of  a  satis- 
factory method.  Although  such  studies  are  de- 
sirable, it  seems  questionable  if  they  would  be 
of  great  clinical  value.  It  is  difficult  to  consider 
the  conditions  within  the  intestinal  lumen  as 
strictly  anaerobic. 

The  second  problem  concerns  a  satisfactory 
method  for  studying  the  symbiotic  relation  of 
the  various  organisms  occurring  in  the  intes- 
tines. Bacteria  in  large  numbers  may  thrive 
within  the  intestinal  tract  in  the  presence  of 
many  other  forms,  but  in  vitro  such  growth  can- 
not be  satisfactorily  reproduced.  This  fact 
must  be  considered  in  the  interpretation  of  all 
cultural  studies  of  the  intestinal  flora. 

Various  chemical  properties  of  stools  have 
been  considered  criteria  of  the  organisms  pres- 
ent in  the  intestinal  tract.  The  reaction  of  the 
feces  has  been  taken  as  an  index  of  certain  bac- 
terial processes.  We  now  know  that  alkaline 
and  acid  stools  may  be  found  under  many  con- 
ditions, and  are  of  little  diagnostic  value.  Large 
amounts  of  fatty  acids,  for  instance,  may  occur 
in  stools  of  breast-fed  infants.  The  chemical 
studies  of  the  stools  in  diarrheas,  especially 
those  forms  associated  with  disturbances  with 
carbohydrate  metabolism,  give  no  definite  clue 
as  to  the  nature  of  the  bacterial  activities  that 
may  be  present  in  the  intestine.  Certain  well- 
recognized  end-products  of  bacterial  action  upon 
the  proteins,  occurring  in  the  urine,  such  as 
indol,  skatol,  glycuronic  acid,  and  the  conju- 
gated sulphates,  have  no  recognized  toxic  action 
when  occurring  in  intestinal  disorders  in  in- 
fancy. It  is  interesting  that  the  conjugating 
action  of  the  sulphates  with  phenol,  according  to 
Meyer,15  persists  even  in  the  most  advanced 
stages  of  malnutrition.  Similarly,  the  decompo- 
sition products  of  carbohydrates  and  fats,  such 


as  acetic,  lactic,  butyric  acid,  are  undoubtedly, 
in  a  large  measure,  oxidized. 

NORMAL  VARIATIONS  IN  FLORA. 

The  normal  intestinal  flora  of  infants  has  cer- 
tain general  characteristics,  the  recognition  of 
which  is  necessary  for  the  understanding  of  the 
relation  of  bacteria  to  infantile  diarrhea.  The 
alimentary  canal  of  the  new  born  is  sterile. 
The  exact  course  and  significance  of  the  subse- 
quent infection  is  still  undetermined.  Schot- 
tellius,16  contrary  to  the  views  of  Nuttall  and 
Theirfelder,17  contends  that  the  Intestinal  bac- 
teria are  essential  to  life.  Opposed  to  this, 
however,  is  the  more  recent  work  of  Kuster,18 
who  was  able  to  raise  lambs  under  sterile  con- 
ditions for  35  days.  These  animals  are  said  to 
have  developed  normally.  The  meconium  con- 
tains organisms  seven  to  eight  hours  after  birth. 
The  flora  at  this  period  consists  chiefly  of  spore- 
bearing  forms  and  bacillus  coli.  The  nursling's 
stool  is  characterized  by  large  numbers  of  Gram- 
positive  bacilli,  called  the  bacillus  acidophilus 
and  bifidus.  Cocci  are  also  numerous.  The 
flora  of  the  older  artificially-fed  child  is  les9 
simple.  It  is  represented  chiefly  by  Gram-nega- 
tive bacilli — the  B.  coli  predominating.  Bacil- 
lus lactis  aerogenes,  spore-bearing  forms,  and 
streptococci  are  common. 

It  is  of  interest  to  know  to  what  extent  cer- 
tain factors,  such  as  fasting,  may  influence  the 
character  of  the  intestinal  flora.  It  would  seem 
reasonable  to  expect  that  the  number  of  intes- 
tinal bacteria  would  be  greatly  reduced  by 
periods  of  starvation.  This  is  actually  the  case, 
and  in  general  starvation  causes  a  relative  ami- 
crobism  of  the  intestinal  tract.  Cushing  and 
Livingood9  showed  that,  after  fasting  periods 
of  24  hours  very  few  organisms  could  be  iso- 
lated from  the  small  intestine  of  dogs.  These 
authors  were  also  unable  to  isolate  organisms  at 
operation  from  the  distal  loops  of  intestinal 
fistulae  in  human  subjects.  In  consideration  of 
the  technic  employed,  and  particularly  the  small 
amount  of  material  used,  it  is  improbable  that  an 
absolutely  accurate  picture  of  the  existing  bac- 
terial condition  was  obtained.  Kendall19  made 
an  interesting  observation  upon  Levanzin  dur- 
ing the  fasting  experiment  carried  out  at  the 
Carnegie  Nutrition  Laboratory  in  Boston.  On 
the  31st  day  of  the  fast,  food  was  given  at 
9.38  a.m.  About  four  hours  later  a  high  enema 
was  given,  and  the  recovered  dejecta  studied 
bacteriologically.    Large  numbers  of  organisms 
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were  obtained.  These  were  similar  to  the  nor- 
mal flora  of  man  at  this  level.  Recent  experi- 
ments by  Sisson10  upon  puppies  show  that  the 
number  of  organisms  in  the  small  intestine  after 
periods  of  starvation  can  be  greatly  reduced. 

There  are  few  exact  data  concerning  the  in- 
fluence intestinal  secretions  and  products  of  di- 
gestion may  exert  upon  the  intestinal  flora.  As 
mucus  is  greatly  increased  in  diarrheal  condi- 
tions, it  has  been  considered  to  have  bactericidal 
properties.  Opposed  to  this,  however,  is  the 
fact  that  organisms  will  grow  luxuriantly  in  so- 
lutions containing  mucus.  Any  alterations  that 
may  result  from  variations  in  the  character  and 
amount  of  the  intestinal  secretions  and  prod- 
ucts of  digestion  must  be  regarded  from  a  purely 
hypothetical  point  of  view. 

Possibly  the  most  important  factor  that  may 
modify  the  character  of  the  flora  of  the  intes- 
tine is  the  diet.  Before  discussing  the  effect  of 
various  food  elements,  mention  should  be  made 
of  the  results  of  ingestion  of  various  organisms. 
The  transitions  in  the  bacterial  flora  by  inges- 
tion of  organisms  has  been  championed  espe- 
cially by  Metchnikoff.20  It  is  well  known  that 
this  author  considered  that  feeding  of  milk 
which  is  soured  by  B.  bulgaricus  caused  an  es- 
tablishment of  this  organism  in  the  intestinal 
tract.  The  work  of  Leva,21  Cohendy,22  and 
Belonovsky23  has  been  used  to  support  this  view. 
These  authors,  however,  never  satisfactorily 
showed  that  the  B.  bulgaricus  became  a  pre- 
dominating organism  in  the  intestine.  Luers- 
sen  and  Kuhn,24  also  Distasto  and  Schiller,25 
were  unable  to  confirm  the  theory  advanced  by 
Metchnikoff.20  Rettger,26  from  some  recent  ex- 
periments on  mice,  concludes  that  "ingestion  of 
foreign  bacteria,  even  in  large  numbers,  does 
not  of  itself  bring  about  an  elimination  or  dis- 
placement of  the  common  intestinal  micro- 
organisms." The  work  of  Raubitschek27  and 
Kulka28  supports  this  conclusion. 

In  discussing  the  effect  of  food,  we  may  first 
consider  the  effect  of  high  protein  diet  upon  the 
flora.  Wollstein29  concludes  that  a  high  protein 
causes  a  preponderance  of  B.  mesentericus, 
while  B.  coli  is  greatly  increased.  No  definite 
flora  was  established.  Rettger  and  Horton30  stud- 
Led  the  feces  of  rats  fed  exclusively  on  proteins. 
The  results  were  not  striking.  The  flora  changed 
in  that  it  became  simpler.  The  Gram-positive 
forms  increased  in  numbers.  No  definite  rela- 
tionship between  the  bodily  conditions  and  the 
intestinal  flora   could  be  established.  Herter 


and  Kendall31  fed  monkeys  and  cats  high  pro- 
tein diets,  and  state  that  a  proteolytic  flora  was 
obtained. 

Moro32  and  others  have  called  attention  to 
changes  in  the  bacterial  flora  of  infant  stools 
after  various  diets.  An  acidophilic  Gram-posi- 
tive group  of  bacilli  was  considered  character- 
istic of  infants  fed  on  breast  milk.  The  feces 
of  children  fed  on  cow's  milk  was  found  to  con- 
tain few  of  these  organisms  and  numerous  B. 
coli,  cocci  and  proteolytic  forms.  Sittler33 
claims  that  additional  lactose  given  to  infants 
on  a  cow's  milk  diet  causes  a  return  of  the 
bifidus  type.  Rettger26  fed  animals — rats  and 
fowls — lactose,  and  found  that  B.  acidophilus 
and  B.  bifidus  became  the  predominating  types. 
No  data  on  the  effects  of  single  food  elements 
upon  the  flora  of  infants  are  available. 

Certain  popular  conceptions  of  the  different 
Types  of  intestinal  disturbances  in  infants  are 
based  upon  the  bacterial  changes  certain  food 
constituents  are  supposed  to  elicit.  If  a  diar- 
rhea, for  instance,  occurs  after  a  diet  with  a 
high  carbohydrate  content,  this  is  called  a  fer- 
mentative condition.  Under  these  circum- 
stances the  intestinal  flora  is  considered  to  con- 
sist of  organisms  that  act  primarily  upon  the 
carbohydrates.  The  products  of  this  activity 
are  thought  to  elicit  the  diarrhea.  Similarly,  a 
disturbance  associated  with  the  feeding  of  a 
diet  containing  a  high  percentage  of  protein  is 
spoken  of  as  a  "putrefactive  condition."  The 
theory  of  these  types  of  intestinal  disturbances 
was  undoubtedly  first  formulated  by  Escherich,6 
and  amplified  by  his  pupils.  Escherich  based 
his  conception  upon  the  following  experiment. 
Specimens  of  milk  were  inoculated  with  various 
organisms,  incubated,  and  the  casein  and  carbo- 
hydrate content  determined.  A  control  spec- 
imen showed  4.6787  parts  of  casein,  milk  inocu- 
lated with  B.  subtilis  0.998  parts,  milk  inocu- 
lated with  B.  lactis  aerogenes  3.495.  The  dif- 
ferences in  the  sugar  content  were  not  so  strik- 
ing except  in  the  case  of  B.  lactis  aerogenes. 
Milk  inoculated  with  this  organism  showed 
1.923  parts  of  sugar,  as  compared  to  3.641  in 
milk  inoculated  with  B.  subtilis,  and  to  3.671 
parts  in  specimens  inoculated  with  B.  coli.  Tob- 
ler  and  Bessau,34  in  an  extended  review  of  in- 
testinal disturbances  in  infancy,  have  discussed 
the  subject  chiefly  from  the  bacteriological 
point  of  view,  as  first  advocated  by  Escherich. 
These  authors  consider  that  all  diarrheas  are 
primarily  caused  by  the  action  of  organisms 
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upon  carbohydrates  (Gahrung),  or  by  their 
action  upon  proteins  (Faulnis).  No  conclusive 
bacteriological  or  chemical  findings  are  brought 
forward  to  support  this  classification  of  intes- 
tinal disorders.  Tt  still  remains,  therefore,  a 
matter  of  dispute  whether  the  intestinal  dis- 
turbances discussed  as  fermentative  and  putre- 
factive are  due  primarily  to  bacterial  activities, 
or  whether  they  are  caused  by  initial  chemical 
changes.  Kendall35  has  further  emphasized  the 
distinction  between  diarrheas  caused  by  fer- 
mentative and  putrefactive  organisms.  Based 
upon  the  protein-sparing  power  of  carbo- 
hydrate, he  has  suggested  that  sugar  solutions 
be  given  to  infants  with  diarrheas  caused  by 
proteolytic  types  of  organisms.  This  method  of 
treatment  has  apparently  given  favorable  re- 
sults in  many  instances.  There  have  been  no 
clinical  studies,  however,  which  have  demon- 
strated changes  in  the  intestinal  bacterial  flora 
after  the  ingestion  of  sugar  solutions  in  diar- 
rheal conditions.  The  work  of  Rettger20  shows 
that  changes  can  be  produced.  This  author  gave 
lactose  to  rats  and  demonstrated  a  Gram-posi- 
tive acidophilic  type  of  flora  in  the  stools.  Sis- 
son10  was  unable  to  demonstrate  such  a  change 
in  puppies  by  the  addition  of  high  sugar  solu- 
tions to  a  diet  of  milk. 

During  the  past  thirty  years  a  large  number 
of  organisms  have  been  considered  to  have  an 
etiological  relation  to  infantile  diarrheas. 
Escherich,36  Moro,37  and  others  have  described 
so-called  "Blaue  Bazillose"  diarrheas,  also  "en- 
dogene"  infections  in  infants.  The  observations 
of  those  authors  have  never  been  fully  con- 
firmed, and  we  are  left  in  doubt  as  to  the  exact 
organism  thought  to  be  associated  with  the  con- 
dition described.  The  organism  of  the  Blaue 
Bazillose,  undoubtedly,  was  of  the  acidophilic 
group,  similar  to  that  found  in  normal  breast- 
fed infant  stools,  and  not  unlike  the  Bacillus 
bifidus,  considered  by  Herter  to  be  the  cause  of 
a  condition  called  "infantilismus."  Schelbe38 
calls  attention  to  the  infrequency  of  these  hos- 
pital epidemics  of  diarrhea  in  Germany  in  the 
past  ten  years,  and  questions  the  infectious 
nature  of  the  condition.  B.  coli  has  been  consid- 
ered to  elicit  diarrheas,  but  such  a  causal  rela- 
tionship has  never  been  demonstrated.  Booker39 
suggested  that  certain  streptococci  and  also  the 
bacillus  proteus  vulgatus  might  elicit  diarrheas 
in  infancy.  Bertrand40  also  found  the  B.  pro- 
teus vulgatus  in  100%  of  55  stools  from  differ- 
ent diarrheal  cases.     Brinstock41  and  others 


have  similarly  considered  the  B.  putrificus  to  be 
a  cause  of  such  conditions.  In  general,  the  the- 
ories advocated  and  the  observations  made  by 
these  workers  have  not  been  confirmed,  and 
there  is  at  present  no  definite  evidence  that  these 
organisms  can  primarily  elicit  or  prolong  diar- 
rheas in  infants. 

The  investigations  of  Morgan42  on  the  causal 
relationship  of  the  so-called  Bacillus  Morgan 
No.  1  to  diarrheas  deserves  special  mention.  In 
1905  the  author  noted  the  presence  of  this  or- 
ganism in  association  with  28  of  58  cases  of  in- 
fantile diarrheal  cases.  Again,  in  1906,  he 
found  it  in  15  of  34  cases  examined.  The  stools 
examined  rarely  contained  pus  and  blood,  and 
clinically  these  cases  were  in  no  way  unlike 
those  of  the  so-called  acute  intestinal  indigestion 
with  diarrhea.  The  organism  was  rarely  found 
in  normal  stools,  and  never  in  stools  positive  for 
the  dysentery  bacillus.  As  diarrheal  conditions 
were  produced  in  kittens  by  feeding  the  organ- 
ism, Morgan  concludes  that  it  was  an  impor- 
tant cause  of  summer  diarrhea  in  infancy.  In- 
vestigations of  others  make  the  identity  of  this 
organism  reasonably  certain.  It  has  been  found 
occasionally  both  in  Germany  and  in  the  United 
States  in  association  with  diarrhea.  It  would 
seem,  however,  that  further  confirmatory  ob- 
servations should  be  made  before  the  B.  Morgan 
No.  1  can  be  said  definitely  to  cause  diarrheas  in 
infants. 

Attention  has  been  called  to  the  B.  welchii  as 
a  causal  factor  to  infantile  diarrheas.*  Of  spe- 
cial interest  in  this  discussion  is  the  fact  that 
the  B.  welchii  is  an  ubiquitous  organism,  and  is 
a  normal  inhabitant  of  the  human  intestine,  ex- 
cept in  early  infancy.  Knox  and  Ford43  exam- 
ined the  stools  of  18  children  suffering  from 
minor  ailments  and  isolated  the  B.  welchii  in 
every  case.t  These  authors  found  it  but  once 
in  the  stools  of  seven  breast-fed  children. 
Glynn44  and  Ten  Broeck  and  Norbury45  report 
similar  findings.  Tissier46  fed  pure  cultures  of 
B.  perfringensj  to  four  kittens,  and  claims  that 

*  For  a  detailed  review  of  the  classification  and  the  relation  of 
this  organism  to  diarrheas  the  reader  is  reierred  to  a  recent  mono- 
graph by  Simonds.  (Monograph  ISo.  5 — Sept.  27,  1915 — the  Rocke- 
ieller  Institute  for  Medical  Research.) 

t  The  presence  of  B.  welchii  in  the  stools  is  commonly  based 
upon  the  so-cailtd  milk  test.  Freshly  autoclaved  litmus  milk  is 
inoculated  with  a  specimen  of  feces ;  this  is  heated  to  80  degrees 
for  15  to  20  seconds  and  incubated.  At  the  end  of  24-48  hours 
a  positive  test  shows  an  acid  reaction,  gives  a  distinct  odor  of 
butyric  acid,  and  the  coagulum  has  a  characteristic  porous  appear- 
ance due  to  the  gas  formation.  Knox  and  Ford  call  attention  to 
the  fact  that  other  spore-bearing  forms  may  be  present  and  that 
a  similar  reaction  may  be  obtained.  These  authors  believe,  there- 
fore, that  such  tests  should  always  be  confirmed  by  injecting  the 
organism  into  rabbits  as  described  by  Nuttall  and  Welch,  before 
making  an  absolute  diagnosis  of  the  presence  of  B.  welchii. 

t  Bacillus  perfringens,  Bacillus  sporogenes  enteritidis  and  Bacillus 
welchii  are  considered  to  be  the  same  organism. 
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within  24  hours  a  diarrhea  was  elicited,  and 
that  one  animal  died  in  five  days  after  the  inges- 
tion of  the  cultures.  (  No  mention  is  made  either 
of  the  source  of  the  material  used,  or  of  the 
media  in  which  it  was  given.)  The  diagnosis  of 
a  diarrhea  due  to  B.  perfringens  was  appar- 
ently based  upon  microscopic  examinations. 
Tissier  attempted  to  prove  that  the  condition 
may  be  contracted  from  members  of  the  same 
species,  and  notes  the  development  of  a  diarrhea 
in  a  nursing  infant,  after  it  was  allowed  to 
nurse  a  mother  suffering  from  what  was  consid- 
ered a  diarrhea  caused  by  the  B.  perfringens.* 
Korentchevsky47  has  carried  on  more  extensive 
investigations.  He  injected  rabbits  of  various 
ages,  both  intra-peritoneally  and  intravenously, 
v/ith  filtrates  from  cultures  of  B.  welchii.  These 
injections  caused  very  toxic  symptoms,  often 
followed  by  death  within  three  to  four  hours, 
Similar  filtrates  from  bouillon  cultures  were  ad- 
ministered per  rectum.  In  one  experiment, 
two  of  a  litter  of  rabbits  died  within  about  ten 
days.  No  mention  is  made  of  the  symptoms 
these  rectal  injections  caused.  No  specific  im- 
mune bodies  were  found  in  either  of  these  ani- 
mals ;  however,  blood  from  animals  treated  in  a 
similar  way,  but  not  dying  from  the  infection, 
showed  so-called  "fixator"  bodies,  but  no  agglu- 
tinins or  precipitins.  A  further  series  of  ex- 
periments was  carried  out  by  feeding  puppies 
Y2  liter  amounts  of  a  bouillon  culture  of  the  B. 
perfringens.  The  animals  gained  weight ;  no 
mention  is  made  of  diarrhea  being  elicited, — 
however,  specific  agglutinins  in  dilutions,  1-50 
and  1-80,  were  found.  A  series  of  experiments 
was  also  made  upon  full-grown  dogs.  These 
were  fed,  for  a  period  of  86  days,  cultures  of 
B.  perfringens  without  eliciting  a  diarrhea. 
Korentchevsky47  records  a  protocol  of  one  of 
these  animals  in  which  certain  renal  changes 
were  noted  at  autopsy.  Metchnikoff,48  Hew- 
lett,49 and  Simonds50  have  fed  cultures  of 
B.  welchii  to  animals,  but  were  unable  to  repro- 
duce a  diarrheal  condition.  We  must  conclude 
from  the  experimental  studies  in  this  field  that 
no  definite  evidence  has  been  brought  forward 
which  shows  a  causal  relationship  between  the 
B.  welchii  and  diarrheal  conditions. 

The  first  clinical  observations  to  be  recorded 
in  support  of  the  idea  that  B.  welchii  was  the 
causal  agent  in  certain  diarrheas  were  made  by 
Klein51  in  1897,  who  studied  an  epidemic  of 
diarrhea  in  adults.   Later  this  author  found  the 

*  Bacillus  perfringens,  Bacillus  sporogenes  enteritidis  and  Bacillus 
welchii  are  considered  to  be  the  same  organism. 


B.  welchii  in  4  of  11  stools  from  infants  with 
loose  stools,  and  concluded  from  his  studies  that 
this  organism  was  an  important  etiological  fac- 
tor in  the  causation  of  infantile  diarrhea. 
Klein  based  this  conclusion  not  only  upon  the 
presence  of  the  B.  welchii  in  the  stools  but  upon 
the  toxic  effect  injections  of  recovered  organ- 
isms produced  in  guinea  pigs.  Glynn44  calls  at- 
tention to  the  fact  that  injections  of  the 
B.  welchii  recovered  from  non-diarrheal  stools 
have  similar  symptoms.  Tissier46  and  Passini52 
found  this  organism  in  the  stools  of  infants 
with  diarrheas,  and  were  led  to  a  conclusion 
similar  to  Klein's. 

Kendall  has  been  an  ardent  champion  of  the 
theory  that  the  B.  welchii  actually  produced  di- 
arrhea in  infants,  and  through  his  writings  this 
conception  has  been  accepted  by  some  pe- 
diatrists  as  an  established  fact.  In  1910  Ken- 
dall and  his  co-workers  at  the  Boston  Floating 
Hospital  found  the  B.  welchii  to  be  present  in 
the  stools  of  22  out  of  293  cases  of  diarrhea  in 
infants.  In  1911,  Kendall,  Day  and  Bagg53 
found  positive  reactions  for  the  B.  welchii  in  33 
of  283  cases  examined.  In  1912,  Kendall  re- 
ported the  presence  of  the  organism  in  53  of 
135  cases  examined.  In  1914,  Ten  Broeck  and 
Norbury,45  also  working  at  the  Boston  Floating 
Hospital,  found  the  B.  welchii  to  be  present  fre- 
quently in  the  stools  of  normal  infants  and  in 
those  of  infants  with  various  nutritional  dis- 
turbances. For  instance,  6  of  53  cases  whose 
stools  showed  the  presence  of  the  dysentery  ba- 
cillus also  gave  positive  tests  for  the  B.  welchii. 
Veeder,  Kilduffe  and  Denny54  found  the  B. 
welchii  in  one  of  a  series  of  100  cases  with  diar- 
rhea. Sylvester  and  Hibben55  examined  the  stools 
of  122  cases  of  gastro-intestinal  disturbances 
and,  after  repeated  tests,  found  the  B.  welchii 
in  100  of  these ;  38  of  these  were  clinically  eases 
of  ileocolitis. 

Kendall  and  Smith50  have  described  the 
symptomatology  of  this  type  of  diarrhea  asso- 
ciated with  the  B.  welchii.  These  authors  state 
that  it  is  similar  to  the  so-called  infectious  diar- 
rhea caused  by  ths  dysentery  bacillus.  The 
onset  is  sudden,  the  incubation  time  short.  It 
is  associated  with  fever,  which  continues  for  a 
number  of  days.  There  is  generally  marked 
prostration,  and  not  infrequently  nervous 
symptoms  develop.  Vomiting  and  diarrhea  are 
said  to  occur  early  in  the  disease.  The  stools 
are  numerous  (20  to  30  a  day)  and,  although 
they  vary  in  character,  they  usually  contain 
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pus,  blood  and  mucus.  No  pathological  findings 
characteristic  of  this  form  of  diarrhea  have 
been  described. 

Kendall  suggested  that  the  diarrhea  in  these 
cases  be  treated  by  giving  a  food  with  a  rela- 
tively low  carbohydrate  and  a  high  protein  con- 
tent. This  therapy  was  based  upon  the  concep- 
tion that  the  carbohydrate  splitting  action  of  the 
B.  welchii  caused  the  loose  stools,  and  that  this 
action  could  be  eliminated  by  feeding  a  diet 
relatively  high  in  protein.  The  beneficial  effect 
of  this  dietary  measure  in  cases  of  diarrheas 
associated  with  the  B.  welchii  has  been  consid- 
ered by  Kendall35  and  others  to  be  confirmatory 
evidence  that  the  condition  was  caused  by  this 
organism. 

The  facts  thus  far  assembled  fail,  in  my 
opinion,  to  establish  the  identity  of  a  type  of 
diarrhea,  in  infants  caused  by  the  B.  welchii. 
The  lack  of  satisfactory  experimental  and 
elinico-pathological  evidence  warrant  such  a 
conclusion.  As  has  been  pointed  out,  it  cannot 
be  definitely  stated  whether  the  beneficial  effect 
of  protein  milk  and  similar  diets,  with  a  rela- 
tively low  carbohydrate  content  and  a  high  pro- 
tein content  in  these  diarrheal  conditions,  is 
due  to  bacterial  or  chemical  changes  that  may 
occur  in  the  intestine.  Furthermore,  the  fact 
that  the  B.  welchii  may  be  found  normally  in 
large  numbers  in  the  intestine  makes  it  improb- 
able that  it  bears  a  causal  relationship  to  diar- 
rheas in  infancy. 

The  most  definite  knowledge  concerning  the 
bacteriology  of  diarrheas  occurring  in  infants 
concerns  those  cases  in  which  some  strain  of 
the  mannite  fermenting  dysentery  group  is 
found  in  the  stools.  For  the  early  researches 
on  this  subject,  the  reader  is  referred  to  the  pub- 
lications of  Flexner57  and  his  co-workers.  More 
recently,  Kendall35  and  his  co-workers  at  the 
Boston  Floating  Hospital  have  given  additional 
confirmations  to  the  early  work  of  Duval  and 
Bassett57  in  which  attention  was  first  called  to 
the  association  of  the  dysentery  bacillus  with 
summer  diarrhea  of  infancy.  In  1910  Kendall35 
found  some  strain  of  the  dysentery  bacillus, 
usually  the  Hiss  Y  type,  in  75%  of  52  clinical 
cases  of  ileocolitis.  In  1914,  Ten  Broeck  and 
Norbury,45  working  also  at  the  Boston  Floating 
Hospital,  isolated  the  mannite  fermenting  type 
of  the  dysentery  bacillus  in  68%  of  79  cases 
of  ileocolitis.  During  the  season  of  1915,  I 
had  the  opportunity  to  observe,  at  the  Boston 
Floating   Hospital,  16  clinical   cases  of  ileo- 


colitis. From  15  of  these  the  Hiss  Y  type  of 
dysentery  bacillus  was  isolated  by  Norbury.  In 
many  of  these  cases  positive  cultures  were  ob- 
tained only  after  repeated  examinations  of  the 
stools.  The  single  case  of  this  series  of  clinical 
cases  of  ileocolitis  from  which  the  dysentery 
bacillus  was  not  isolated,  showed  the  presence  of 
positive  agglutinins  in  the  blood  in  high  dilu- 
tions. Furthermore,  smears  showed  many  pus 
cells  and  relatively  few  Gram-negative  short 
bacilli — a  finding  which  must  be  regarded  as 
very  characteristic  for  this  form  of  diarrhea 
associated  with  the  dysentery  bacillus. 

The  recent  experimental  studies  of  Hayden, 
Speed  and  Koontz59  give  additional  evidence  to 
the  bacterial  nature  of  the  etiology  of  this  form 
of  diarrhea.  These  workers  fed  cultures  of  the 
dysentery  bacillus  (Hiss-Russell  type)  to  kit- 
tens. Not  only  was  a  diarrhea  with  pus  and 
blood  produced,  but  positive  agglutinins  for  the 
organism  fed  were  found  in  the  blood.  During 
the  course  of  these  experiments  one  of  the 
workers  developed  a  diarrhea.  Pus  and  blood 
were  noted  in  his  stools,  and  an  organism  sim- 
ilar to  that  given  to  the  kittens  was  isolated. 
The  infectivity  of  the  condition  has  been  fre- 
quently observed,  especially  in  institutions  and 
among  various  members  of  the  same  family  who 
developed  the  disease.  In  contrast  to  the 
ubiquity  of  the  B.  welchii,  the  dysentery  bacil- 
lus is  rarely,  if  ever,  found  in  the  stools  of  nor- 
mal infants.  However,  as  this  organism  is  pres- 
ent in  the  feces  of  the  majority  of  cases  of  diar- 
rhea in  infants  with  pus  and  blood  in  the  stools, 
and  as  a  similar  condition  can  be  reproduced  in 
animals,  this  type  of  diarrhea  must  be  consid- 
ered to  be  of  an  infectious  nature,  and  caused 
primarily  by  the  mannite  fermenting  strain  of 
the  dysentery  bacillus. 

It  may  be  stated,  then,  that  the  dysentery 
bacillus,  in  one  of  its  forms,  is  the  only  organ- 
ism that  has  definitely  been  proven  to  be  re- 
sponsible for  disease  of  the  gastro-intestinal 
tract  in  young  children.  Conclusive  proof  of 
the  etiological  importance  of  any  of  the  other 
organisms  that  have  been  described  by  various 
authors  is  still  to  be  brought. 
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EFFICIENCY  IN  THE  EXAMINATION  OF 
SCHOOL  CHILDREN. 

By  George  E.  Deering,  M.D.,  Worcester,  Mass. 

The  object  of  school  inspection  is  to  detect 
and  prevent  infectious  or  contagious  disease, 
to  determine  the  existence  of  abnormalities  in 
pupils,  and  to  detect  vermin.  We  should  also 
see  that  faults  are  corrected,  and  that  absence 
from  school  is  prevented. 

This  paper  describes  an  efficient  method  for 
carrying  out  the  general  or  annual  inspection, 
the  details  of  which  have  been  arrived  at,  only 
after  numerous  time  and  motion  studies,  ex- 
tending over  several  years,  and  having  for 
their  object  thoroughness  and  speed.    Each  pu- 


pil is  examined  for  twenty-six  of  the  twenty- 
seven  conditions  named  on  the  clinical  card  fur- 
nished by  the  "Worcester  Board  of  Health.  This 
is  accomplished  without  disrobing  and  without 
calling  the  attention  of  other  children  to  the 
special  defects  of  an  individual.  Every  child 
is  treated  during  the  inspection  exactly  like 
every  other  child,  regardless  of  defects  found. 
The  examination  is  made  in  the  schoolroom ;  each 
pupil  must  lose  approximately  four  minutes' 
time.  The  teacher  gives  part  of  her  time,  al- 
though this  in  no  way  interferes  with  her  over- 
looking the  class,  and  keeping  the  children  em- 
ployed. The  entire  time  of  an  assistant  is  re- 
quired. In  the  smaller  schools  where  the  princi- 
pal has  no  assistant,  the  school  department 
willingly  furnishes  one  for  the  examination. 

Three  instruction  cards  are  used, — one  for  the 
assistant,  one  for  the  teacher,  and  one  for  the 
medical  inspector.  They  are  used  as  follows : 
The  method  of  inspection  and  what  is  to  be 
accomplished  is  briefly  outlined  to  the  assistant, 
prior  to  the  day  of  the  inspection,  and  she  is 
given  the  assistants'  instruction  card  together 
with  the  teachers'  instruction  sheet  and  medi- 
cal inspector's  card.  These  she  is  to  read  and 
understand.  Twelve  teachers'  instruction  sheets 
are  used;  these  the  assistant  distributes,  or  has 
distributed,  on  the  morning  of  the  inspection. 
The  cards  read  as  follows: 


INSTRUCTIONS    FOR    ASSISTANT    IN    THE  MEDICAL 
EXAMINATION  : 

We  will  begin  the  inspection  in  the  higher 
grades. 

You  will  see  that  each  teacher  has  the  clinical 
cards  for  her  class,  and  that  she  knows  when  the 
inspection  in  her  room  is  to  begin.  She  should 
distribute  the  clinical  cards  a  few  minutes  before 
we  are  expected.  ■ 

On  the  morning  of  the  inspection,  hand  each 
teacher  her  instruction  sheet. 

When  the  inspection  of  pupils  begins,  you  will 
mark  cards  as  per  instructions. 

When  the  examination  is  completed,  obtain 
the  instruction  card  and  list  from  the  teacher. 
The  names  on  the  list  are  to  be  checked  on  the 
clinical  card.  Keep  the  list ;  we  will  examine 
these  children  later. 

Read  and  understand  the  teachers'  instruc- 
tion sheet  yourself. 


TEACHERS'  INSTRUCTION  SHEET. 

The  medical  inspection  will  take  place  in  the 
schoolroom. 

The  examining  physician  will  give  oral  direc- 
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tions  to  the  pupils,  except  as  indicated  under 
"Teachers'  Instructions."  In  the  first  part  of 
the  inspection,  the  pupils  form  a  line  in  the  front 
of  the  room,  each  pupil  carrying  his  or  her 
health  card.  The  second  part  will  be  conducted 
with  the  pupils  in  their  seats,  with  their  hands 
in  front  of  them  on  top  of  their  desks.  The 
health  card  should  be  on  the  desks  at  this  time. 
Tn  the  third  and  final  part  of  the  inspection,  the 
examiner  will  be  seated  with  his  back  to  a  win- 
dow and  near  a  table  at  which  the  assistant  is 
sitting.  The  pupils  will  come  to  the  examiner, 
two  rows  at  a  time;  each  pupil,  when  he  or  she 
reaches  the  examiner,  is  to  place  the  health  card 
on  the  table  in  front  of  the  assistant.  The  rou- 
tine school  work  must  be  stopped  during  the  sec- 
ond part  of  the  examination.  During  the  first 
and  third  parts,  all  pupils,  except  those  in  front 
of  the  examining  physician,  should  be  studying, 
or  otherwise  occupied. 

If  this  method  is  employed  and  the  "Teachers' 
Instructions"  are  followed,  no  child  need  lose 
more  than  four  minutes  from  school  work,  nor 
will  the  examination  of  any  room  of  forty  pupils, 
or  less,  consume  more  than  fifteen  minutes  total 
time. 

teachers'  instructions. 

As  soon  as  you  receive  this  instruction  sheet, 
make  a  list  on  a  fresh  sheet  of  paper  of  the 
names  of  absent  pupils,  and  also  state  the  total 
number  of  children  present  today  (the  day  of 
the  inspection).  On  the  same  paper  make  a  list 
of  the  pupils  in  your  room  who  have,  or  whom 
you  suspect  of  having,  any  of  the  following 
abnormal  conditions : 

1.  Deformity. 

2.  Paralysis. 

3.  Stammering,  or  voice  defect. 

4.  Chronic  cough  (over  two  weeks). 

5.  Nervousness  (any  kind). 

6.  Kidney  trouble  (frequent  basement  visits) . 

7.  Broken  bones. 

These  lists  of  names,  together  with  this  in- 
struction sheet,  should  be  handed  to  the  assistant 
at  the  close  of  the  medical  inspection  in  your 
room.  On  the  day  of  the  inspection  you  are  to 
sort  the  health  cards,  and  place  those  for  each 
row  on  the  front  desk  of  that  row.  When  the 
medical  inspector  enters  the  room,  have  the  chil- 
dren, on  whose  desks  the  cards  are  placed,  dis- 
tribute the  cards  to  the  pupils  of  the  row. 

You  are  to  see  that  the  schoolroom  is  kept  quiet 
during  the  examination,  and  that  the  rows  of 
children  are  kept  moving,  so  that  during  the 
third  part  of  the  inspection  there  are  never  less 
than  five  pupils  in  front  of  the  examiner.  The 
pupils  are  to  be  employed  at  some  task  that  does 
not  require  your  entire  attention. 

Please  reread  the  italic  sentences  on  this  sheet 
just  before  the  inspection  begins  in  your  room. 

The  medical  inspector's  instructions  are  on  a 
3x5  card,  in  the  following  form : 


Medical  Inspector's  Card. 


Front  of 
Room 


Desk 


Window . 


Heart 
f  General  appearance 
—     Sight      i  Skin  of  hands 
[  Rachitis 
'  Skin  of  face 
Eyes 

1    Sight     -j  Nose,  adenoids 
cold 
Fractures 
r  Sight  I    r  Anemia 
-  \  Touch  J  \  Nutrition 

|  Sight  ]     f  Teeth 

3  -j  with  i    \  Throat 
[  Stick  J     [  Tonsils 

fStick  ]    (Hair  (Pediculosis  i 

4  \  Sight  I  -j  Ears 
Smell      I  Glands 


The  details  of  the  arrangement  of  furniture 
in  the  room  are  very  important,  as  will  be  made 
clear  when  the  method  of  inspection  at  the  win- 
dow is  explained.  If  the  furniture  is  correctly 
placed  there  will  be  no  confusion  of  the  pupils  in 
getting  to  the  inspector,  leaving  the  card  in  the 
proper  place  and  returning  to  their  seats,  and 
the  endless  coaching  to  get  them  near  enough  to 
the  examiner  will  be  avoided. 

Generally,  a  window  on  the  right  hand  side 
and  in  the  front  of  the  room  is  chosen.  The  in- 
spector's chair  is  placed  back  to  the  window,  with 
a  small  table  on  his  left  hand,  a  waste  basket  on 
his  right  and  a  desk  just  beyond  the  waste  basket. 
The  tongue  depressor  sticks  are  arranged  in  piles 
of  five  or  six  on  the  desk,  at  the  inspector's  right 
hand. 


Front  £ow  of  Pupil's  Desks 


\ 

IKIIIIHII 

Teacher's 
Desk 


o 


Waste-baskttQ 

Chair  for 

i 'n 'spec tor. 


Assistant 


When  for  any  reason  it  is  impractical  to  use 
the  small  table,  the  school  room  table  or  even  the 
teacher's  desk  may  be  used.  If  the  left  hand 
side  of  the  room  is  to  be  used,  the  furniture  ar- 
rangement will,  of  course,  be  reversed. 

On  completion  of  the  room  arrangement  the 
actual  inspection  begins.  This  is  carried  out  in 
three  separate  procedures,  as  suggested  by  the 
Medical  Inspector's  Card. 
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1.  In  front  of  room.  2.  At  pupil's  desk  3. 
At  window. 

1.  A  line  is  formed  in  front  of  the  room.  The 
inspector  listens  to  two  or  three  heart  beats  in 
each  case.  When  pupils  have  once  been  examined 
for  heart  murmurs,  they  are  not  reexamined  the 
following  year  unless  their  health  cards  show 
some  severe  illness  or  contagious  disease  since 
the  last  examination.  When  murmurs  are  found, 
as  is  the  case  with  other  serious  abnormalities, 
the  pupil  is  more  thoroughly  examined,  in  the 
school  office  after  the  entire  examination  for  the 
building  is  completed.  This  saves  time  and 
avoids  calling  the  attention  of  other  pupils  to 
the  defects  of  an  individual. 

2.  The  pupils  are  now  told  to  place  their 
hands  on  top  of  the  desk.  The  medical  examiner 
passes  up  and  down  the  aisles,  examining  the 
hands  for  skin  affections  and  for  evidence  of 
rickets. 

3.  After  completing  the  heart  examination 
and  the  examination  of  pupils  in  their  seats, 
the  physician  takes  his  place  in  front  of  the 
window  and  explains  to  the  pupils  just  what 
they  are  to  do  at  the  "window  inspection," 
something  as  follows:  "You  will  come  to  me  in 
rows,  beginning  with  the  last  row.  When  you 
get  to  me  place  your  card  on  this  corner  of  this 
table.  Go  to  your  seats  through  this  aisle,  around 
the  back  of  the  room."  This  method  places  the 
health  card  in  front  of  the  assistant  at  just  the 
right  moment  and  brings  the  children  close  to 
the  inspector  without  constant  coaching,  and 
gets  them  to  their  seats  without  confusion. 

There  are  four  processes  in  the  window  in- 
spection; the  divisions  are  made  in  order  to 
concentrate  the  attention  on  one  part  of  the 
anatomy  at  a  time,  and  to  use  the  senses  as 
singly  as  possible,  as  this  makes  for  concentra- 
tion, thoroughness  and  speed.  In  practice  these 
processes  are  so  rapidly  performed  that  to  an 
observer  it  appears  like  a  tooth  and  hair  in- 
spection only.  As  the  pupil  approaches  the  ex- 
aminer, the  latter  observes  the  condition  of  the 
skin  of  the  face,  whether  or  not  glasses  are 
worn,  or  if  there  is  strabismus,  blepharitis  or 
conjunctivitis,  etc.  He  also  notes  whether  the, 
child  has  a  cold  or  if  there  is  any  nose  abnor- 
mality or  signs  of  adenoids.  At  this  instant  the 
presence  of  fracture  and  other  trauma  is  noted. 
When  the  pupil  reaches  the  examiner,  sight  and 
touch  are  used  to  determine  anemia  and  nu- 
trition. The  probability  of  anemia  is  judged 
by  the  color  of  the  skin  and  lips,  the  inverted 


eyelid,  and  the  mucous  membranes  of  the  mouth. 
Nutrition  is  judged  by  the  child's  appearance 
and  by  the  feel  of  the  right  arm,  grasped  by  the 
examiner's  left  hand.  The  wooden  tongue  de- 
pressor is  used  in  examining  the  mouth  condi- 
tions, teeth,  throat,  and  tonsils.  It  is  also  used 
in  the  examination  of  the  hair  for  pediculosis. 
This  examination  and  that  of  the  ears  and 
glands  are  the  final  ones  at  the  window,  and 
must  be  so  conducted  that  the  pupil,  on  its  com- 
pletion, is  facing  the  aisle  through  which  he  is 
to  return,  to  his  seat.  This  is  accomplished  by 
examining  the  left  side  of  the  head  and  neck 
and  left  ear  first,  then  the  right  side.  With  fur- 
niture arranged  as  described,  this  starts  the  pu- 
pil for  his  seat  without  confusion. 

Immediately  on  completion  of  the  examination 
the  list  of  names  of  defective  pupils  is  secured 
from  the  teacher,  and  the  examiner  and  assistant 
pass  to  the  next  room.  The  defective  children 
are  examined  in  the  school  medical  office,  to- 
gether with  any  doubtful  cases  the  inspector 
may  have  noted,  at  a  convenient  time  after  the 
entire  general  inspection  is  completed.  No  ques- 
tions are  asked  at  the  examination ;  sight  and 
touch,  hearing,  smell,  and  the  teacher's  words 
are  depended  on  for  information. 

In  1915,  fourteen  hundred  and  fifty-four  pu- 
pils were  examined  in  ten  hours  and  fifteen 
minutes.  This  means  that  four  children  were 
examined  every  minute  for  every  condition  on 
the  clinical  card,  except  hernia.  The  assistant, 
with  nine  hundred  and  ninety-nine  of  these  pu- 
pils, had  never  assisted  at  a  medical  inspection 
before.  In  1916  and  1917,  with  greater  famili- 
arity with  the  details  of  the  examination  and 
assistants  with  more  experience,  the  time  con- 
sumed was  somewhat  less.  These  figures  are 
for  the  regular  inspection,  and  do  not  include 
reexamination. 

This  method  of  examination  is  obviously  im- 
perfect, but  the  whole  method  of  school  inspec- 
tion, in  Worcester  at  least,  is  imperfect  and  will 
remain  so  until  time  is  spent  in  standardizing 
and  coordinating  records  and  methods,  and  un- 
til sufficient  medical  inspectors  and  nurses  are 
adequately  paid  to  conduct  properly  the  gen- 
eral inspection,  as  well  as  the  daily  inspection. 
This  method,  however,  has  three  great  advan- 
tages: first,  it  is  very  rapid;  second,  it  is  com- 
paratively thorough;  and  third,  it  is  very 
flexible. 

As  to  rapidity,  a  room  of  forty  pupils  can 
be  examined  in  from  fourteen  to  seventeen  min- 
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utes.  A  school  of  four  hundred  and  eighty 
pupils  can  be  examined  in  less  than  three  con- 
secutive hours,  or  if  one  room  is  taken  daily, 
not  over  three  hours  and  forty  minutes  should 
be  consumed  for  the  building.  A  group  of  four 
school  buildings,  having  collectively  fifteen  to 
sixteen  hundred  pupils,  can  be  examined  in  four 
consecutive  forenoons ;  no  teacher  need  use  over 
five  or,  at  the  most,  eight  minutes  of  her  time. 
The  total  time  for  each  pupil  away  from  school 
work  is  only  about  three  or  four  minutes. 

As  to  thoroughness;  of  the  twenty-eight  con- 
ditions for  which  examination  is  required  by 
the  Worcester  Board  of  Health,  twenty-seven 
are  examined  for.  We  are  not  permitted  to 
strip  children,  hence  examination  for  hernia  is 
omitted.  As  to  the  other  twenty-seven  condi- 
tions, the  examination  is  thorough  enough  to 
detect  any  abnormality  that  can  be  detected  by 
observation.  Questioning  young  children  is  im- 
practical; it  consumes  much  time  and  secures, 
at  best,  very  unreliable  information.  In  the 
secondary  examination,  any  doubtful  cases  are 
reexamined,  as  well  as  those  children  referred  by 
the  teacher.  This  prevents  error  and  assures 
the  sending  of  pathological  cases  only  to  the 
family  physician,  to  the  specialist,  or  to  the 
hospital.  The  records  kept  allow  comparison  of 
the  individual's  condition,  of  the  condition  of 
a  given  room  or  of  a  special  class,  as  well  as  the 
general  conditions  regarding  health  in  the 
school  building  from  year  to  year. 

As  to  flexibility,  one  room  or  twelve  may 
be  examined  in  a  forenoon,  special  attention  may 
be  given  to  one  or  more  conditions  if  desired, 
and  the  secondary  examination  enables  the  ex- 
aminer to  study  or  to  attempt  the  correction  of 
any  special  abnormality  or  class  of  abnormali- 
ties. 

SUMMARY. 

1.  This  method  of  examination  is  very  rapid 
and  flexible,  and  comparatively  thorough. 

2.  Bach  person  taking  part  is  informed  in 
writing,  just  before  the  inspection  begins,  of 
the  method  of  procedure,  the  part  they  are  to 
take  in  the  examination  being  clearly  stated. 

3.  The  light  and  furniture  arrangement  must 
be  correct  as  to  detail,  if  thorough  and  rapid 
work  is  to  be  performed. 

4.  Dividing  the  inspection  into  three  dis- 
tinct parts,  aids  the  inspector  in  concentrating 
one  or  more  senses  steadily  on  one  part  of  the 
anatomy.  He  consequently  does  better  and 
quicker  work. 

5.  The  information  obtained  from  the 
teacher  in  a  minute  or  two  would  require  many 


times  as  long  to  acquire  from  the  individual 
pupils,  if,  indeed,  it  was  possible  to  secure  it 
at  all. 

6.  The  secondary  examination  is  a  most 
valuable  part  of  this  method. 


GUNSHOT  WOUND  OF  THE  POSTERIOR 
CORD  OP  THE  BRACHIAL  PLEXUS. 

By  .Tames  K.  Young.  M.D.,  F.A.C.S.,  Philadelphia, 

Associate  Professor  of  Orthopedic  Surgery,  Univer- 
sity of  Pennsylvania;  Professor  of  Orthopedic 
Surgery,  Philadelphia  Polyclinic;  Orthopedic 
Surgeon,  Philadelphia  General  Hospital. 

The  following  interesting  case  of  gunshot 
wound  of  the  posterior  cord  of  the  brachial 
plexus  contains  so  many  interesting  features, 
and  treatment  has  proved  so  convincingly  satis- 
factory, that  it  is  thought  worthy  of  recording. 

The  patient,  a  young  man  of  24,  applied  for 
treatment  at  the  Philadelphia  General  Hospital, 
offering  the  statement  that  he  was  the  victim  of 
a  gunshot  wound  resulting  in  paralysis  of  his 
right  arm.  He  asserted  that  five  months  pre- 
viously, he  had  been  shot  through  the  right 
shoulder  by  means  of  a  steel- jacketed  revolver 
bullet.  Upon  examination  it  was  found  that  the 
missile  had  passed  under  the  middle  third  of  the 
clavicle,  and  that  its  path  of  exit  had  been 
through  the  infraspinous  area  of  the  scapula, 
and  that  it  had  fractured  the  fourth  rib  pos- 
teriorly, about  two  inches  from  its  attachment 
to  the  vertebrae.    (See  x-ray  cut.) 

Beginning  at  the  right  upper  extremity,  there 
was  noted  wasting  of  the  supra-  and  infra- 
spinous muscles  and  also  of  the  deltoid.  The 
acromio-clavicular  articulation  was-  unduly 
prominent,  likewise  there  was  atrophy  of 
muscles  on  the  anterior  humeral  surface,  espe- 
cially of  the  brachialis  anticus,  with  contraction 
of  the  biceps,  causing  the  forearm  to  be  flexed 
upon  the  arm  at  an  angle  of  40°.  On  the  ex- 
tensor surface,  there  was  noted  wasting  of  the 
triceps  and  of  the  extensor  muscles  of  the  back 
of  the  forearm,  causing  a  peculiar  flattening,  as 
compared  with  the  opposite  arm  and  forearm. 
There  was  wasting  of  the  muscles  on  the  flexor 
surface  of  the  forearm,  and  the  wrist  assumed 
the  appearance  of  wrist-drop.  Upon  the  dorsal 
surface  of  the  hand,  the  tendons  over  the  meta- 
carpal bones  were  prominent,  due  to  deep  de- 
pressions between  them;  this  depression  was 
especially  well  marked  between  the  first  and 
second  metacarpal  bones.    Upon  the  palmar 
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aspect  of  the  hand  there  was  wasting  of  the 
thenar  eminence,  contraction  of  the  second, 
third,  fourth  and  fifth  fingers  between  the  first 
and  second  phalangeal  articulations,  and  most 
prominent  in  the  fourth  and  fifth  fingers. 

So  far  as  movement  was  concerned,  the  pa- 
tient could  abduct  the  arm  to  a  right  angle  with 
the  trunk,  but  not  to  the  same  degree  as  on  the 
unaffected  side.  Rotation  of  the  shoulder  could 
be  fairly  well  accomplished ;  he  could  easily  ad- 
duct  the  arm,  and  move  it  readily  forward  and 


and  then  flex  it  on  the  forearm.  This  proved 
the  flexor  carpi  ulnaris  to  be  normal.  He  was 
unable  to  abduct  toward  the  radial  side,  and 
then  effect  flexion  of  the  hand  or  forearm,  show- 
ing loss  of  power  in  the  flexor  carpi  radialis. 
He  could  extend  his  hand  to  a  plane  on  a  level 
with  the  forehead,  but  he  could  not  hyperextend 
it. 

In  studying  motion  in  the  hand,  he  could  ad- 
duct  the  thumb  but  he  could  not  abduct  it;  he 
was  unable  to  flex  the  first  phalanx  on  the  first 


Wound  ok  Exit,  showing  Comminuted  Fractuke  of  the  Fourth   ISib,  Posteriorly. 


backward,  showing  the  integrity  of  the  teres 
major,  pectoralis  major  and  latissimus  dorsi 
muscles.  He  was  enabled  to  supinate  the  fore- 
arm to  the  extent  of  85°,  and  in  doing  this,  the 
tendon  of  the  biceps  could  be  discerned  in  mo- 
tion. The  forearm  could  not  be  pronated,  and 
by  effort  all  that  the  man  could  accomplish  was 
a  position  midway  between  pronation  and  supi- 
nation. It  was  impossible  for  him  to  effect  per- 
fect flexion  of  the  wrist  on  the  forearm,  but  he 
could  adduct  the  hand  toward  the  ulnar  side 


metacarpal  bone,  or  the  second  phalanx  of  the 
thumb  on  the  first  phalanx  of  the  thumb;  nor 
could  he  bring  the  thumb  toward  the  little  fin- 
ger, showing  loss  of  power  in  the  opponens  pol- 
licis  muscle.  Because  of  loss  of  power  in  the 
extensor  longus  and  brevis  minimi  digiti,  it  was 
impossible  to  extend  the  little  finger,  although 
he  could  adduct  that  finger  quite  well.  There 
was  fairly  good  motion  in  the  extensor  indieis 
muscle.  In  the  metacarpophalangeal  articula- 
tions, there  was  power  in  the  fourth  and  fifth, 
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very  little  motion  in  the  third,  and  none  at  all 
in  the  second.  In  the  joint  between  the  first  and 
second  phalanx,  there  was  a  labored  motion  in 
the  index  and  middle  fingers,  but  the  presence 
of  very  good  movement  in  the  ring  and  little 
fingers.  In  the  joint  between  the  second  and 
third  phalanx  there  was  no  motion  in  the  index 
and  middle  fingers,  some  motion  in  the  ring  and 
little  fingers.  Extension  of  the  fingers  was  pos- 
sible because  of  beginning  contractures  at  the 
joint  between  the  first  and  second  phalanx,  most 
marked  in  the  ring  and  little  fingers. 

From  the  history  given  by  the  patient,  and 
from  the  neurological  examination  that  he  had 
undergone,  the  condition  was  diagnosed  as  ona 
of  laceration  or  division  of  the  posterior  cord  of 
the  brachial  plexus,  and  it  was  thought  best  to 
suture  the  cut  ends  of  the  nerve  and  thus  re- 
store the  continuity  of  the  cord.  Let  it  be  re- 
membered that  the  posterior  cord  of  the  bra- 
chial plexus  lies  behind  the  second  portion  of 
the  axillary  artery,  the  pectoralis  minor  divid- 
ing the  axillary  artery  into  three  arbitrary  divi- 
sions, the  first  portion  of  the  artery  above  that 
muscle,  the  second  part  beneath  the  muscle  and 
the  third  part  below  it.  The  posterior  cord  of 
the  brachial  plexus,  after  leaving  the  neck, 
passes  behind  the  clavicle  and  the  subclavius 
muscle,  and  latterly  enters  the  axilla,  being  ex- 
ternal to  the  first  portion  of  the  axillary  artery 
or  that  portion  above  the  pectoralis  minor  mus- 
cle. In  the  second  part  of  the  course  of  the  ax- 
illary artery,  it  completely  surrounds  that  ves- 
sel, one  cord  lying  upon  the  outer  side,  one 
upon  the  inner  side,  and  one  below  it.  It  is  for 
the  latter  reason  that  ligation  of  the  axillary  in 
the  second  part  of  its  course  is  held  by  many 
surgeons  to  be  impracticable,  impossible  in  many 
instances,  and  fraught  with  very  great  danger. 
It  is  for  the  same  reason  also  that  it  is  extremely 
difficult  to  reveal  the  posterior  cord  of  the  bra- 
chial plexus  for  the  purpose  of  anastomosing  its 
ends  after  traumatic  division.  In  truth,  many 
of  the  most  recent  works  on  surgery  offer  the 
statement  that  ligation  of  this  part  of  the  ax- 
illary is  not  even  to  be  considered.  After  care- 
fully weighing  all  the  facts,  however,  it  became 
apparent  to  the  writer  that  he  would  violate 
precedent  by  making  an  avenue  of  approach 
through  this  forbidden  path,  and  after  numer- 
ous dissections  and  study  one  of  three  pro- 
cedures presented  itself  for  consideration : 
division  of  the  clavicle,  division  of  the  pectoralis 


minor,  or  by  operating  through  the  axilla.  The 
second  of  these,  or  division  of  the  pectoralis 
minor  muscle,  was  decided  upon. 

I  made  an  incision  six  inches  in  length 
(15  cm.)  and  one  and  one-half  inches  (4  cm.) 
below  the  clavicle,  separated  the  fibers  of  the 
pectoralis  major  muscle,  and  exposed  the  pec- 
toralis minor,  which  was  divided,  and  this 
brought  into  view  the  axillary  artery,  partly 
covered  by  the  coracobrachialis  muscle.  Both 
of  the  latter  structures  were  displaced  out- 
wardly by  retractors,  exposing  the  posterior 
cord  of  the  brachial  plexus.  Instead  of  the  cord 
being  divided,  I  found  it  surrounded  by  inflam- 
matory products.  I  thereupon  freed  it  from 
surrounding  structures  •  but  no  layer  of  fat  was 
placed  around  the  nerve — a  procedure  ordi- 
narily intended  to  maintain  the  integrity  of 
nerve  tissue  from  adhesion  to  adjacent  struc- 
tures and  vessels.  The  pectoralis  minor  muscle 
was  then  carefully  sutured  and  the  wound  was 
closed  and  dressed.  The  progress  of  the  case 
from  that  time  forward  was  uneventful.  A 
thorough  examination  two  weeks  later  revealed 
sensation  restored  in  all  the  previously  affected 
areas,  and  the  patient  now  has  extensor  power 
in  the  hand  (showing  muscle  restoration),  ex- 
cept for  an  atrophy  of  some  of  the  interosseous 
muscles  on  the  dorsal  aspect  of  the  hand.  When 
first  examined,  it  is  worthy  of  remark,  it  was 
seen  that  there  was  total  loss  of  power  in  the 
median  nerve,  some  loss  of  power  in  the  supra- 
scapular nerve,  and  some  involvement  of  the 
musculospiral  and  of  the  radial  nerve. 

In  conclusion,  I  wish  to  express  my  thanks  to 
Dr.  H.  C.  Swartzlander  for  working  up  the 
case ;  and  to  Dr.  A.  M.  Sharp  for  the  neurolog- 
ical examination — both  resident  physicians  at 
the  Philadelphia  General  Hospital. 


THE  USE  OP  AND  VALUE  OF  STATIS- 
TICS. 

By  D.  M.  Lewis,  MJD.,  New  Haven,  Conn., 
Epidemiologist,  Board  of  Health. 

I  believe  that  the  universal  detachment  of 
statistics  concerning  diseases,  especially  of  the 
communicable  variety,  in  terms  of  prevailing 
circumstances  and  conditions,  is  perhaps  the 
greatest  factor  in  preventing  the  control  of  the 
diseases.   I  have  shown  that  there  is  an  unappre- 
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ciated  interlocking  of  the  subject  in  investiga- 
tions during  1916.1 

Discussion  of  the  introductory  sentence  may 
be  well  illustrated  by  two  examples,  both  from 
a  metropolitan  city.  During  the  latter  part  of 
the  year  past,  statistics  were  published  showing 
that  the  high  cost  of  milk  was  responsible  for  a 
sudden  high  rate  of  infant  diarrhea.  With  a 
sudden  rise  from  a  maximum  of  71  weekly  for 
July,  the  first  week  in  August  showed  225.  The 
statistics  showing  a  shortage  of  and  a  change  to 
relatively  poorer  grades  of  milk  among  an  in- 
vestigated number  of  families  gave  evidence 
that  this  factor  was  the  cause  of  the  increased 
number  of  infant  diarrheas.  In  itself  there  is 
an  unfortunate  absence  of  data  of  the  investiga- 
tions, as  being  in  terms  of  those  having  diar- 
rheas, as  contrasted  with  those  who  did  not  and 
were  not  on  a  change  of  milk.  The  keynote  is 
the  following:  statistics  in  terms  of  yearly  and 
seasonal  frequency  would  have  brought  out  the 
following  points.  The  sharp  rise  of  1917  was 
but  one  week  later  in  time  to  a  similar  sharp 
rise  in  1916,  in  turn  paralleled  by  one  in  1915. 
During  then  the  months  of  August  and  Sep- 
tember, with  a  maximum  yearly  in  mid- August, 
the  deaths  in  1915  were  approximately  50% 
greater  than  in  1916,  and  somewhat  in  excess  in 
1917  over  1915.  On  record  that  1916  was  their 
lowest  for  years,  due  probably  to  quarantine 
procedures  for  poliomyelitis;  it  is  noteworthy 
that  from  mid-October,  1917,  on,  the  weekly 
record  was  much  better  than  that  for  1916. 
Now,  if  we  examine  the  weekly  record  of  the 
deaths  from  each  and  every  communicable  dis- 
ease for  the  three  years,  there  may  be  found 
one  other  disease  which  is  an  exact  parallel  by 
weeks  and  by  years,  namely,  whooping  cough. 
The  same  statistics  to  explain  whooping  cough 
would  be  untenable.  The  second  example  is 
more  recent,  giving  publicity  to  the  fact  that  a 
higher  rate  for  tuberculosis  in  1917,  after  two 
lower  years,  must  be  referable  to  the  food  sit- 
uation and  a  need  for  education  as  to  better 
food  ratios. 

If  now  we  examine  the  statistics  shown  by  me 
in  field  work  there  is  evidence  that  an  epidemic 
of  grippe  is  followed  by  a  frequency  of  polio- 
myelitis and  meningitis,  then  one  of  measles 
followed  by  diphtheria  and  whooping  cough. 
Secondly,  I  can  now  show  that  the  majority  of 
the  whooping  cough  cases  were  measles  cases  of 
the  recent  measles  epidemic.  Further,  that  the 
tuberculous  meningitis  under  age  five,  in  the 


majority  of  investigated  cases,  was  the  after- 
math of  a  recent  measles.  Lastly,  that  a  fre- 
quent finding  was  that  the  carriers  of  these  dis- 
eases were  eases  of  previous  years,  but  at  this 
time  apparent  cases  of  grippe.  If  we  chart, 
then,  our  deaths  from  the  communicable  dis- 
eases for  a  period  of  years  to  reach  a  similar 
year  period  of  an  epidemic,  they  may  be  made 
in  the  form  of  a  wheel  of  chance.  With  measles 
epidemic  in  this  city  in  1917,  a  similarly  severe 
epidemic  occurred  in  1906.  Having  the  fact 
that  a  frequency  of  grippe  or  influenza  rather 
regularly  preceded  the  measles  waves,  which 
confirmed  my  field  observations,  placing  grippe 


as  the  hub  and  following  it  with  measles,  there 
was  evident  a  wheel  of  certainty  of  the  waves 
of  infections,  with  one  exception.  The  grippe 
figures  for  1907  were  too  high  or  those  for  1908 
were  too  low.  Examination  of  the  deaths  for 
those  two  years  showed  that  14  of  the  15  in 
1907  were  over  age  40,  contrasted  with  6  of  the 
11  in  1908.  Inasmuch  as  pneumonia  and  influ- 
enza in  the  older  generations  were,  and  even 
now  frequently  are,  synonymous,  it  is  reasonable 
that  the  year  with  the  greater  proportion  of 
deaths  in  children  and  young  adults  from  the 
disease  was  the  year  of  greater  prevalence. 
With  1908  as  the  year  of  probable  greater 
prevalence,  there  is  a  very  regular  sequence  of 
grippe  and  meningitis,  followed  the  following 
year  by  measles  and  diphtheria,  whooping  cough 
and  infant  diarrhea  accompanying  generally 
the  measles.  There  is,  then,  more  than  a  sug- 
gestive interlocking  of  dependency  of  the  dis- 
eases ;  there  is  a  use  and  a  value  which  is  prac- 
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tical.  More  than  suggestive,  also,  are  the  re- 
sults of  such  practical  use  as  shown  by  the 
results  in  these  diseases  other  than  measles  for 
1917  in  terms  of  prevailing  previous  waves  of 
other  years.  There  is  evidence  further  that  the 
control  of  respiratory  diseases  in  general  may 
be  had  on  the  same  basis.  In  that  failure  to 
control  such  diseases  represents  one  of  the  most 
important  problems  facing  health  authorities,  I 
believe  that  investigation  of  similar  statistics 
will  give  the  essential  basis  for  control  of  tuber- 
culosis, for  example,  for  the  following  reasons, 
as  contrasted  with  the  statistics  of  food  ratios. 
During  and  following  an  epidemic  of  grippe,  a 
board  of  health  laboratory  is  flooded  with 
sputum  specimens  showing  streptococci  and 
tubercle  bacilli  in  previously  latent  or  in  early 
fresh  suspected  cases.  Secondly,  grippe  on 
tuberculosis  is  notoriously  fatal,  as  contrasted 
with  uncomplicated  tuberculosis,  which  is  easily 
rendered  latent.  Thirdly,  it  may  be  that  tuber- 
culous meningitis  and  tuberculous  pneumonia 
are  the  activation  of  a  latent  focus  by  measles. 
Such  statistics  offer  wide  opportunity  for  more 
good  work  by  the  statisticians  of  our  insurance 
companies  when  properly  carried  out.  Until  so 
reasonable  a  lead  is  disproven,  T  believe  that 
more  enlightenment  may  be  given  the  control 
of  tuberculosis  in  terms  of  both  past  and  pres- 
ent practice  than  by  any  statistics  of  varying 
conditions  existing  at  any  particular  time  in 
terms  of  personal  surroundings. 

It  is  said  that  we  are  in  an  age  of  reason.  If 
tradition  must  go,  it  is  possible  that  statistics 
based  on  reason  may  open  up  any  and  all  pre- 
viously unsolved  problems. 

REFERENCE. 

1  Lessons  from   the   Past   and   Possibilities  for  the    Future,  New- 
York  Medical  Journal,  May  19,  1917. 
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COLLEGE  OF  PHYSICIANS  OF  PHILA- 
DELPHIA. 

Meeting  of  Wednesday,  January  2.  1918,  at 
8  o'clock.  .  Dr.  Thomas  R.  Neilron  in  the 
Chair. 

italian  medical  acttvitles  ln  the  war. 

Dr.  Victor  G.  Heiser,  Director  of  the  East, 
International  Health  Board ;  Member  American 
Red  Cross  Commission  to  Italy :  It  is  generally 
understood  that  the  Italian  Army  consists  of  at 
least  4,000,000  men  and  that  the  number  of 
hospital  beds  is  approximately  1,000,000.  Just 
what  it  means  in  two  years  to  expand  a  country's 
hospital  service  to  these  huge  proportions  can 


be  better  appreciated  when  it  is  recalled  that  in 
the  entire  United  States,  with  a  population  al- 
most three  times  as  great  as  that  of  Italy,  there 
are  only  300,000  beds.  In  spite  of  this  vast 
achievement,  the  work  accomplished  by  the  Ital- 
ian medical  profession  since  the  beginning  of  the 
war  has  attracted  to  itself  but  little  attention  in 
this  country.  While  probably  none  of  the  Allies 
fighting  in  Europe  has  received  less  aid  other 
than  financial  help  from  outside  their  own  bor- 
ders, the  medical  men  of  Italy  almost  invariably 
were  loath  to  speak  of  their  achievements.  It 
was  characteristic  of  the  Italian  medical  service 
to  achieve  results  and  then,  perhaps,  talk  about 
them.  The  equipment  for  the  care  of  the  sick 
and  wounded  has  been  provided  almost  entirely 
in  Italy.  Mobile  hospitals  of  100-bed  capacity, 
which  can  be  taken  down  and  transferred  75 
miles  and  set  up  and  put  in  service  again  within 
24  hours,  are  in  use ;  the  entire  equipment  being 
transported  on  five  camions  (motor  trucks)  and 
three  touring  cars.  New  operations,  particu- 
larly in  dental  and  lung  surgery,  new  instru- 
ments without  number,  have  been  developed. 
The  Italian  medical  service  is  presided  over  by 
an  official  who  has  his  office  with  the  Minister 
of  War  at  Rome.  Under  the  chief  medical  officer 
there  is  stationed  with  each  army  a  principal 
medical  officer  who  has  almost  determining 
powers  in  directing  the  medical  work  of  the 
army  with  which  he  is  stationed.  The  care 
of  the  wounded  is  undertaken  jointly  by  the 
Italian  Red  Cross  and  the  Sanitare  Militare,  or 
Army  Medical  Service,  medical  aid  being  ren- 
dered through  the  following  seven  classes  of 
agencies:  . 

1.  The  Posti  Medicazione.  These  are  the  most 
advanced  dressing  stations  for  emergency  ser- 
vice, and  they  are  located  usually  m  dugouts  in 
trenches  very  close  to  the  front. 

2.  The  Sezione  Sanita.  These  are  located 
one  or  two  kilometers  behind  the  front,  are  dis- 
pensaries and  more  fully  equipped  than  the 
preceding. 

3.  Ambulancia  di  Montagna  are  located  from 
two  to  five  kilometers  behind  the  front ;  the  most 
advanced  point  reached  by  the  Italian  Red 
Cross. 

4.  The  Stazione  di  Sanita  are  somewhat 
larger  and  better  equipped  than  the  Ambulancia 
di  Montagna. 

5.  The  Ospedale  di  Campo,  or  Field  Hospit- 
als, are  at  accessible  points  somewhat  farther 
back;  of  500  bed  capacity  and  are  used  also  as 
distributing  center  where  cases  are  classified 
and  sent  to  various  special  hospitals. 

6.  Ospedale  di  Tappa  are  base  hospitals 
several  hundred  kilometers  behind  the  lines  with 
a  bed  capacity  of  from  20,000  to  40,000. 

7.  Ospedale  di  Reservo  are  institutions 
throughout  the  cities  of  Ttaly  which  have  been 
made  available  for  soldiers. 

For  each  army  there  are  a  number  of  large 
quarantine  stations  provided  with  steam  disin- 
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fecting  apparatus  or  sulphur-dioxide  chambers. 
Every  patient  before  admission  to  the  general 
hospitals,  and  all  prisoners,  are  passed  through 
stations  of  this  kind.  Hospitals  afforded  by  the 
Italian  Red  Cross  consist  largely  of  tourist 
hotels,  schools  and  other  buildings  adapted  to 
the  purpose ;  those  provided  by  the  medical  ser- 
vice consist  of  existing  army  hospitals,  military 
buildings,  or  entirely  new  structures.  The  latter 
are  usually  one-story  pavilions  about  14  feet 
high,  18  feet  wide,  of  any  desired  length,  con- 
structed of  angle  iron  placed  on  6-foot  centers, 
with  the  intervening  space  filled  in  with  hollow 
tile,  resembling  that  used  in  fireproof  construc- 
tion in  this  country.  The  roofs  are  also  of  tile. 
They  are  cheaper  than  tentage,  are  cool  in  sum- 
mer and  can  be  kept  warm  in  winter.  The  de- 
creased use  of  cavalry  has  made  available  large 
numbers  of  cavalry  barracks.  In  one  of  these 
at  Udine  a  single  ward  has  300  beds.  Hospitals 
are  being  located  increasingly  nearer  the  front 
and  in  most  unusual  places.  Thirty  or  forty 
feet  under  ground  and  directly  under  a  point 
where  a  battle  was  raging,  it  was  a  novel  ex- 
perience to  see  the  hospital  routine  in  good 
operating  rooms  and  wards,  supplied  with  arti- 
ficial ventilation  and  modern  hospital  equip- 
ment. On  the  other  extreme,  at  an  elevation  of 
6000  feet  in  the  Dolomites,  we  came  upon  a 
hospital  of  30  bed  capacity  hewn  out  of  the 
side  of  a  cliff.  The  two  sides  and  back  wall 
were  of  stone,  and  the  mountain  range  at  this 
point  was  so  narrow  that  through  a  hole  bored 
in  the  back  wall  of  the  hospital  it  was  possible 
to  look  into  the  Austrian  trenches  on  the  other 
side  of  the  mountain.  After  receiving  emer- 
gency treatment,  patients  were  sent  to  the  rail- 
head on  the  marvelous  teleferica,  which  often 
go  from  mountain-top  to  mountain-top  over 
chasms  thousands  of  feet  deep. 

Specialization  has  been  carried  to  a  high  de- 
gree ;  at  Udine  we  saw  1500  fracture  cases  in  a 
single  hospital ;  at  other  hospitals  we  saw  only 
gunshot  wounds  of  the  chest.  Professor 
Morelli  has  invented  an  improved  aspirator  for 
draining  fluid  from  the  chest.  Pressure  within 
and  without  the  lungs  can  be  accurately  read  on 
a  gauge,  and  through  the  development  of  spe- 
cial technic,  which,  among  other  things,  per- 
mits the  lungs  to  remain  collapsed  during  defi- 
nite periods,  he  has  been  able  to  produce  some 
startling  results  in  lung  surgery.  In  100  re- 
cently completed  cases  there  had  been  no  mor- 
tality, and  Professor  Morelli  believes  it  en- 
tirely feasible  to  keep  the  mortality  well  under 
five  per  cent,  in  all  gunshot  wounds  of  the 
chest. 

Practically  every  hospital  throughout  Italy 
has  one  or  more  x-ray  machines,  all  manufac- 
tured in  their  own  country.  The  smooth  or- 
ganization of  the  hospital  train  service  was  one 
of  the  most  striking  features  which  we  saw 
in  Italy.  Often  we  saw  a  train  back  into  a 
sidetrack  next  to  a  hospital,  take  on  board 
fully  350  wounded,  and  in  less  than  thirty  min- 


utes proceed  on  its  way.  Everything  worked 
with  clock-like  precision.  One  is  particularly 
impressed  by  the  amount  of  new  apparatus  in- 
vented to  meet  the  needs  of  war  cripples,  and 
almost  unbelievable  progress  has  been  made  in 
appliances  and  methods  for  the  reeducation  of 
lost  functions.  Great  stress  is  laid  upon  spe- 
cialized forms  of  physical  drill  for  rehabili- 
tating nerve  function,  and  remarkable  results 
were  shown  us.  Dr.  Guali,  at  the  Villa  Fiore, 
has  devised  excellent  improvements  in  artificial 
limbs,  also  a  clever  apparatus  for  registering 
the  pressure  of  the  artificial  foot.  At  other  in- 
stitutions, a  trade  suitable  to  the  individual  pa- 
tient is  taught.  Italy  has  established  huge  sta- 
tions for  the  return  of  her  soldiers  from  Salon- 
iki  and  Albania.  In  view  of  100,000  cases  of 
malaria  invalided  back,  the  importance  of  such 
quarantine  stations  is  manifest.  A  compara- 
tively small  amount  of  tuberculosis  has  been 
encountered  in  the  Italian  army,  but  it  is  said 
that  30,000  tubercular  Italian  prisoners  had 
been  returned  from  Austria.  The  x-ray  diag- 
nosis is  a  routine  procedure  in  this  disease. 
Among  other  activities  with  which  the  medical 
service  is  associated  is  an  active  reclamation  de- 
partment, which  provides  for  the  collection  and 
repair  of  articles  found  on  the  battle  field.  The 
very  general  employment  of  huge  tireless  cook- 
ers assures  to  the  soldier  absolutely  hot  meals, 
in  whatever  position  he  is.  Huge  shops  for  re- 
pairing these  cookers  form  part  of  the  system. 
The  prison  camps  at  the  front  consist  of  barbed 
wire  enclosures,  with  good  tents  and  excellent 
cooking  arrangements.  They  are  divided  into 
three  sections:  the  first  being  that  in  which  the 
prisoners  are  bathed,  their  clothing  disinfected ; 
in  the  second,  stools  specimens  are  taken  for 
cholera,  dysentery  and  typhoid.  After  three 
days  those  whose  stools  are  negative  are  sent 
into  the  third  section,  where  they  stay  until  sent 
to  the  interior.  For  the  officers,  houses  of  a 
semi-permanent  character  are  provided.  One  is 
greatly  impressed  by  the  kindliness  and  consid- 
eration shown  prisoners  of  all  classes.  The  food 
is  the  same  as  that  given  to  the  Italian  officer  or 
soldier  of  corresponding  grade.  No  work  is  re- 
quired of  officers.  No  actual  official  records  of 
venereal  disease  were  available.  The  disease  is 
stated  to  have  been  reduced  to  almost  negligible 
proportions.  A  complete  medical  school  has 
been  established  near  the  front  line  trenches. 
During  the  months  when  the  army  was  com- 
paratively inactive,  all  medical  students  in  the 
service  were  ordered  to  San  Giorgio  di  Nogaro. 
at  which  point  professors  from  various  medical 
schools  who  are  in  the  army,  also  assembled,  be- 
ing assigned  to  look  after  the  sick  in  the  vicin- 
ity. This  enabled  them  to  use  the  clinical  mate- 
rial for  the  benefit  of  the  students.  Finally,  it 
may  be  stated,  we  were  much  impressed  by  the 
excellent  care  given  the  wounded,  and  the  spirit 
of  service  manifested  by  the  medical  officers. 
They  were  on  duty  early  and  late,  and  a  wonder- 
ful fellowship  and  mutual  helpfulness  prevailed. 
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Skin  and  Venereal  Diseases.  The  Practical 
Medicine  Series.  Vol.  IX.  Edited  by  Oliver 
S.  Ormsby,  M.D.,  and  James  Herbert 
Mitchell,  M.D.  Series  1916.  Chicago :  The 
Year  Book  Publishers. 

"The  present  volume  is  one  of  a  series  of  ten 
issued  at  about  monthly  intervals  and  covering 
the  entire  field  of  medicine  and  surgery. ' '  This 
series  is  published  primarily  for  the  general 
practitioner,  but  at  the  same  time  the  arrange- 
ment in  several  volumes  enables  those  interested 
in  special  subjects  to  buy  only  the  parts  they 
desire.  The  volume  strives  to  present  as  far  as 
possible  the  more  important  yearly  contributions 
to  the  knowledge  of  cutaneous  medicine  and 
genito-urinary  diseases. 

Clinical  Lectures  on  Infant  Feeding.  Boston 
Methods.  By  Lewis  Webb  Hill,  M.D.,  Jun- 
ior Assistant  Visiting  Physician,  Children's 
Hospital,  Boston;  Alumni  Assistant  in  Pe- 
diatrics, Harvard  Medical  School.  Chicago 
Methods.  By  Jesse  Robert  Gerstley,  M.D., 
Instructor  in  Pediatrics,  Northwestern  Uni- 
versity Medical  School ;  Associate  Attending 
Pediatrician,  Michael  Reese  Hospital,  Chi- 
cago. Philadelphia  and  London:  W.  B. 
Saunders  Company.  1917. 

During  the  summer  of  1916  two  courses  of 
lectures  and  clinics  on  Pediatrics  were  given  to 
the  physicians  of  North  Carolina  under  the 
joint  auspices  of  the  University  of  North  Caro- 
lina and  the  State  Board  of  Health.  One  of 
them  was  given  by  Dr.  Lewis  "Webb  Hill  of  Bos- 
ton, the  other  by  Dr.  Jesse  R.  Gerstley  of  Chi- 
cago. Dr.  Hill  received  his  training  in  Boston, 
Dr.  Gerstley  in  Chicago  and  Germany.  Their 
points  of  view  and  their  teachings  on  infant 
feeding  and  allied  subjects  are,  therefore,  quite 
different.  They  thought  it  worth  while,  for 
these  reasons,  to  combine  their  lectures  in  one 
volume,  so  that  the  teachings  of  the  two  schools 
of  infant  feeding  might  be  readily  compared. 
They  state  in  their  preface  that  they  are  pre- 
sented in  a  spirit  of  cooperation  rather  than  of 
rivalry,  and  of  construction  rather  than  of  de- 
struction. 

Both  points  of  view  are  well  presented.  At 
the  first  glance  they  seem  radically  different,  but 
more  careful  analysis  shows  that  they  are  funda- 
mentally much  the  same,  and  that  many  of  the 
apparent  differences  are  simply  in  the  use  of 
terms  and  in  classification.  Being  a  member  of 
the  "Boston  School  of  Pediatrics,"  we  naturally 
feel  that  the  methods  advocated  by  Dr.  Hill  for 
meeting  the  various  problems  presented  are  su- 


perior to  those  advocated  by  Dr.  Gerstley,  who 
represents  another  "School."  We  are  inclined 
to  think,  however,  that  in  actual  practice,  the 
methods  adopted  by  the  two  would,  in  many  in- 
stances, not  be  very  different. 

We  are  glad  to  see  these  different  views  pre- 
sented together  between  the  same  covers  and  in 
such  a  friendly  spirit.  We  also  feel  sure  that  if 
pediatrists  would  quarrel  less  and  talk  infant 
feeding  over  more  in  a  mutual  spirit  of  respect 
and  tolerance,  there  would  be  found  to  be  much 
less  difference  of  opinion  than  there  now  appears 
to  be,  and  that  our  knowledge  of  the  subject 
would  be  materially  advanced. 

White  and  Martin's  Genito-Urinary  Surgery  and 
Venereal  Diseases.  By  Edward  Martin,  A.M., 
M.D.,  F.A.C.S.,  John  Rhea  Barton  Professor 
of  Surgery,  University  of  Pennsylvania;  Ben- 
jamin A.  Thomas,  A.M.,  M.D.,  F.A.C.S.,  Pro- 
fessor of  Genito-Urinary  Surgery  in  the  Poly- 
clinic Hospital  and  College  for  Graduates  in 
Medicine,  Instructor  in  Surgery,  University 
of  Pennsylvania ;  and  Stirling  W.  Moorhead, 
M.D.,  F.A.C.S.,  Assistant  Surgeon  to  the 
Howard  Hospital,  Philadelphia,  Pennsylvania. 
Illustrated  with  422  engravings  and  21  col- 
ored plates.  Tenth  edition.  Philadelphia  and 
London :  J.  B.  Lippincott  Company.  1918. 

The  first  edition  of  this  book  appeared  over 
twenty  years  ago  and  was  followed  by  eight  oth- 
ers which  answered  the  demands  made  for  them 
from  time  to  time.  The  present  edition — the 
tenth — appears  seven  years  after  its  immediate 
predecessor,  and  those  years  have  proved  years 
of  great  and  varied  progress  in  urological  knowl- 
edge and  attainment.  The  present  book,  ded- 
icated to  one  of  its  original  authors,  Dr.  J.  Wil- 
liam White,  now  dead,  has  been,  therefore,  prac- 
tically rewritten  to  meet  the  changed  conditions 
at  this  time. 

Changes  in  the  treatment  of  syphilis  by  the 
more  modern  methods  have  been  thoroughly  dis- 
cussed and  the  authors'  sensible  and  conserva- 
tive ideas  have  been  carefully  and  fully  ex- 
pounded. The  modern  laboratory  knowledge 
pertaining  to  urological  affections  of  all  sorts 
has  been  incorporated  into  various  sections  of 
the  book ;  and  vaccines,  renal  tests,  electrical 
treatment  of  bladder  tumors,  modern  prostatic 
operations — are  a  few  of  the  many  more  recent, 
advances  in  urological  knowledge  which  have 
been  given  thorough  and  prolonged  considera- 
tion. 

The  book  is  the  last  word  as  a  urological  text- 
book at  the  present  time.  It  contains  much  of 
Dr.  Martin's  charm  as  a  writer  of  English,  and 
is  a  most  worthy  successor  to  the  volumes  which 
preceded  it.  The  publishers  have  produced  the 
book  in  a  manner  worthy  of  its  importance. 
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THE  CONTROL  OF  VENEREAL  DISEASES 
IN  MASSACHUSETTS. 

"I  began  to  be  interested  in  the  problem  of 
venereal  disease  some  thirty  years  ago,  when  I 
became  convinced  that  the  spread  of  sex  dis- 
eases, if  unchecked,  would  bring  about  the 
downfall  of  our  race."  With  these  words,  Dr. 
Charles  W.  Eliot,  speaking  to  the  Committee  on 
Public  Health  of  the  House  of  Representatives 
of  Massachusetts,  testified  to  his  belief  in  the 
importance  of  the  program  set  forth  by  the 
Massachusetts  Board  of  Health.  Army  and 
Navy  men,  clergymen,  representatives  of  the 
Federation  of  Women's  Clubs  and  of  the  Mas- 
sachusetts Medical  Society,  expressed  their  con- 
viction that  this  program  should  be  supported. 
The  document  upon  which  the  hearing 
was  held  (House  No.  1320),  and  which 
is  published  in  part  in  another  column 
of  this  issue  of  the  Journal,  provides  for 
the  appropriation  of  $30,000  for  the  establish- 


ment of  new  clinics  or  the  support  of  those  al- 
ready established  throughout  the  State  for  the 
diagnosis  and  treatment  of  venereal  disease,  for 
the  education  of  the  public  in  regard  to  these 
diseases,  and  for  the  printing  of  instruction 
sheets  and  blanks  used  in  reporting  such  cases. 

The  campaign  against  syphilis  and  gonorrhea, 
planned  by  the  Board  of  Health,  is  primarily 
a  war  measure,  taken  in  accordance  with  the 
request  of  the  National  Committee  of  Defense. 
Slowly  and  unostentatiously,  with  a  beginning 
which  antedated  the  war,  the  foundation  for 
this  work  has  been  laid.  The  situation  created 
by  the  war — the  very  real  danger  to  our 
troops  from  infectious  sources  outside  the 
"safety"  zone  which  surrounds  each  canton- 
ment— has  made  possible  the  immediate  launch- 
ing of  a  far  more  ambitious  campaign.  The  al- 
ready partly  dissipated  mist  of  public 
prudery  which  shrouded  this  question  has  sud- 
denly been  swept  away. 

No  medical  man  who  has  at  heart  the  inter- 
ests of  public  health  can  be  opposed  to  a  plan 
so  comprehensive  and  at  the  same  time  so  sane 
and  moderate  as  this  of  the  Board  of  Health. 
Whether  it  will  succeed  or  not  depends  directly 
upon  the  whole-hearted  cooperation  of  the  med- 
ical profession.  Here  is  an  opportunity  for 
service  for  those  who  are  not  in  khaki  or  navy 
blue.  "Before  the  war,"  said  Dr.  Eliot,  "the 
incidence  of  venereal  disease  in  the  United 
States  Regular  Army  was  more  than  five  times 
as  great  as  that  in  the  German  Army.  Must 
we  admit  that  autocracy  is  more  efficient  than 
democracy?"  The  approval  by  the  Legislature 
of  this  plan  and  the  loyal  support  of  its  prin- 
ciples by  the  medical  profession  will  go  far  to- 
ward demonstrating  that  in  democracy  lies  the 
power  to  do  great  things. 


IMMUNIZATION  AGAINST  TYPHUS 
FEVER. 

Although  the  sanitary  progress  of  most  civi- 
lized communities  has  succeeded  in  eradicat- 
ing many  of  the  scourges  still  very  common 
not  so  many  years  ago,  most  of  these  diseases, 
especially  typhus  fever,  flourish  under  such  ad- 
verse conditions  as  follow  military  or  other 
devastations.  In  Mexico,  and  particularly  in 
Serbia,  until  cleared  by  the  American  medical 
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expeditions,  there  has  been  a  great  deal 
of  this  disease.  The  recent  discovery  that  the 
so-called  Brill's  disease  was  but  a  milder  type 
of  typhus  fever  shows  that  the  disease  may  still 
crop  out  anywhere.  But  there  is  no  reason  why 
these  mild  cases,  if  overlooked,  cannot  give  rise 
to  severe  infections  in  others.  The  identity  of 
the  organism  concerned  in  the  causation  of  ty- 
phus fever  was  not  known  until  the  isolation 
of  an  organism  from  typhus  cases  occurring 
here,  by  Plotz,  and  named  the  Bacillus  typhi 
exanthematici.  However,  before  an  organism 
associated  with  the  etiology  of  a  disease  can  be 
said  to  be  the  specific  agent  of  that  disease,  it 
must  carry  out  the  requirements  of  Koch's  pos- 
tulate, that  is,  be  isolated  in  pure  culture,  cause 
the  disease  when  introduced  into  the  organism 
and  be  recovered  therefrom  in  pure  culture. 
Besides,  the  natural  sequence  of  the  discovery 
of  what  is  believed  to  be  the  specific  organism 
in  a  disease  is  the  attempt  to  produce  immuni- 
zation against  the  disease  and  its  treatment 
serologically.  To  this  end  the  experiments  car- 
ried out  by  the  Hygienic  Laboratory  are  inter- 
esting, but  they  do  not  determine  whether  this 
organism  is  the  sole  specific  cause  of  typhus, 
even  though  it  is  isolated  from  the  blood  of  ty- 
phus cases.  The  experiments  represented  four 
strains  of  the  Bacillus  typhi  exanthematici  taken 
from  cases  of  Mexican  typhus.  Living  and  dead 
organisms  were  injected  into  rhesus  monkeys — 
into  half  of  the  monkeys  in  the  experiment 
were  injected  the  living,  and  into  the  other  half 
the  dead,  organisms.  It  was  found  that  neither 
the  dead  nor  the  living  organisms  caused  any 
reaction  in  the  monkeys.  The  injections  were 
made  intraperitoneally  at  suitable  intervals, 
and  after  about  12  days  injections  of  virulent 
typhus  blood  were  made  into  vaccinated  and 
unvaccinated  animals,  the  latter  as  controls.  In 
most  of  the  vaccinated  animals  the  typhus  re- 
action, while  present,  was  somewhat  later  in 
arriving  than  in  the  unvaccinated  ones,  al- 
though what  significance,  if  any,  this  fact  has, 
is  hard  to  say.  The  control,  unvaccinated,  mon- 
keys, however,  reacted  quickly  to  the  typhus 
virus,  while  the  known  immune  animals  did  not 
react  at  all  to  the  virulent  typhus  blood.  (Pub- 
lic Health  Reports,  June  1,  1917.)  Neverthe- 
less, the  failure  to  produce  immunity  with  an 
organism  about  whose  specificity  there  is  no 
doubt,  is  not  unusual,  especially  where  there  is 
a  number  of  strains  that  enter  into  the  etiology 
of  a  disease,  as  is  the  case  with  typhus  fever. 


Wherever  there  is  a  number  of  strains  con- 
cerned in  the  causation  of  a  disease,  failure  is 
naturally  very  likely  to  occur  unless  the  exact 
strain  of  organism  is  employed  in  the  produc- 
tion of  vaccines  or  sera  that  is  concerned  in  the 
causation  of  the  particular  disease  case  in  ques- 
tion. 


MEDICAL  NOTES. 

SUPPLEMENTARY  LIST  OF  MASSACHUSETTS 
PHYSICIANS  IN  THE  SERVICE  OP  THE  ARMY, 
NAVY  AND  RED  CROSS  UP  TO  MARCH  1,  1918. 

(Original  list  published  in  the  Journal  of  March 
14,  1918,  compiled  by  the  Massachusetts  State  Com- 
mittee, Council  of  National  Defense,  Medical  Section, 
of  those  who  had  accepted  commissions  previous  to 
Feb.  1,  1918.) 

*  Honorably  discharged. 

t  Honorably  discharged  to  enter  Regular  Army 
Medical  Corps. 


Akerly,  Arthur  W.  K  Boston 

Ayer,  James  B  Boston 

Balch,  Franklin  G  Boston 

Barrow,  Allen  R.,  Naval  Reserve  ...Chelsea 

Berry,  Frank  B  Cambridge 

Blair,  Orlando  R.,  Navy   Springfleld 

Blood,  George  W  Fall  River 

*Browne,  William  E  Boston 

Burke,  John  R  Boston 

*Byrne,  William  R  Framingham 

Chalfen,  Samuel  E  Cambridge 

Clark,  Millard  C  Lawrence 

Cline,  Samuel,  Naval  Reserve  Roxbury 

Corcoran,  George  B.,  Naval  Reserve  . .  West  Sp'fl'd. 

Cox,  Thomas  Fall  River 

Crofton,  George  H  Worcester 

Crothers,  Bronson   Cambridge 

Curran,  George  L.  North  Adams 

Dalton,  Stephen  J  Marlboro 

*Davis,  Charles  H  Hamilton 

*Dillenback,  Emil  U  Springfield 

Donovan,  Jeremiah  J  Roslindale 

Doucet,  Charles  S  Lowell 

Dwyer,  John  E.,  Jr  Cambridge 

Falk,  Jacob  B  Boston 

Fennessey,  John  F  Dorchester 

Fogg,  Neil  Augustus  Boston 

French,  Leland  M.,  Naval  Reserve  . .  Worcester 

Galvin,  Augustus  H  Springfield 

Gillespie,  Norman  W  Boston 

Godvin,  Bernard  A  Boston 

Goodpasture,  Ernest  W.,  Naval  Res.  Boston 

Gray,  Horace   Boston 

Hamilton,  Albert  J.  A..  Naval  Res.  Boston 

Hardy,  Wilbert  C  Boston 

Harriman,  Frank  E  Worcester 

Healy,  Thomas  R.,  Naval  Reserve  . . .  Newburyport 

Hoffman  Morris  Boston 

Hodgkins  Edward  M  Dorchester 

Hubbard,  Joshua  C  Boston 

Ireland,  Allen  G.,  Naval  Reserve  . . .  Arlington 

Jacobson,  Victor  C  Boston 

Jennings,  Curtis  H.,  Naval  Reserve  .  Fitchburg 

Joslin,  Elliott  P  Boston 

Kau,  En  Young  Boston 

King,  Alfred  E  Watertown 

Lacey,  Walter  H  Boston 

La  Liberty  Elie  J  pan  River 

Lanman,  Thomas  H  Boston 

LeClair,  Hormidas  H.,  Naval  Reserve  New  Bedford 

Lyon,  Arthur  B  Boston 

McCann,  Charles  D  Brockton 

McConnell,  David  J  Greenfield 
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.  Hingham 

.  Roxbury 

Newton,  William  C.,  Naval  Reserve 

.  Revere 

.  Cambridge 

.  Boston 

.  Boston 

.  Boston 

.  Arlington 

.  Boston 

Quirk,  Thomas  C,  Naval  Reserve  . . 

.  Watertown 

.  Lynn 

Riordan,  Arthur  H.,  Naval  Reserve 

.  Indian  Orchard 

.  New  Bedford 

.  Boston 

.  Jamaica  Plain 
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.  Brockton 

.  Webster 

.  Jamaica  Plain 

.  Boston 

.  Boston 

. .  Kingston 

.  Wollaston 

Tomb,  Everett  H  

.  Cambridge 

Trickey,  Charles  T.,  Naval  Reserve  Tewksbury 

Turner,  Ralph  W  

. .  Boston 

. .  Boston 

Ward,  John  C  

. .  Worcester 

. .  Boston 

Willey,  Walter  B.,  Jr  

. .  Brighton 

. .  Boston 

. .  Dedham 

I 


Bulletin  op  the  Canadian  Army  Medical 
Corps. — The  Bulletin  of  the  Canadian  Army 
Medical  Corps,  a  new  medical  paper  issued 
from  the  office  of  the  Dominion  Medical  Service, 
has  just  appeared,  and  promises  much  interest. 
The  issue  for  March  contains  original  articles 
chiefly  concerning  the  diseases  most  prevalent 
in  the  war,  a  report  of  the  proceedings  of  Clin- 
ical Societies  of  the  C.  A.  M.  C,  administrative 
notes,  and  Corps  news. 

Major  J.  D.  Morgan  contributes  an  article  on 
"Spur-like  Formations  of  Bone  Following  Am- 
putation"; Major  F.  B.  Bowman  describes  a 
new  disease  known  as  "Trench  Mouth";  Major 
I.  J.  Rhea  and  Captain  R.  H.  Malone  present 
"Studies  on  Streptococci  Recovered  from  Sick 
and  Wounded  Soldiers  in  France";  Captain 
A.  B.  Jackson  treats  of  "The  Importance  of  the 
Early  Diagnosis  of  Syphilis";  Captain  A.  B. 
James  has  written  an  article  on  "An  Abortive 
Treatment  for  Gonorrhea." 

Plague  in  Nankin. — Report    from  Pekin, 

Thursday,  March  21,  states  that  fifteen  deaths 

from  the  plague  have  occurred  at  Nankin, 
China. 


WAR  NOTES. 

Camp  Health  Better. — Continued  improve- 
ment of  health  conditions  in  the  Army  camps 
and  cantonments  in  the  United  States  is  shown 
in  the  report  of  the  Surgeon-General  for  the 
week  ending  March  1.  The  death  rate — 6.6  per 
1000 — is  the  lowest  recorded  since  Nov.  16, 
1917.  Pneumonia  continues  to  decline  in  all  the 
camps. 

Woman  Physician  is  Appointed  to  Service 
in  France. — Dr.  Alfreda  B.  Withington  of 
Pittsfield,  a  practising  physician  of  that  city  for 
the  past  twenty  years,  is  to  enter  active  service 
under  appointment  of  Major  Grayson  M.-P. 
Murphy,  former  head  of  the  French  Red  Cross 
Commission,  and  will  report  for  duty  in  France 
in  connection  with  tuberculosis  work  carried  on 
under  the  combined  auspices  of  the  Red  Cross 
and  the  Rockefeller  Foundation.  She  expects 
to  sail  shortly. 

Dr.  Withington  for  years  has  been  secretary- 
treasurer  of  the  Red  Cross  in  Berkshire  County 
and  active  in  keeping  its  appeals  before  the  pub- 
lic. Through  her  leadership  many  thousands  of 
dollars  have  been  raised  in  western  Massachu- 
setts for  Red  Cross  work. 

Dr.  Withington  from  the  beginning  has  been 
identified  with  the  Pittsfield  Anti-Tuberculosis 
Association,  which  maintains  a  tuberculosis 
camp  in  West  Pittsfield.  She  has  been  on  the 
hospital  staff  of  the  House  of  Mercy  since  1902, 
and  is  a  member  of  the  Berkshire  County  Med- 
ical Society.  Her  specialization  in  tuberculosis 
practice  equips  her  for  the  service  abroad — a 
service  that  is  growing  in  importance  with  the 
development  of  the  war.  She  served  for  one 
season  (1907)  with  Dr.  Grenfell  in  Labrador. 

A  graduate  of  Cornell  University,  where  she 
took  a  post-graduate  course,  and  of  the  Wo- 
man's Medical  College  in  New  York,  Dr.  With- 
ington later  took  special  courses  in  the  hospitals 
in  Prague  and  Dresden. 

Medical  Awards  op  the  Victoria  Cros?. — 
Announcement  is  made  of  the  following  awards 
of  the  Victoria  Cross  to  medical  officers  in  the 
British  Service: 

"Capt.  Noel  Godfrey  Chavasse,  V.C.,  M.C., 
late  R.A.M.C.,  attd.  L'pool  R, 

For  conspicuous  bravery  and  devotion  to  duty 
when  in  action. 

Though  severely  wounded  early  in  the  action 
whilst  carrying  a  wounded  soldier  to  the  dress- 
ing station,  Capt.  Chavasse  refused  to  leave  his 
post,  and  for  two  days  not  only  continued  to 
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perform  his  duties,  but  in  addition  went  out  re- 
peatedly under  heavy  fire  to  search  for  and  at- 
tend to  the  wounded  who  were  lying  out. 

During  these  searches,  although  practically 
without  food  during  this  period,  worn  with 
fatigue  and  faint  with  his  wound,  he  assisted  to 
carry  in  a  number  of  badly  wounded  men,  over 
heavy  and  difficult  ground. 

By  his  extraordinary  energy  and  inspiring  ex- 
ample, he  was  instrumental  in  rescuing  many 
wounded  who  would  have  otherwise  undoubt- 
edly succumbed  under  the  bad  weather  condi- 
tions. 

This  devoted  and  gallant  officer  subsequently 
died  of  his  wounds." 

"T.  Capt.  Harold  Ackroyd,  M.C.,  M.D.,  late 
R.A.M.C.,  attd.  R.  Berks  R. 

For  most  conspicuous  bravery.  During  recent 
operations  Capt.  Ackroyd  displayed  the  greatest 
gallantry  and  devotion  to  duty.  Utterly  regard- 
less of  danger,  he  worked  continuously  for  many 
hours  up  and  down  and  in  front  of  the  line, 
tending  the  wounded  and  saving  the  lives  of 
officers  and  men.  In  so  doing,  he  had  to  move 
across  the  open  under  heavy  machine  gun,  rifle 
and  shell  fire.  He  carried  a  wounded  officer  to 
a  place  of  safety  under  very  heavy  fire.  On  an- 
other occasion  he  went  some  way  in  front  of  our 
advanced  line  and  brought  in  a  wounded  man 
under  continuous  sniping  and  machine-gun  fire. 

His  heroism  was  the  means  of  saving  many 
lives,  and  provided  a  magnificent  example  of 
courage,  cheerfulness,  and  determination  to  the 
fighting  men  in  whose  midst  he  was  carrying 
out  his  splendid  work. 

This  gallant  officer  has  since  been  killed  in 
action. " 

The  following  award  of  the  Albert  Medal  is 
also  announced : 

"The  King  has  conferred  the  Decoration  of 
the  Albert  Medal  on  Surgeon  Probationer  Rob- 
ert Sydney  Steele  Smith,  R.N.V.R.,  in  consid- 
eration of  the  gallant  services  rendered  by  him. 
He  was  medical  officer  of  one  of  H.M.  ships 
which  was  torpedoed  by  an  enemy  submarine. 
"When  the  enemy  torpedo  struck  the  ship  Sur- 
geon Probationer  Smith  was  in  the  wardroom 
aft  with  the  1st  Lieutenant.  The  explosion 
wrecked  the  wardroom  and  rendered  the  1st 
Lieutenant  unconscious.  All  other  exits  being 
blocked,  Surgeon  Probationer  Smith  piled  the 
wrecked  furniture  under  the  skylight,  and  got 
the  1st  Lieutenant  through  this  on  deck.  He 
then  attended  to  a  petty  officer  who  was  lying 
on  deck  with  a  broken  arm  and  leg,  adjusted 
and  blew  up  his  life-belt,  and  after  doing  the 
same  for  the  1st  Lieutenant,  got  him  overboard 
as  the  ship  was  then  foundering.  The  1st  Lieu- 
tenant was  by  then  partly  conscious,  but  was 
again  stunned  owing  to  an  explosion  when  the 
vessel  foundered,  and  when  he  was  picked  up  by 
the  boat  he  was  apparently  dead.  Surgeon  Pro- 
bationer Smith  applied  artificial  respiration  un- 
til the  1st  Lieutenant  showed  signs  of  life ;  he 


afterwards  attended  to  the  injured  in  the  boat 
so  far  as  circumstances  allowed,  until  they  were 
picked  up  43  hours  later." 

War  and  Birth  Rate. — For  the  past  four 
weeks  the  natural  increase  of  population — the 
excess  of  births  over  deaths — in  London  has 
stopped.  Last  week,  according  to  the  Registrar- 
General,  the  deaths  numbered  1804  and  the 
births  1491,  an  excess  of  313  deaths.  In  Ger- 
many the  population  figures  show  a  serious 
death  rate.  According  to  the  latest  published 
by  the  Registrar-General,  only  282  children 
were  born  in  Berlin  during  one  week,  while  451 
people  died.  In  Hamburg  the  deaths  were  thrice 
the  number  of  births,  and,  taken  together,  Ber- 
lin, Hamburg,  Leipzig,  Cologne,  Dresden,  and 
Breslau  show  twice  as  many  deaths  as  births. 

Declining  Birth  Rate  in  Scotland. — The 
Registrar-General  for  Scotland,  in  his  quarterly 
report,  states  that  the  births  of  26,172  living 
children  were  registered  in  Scotland  during  the 
second  quarter  of  the  year  1917.  These  births 
are  804  more  than  in  the  previous  quarter,  but 
3756  fewer  than  in  the  second  quarter  of  1916. 
It  is  the  smallest  number  of  births  registered  in 
any  second  quarter  since  1856.  The  birth  rate 
for  the  quarter  is  21.6  per  thousand,  being  0.4 
above  that  for  the  previous  quarter,  but  3.4  be- 
low that  for  the  second  quarter  of  1916,  and  5.1 
below  the  mean  of  the  rates  for  the  correspond- 
ing quarters  of  the  past  five  years.  With  the  ex- 
ception of  the  fourth  quarters  of  1915  and  1916, 
and  the  first  quarter  of  this  year,  it  is  the  low- 
est quarterly  birth  rate  ever  recorded  in  Scot- 
land. Of  the  26,172  children  whose  births  were 
registered,  13,312  were  male,  and  12,860  female, 
the  ratio  of  male  to  female  births  being  thus 
103.5  to  100.  In  the  previous  quarter  this  ratio 
was  106.7,  and  in  the  second  quarter  of  1916, 
105.7. 

Harvard  Men  in  Ambulance  Work. — Har- 
vard has  a  wide  lead  over  all  other  colleges  in 
the  membership  list  of  the  American  ambulance 
field  service  when  it  was  formally  taken  over  by 
the  United  States  Army  recently.  Of  the  1890 
college  men  who  served  as  ambulance  drivers, 
Harvard  provided  311.  Yale  was  second,  with 
192  and  Princeton  third  with  190.  Dartmouth 
came  fourth  with  122  men,  and  Technology  fur- 
nished 39. 

Meeting  op  the  German  Medical  Associa- 
tion.— The  first  general  meeting,  since  the  war, 
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of  the  German  Medical  Association,  was  held  in 
Leipzig  on  September  22  and  23,  1917.  It  was 
stated  that  about  24,000  German  doctors  were 
engaged  on  war  work,  and  that  about  1000 
had  fallen  in  the  field.  The  attacks  of  the  in- 
surance societies  on  the  medical  profession,  and 
the  prospect  of  loss  of  independence  by  the  adop- 
tion of  a  state  medical  service  were  discussed. 
Bitter  conflicts  with  the  insurance  societies  after 
ihe  war  were  foreshadowed.  With  regard  to  the 
establishment  of  dispensaries  for  the  treatment 
of  venereal  disease,  it  was  agreed  that  the  med- 
ical profession  should  be  adequately  repre- 
sented. Unanimity  was  also  shown  in  a  resolu- 
tion calling  for  higher  remuneration  in  every 
branch  of  the  medical  profession,  in  view  of  the 
depreciation  of  the  currency. 

Birth  Rate  in  Germany. — Statistics  for  the 
year  1916  of  the  twenty-six  German  towns  with 
a  population  of  over  200,000  each  show  a  decline 
of  38.3%  in  the  birth  rate  as  compared  with 
1914.  The  figures  for  August  and  September, 
1916,  were,  however,  better  than  for  the  pre- 
ceding July,  a  result,  it  is  supposed,  of  the 
facilities  given  to  soldiers  for  Christmas  leave. 

BOSTON  AND  MASSACHUSETTS. 

"Week's  Death  Rate  in  Boston. — During 
the  week  ending  March  30,  the  number  of 
deaths  reported  was  250,  against  277  last  year, 
with  a  rate  of  16.62,  against  17.86  last  year. 
There  were  35  deaths  under  one  year  of  age, 
against  44  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were:  diphtheria,  100;  scarlet  fever, 
27 ;  measles,  227 ;  whooping  cough,  53 ;  typhoid 
fever,  1;  tuberculosis,  57. 

Included  in  the  above  were  the  following 
cases  of  non-residents:  diphtheria,  35;  scarlet 
fever,  4;  measles,  2;  tuberculosis,  9. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 1 ;  scarlet  fever,  1 ;  measles,  8 ;  whooping 
cough,  3;  tuberculosis,  18. 

Included  in  the  above  were  the  following  non- 
residents: diphtheria,  1;  scarlet  fever,  1; 
measles,  2;  tuberculosis,  2. 

Dispensary  Fund  above  $52,000— The  Bos- 
ton Dispensary  has  raised  more  than  the  neces- 
sary fund,  according  to  figures  reported  by  the 
campaign  committee.  At  least  $51,000  have  been 
secured  in  cash  and  pledges,  and  there  are  many 
subscriptions  of  small  sums  yet  to  come  in.  It 


is  probable  that  the  fund  may  reach  $60,000  or 
more  when  the  final  figures  are  prepared. 

Hospital  Bequests. — The  will  of  the  late 
Zabdiel  Adams  "Willard  of  Brookiine,  Mass., 
was  filed  on  March  20,  for  probate  in  the  Nor- 
folk County  Court  at  Dedham,  Mass.  After 
providing  for  several  personal  beneficiaries,  the 
will  assigns  one-quarter  of  the  income  and  ulti- 
mately of  the  principal  of  the  residuary  estate, 
each  to  the  New  England  Hospital  for  Women 
and  children,  and  to  the  Boston  Dispensary. 

By  the  will  of  the  late  Henry  A.  Willis  of 
Fitchburg,  the  Burbank  Hospital  receives  the 
sum  of  $10,000  to  establish  free  beds  in  the 
donor's  name. 

The  will  of  the  late  Miss  Adele  G.  Thayer  of 
Boston  makes  a  bequest  of  $25,000  to  the  Con- 
valescent Home  of  the  Children's  Hospital  in 
Wellesley,  and  also  one  of  $10,000  to  the  Chil- 
dren's Hospital. 

By  the  recently  probated  will  of  the  late 
Mrs.  Anna  W.  Sanborn  of  Boston  and  Rock- 
port,  the  Floating  Hospital,  Boston,  receives 
$300;  the  L.  M.  Haskins  Hospital  of  Rockport 
receives  $300  also. 

Dr.  John  A.  Gordon  of  Quincy  makes  a  be- 
quest of  $2000  to  the  Quincy  City  Hospital ;  the 
Harvard  Medical  alumni  fund  receives  $200, 
also  the  Quincy  Day  Nursery. 

Associated  Health  Boards  Dine  in  Lynn. — 
The  Associated  Boards  of  Health  of  the  North- 
eastern District  of  Massachusetts  held  their  an- 
nual meeting  recently  at  the  Hotel  Seymour  in 
Lynn.  Mayor  Creamer;  Dr.  Fritz  B.  Talbot, 
appointed  a  short  time  ago  to  the  commission  for 
conservation  of  child  life;  Dr.  Lyman  A.  Jones, 
of  the  State  Department  of  Health ;  and  Dr. 
John  S.  Hitchcock,  of  the  Department  of  Com- 
municable Diseases,  were  the  speakers. 

The  following  officers  were  elected :  President, 
Dr.  George  B.  Fenwick  of  Chelsea;  vice-presi- 
dent, Dr.  George  F.  Lennon  of  Haverhill;  secre- 
tary and  treasurer,  Dr.  Clarence  W.  Horton  of 
Swampscott;  directors,  Dr.  Walter  W.  Kings- 
bury of  Maiden,  Dr.  J.  A.  Jonness  of  Rockport, 
and  Dr.  Loring  Grimes  of  Swampscott. 

Reports  op  Baby  Hygiene  Association. — Re- 
ports of  the  work  done  by  the  Baby  Hygiene 
Association  for  the  year  1917,  presented  by  the 
director,  Dr.  J.  Herbert  Young,  at  a  recent 
meeting  of  the  trustees,  showed  that  55,721  ba- 
bies were  cared  for,  compared  with  49,532  in 
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1916,  an  increase  of  10%.  With  one  exception, 
all  stations  began  the  present  year  with  a 
larger  registration  than  previously. 

"The  number  of  visits  of  babies  to  conference 
was  31,631,  an  increase  of  14%  over  1914,  not- 
withstanding an  increase  of  4%  in  number  of 
conferences  held.  A  comparison  of  the  years 
1915  and  1917,  shows  in  1917  an  increase  in 
number  of  babies  cared  for  of  16%,  in  confer- 
ence attendance  24%,  and  nurses'  visits  29%. 
This  demonstrates  that  medical  and  nursing 
supervision  is  more  than  keeping  pace  with 
growth. 

The  number  of  babies  cared  for  up  to  their 
first  birthday  has  been  increased  over  last  year, 
and  the  average  length  of  supervision  was  seven 
months.  As  the  aim  of  the  Association  is  not 
to  treat  sick  babies  but  to  keep  babies  well,  the 
steady  fall  in  morbidity  is  most  gratifying." 

Essex  County  Tuberculosis  Hospital. — It 
is  announced  that  work  is  well  in  progress  on 
the  new  Essex  County  Tuberculosis  Hospital, 
which  is  under  construction  at  Middleton,  Mass. 
This  hospital,  which  is  being  built  in  accord- 
ance with  legislative  enactment,  will  have  the 
expense  of  its  construction  and  maintenance 
proportionately  borne  by  all  the  cities  and  towns 
of  Essex  County,  with  the  exception  of  Haver- 
hill, Lawrence,  Lynn,  Newburyport,  and  Sa- 
lem, which  have  already  made  separate  provi- 
sion for  the  care  of  their  consumptives. 

"The  building,  which  will  not  be  completed 
before  fall,  will  be  780  feet  in  length,  and  is 
divided  into  a  central  section  and  two  wings. 
The  wings  are  for  patients,  and  are  each  317 
feet  long.  The  administration  building  is  in  the 
front  center,  and  is  60  by  45  feet.  Back  of  that 
is  the  dining-room,  40  by  47  feet,  with  seating 
capacity  for  112  persons.  Still  further  back  is 
the  service  building,  40  by  60  feet,  where  will 
be  located  the  kitchen,  bakery,  cold  storage  plant 
and  other  annexes  of  public  institutions,  and  in 
the  upper  story  the  dormitories  for  the  female 
help. 

On  the  first  floor  of  the  administration  build- 
ing will  be  located  the  staff  offices  with  the  staff 
bedrooms  on  the  second  floor  and  the  nurses' 
rooms  on  the  third  floor.  There  will  be  104  beds 
in  the  two  dormitories  for  patients.  Additions 
can  be  made  if  necessary  in  the  future. 

The  building  will  be  of  hollow  tiles  and  stucco 
with  slate  roof. 

The  first  floor  is  at  an  elevation  of  176  feet 
above  sea  level,  while  the  hill  in  front  of  the 
hospital  is  220  feet  elevation,  and  is  crowned 
with  a  pine  grove." 

Diphtheria  at  Wakefield. — Report  from 
Wakefield  on  March  25  states  that  within  the 
preceding  ten  days  14  new  cases  of  diphtheria 


were  discovered  in  that  town,  and  that  three 
have  already  proved  fatal. 

Plans  for  Crane  Sanatorium. — It  is  an- 
nounced that  the  attempt  will  be  made  to  raise  a 
fund  of  $100,000,  of  which  $20,000  have  already 
been  subscribed,  for  the  completion  of  the  Crane 
Sanatorium  at  Rutland,  Mass.,  whose  founda- 
tions have  already  been  laid.  It  is  intended  that 
this  sanatorium  shall  be  administered  without 
profit.  Contributions  for  the  fund  may  be  sent 
to  Leonard  W.  Cronkhite,  Merchants  National 
Bank,  Boston. 

NEW  ENGLAND  NOTES. 

Hospital  Fire  at  Middletown,  Conn. — A 
fire  in  the  west  wing  of  the  Connecticut  Hos- 
pital, at  Middletown,  Conn.,  resulted  in  the 
death  of  two  patients,  with  two  others  missing. 
The  damage  to  the  building  is  estimated  at 
about  $200,000. 

Control  of  Disease  in  Penal  and  Char- 
itable Institutions  in  Rhode  Island. — On 
March  8  the  following  act  in  amendment  of  the 
existing  "Act  to  Provide  for  the  Supervision, 
Administration,  and  Control  of  Charitable  and 
Penal  Institutions"  was  passed  by  both  branch- 
es of  the  Rhode  Island  General  Assembly.  The 
amendment  consists  in  the  addition  of  Article  4, 
entitled  "Of  the  Public  Health." 

"Section  1.  In  exercising  the  power  and  au- 
thority to  provide  for  the  care  of  the  physical 
welfare  of  the  inmates,  prisoners,  patients,  and 
pupils  in  the  several  institutions  under  its  con- 
trol, and  for  the  protection  of  the  public  health, 
the  Penal  and  Charitable  Commission  shall  fur- 
nish all  necessary  medical  aid  and  attention, 
and  shall  take  all  necessary  steps  to  promote  the 
health  of  said  inmates,  prisoners,  patients,  and 
pupils,  and  especially  to  guard  them  and  the 
general  public  against  all  dangerous,  infectious 
and  contagious  diseases  at  said  institutions. 

Sect.  2.  The  said  Commission  is  hereby  au- 
thorized and  directed,  by  the  attending  physi- 
cian at  any  of  said  institutions  or  by  such  other 
physician  as  it  may  from  time  to  time  desig- 
nate, to  use  every  available  means  to  ascertain 
the  existence  of  any  dangerous,  infectious  or 
contagious  disease,  including  syphilis  in  the  in- 
fectious stages  and  gonococcus  infection,  among 
the  inmates,  prisoners,  patients  and  pupils  of 
said  institutions,  and  to  make  examination  of 
any  of  them  suspected  of  having  syphilis  in  the 
infectious  stages  or  gonococcus  infection,  and 
immediately  to  investigate  the  source  of  such 
infection,  and  if  ascertained,  to  report 
the  same  to  the  State  Board  of  Health ; 
and  any  person  committed  to  or  received  into 
any  of  said  institutions  by,  through  or  under 
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any  order  of  court  or  any  process  of  law  shall 
be  deemed  to  be  an  inmate,  prisoner,  patient  or 
pupil  of  such  institution,  as  the  case  may  be, 
within  the  provisions  of  this  article. 

Sect.  3.  Every  inmate,  prisoner,  patient  or 
pupil  in  any  of  said  institutions,  who  is  afflicted 
with  any  dangerous,  infectious  or  contagious  dis- 
ease, including  syphilis  in  the  infectious  stages 
and  gonococcus  infection,  shall  be  forthwith 
placed  under  medical  treatment,  and  if  in  the 
opinion  of  the  attending  physician  it  is  neces- 
sary, shall  be  isolated  until  danger  of  contagion 
has  passed  or  until  the  attending  physician  de- 
termines that  further  isolation  is  unnecessary; 
and  if  danger  of  contagion  shall  not  have  passed 
or  if  further  isolation  is  still  necessary  at  the 
expiration  of  sentence  or  at  the  time  for  dis- 
charge or  release  from  such  institution,  such  af- 
flicted inmate,  prisoner,  patient  or  pupil  shall 
be  detained  in  such  institution  and  continued 
under  medical  treatment  until  the  attending 
physician  shall  determine  that  his  discharge  or 
release  from  such  institution  will  not  endanger 
the  public  health;  and  during  such  period  of 
detention,  the  person  so  detained  shall  be  sup- 
ported in  the  same  manner  as  before  such  de- 
tention. 

Sect.  4  provides  full  powers  for  the  commis- 
sion in  carrying  out  the  preceding  sections. 

Sect.  5  provides  for  the  keeping  of  records 
for  statistical  purposes." 

The  passage  of  this  act  may  be  regarded  as  an 
advantageous  step  in  the  progress  towards  the 
intelligent  treatment  and  control  of  infectious 
diseases  in  public  institutions. 


©bttuarg. 


the  Feeble-Minded.  He  became  a  surgeon  at 
the  Carney  Hospital,  for  six  years  was  a  mem- 
ber of  the  school  board  and  for  five  years  a 
trustee  of  the  Boston  City  Hospital.  He  was 
first  professor  of  chemistry  at  Boston  College 
and  afterward  gave  a  course  there  on  physi- 
ology. During  his  residence  in  Boston  he  was 
prominent  in  social  and  fraternal  circles.  He 
was  one  of  the  founders  of  the  Clover  Club  and 
a  member  of  the  Puritan  and  Algonquin  clubs. 
Boston  Athletic  Association,  University  Club. 
Boston  College  Alumni  Association,  Catholic 
Union,  the  Boston  Medical  Observation  Society. 
Boston  Medical  Improvement  Society,  American 
Medical  Association,  Association  for  the  Pre- 
vention of  Tuberculosis  and  the  Massachusetts 
Medical  Society. 


WILLIAM  ALOYSIUS  DUNN,  M.D. 

Dr.  William  A.  Dunn,  for  many  years  a  resi- 
dent of  Boston — surgeon,  traveler,  linguist  and 
recipient  of  many  honors  in  foreign  lands, 
among  them  the  decoration  of  knight  commander 
of  the  Order  of  Gregory  the  Great  from  Pope 
Pius  X— died  March  28,  1938,  in  New  York 
City.  Born  in  the  North  End,  Boston,  in  1852, 
he  was  graduated  as  a  Franklin  medal  scholar 
from  the  Eliot  school  at  the  age  of  thirteen.  He 
went  to  Boston  College,  where  he  was  graduated 
with  the  degrees  of  A.  B.  and  A.  M.  He  was 
graduated  from  the  Harvard  Medical  School 
with  high  honors  in  1875. 

Going  to  Europe  he  took  special  courses  in 
medicine  and  surgery  at  Paris,  Berlin,  Vienna 
and  Dublin.  On  his  return  Governor  Ames 
appointed  him  a  trustee  of  the  Institution  for 


fHiarfllang. 


THE    CONTROL    OF    VENEREAL  DIS- 
EASES IN  MASSACHUSETTS. 

In  another  column  of  the  present  issue  of  the 
Journal  is  published  an  editorial  comment  on 
the  hearing  recently  held  with  reference  to  a 
Legislative  message  (House  No.  1320)  from 
Governor  McCall,  transmitting  a  communication 
from  Dr.  Eugene  R.  Kelley,  relative  to  the 
control  of  venereal  diseases  in  Massachusetts. 
This  document  is  of  such  interest  and  importance 
as  to  deserve  publication  in  part  as  follows : 

"I  am  transmitting  herewith,  with  the  re- 
quest that  you  give  it  your  careful  considera- 
tion, a  communication  which  I  have  received 
from  the  State  Department  of  Health  relative 
to  venereal  diseases. 

In  addition  to  the  plans  for  medical  work 
outlined  in  the  enclosed  letter,  I  suggest  that 
you  give  consideration  to  the  program  upon 
this  subject  recommended  by  the  Federal  Gov- 
ernment, which  has  the  endorsement  of  the 
Massachusetts  Committee  of  Public  Safety  and 
our  State  Department  of  Health.  This  recom- 
mendation appears  to  be  based  on  an  urgent  ap- 
peal from  the  War  and  Navy  Departments, 
whose  representatives  have  investigated  condi- 
tions in  certain  cities  and  towns  in  the  Com- 
monwealth. 

The  subject  certainly  demands  a  painstaking 
investigation  and  proper  action,  to  the  end  that 
the  spread  of  loathsome  diseases  and  open  com- 
mercialized prostitution  may  be  stopped.  In 
this  connection  I  call  your  attention  to  the  re- 
port of  the  'Commission  for  the  Investigation 
of  the  White  Slave  Traffic,  so-called.'  filed  with 
the  General  Court  of  1914,  (House  document 
No.  2281  of  the  vear  1914) —a  report  which  for 
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some  reason  was  not  acted  upon  by  the  Legis- 
lature at  that  time.  I  would  suggest  that  it  be 
taken  from  the  files  and  again  considered  by 
you  in  the  light  of  existing  war  conditions.  I 
believe  it  will  be  well  to  secure  the  cooperation 
of  all  boards  of  trustees  and  superintendents  of 
state  institutions  in  the  study  of  the  problem, 
with  a  view  to  its  solution  in  a  way  that  will 
promote  the  welfare  of  their  inmates. 

The  old-time  attitude  which  forbade  reference 
to  venereal  diseases  outside  of  medical  circles 
and  technical  literature  seems  to  be  no  longer 
tenable.  These  diseases  increasingly  sap  the 
very  sources  of  national  life  and  efficiency.  They 
should  be  fought  openly,  courageously  and 
sanely.  In  times  like  these  it  surely  is  incum- 
bent upon  the  nation  to  take  all  possible  meas- 
ures to  achieve  maximum  physical,  mental  and 
moral  efficiency.  The  objection  on  account  of 
the  inadvisability  of  expending  additional 
public  money  for  any  purpose  not  bearing  upon 
the  efficient  conduct  of  the  war  is  inapplicable. 
The  expenditure  of  money  can  be  justified 
strictly  on  the  war  efficiency  aspects  of  the 
subject. 

In  connection  with  this  suggestion  I  would 
call  your  attention  to  the  following  conclusion 
of  the  British  Royal  Commission  on  Venereal 
Diseases,  arrived  at  following  an  exhaustive 
study  of  the  problem  of  Great  Britain  after 
two  years  of  war: — 

'The  conditions  now  existing  and  those  which 
must  follow  on  the  conclusion  of  the  war  im- 
peratively demand  that  action  be  taken  with- 
out delay.  We  realize  the  claims  of  economy 
at  the  present  moment,  but  we  believe  that  all 
necessary  expenditure  will  be  recouped  by  the 
results  which  can  be  obtained.  .  .  no  short- 
sighted parsimony  should  be  permitted  to  stand 
in  the  way  of  all  the  means  that  science  can  sug- 
gest and  organizations  can  supply  for  guarding 
present  and  future  generations  upon  whom  the 
restoration  of  national  prosperity  must  depend.' 

I  recommend  that  you  appropriate  not  less 
than  thirty  thousand  dollars  to  be  expended  by 
the  State  Department  of  Health,  subject  to  the 
approval  of  the  Governor  and  Council,  for  the 
control,  suppression  and  treatment  of  venereal 
diseases.  Samuel  "W.  McCalt,.  ' ' 

The  following  represents  a  part  of  the  ma- 
terial contained  in  the  communication  from  Dr. 
Kelley,  transmitted  by  the  Governor  with  his 
message  to  the  Legislature : 

''The  War  and  Navy  Departments,  the 
Council  of  National  Defense  and  the  U.  S. 
Public  Health  Service  have  jointly  urged  upon 
the  several  states  the  necessity  of  inaugurating 
comprehensive  campaigns  against  venereal  dis- 
eases as  a  matter  of  national  efficiency.  Federal 
authorities  have  pointed  out  that  in  order  to 
secure  the  greatest  number  of  effectives  in  the 
selective  draft  the  prevalence  of  venereal  dis- 
eases must  be  materially  reduced. 


Special  efforts  directed  towards  the  suppres- 
sion of  venereal  disease  in  the  civilian  districts 
contiguous  to  military  camps  are  necessary  to 
protect  the  soldier  from  the  danger  of  venereal 
infection.  The  success  already  attained  by  the 
Federal  authorities  in  this  direction  has  been 
most  striking.  However,  the  most  successful 
measures  instituted  and  maintained  in  any  such 
restricted  zone  will  not  entirely  protect  the  sol- 
dier and  sailor  because  leaves  of  absence  present 
opportunity  to  go  beyond  the  limits  of  these 
zones  to  large  cities.  Here  again  necessity  de- 
mands concerted  effort  to  reduce  the  venereal 
infections  throughout  the  entire  civilian  popu- 
lation. 

Facts  are  now  available  which  demonstrate 
that  the  greatest  problem  of  military  efficiency 
in  reference  to  venereal  disease  is  no  longer,  if 
it  has  ever  been,  the  problem  of  the  soldier  and 
sailor  already  in  service.  Venereal  diseases  still 
occur  to  a  regrettable  extent  among  our  military 
forces,  but  the  routine  examinations  carried  out 
under  the  Selective  Service  Law  reveal  the 
astonishing  and  alarming  fact  that  these  dis- 
eases prevail  among  our  male  civil  population  of 
military  age  to  a  degree  far  in  excess  of  their 
prevalence  among  the  militarv  population. 

The  prevalence  of  venereal  disease  in  the  civil 
population  must  be  greatly  lessened  if  we  are 
porperly  to  conserve  our  man  power  for  com- 
batant service  and  maintain  our  industrial  su- 
premacy. Industrial  efficiency  is  as  important 
in  modern  warfare  as  military  efficiency — hence 
the  great  military  importance  of  reducing  ve- 
nereal disease  prevalence  in  our  industrial  and 
civil  population  generally. 

Totally  aside  from  its  military  aspects,  many 
other  reasons  are  apparent  for  a  vigorous  at- 
tack upon  this  problem.  The  tremendous 
economic  loss  in  caring  for  crippled,  blind  and 
insane,  the  effect  of  these  diseases  upon  infant 
mortality,  their  fearfully  depressive  effect  up- 
on the  birth  rate,  the  enormous  innocent  in- 
validism of  women  which  they  produce,  and  the 
need  of  proper  protection  of  future  generations, 
all  demand  immediate  concerted  action  through- 
out the  Commonwealth  and  the  Nation. 

Massachusetts  has  already  put  into  effect 
many  of  the  essential  anti-venereal  measures  out- 
lined by  the  Federal  authorities.  It  is  also  true 
that  many  of  our  sister  states  have  done  the 
same  and  in  certain  important  features  made 
much  greater  provision,  particularly  financial 
provision,  for  these  measures  than  we  have  as 
yet. 

For  some  time  past  the  State  Department  of 
Health  has  been  perfecting  and  gradually 
carrying  out  a  comprehensive  plan  for  the  con- 
trol of  venereal  diseases  in  this  Commonwealth. 
This  plan  is  in  line  with  recommendations  since 
made  by  the  Federal  Government.  Free 
laboratory  facilities  for  the  diagnosis  of  syphilis 
and  gonorrhea  became  generally  available  with 
the   establishment  of  the  State  Wassermann 
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Laboratory  in  June,  1915;  for  the  past  two 
years,  under  authority  of  a  Legislative  resolve, 
the  Department  has  been  experimenting  with 
the  manufacture  of  salvarsan,  and  has  now 
succeeded  in  producing  an  unusually  pure  type 
of  a  substance  analogous  to  salvarsan,  known  as 
'arsphenamine. '  This  substance  is  now  being 
manufactured  upon  a  factory  scale,  the  output 
being  at  the  present  time  about  2,000  doses  a 
month.  In  December,  1918,  the  State  Depart- 
ment of  Health  declared  syphilis  and  gonorrhea 
diseases  dangerous  to  the  public  health  and 
hence  reportable,  commencing  February  1,  1918. 
An  extensive  educational  campaign  regarding 
the  dangers  of  venereal  disease  is  being  carried 
on  not  only  in  the  civilian  population  but 
among  the  military  as  well,  by  means  of  lec- 
tures, lantern  slides,  pamphlets,  etc.  A  health 
exhibit  is  also  being  planned  pointing  out  the 
menace  of  venereal  disease.  A  bill  introduced 
by  this  Department  is  now  under  consideration 
by  the  Legislature,  which  forbids  the  sale  or  dis- 
tribution of  drugs  for  the  cure  or  alleviation 
of  venereal  disease  except  upon  the  prescription 
of  a  registered  physician.  If  passed,  this  bill 
will  put  a  stop  to  the  widespread  and  vicious 
practice  of  drug-store  prescribing  for  venereal 
diseases,  which  means  that  the  infected  individ- 
ual goes  away  with  a  false  sense  of  security  and 
becomes  a  more  serious  menace  than  before  to 
all  with  whom  he  comes  in  contact.  It  has  the 
further  result  of  deferring  proper  treatment  in 
many  of  these  cases  until  the  time  has  passed 
when  such  treatment  can  be  effective. 

The  Department  has  formulated  a  definite  and 
carefully  considered  plan  for  the  establishment 
and  maintenance  of  sixteen  venereal  disease 
clinics  in  thirteen  of  the  largest  centers  of  pop- 
ulation throughout  the  State,  as  shown  by  the 
attached  map.  These  centers  will  serve  as  dis- 
tributing centers  for  arsphenamine  and  will 
proyide  free,  or  at  a  very  low  cost,  facilities  for 
the  diagnosis  and  treatment  of  venereal  diseases, 
within  easy  reach  of  all  residents  of  Massachu- 
setts in  need  thereof.  As  an  educational  and 
protective  force  the  value  of  these  dispensaries 
could  not  be  overrated.  City  governments  are 
already  establishing  such  clinics. 

Plans  for  providing  adequate  hospital  facili- 
ties for  cases  needing  hospital  treatment  are  al- 
so under  consideration. 

Briefly,  then  ,  there  are  now  available  in 
Massachusetts  (1)  machinery  to  give  definite 
knowledge  of  the  number  and  location  of  cases 
of  venereal  disease  in  the  State,  (2)  free  facili- 
ties for  the  diagnosis  and  treatment  of  venereal 
disease,  and  (3)  a  plan  for  the  establishment  of 
venereal  clinics,  the  consummation  of  which  will 
place  these  facilities  in  easy  and  immediate  reach 
of  all  requiring  them. 

The  carrying  out  of  this  plan,  however,  re- 
quires money.  It  would  hardly  be  fair  to  ex- 
pect the  cities  in  which  dispensaries  are  to  be 
located  which  will  serve  not  only  that,  city  but 
an  extensive  area  besides,  to  pay  the  full  costs 


of  maintaining  such  clinics.  It  is,  therefore, 
hoped  that  it  will  be  possible  for  the  Common- 
wealth to  contribute  to  the  support  of  each  of 
these  dispensaries  to  the  extent  of  $1,000  a 
year.  The  payment  of  such  a  sum  by  the  Com- 
monwealth will  serve  a  twofold  purpose :  It 
will  give  this  Department  the  right  to  control 
the  distribution  and  administration  of  arsphen- 
amine,— a  product  highly  toxic  and  requiring 
careful  handling, — and  it  will  practically  give 
the  Department  the  power  of  licensing  these  dis- 
pensaries, since  in  order  to  receive  the  $1,000 
and  the  State  arsphenamine,  it  will  be  necessary 
for  the  dispensary  to  conform  with  the  mini- 
mum rules  and  regulations  formulated  for  vene- 
real clinics. 

It  is  not  intended  at  this  time  to  request  an 
appropriation  sufficient  for  the  creation  of  a 
Division  of  Venereal  Diseases.  By  special  ef- 
fort it  will  be  possible  to  carry  on  a  large  part 
of  the  purely  communicable  disease  phase  of  the 
work  in  the  present  Division  of  Communicable 
Diseases,  with  the  Division  of  Hygiene  provid- 
ing for  the  carrying  out  of  the  educational 
campaign.  It  is  urgently  and  absolutely  neces- 
sary, however,  if  this  work  is  to  be  carried  on — 
and  surely  its  importance  and  value  are  obvious 
to  all — that  the  sum  of  $30,000  be  made  avail- 
able. 

Primarily,  the  purpose  of  this  expenditure  is 
to  diminish  the  prevalence  of  gonorrhea  and 
syphilis,  two  diseases  the  results  of  which  now 
impose  a  direct  cost  upon  the  State  of  not  less 
than  half  a  million  dollars  annually  and  an  in- 
direct financial  and  social  burden  upon  the 
counties  and  cities  and  towns  which  is  incal- 
culable but  may  be  very  conservatively  esti- 
mated to  represent  in  the  aggregate  millions 
of  money,  hundreds  of  lives  and  hundreds  of 
thousands  of  lost  days  of  productive  labor  an- 
nually in  the  Commonwealth.  The  sum  of 
$500,000  referred  to  represents  the  expense  of 
caring  for  that  portion  of  our  insane  asylum 
population  whose  insanity  is  directly  and  solely 
due  to  syphilis.  All  such  cases  are  now  pre- 
ventable if  the  disease  is  recognized  early  and 
thoroughly  treated  by  modern  methods  such  as 
the  State  Health  Department's  program  con- 
templates. 

The  procedure  as  outlined  is  believed  to  be 
the  most  directly  practicable  method  for  the 
State  to  cut  down  the  toll  of  these  diseases,  be- 
cause from  their  peculiar  character  they,  more 
than  any  other  communicable  diseases,  can  best 
be  prevented  by  prompt,  early  discovery,  and 
proper  and  thorough  treatment.  By  this  means, 
the  opportunities  for  those  already  infected  to 
spread  the  disease  can  be  eliminated,  and  in 
many  instances  they  can  be  completely  cured 
and  thus  be  restored  to  a  basis  of  self-support- 
ing and  useful  members  of  society ;  all  of  which 
in  the  long  run  means  a  great  financial  as  well 
as  an  economic  and  moral  gain  for  the  Com- 
monwealth. 
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In  view  of  the  magnitude  of  the  venereal  dis- 
ease problem  this  request  for  $30,000  is  a  most 
modest  one,  but  its  significance  will  be  great. 
The  establishment  of  the  venereal  disease  clin- 
ics for  which  it  will  be  largely  used  forms  a 
vital  part  of  the  program  instituted  by  this  De- 
partment for  the  control  of  venereal  disease. 
The  success  or  failure  of  this  program  will  be 
largely  dependent  upon  the  establishment  and 
efficient  operation  of  these  dispensaries.  There- 
fore I  have  the  honor  respectfully  to  request 
that  Your  Excellency  make  this  communication 
the  basis  of  a  special  message  to  the  Legislature, 
advocating  the  appropriation  of  the  sum  of 
$30,000  for  the  purposes  above  described." 


NEUROLOGISTS    AND  PSYCHIATRISTS 
FOR  THE  MEDICAL  DEPARTMENT. 

The  two  following  self-explanatory  letters  are 
published  herewith,  since  they  seem  to  deserve 
the  widest  publicity,  and  it  is  desired  that  they 
should  come  to  the  attention  of  practitioners 
not  connected  with  the  Boston  Society  of  Neu- 
rology and  Psychiatry,  to  which  they  were 
originally  presented. 

War  Department,  Office  of  the  Surgeon  General, 
Washington,  March  5,  1918. 

Dr.  C.  L.  Dana, 

National  Committee  for  Mental  Hygiene, 
50  Union  Square,  New  York  City. 
Dear  Doctor  Dana: — 

The  Surgeon  General  directs  me  to  write  you 
again  concerning  neurologists  and  psychiatrists  for 
the  Medical  Department.  As  explained  to  you  pre- 
viously, the  Surgeon  General  has  now  great  need  of 
men  of  experience,  of  maturity  and  standing  for  these 
positions.  We  have  plenty  of  young  men  and  shall 
doubtless  get  more  all  the  time,  but  we  are  very 
deficient  in  the  older  group.  When  you  think  that 
surgery  is  represented  in  France  by  such  men  as 
dishing,  Brewer,  Finney,  and  Crile,  you  will  readily 
see  that  the  neurologists  who  are  authorities  in  their 
subject  are  very  poorly  represented,  and  if  our  work 
is  to  go  on  successfully,  we  must  have  men  of  such 
standing  as  Ramsey  Hunt,  Southard,  Tilney,  Weisen- 
burg,  etc.  As  you  doubtless  know,  troops  are  moving 
out  very  fast,  taking  our  best  men  with  them.  We 
have  very  few  men  now  to  keep  up  the  standing  of 
neurology  in  the  Base  Hospitals,  and  unless  something 
is  done,  the  work  we  so  auspiciously  inaugurated  will 
deteriorate  very  fast. 

I  have  just  received  a  very  strong  appeal  from 
Salmon  in  France  on  this  subject.  He  wants  men  of 
position  who  can  be  immediately  commissioned  as 
majors,  or  as  captains  and  rapidly  advance  to  majors, 
as  rank  is  absolutely  necessary  for  proper  carrying 
out  of  the  work. 

I  am  going  to  ask  you  to  bring  this  matter  to  the 
attention  of  all  the  neurologists  with  whom  you  are 
in  correspondence.  It  seems  as  though  where  there 
is  more  than  one  medical  school  in  a  city,  medical 
schools  will  have  to  combine  for  the  purpose  of  re- 
leasing some  of  the  teachers.  The  situation  is  very 
critical  and  demands  immediate  action. 
Yours  very  truly, 

(Signed)  Peaece  Bailet, 
Lieut. -Colonel,  Medical  Corps,  N.  A. 


War  Department,  Office  of  the  Surgeon  General, 

Washington,  March  12,  1918. 

Dr.  C.  L.  Dana, 

Chairman,  Mental  Hygiene  War  Work  Committee, 
National  Committee  for  Mental  hygiene, 
50  Union  Square,  New  York  City. 
Dear  Doctor  Dana: — 

The  Surgeon  General  directs  me  to  advise  you  that 
Colonel  Lyster  has  just  returned  from  the  French 
front  with  information  concerning  the  creation  of  a 
new  section  of  the  medical  service  extremely  impor- 
tant, affecting  neurologists  and  psychiatrists.  It  con- 
cerns aviation. 

In  the  first  place,  aviators  require  a  particularly 
careful  neurological  and  medical  examination  before 
assignment  to  that  special  branch  of  the  service,  and 
also  during  training  and  afterward,  their  nervous 
stability  has  to  be  watched  carefully.  For  example, 
it  happens  frequently  that  the  first  symptoms  of  an 
aviator  feeling  the  strain  consist  in  his  making  bad 
landings  or  laying  himself  open  to  other  accidents. 
Immediately  when  this  happens  it  is  the  Surgeon 
General's  intention  to  have  the  aviator  carefully  ex- 
amined as  to  his  nervous  condition,  and  the  medical 
officer  who  examines  him  will  be  called  upon  to  make 
recommendations  as  to  the  disposal  of  the  aviator  in 
reference  to  his  findings.  The  question  will  come  up 
as  to  whether  he  needs  rest,  transfer,  hospital  treat- 
ment or  return. 

In  addition  to  all  this,  an  effort  is  to  be  made 
through  the  joint  efforts  of  the  psychiatrists  and  psy- 
chologists to  determine  beforehand  which  class  of 
the  aerial  service  the  aviator  is  best  fit  for.  Quite 
a  different  personality  is  required,  it  seems,  for  the 
different  classes  of  the  aerial  service.  For  example, 
fighting  men  must  be  young,  mentally  and  physically 
perfect,  daring;  scouts,  painstaking;  night  and  day 
bombers,  more  of  the  phlegmatic  type.  It  is  believed 
that  careful  nervous  and  psychological  examinations 
would  contribute  greatly  to  the  service  in  devising 
tests  to  determine  these  types  in  advance. 

The  preparation  of  a  commissioned  personnel  for 
the  above-named  purposes  is  now  being  undertaken. 
My  personal  opinion  is  that  it  will  require  the  very 
highest  type  of  medical  officers.  The  work  can  be 
carried  out  successfully  only  by  men  of  a  combined 
neurological  and  psychiatrical  training,  with  long 
experience  and  great  maturity  of  judgment.  The 
Division  of  Neurology  and  Psychiatry  in  the  Surgeon 
General's  Office  turns  to  you  for  assistance  in  recom- 
mending names  of  physicians  of  this  class  who  will 
come  into  the  Army  for  this  work. 

It  will  require  two  general  divisions,  one  to  serve 
with  the  aviators  in  France  and  one  a  preparatory 
division  to  train  medical  officers  in  this  country  for 
their  special  duties  prior  to  their  departure  for  France. 
IDr.  Stewart  Pa  ton  has  applied  for  commission  and 
when  commissioned  will  be  assigned  to  have  charge  of 
the  first  group  of  medical  officers,  but  he  is  the  only 
officer  at  present  in  mind  for  this  work,  and  thirty 
are  needed.  It  is  requested  that  you  make  these  facts 
known  to  the  alienists,  psychiatrists  and  neurologists 
of  the  country. 

Very  yours  truly, 

(Signed)  Peaece  Bailey. 
Lieut. -Colonel,  Medical  Corps,  N.  A. 


CENSORS'  EXAMINATION. 

The  Censors  of  the  Suffolk  District  Medical  Society 
will  meet  to  examine  candidates  for  admission  to  The 
Massachusetts  Medical  Society,  at  8  The  Fenway,  on 
Thursday,  May  2,  1918,  at  4  p.m. 

Candidates,  who  must  be  residents  of  the  Suffolk 
District  or  non-residents  of  Massachusetts,  should 
make  personal  application  to  the  Secretary  and  pre- 
sent their  medical  diplomas,  at  least  one  week  before 
the  examination. 

For  further  particulars,  apply  from  2  to  5  p.m.  to 
Gilbert  Smith,  Secretary. 

99  Commonwealth  Avenue. 
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MEMORIAL  RESOLUTIONS  FOR 
DR.  BLAKE. 

The  following  resolutions  were  adopted  at 
the  meeting  of  the  Obstetrical  Society  of  Bos- 
ton, March  26,  1918: 

JOHN   G.   BLAKE :   IN  MEMORIAM. 

In  the  death  of  Dr.  John  G.  Blake  every 
member  of  the  Obstetrical  Society  shares 
with  his  countless  other  friends  the  sense  of 
a  very  real  and  personal  loss.  Although 
perennially  young,  he  was  our  Nestor, 
joining  the  Society  in  1879;  he  was  con- 
stant in  attendance  at  our  meetings,  to 
which  his  ripe  experience  added  much  of 
value.  An  extraordinary  knowledge  of  the 
properties  of  drugs,  combined  with  more 
than  his  share  of  medical  common  sense, 
made  him  singularly  well  equipped  for  his 
chosen  work,  while  his  personal  charm  and 
the  happiness  that  radiated  from  him 
helped  to  make  him  the  ideal  family  doctor 
and  friend  of  the  old  school. 

We  have  lost  a  very  dear  associate.  May 
he  rest  in  peace. 

Malcolm  Storer, 
Charles  H.  Hare. 


BATHING  IN  RUSSIA. 

Roxbury,  Mass.,  March  28,  1918. 

Mr.  Editor: — 

In  an  article  by  Dr.  T.  Leary  in  the  issue  of  March 
28,  191S,  an  erroneous  impression  was  made,  that 
Russia  is  the  land  "of  the  annual  bath." 

I  was  born  in  Russia  and  brought  up  there  until 
I  became  a  youth  of  twenty — and  that  is  quite  a  long 
while  ago.  Then,  as  it  is  more  likely  now,  frequent 
baths  were  considered  such  a  necessity  that  even 
the  poorest  peasant  had  a  small  log  hut  specially 
built  and  reserved  for  this  purpose. 

These  bath  houses  were,  of  course,  quite  primitive, 
but  they  always  had  plenty  of  hot  steam  and  plenty 
of  hot  water.  To  take  such  a  bath  in  winter  time 
and  to  get  out  naked  in  the  yard  and  roll  for  a  few 
minutes  in  the  deep  snow  was  a  favorite  sport  en- 
joyed by  many  and  often  partaken  of  by  the  writer 
of  this  letter, 

M.  J.  Konikow,  M.D. 


A   SCOTTISH  HAIR-CAST  CASE. 

Boston,  March  23,  1918. 

Mr.  Editor: — 

The  cases  brought  up  by  investigators'  dragnets, 
mentioned  this  week  (Boston  Medical  and  Surgical 
Journal,  March  21,  1918,  pp.  396,  397)  did  not  in- 
clude an  early  case,  noted  in  review  in  Archeological 
Journal,  1916,  lxxii,  at  p.  402,  of  Banff  Charters, 
A.  D.  1232-1703,  viz.:  Oct.  9,  1232,  lands  "were  granted 
to  Master  Neis,  the  King's  physician,  by  Alexander  II ;" 
Neis  "is  reported  to  have  obtained  this  reward  for 
the  service  of  cutting  a  hair-ball  from  his  royal 
master's  heart."  While  the  service  seems  shadowy, 
the  fee  was  substantial. 

Alfred  El  a. 


SOCIETY  NOTICES. 

New  England  Pediatric  Society. — The  fifty-third 
meeting  of  the  New  England  Pediatric  Society  will  be 
held  at  the  Boston  Medical  Library,  on  Friday,  April 
12,  1918,  at  8.15  p.m. 

The  following  papers  will  be  read : 

1.  An  Unusual  Food-borne  (Probably  Milk)  Epidemic 
of  Scarlet  Fever. 

Edwin  H.  Place,  M.D..  Boston 
H.  Linen  thai.  M.D..  Boston 
A.  B.  Lyon,  M.D..  Boston 
M.  C.  Cheney,  M.D.,  Boston. 

2.  An  Analysis  of  the  Wassermann  Reactions  Done 
at  the  Boston  Lying-in  Hospital  for  the  Years 
1916-1917.  John  B.  Swift,  M.D.,  Boston. 

3.  Auto-serum  Treatment  of  Chorea. 

P.  H.  Sylvester,  M.D.,  Boston. 
Light  refreshments  will  be  served  after  the  meeting. 

Charles  Hunter  Dunn,  M.D.,  President, 
Richard  M.  Smith,  M.D.,  Secretary. 

Suffolk  District  Medical  Society. — The  annual 
meeting  will  be  held  on  Wednesday.  April  24,  1918, 
at  the  Boston  Medical  Library,  at  8.15  p.m. 

Business  meeting:  Reports  of  officers  and  commit- 
tees, election  of  officers,  incidental  business. 

The  paper  of  the  evening  will  be  by  Dr.  Eugene 
Kelley,  State  Commissioner  of  Health,  on 

"The  State  Venereal  Disease  Program." 

Guests  will  be  welcome  at  the  second  part  of  the 
meeting,  which  will  begin  at  about  8.45  p.m. 

Gilbert  Smith,  Secretary. 

Worcester  District  Medical  Society. — The  next 
regular  meeting  will  be  held  in  G.  A.  R.  Hall,  55  Pearl 
Street.  Worcester,  at  4.15  p.m.,  Wednesday,  April  10, 
1918. 

PAPER. 

"Delivery  by  Caesarean  Sections — Based  on  a  Study 
of  Sixty  Cases." 

by  Dr.  William  H.  Rose,  Jr.,  Worcester. 
The  Censors  will  meet  for  examination  of  candi- 
dates for  fellowship,  Thursday,  May  2,  1918,  at  4  p.m., 
in  the  Reference  Department,  Worcester  Public  Li- 
brary. Candidates  should  make  application  to  the 
undersigned  a  week  before  that  date. 

Ernest  L.  Hunt,  Secretary. 

Massachusetts  Anti -Tuberculosis  League. — The 
annual  meeting  of  the  Massachusetts  Anti-Tuberculo- 
sis League  will  be  held  in  Boston  on  Thursday,  April 
11.  The  transactions  of  the  meeting  will  be  pub- 
lished in  a  later  issue  of  the  Journal. 


NOTICE. 

The  Boston  Medical  Library  is  desirous  of  having 
a  copy  of  the  circular  which  was  sent  out  to  the  pro- 
fession in  Boston  in  1875  calling  for  a  meeting  to  con- 
sider the  formation  of  a  Medical  Library.  Any  one 
willing  to  send  a  copy  to  the  Library,  No.  8  The 
Fenway,  will  receive  the  thanks  of 

Yours  very  truly, 
John  W.  Farlow,  Librarian. 


RECENT  DEATH. 

William  Jabez  Nickerson,  M.D.,  a  retired  Fellow 
of  The  Massachusetts  Medical  Society,  died  at  his 
home  in  New  Bedford,  March  6,  1918,  aged  73  years. 
He  was  born  in  Litchfield,  Me.,  Sept.  12,  1S44,  and 
was  graduated  from  the  Bowdoin  Medical  School  in 
1870.  He  had  practised  in  Everett  and  Yarmouth, 
Mass.,  in  Silver  City.  New  Mexico,  and  in  New  Bed- 
ford since  1886. 
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THE  PHYSICAL  EXAMINATION  IN  PUL- 
MONARY TUBERCULOSIS.* 

By  Joseph  H.  Pratt,  M.D.,  Boston. 

When  the  tubercle  bacillus  was  discovered  it 
seemed  to  many  that  auscultation  and  percus- 
sion no  longer  deserved  the  respect  and  careful 
study  that  had  been  given  to  them  for  over  fifty 
years  in  the  diagnosis  of  pulmonary  tuberculo- 
sis. The  need  of  acquiring  any  degree  of  pro- 
ficiency in  these  difficult  arts  has  certainly 
seemed  less  urgent  to  the  teachers  and  students 
of  this  generation  than  it  did  to  those  who  lived 
in  the  days  before  Koch  made  his  great  discov- 
ery. 

Within  more  recent  times  the  use  of  the  x-ray 
has  still  further  lessened,  in  the  minds  of  many, 
the  importance  of  the  physical  signs.  Yet, 
viewed  in  the  right  light,  the  bacteriological  as 
well  as  the  radiographic  examinations  are  im- 
portant aids  in  the  study  of  the  old  physical 
methods  and  of  determining  their  value  and 
limitations.    That  this  is  true  is  shown  by  the 

*  Lecture  in  the  Course  on  Tuberculosis  of  the  Framingham 
Medical  Club,  Framingham,  Mass.,  October  4,  1917. 
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published  investigations  dealing  with  ausculta- 
tion, and  especially  with  percussion,  that  have 
been  made  by  workers  who  have  controlled  their 
findings  by  means  of  the  modern  methods. 

When  one  hears  the  value  of  a  knowledge  of 
physical  diagnosis  belittled  by  those  who  seek 
"short  cuts"  in  matters  medical,  it  is  well  to 
remember  the  remark  credited  to  Friedrich 
Miiller,  one  of  the  leading  authorities  in  the 
chemical  pathology  of  metabolism  as  well  as  in 
clinical  medicine,  that  the  physician's  percussing 
finger  is  worth  more  to  him  in  diagnosis  than  a 
whole  chemical  laboratory. 

I  would  not  be  misunderstood.  I  am  simply 
urging  the  importance  of  more  careful  study 
of  physical  signs,  not  only  for  the  medical  stu- 
dent, but  to  you  as  practising  physicians.  Taken 
up  with  enthusiasm  and  carried  on  with  assid- 
uity, it  will  convert  the  dull  routine  of  physical 
examinations  into  a  delightful  search  for  new 
knowledge.  I  believe  there  are  no  diagnostic 
methods  more  difficult  than  auscultation  and 
percussion,  and  none  that  require  a  longer 
period  of  diligent  application ;  but  skill  in  their 
use  and  application  is  worth  the  toil.  Many  of 
us  have  no  laboratory  in  which  to  carry  out  in- 
vestigations which  seem  even  to  the  onlooker  so 
fascinating,  but  every  general  practitioner  has 
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the  opportunities  to  advance  his  own  knowledge 
and  that  of  medical  science  by  a  more  painstak- 
ing and  intelligent  use  of  these  old  methods  on 
the  chests  of  his  own  patients.  Aided  by  new 
means  of  inquiry,  we  can  turn  to  the  old  phys- 
ical methods  with  the  confident  hope  that  they 
will  yield  new  knowledge.  The  early  masters  of 
physical  methods  of  examination  had  to  wait 
until  the  autopsy  before  their  diagnosis  could  be 
verified,  while  workers  today  have  early  con- 
firmation in  many  cases  from  the  finding  of  tu- 
bercle bacilli. 

We  need  to  take  up  such  a  study  in  the  spirit 
and  with  the  diligence  of  the  pioneer  workers  in 
physical  diagnosis.  Let  me  quote  from  that  distin- 
guished London  physician,  P.  M.  Latham,  who  did  i 
so  much  to  introduce  the  new  knowledge  gained  by 
Laennec  into  English  medicine.  "  'That  every- 
thing is  easy  when  you  know  it'  sounds  like  the 
simplest  of  truisms;  but  indeed  it  is  a  very  wise 
apophthegm.  Its  import  is  that,  be  a  thing 
ever  so  difficult,  you  may,  by  taking  the  neces- 
sary pains,  obtain  such  a  mastery  over  it,  as  to 
be  surprised  that  you  ever  thought  it  difficult 
at  all.  Auscultation  surely  is  not  the  most  diffi- 
cult thing  in  the  world;  neither  is  it  the  easiest. 
It  is  beset  with  many  perplexities,  and  requires 
much  time,  and  labor,  and  patience,  and  caution, 
to  master  it  perfectly ;  but  being  mastered,  it  be- 
comes the  safest,  simplest  guide,  within  its  prop- 
er sphere,  to  a  just  diagnosis." 

Although  the  subject  assigned  to  me  in  this 
course  of  lectures  is  the  physical  examination  in 
pulmonary  tuberculosis,  and  although  I  have 
tried  to  emphasize  the  importance  of  a  knowl- 
edge of  the  physical  signs,  yet  I  want  to  make  it 
perfectly  clear  that  in  the  diagnosis  of  pul- 
monary tuberculosis  as  an  active  disease  and 
not  as  a  pathological  condition,  there  are  other 
things  more  important  than  the  physical  signs. 

I  believe,  with  Hamman, — although  he  does  not 
state  it  in  just  these  words, — that  a  pair  of  scales 
and  a  thermometer  are  more  important  in  the 
diagnosis  of  active  tuberculosis  than  a  stetho- 
scope. This  does  not  mean  that  the  stethoscope 
should  be  discarded,  but  that  diagnosis  has  too 
often  depended  on  what  it  revealed  or  failed  to 
reveal,  and  the  scales  and  thermometer  have  not 
been  used.  That  auscultation  intelligently  used 
"within  its  proper  scope"  is  of  great  value  in 
the  diagnosis  of  phthisis  would  be  foolish  to 
deny. 

That  the  symptoms  are  of  more  value  in  the 
diagnosis  of  active  tuberculosis  than  the  phys- 


ical signs  has  been  tersely  stated  by  Lawrason 
Brown  in  the  following  aphorisms:  "Symptoms 
indicate  that  a  patient  is  sick,  while  physical 
signs  point  out  only  the  mischief  that  has  been 
done.  Symptoms  are  a  better  and  more  accu- 
rate guide  to  activity  than  are  physical  signs." 

Subjective  symptoms,  such  as  lassitude,  per- 
sistent cough,  pain  in  the  chest,  are  of  great 
importance.  A  history  of  slight  but  continued 
fever,  the  spitting  of  blood,  night  sweats,  and 
the  raising  of  sputum  from  the  chest,  and  loss  of 
weight,  even  in  the  absence  of  any  physical 
signs  on  examination  of  the  lungs,  are  so  char- 
acteristic of  pulmonary  tuberculosis  that  this  di- 
agnosis should  be  tentatively  held  until  by  care- 
i  ful  investigation  it  has  been  disproved.  It 
should  never  be  forgotten  that  tubercle  bacilli 
may  be  absent  from  the  sputum,  even  when  re- 
peated search  is  made  for  them,  until  the  dis- 
ease has  become  far  advanced.  Gerhardt  cites  a 
case  in  which  they  were  found  only  on  the  six- 
tieth examination.  To  wait  until  a  probable  di- 
agnosis of  tuberculosis  has  become  a  positive  one 
by  the  finding  of  tubercle  bacilli  often  means  the 
sacrifice  of  the  patient's  life  or,  what  is  to  many 
a  harder  fate,  chronic  invalidism. 

Without  a  knowledge  of  the  special  pathology 
of  pulmonary  tuberculosis,  physical  signs  will 
be  of  little  value.  Clinically  and  pathologically, 
there  are  three  distinct  types  of  the  disease. 

1.  Acute  miliary  tuberculosis. 

2.  Tuberculous  pneumonia. 

3.  Chronic  pulmonary  tuberculosis. 
The  first  condition,  as  you  well  know,  has 

often  been  mistaken  for  typhoid  fever.  Al- 
though the  lungs  may  be  studded  with  miliary 
tubercle  their  presence  cannot  be  discovered  by 
auscultation  or  percussion.  How  disappointed 
Laennec  must  have  been  when  he  had  to  admit 
to  himself  that  the  new  methods  of  diagnosis 
were  of  no  aid  in  this  type  of  tuberculosis! 

In  tuberculous  pneumonia  the  tubercle  bacilli 
do  not  form  tubercles,  but  produce  by  means  of 
their  toxins  a  gelatinous  exudation  into  the 
alveoli  of  the  lungs  over  a  large  area,  frequently 
an  entire  lobe.  The  exudate  consists  largely  of 
desquamated  epithelium,  serum  and  fibrin.  The 
physical  signs  are  those  of  ordinary  lobar  pneu- 
monia, with  which  disease  it  is  often  confounded 
in  the  first  week  or  two  of  its  course. 

It  is  the  third  type  that  we  have  before  us 
for  consideration.  This  is  the  common  form. 
The  first  two  are,  fortunately,  rare.  Most  of  the 
active  cases  of  chronic  pulmonary  tuberculosis 
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can  be  arx*anged  pathologically  in  three  sub- 
divisions, according  to  their  clinical  frequency: 

(1)  Chronic  parenchymatous  tuberculosis.  This 
usually  begins  in  or  near  the  apex  of  the  lung. 

(2)  Peribronchial  tuberculosis.  (3)  Hilus  tu- 
berculosis. The  second  form  usually  develops 
from  relatively  small  and  quiescent  infections  of 
the  hilus  region.  It  is  possible  that  many  cases 
of  apical  disease  are  not  primary  in  the  apex, 
but  secondary  to  old  infections  of  the  hilus 
(Bushnell).  This  view  is  supported  by  many 
radiographic  plates  in  which  shadows,  due  to 
peribronchial  thickening,  extend  from  areas  of 
disease  in  the  hilus  to  the  parenchymatous  dis- 
ease in  the  apex.  The  clinical  characteristics  of 
peribronchial  tuberculosis  have  been  well  de- 
scribed by  Bushnell  in  a  recent  paper. 

There  is  no  doubt  that  the  tracheo-bronchial 
lymph  nodes  of  the  vast  majority  of  children  are 
tuberculous  or  contain  living  tubercle  bacilli, 
although  they  present  at  no  time  any  clinical 
signs  of  the  disease.  Albrecht  and  Arnstein 
found  either  tuberculosis  of  the  tracheo-bron- 
chial lymph  nodes  or  clinical  tuberculosis  in 
87%  of  the  bodies  of  100  children  from  6  to  16 
years  of  age,  who  died  of  various  diseases.  In 
13  of  the  cases  the  tuberculosis  was  demon- 
strated only  on  histological  examination. 

The  changes  in  the  tissues  produced  by  the 
tubercle  bacilli  are  dependent  in  large  part  on 
the  concentration  of  the  poison  produced  by  the 
bacilli.  The  most  common  lesion  is  a  prolifer- 
ation of  the  connective  tissue  cells,  an  actual 
new  growth  giving  rise  to  tubercles  or  to  diffuse 
tuberculous  tissue  without  the  formation  of  tu- 
bercles. There  may  be,  in  addition,  exudation, 
caseation  with  or  without  softening,  and  collat- 
eral inflammation.  This  last — the  collateral 
inflammation — is  especially  important  when  one 
is  considering  the  origin  and  significance  of  the 
physical  signs  in  active  tuberculosis.  About  a 
nucleus  of  tuberculous  tissue  is  a  relatively  wide 
zone  or  area  of  ordinary  serous,  fibrinous  or  cel- 
lular inflammation,  just  as  about  a  small  active 
focus  of  pus  deep  in  the  subcutaneous  tissues 
there  will  be  a  wide  area  of  induration  due  to 
inflammation,  reaching,  it  may  be,  to  the  skin. 
This  collateral  inflammation  about  a  tuberculous 
focus  is  produced  by  some  diffusible  toxic  prod- 
uct of  the  tubercle  bacillus,  but  the  tissues  in- 
volved in  this  form  of  inflammation  may  be 
free  from  tubercle  bacilli.  According  to  Ten- 
deloo,  the  tuberculous  infiltrations  in  the  lung 
which  give  rise  to  the  physical  signs  we  obtain 


on  auscultation  and  percussion  are  chiefly  due 
to  the  collateral  inflammation  about  a  caseous 
nucleus.  This  caseous  nucleus  frequently  is  so 
small  as  to  be  easily  overlooked  at  autopsy. 

The  fibrous  tissue  which  forms  in  large 
amount  about  tuberculous  areas  in  the  process 
of  healing  is  probably  the  result  of  the  stimu- 
lating action  of  diluted  tuberculosis  toxins.  This 
fibrous  tissue  influences  the  physical  signs  in 
different  ways.  It  gives  rise  to  shrinking  of 
the  lungs,  and  this  leads  to  a  sinking  in  of  the 
tissues  of  the  chest  that  overlie  the  portion  of 
lung  affected,  and  diminished  movement  of  the 
lung  during  respiration.  The  increased  density 
produced  by  the  fibrous  tissue  is  the  cause  of 
the  marked  dulness  on  percussion  present  over 
healed  lesions.  Bands  of  fibrous  tissue  extend- 
ing to  the  chest  wall  from  diseased  areas  in  the 
lungs  increase  the  conduction  of  sound  and  ex- 
plain the  loud  breath  sounds  heard  over  old  ar- 
rested areas  of  disease. 

Before  taking  up  for  consideration  the  meth- 
ods used  in  the  physical  diagnosis  of  pulmonary 
tuberculosis,  I  wish  to  emphasize  the  fact  that  a 
negative  physical  examination  of  the  lungs  does 
not  exclude  the  presence  of  the  disease.  Physi- 
cians often  are  misled  and  their  suspicions  al- 
layed in  cases  of  tuberculosis  by  the  absence  of 
physical  signs.  This  is  seen  most  strikingly  in 
the  hemoptysis  out  of  a  clear  sky  that  ushers  in 
the  clinical  history  of  tuberculosis  in  nearly 
10%  of  the  cases.  It  has  long  been  recognized 
"that  the  absence  of  demonstrable  lesions  should 
never  lead  one  to  declare  that  a  hemorrhage  did 
not  come  from  the  lungs"  (Minor).  In  my  ex- 
perience it  is  the  exception  rather  than  the  rule 
to  find  any  definite  physical  signs  of  disease  in 
patients  who  have  had  a  frank  hemorrhage  from 
the  lungs  as  the  ilnitial  symptom.  Yet  hemop- 
tysis out  of  a  clear  sky  is  due  to  pulmonary 
tuberculosis  in  almost  100%  of  the  cases.  New 
evidence  of  this  from  observations  made  in  the 
post-mortem  room  was  recently  presented  by 
Lord. 

In  spite  of  this  relation  between  the  spitting 
of  blood  and  consumption,  which  has  been 
known  since  the  time  of  Hippocrates,  how  prone 
physicians  are,  even  in  our  day,  after  they  have 
made  a  negative  physical  examination,  to  re- 
assure the  patient  with  the  statement  that  there 
is  nothing  wrong  in  the  lungs!  An  hemoptysis 
of  a  teaspoonful  or  more  of  clear  blood  always 
justifies  the  tentative  diagnosis  of  phthisis,  even 
in  the  absence  of  physical  signs.    It  should  be 
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to  the  physician  as  clear  a  warning  of  danger 
as  the  red  light  is  to  the  engineer  of  the  swiftly- 
moving  train. 

Even  in  advanced  phthisis  I  have  occasionally 
found  the  percussion  note  normal,  the  respira- 
tion vesicular,  and  few  rales  or  none  whatever. 
This  is  no  recent  observation.  It  was  known  to 
Andral  as  early  as  1832,  and  probably  earlier. 
Listen  to  the  quotation  from  a  letter  written  by 
James  Jackson,  Jr.,  to  the  elder  Jackson  from 
Paris  on  January  23,  1832: 

"My  dear  Father: 

I  have  an  hour  to  spare  before  going  to  bed, 
and  as  I  wish  to  review  a  portion  of  Andral 's 
lecture  of  this  afternoon,  I  will  do  it  by  giving 
you  an  abstract  of  the  same.  .  . 

The  general  subject  was  the  symptoms  of 
phthisis,  of  which  disease  he  has  given  a  most 
learned  description.  .  .  The  (percussion)  sound 
may  be  everywhere  normal,  and  this,  too,  during 
all  the  stages  of  the  disease,  even  after  the  for- 
mation of  cavities;  as  when  these  are  deep  seat- 
ed. .  .  In  many  cases,  or  at  least  in  some,  we 
must  acknowledge  that  the  respiration  is  nat- 
ural throughout  the  whole  course  of  the  disease. 
This  may  be  while  the  tubercles  are  crude,  or 
even  after  they  are  softened  and  caverns  are 
formed,  if  these  be  deep  seated.  .  .  (Rales) 
sometimes  none  whatever.  .  .  " 

If  a  patient  is  ill  with  symptoms  suggestive 
of  phthisis,  and  nothing  abnormal  is  found  on 
repeated  physical  examinations,  radiograms  of 
the  lungs  should  be  made  before  one  has  the 
right  to  say  that  this  disease  is  not  the  probable 
cause  of  the  symptoms.  Even  with  negative 
radiograms,  as  well  as  negative  physical  exami- 
nations, one  cannot  always  rule  out  the  possi- 
bility of  advanced  pulmonary  tuberculosis.  I 
saw  such  a  case  a  year  ago.  There  had  been 
high  fever  for  weeks,  with  great  prostration  and  I 
loss  of  weight.  Repeated  examinations  of  the 
chest  had  revealed  nothing  abnormal,  and  no 
evidence  of  tuberculosis  was  found  in  the  radio- 
grams. On  my  examination  of  the  chest  I  could 
detect  no  evidence  of  pulmonary  disease.  Law- 
rason  Brown,  who  saw  the  patient  a  week  later, 
noticed  diminished  expansion  of  the  upper  part 
of  the  left  chest,  but  that  was  all  he  found  of 
any  significance.  A  few  months  later,  when  I 
saw  the  patient  for  a  second  time,  there  were 
signs  of  extensive  involvement  of  the  lungs,  with 
dulness,  broncho-vesicular  breathing  and  many 
moist  rales.  By  that  time  tubercle  bacilli  were 
present  in  the  sputum. 

The  difficulties  in  the  interpretation  of  phys- 


ical signs  are  increased  by  the  necessity  of  dis- 
tinguishing between  active  and  latent  or  healed 
tuberculosis.  Nearly  every  adult,  as  we  now 
know,  becomes  infected  in  childhood.  Hence,  a 
distinction  between  infection  and  disease  must 
be  made  in  dealing  with  the  clinical  aspects  of 
pulmonary  tuberculosis. 

It  is  the  clinical  disease  that  we  are  called 
upon  to  diagnose  and  treat.  Physical  signs 
without  symptoms  indicate  that  there  is  no 
active  disease,  and  are  sometimes  found  in  per- 
sons that  are  strong  and  apparently  healthy. 
They  are  evidence  only  of  an  old  infection  that 
has  produced  a  definite  lesion  in  the  lung.  Some- 
times this  is  a  healed  process,  sometimes  a  latent 
one,  that  under  conditions  unfavorable  to  the 
human  host,  but  favorable  to  the  tubercle  ba- 
cilli, will  "light  up"  and  become  active  disease. 

Does  so-called  incipient  chronic  tuberculosis 
really  occur  in  any  considerable  proportion  of 
cases?  The  teachings  on  this  point  for  the  past 
twenty  years  have  been  very  definite.  No  one 
seemed  to  doubt  that  the  disease  usually  began 
in  a  small  area  at  the  apex,  which  by  its  develop- 
ment produced  after  a  short  time  local  and  con- 
stitutional symptoms,  which  increased  slowly, 
often  insidiously,  and  were  accompanied  by 
slight  but  characteristic  physical  signs  in  the 
lungs.  We  believed  that  in  every  case  of 
chronic  pulmonary  tuberculosis  there  was  an 
early  stage  that  could  be  recognized  by  the  care- 
ful, skilful  diagnostician.  It  was  Dr.  Louis 
Hamman  of  Baltimore,  I  think,  who  first  ex- 
pressed doubt  that  an  incipient  stage  could  be 
recognized  as  such  in  the  majority  of  cases  of 
clinical  pulmonary  tuberculosis.  When  the  de- 
fenders of  the  traditional  view  began  to  look 
about  for  evidence  with  which  to  overwhelm  Dr. 
i  Hamman  they  found,  as  is  usually  the  case  with 
teachings  which  everybody  has  accepted  without 
question,  that  there  was  very  little  evidence  at 
hand  to  be  offered  in  its  support. 

This  is  an  important  matter  to  settle  because 
so  much  attention  has  been  directed  in  the  anti- 
tuberculosis campaign  to  early  diagnosis  and  the 
prompt  treatment  of  these  incipient  cases. 

That  this  question,  raised  several  years  ago. 
has  not  been  answered  is  evidence  in  itself  that 
there  is  still  much  to  be  learned  from  the  care- 
ful study  of  cases  of  pulmonary  tuberculosis 
during  the  period  when  symptoms  are  develop- 
ing. If  a  relatively  small  number  of  incipient 
cases  were  carefully  examined  by  physicians 
skilled  in  physical  diagnosis,  at  frequent  inter- 


Vol.  CL XXVI II.  No.  K5]         BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


523 


vals  during  a  long  period,  and  the  observations 
recorded  in  detail,  information  at  present  lack- 
ing would  be  obtained  that  would  not  only  an- 
swer this  question,  but  would  probably  furnish 
at  the  same  time  a  trustworthy  guide  for  the 
physical  diagnosis  of  incipient  tuberculosis. 
Here  is  an  investigation  that  can  best  be  made 
by  general  practitioners,  possibly  by  dispensary 
or  out-patient  physicians,  but  it  certainly  can- 
not be  carried  out  by  the  clinical  professors, 
whose  work  is  confined  to  the  wards,  or  by  med- 
ical consultants. 

No  less  a  man  than  Sir  James  Mackenzie  be- 
lieves that  the  greatest  opportunities  for  ad- 
vancing clinical  medicine  at  the  present  time  are 
within  the  reach  of  family  practitioners  only, 
because  they  alone  can  study  disease  during  its 
early  stages  and  follow  its  progress. 

The  order  of  examination  that  is  followed  by 
all  well-trained  clinicians  is  that  so  well  put  by 
Samuel  Gee  in  the  following  words :  ' '  Suppose  a 
patient  with  the  chest  exposed  ready  to  undergo 
a  physical  examination :  the  physician,  first  of 
all,  carefully  surveys  the  chest  with  his  eye,  this 
is  Inspection ;  next,  with  his  hand,  this  is  Palpa- 
tion ;  he  next  strikes  the  chest.  Percussion ;  and 
lastly  he  puts  his  ear  upon  the  chest,  Ausculta- 
tion." 

To  many  physicians,  auscultation  of  the  lungs 
is  the  beginning  and  end  of  the  physical  exami- 
nation in  a  case  of  suspected  pulmonary  tuber- 
culosis. This  is  wholly  wrong.  The  inexperi- 
enced physician,  who  needs  most  the  aid  in  diag- 
nosis furnished  by  careful  inspection,  palpation 
and  percussion,  is  the  one  who  neglects  them 
most. 

If  proper  use  is  made  of  these  other  methods, 
by  the  time  the  examiner  is  ready  to  listen  to 
the  chest,  findings  of  such  value  regarding  the 
character  and  location  of  disease  will  usually  be 
obtained,  that  he  needs  only  the  evidence  af- 
forded by  auscultation  to  confirm  his  physical 
diagnosis. 

It  is  important  for  the  practitioner  who 
earnestly  wishes  to  improve  his  diagnostic  skill 
to  proceed  slowly  and  carefully,  and  to  record 
his  observations  at  the  time  he  makes  them. 
He  should  note  down  in  regular  order  his  find- 
ings on  inspection,  palpation,  percussion  and 
auscultation.  This  is  especially  important  when 
the  deviations  from  the  normal  are  slight.  I 
find  it  helpful  to  record  my  observations  at  the 
time  I  make  them,  before  my  opinion  can  be 
influenced  by  additional  and  possibly  contradic- 


tory evidence.  In  this  way  errors  due  to  the 
personal  equation  are  lessened.  Furthermore, 
the  recording  of  detailed  findings  aids  one  to 
observe  carefully  and  accurately.  If  there  is 
lack  of  time  for  thorough  study,  the  physician 
should  insist  upon  a  subsequent  visit.  If  the 
patient  will  not  return,  any  opinion  upon  the 
probability  of  tuberculous  disease  should  be 
withheld.  Personally,  I  cannot  remember  ever 
having  had  a  patient  refuse  this  reasonable  re- 
quest. 

Inspection  is  ranked  by  Lawrason  Brown  sec- 
ond only  in  importance  to  auscultation  in  the 
detection  of  tuberculous  lung  lesions.  I  find  its 
value  is  not  appreciated  by  most  physicians, 
especially  as  an  aid  to  the  diagnosis  of  early, 
active  cases. 

The  examination  should  always  be  made  in  a 
warm,  well-lighted  room.  The  patient  should 
remove  all  clothes  from  the  upper  part  of  the 
body  down  to  the  waist,  in  order  that  the  entire 
chest  be  freely  exposed.  The  clothing  about  the 
waist  is  loosened,  as  otherwise  the  motion  of  the 
lower  chest  may  be  restricted  or  the  diaphragm 
be  pushed  upward  by  the  abdominal  organs. 
There  should  be  no  exceptions  to  this  rule.  For 
inspection  the  patient  should  be  seated,  prefer- 
ably on  a  round  stool.  The  patient  is  instructed 
to  relax  the  muscles  and  sit  at  ease.  I  have  the 
patient  face  a  window  so  that  the  light  will 
strike  directly  on  the  chest. 

Lagging  of  the  upper  front  of  the  chest  on 
the  affected  side  was  observed  in  43%  of  my 
cases  of  so-called  incipient  disease  at  the 
first  examination.  This  restricted  movement 
occurs  before  there  is  any  definite  retraction  of 
the  chest  wall,  and  is  probably  due  to  dimin- 
ished expansion  of  the  affected  part  of  the  lung. 
Retraction  of  an  apex  with  deepening  of  the 
grooves  above  and  below  the  clavicle  is  evidence 
of  an  old  lesion.  There  may  be  considerable  de- 
formity of  the  chest  wall  without  limitation  of 
movement.  If  you  find  lagging  of  one  apex  and 
retraction  of  the  other,  the  first  is  probably  the 
seat  of  recent  active  disease,  the  other  of  an  old 
process  that  may  be  healed.  Limitation  in  the 
motion  of  the  lower  part  of  the  chest  is  usually 
due  to  pleurisy. 

The  patient's  attention  should  not  be  drawn 
to  his  respiration  by  asking  him  to  breathe  in 
any  particular  way.  I  inspect  the  front  of  the 
chest  while  standing  or  sitting  in  front  of  the 
patient.  Usually  lagging,  if  it  exists,  can  be 
detected  from  this  position.    Then  stand  direct- 
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ly  behind  the  patient,  whose  head  should  be 
thrown  forward,  look  over  the  shoulders  andf 
note  the  movement  of  both  upper  fronts  of  the 
chest.  Both  delay  in  the  beginning  of  the  res- 
piratory movement  and  limitation  of  the  excur- 
sion can  be  readily  observed.  It  is  easy  to  note 
slight  unilateral  flattening  of  the  upper  chest 
when  looking  down  from  above  and  behind. 
After  inspecting  the  front  of  the  chest,  the  pa- 
tient should  turn  on  the  stool  until  the  back  is 
toward  the  light.  Then  note  particularly  any 
difference  in  the  movement  of  the  two  scapulae 
during  quiet  respiration.  It  is  not  uncommon 
to  have  restricted  movement  of  one  apex  in  front 
and  of  the  lower  back  on  the  opposite  side. 

Atrophy  of  chest  muscles,  especially  the 
trapezius  on  the  affected  side,  has  long  been  rec- 
ognized. It  is  found  in  connection  with  old  le- 
sions. Pottenger  has  called  attention  to  muscle 
spasm  about  an  active  lesion,  which  he  believes 
to  be  of  importance  in  diagnosis.  The  trape- 
zius, the  sterno-mastoid,  and  the  scaleni  are  the 
muscles  most  commonly  involved.  This  spasm 
of  the  muscles  can  sometimes  be  made  out  on 
inspection.  The  increased  tone  causes  the  out- 
lines of  the  muscles  to  stand  out  more  promi- 
nently than  on  the  normal  side.  Pottenger 's  ob- 
servations, it  seems  to  me,  have  attracted  less  at- 
tention than  they  deserve,  and  the  significance 
of  this  increased  muscular  tone  and  its  value  in 
the  diagnosis  of  active  tuberculosis  have  not 
been  determined.  It  is  possible  that  the  re- 
stricted motion  on  respiration  in  early  pulmon- 
ary tuberculosis,  is  due  to  spasm  of  the  chest 
muscles. 

General  wasting  of  subcutaneous  fat  and  the 
shape  of  the  thorax  should,  of  course,  be  care- 
fully noted.  I  have  been  impressed,  however, 
with  the  relatively  large  proportion  of  well- 
built  and  fairly  well-nourished  persons  that  de- 
velop phthisis. 

Palpation  often  confirms  the  results  of  inspec- 
tion regarding  the  respiratory  movements  of  the 
chest.  A  diminished  excursion,  especially  of  the 
lower  chest  on  one  side,  sometimes  not  made  out 
by  inspection,  is  detected  by  placing  the  palms 
gently  over  the  lateral  regions  and  noting  the 
amount  of  movement  communicated  to  the  hands 
by  quiet  respiration. 

The  degree  of  tonus  in  the  sterno-mastoid, 
trapezius,  scaleni,  and  pectoralis  major  muscles 
may  be  tested  according  to  the  method  de- 
scribed by  Pottenger  in  his  recent  work  on  tu- 
berculosis.   My  observations  are  too  few  to  be 


conclusive,  but  in  certain  cases  of  active  tuber- 
culosis I  have  found  marked  increase  of  the 
tonus  in  one  or  more  of  the  muscles  on  the  af- 
fected side. 

Percussion.  The  value  of  percussion  in  the 
diagnosis  of  early  phthisis  is  not  generally 
known.  This  is  due  to  the  fact  that  heavy  per- 
cussion has  been  practised  by  most  clinicians 
since  the  days  of  Corvisart.  Laennec  states 
that  percussion  often  yields  no  information  in 
phthisis.  He  speaks  of  the  difficulty  of  the 
method  and  says  many  physicians  of  his  time 
were  not  able  to  bring  out  sufficient  sound  to 
demonstrate  differences  of  resonance  without 
hurting  the  patient  with  the  force  of  the  blow. 
It  is  evident,  from  a  statement  made  in  L' Auscul- 
tation Mediate,  that  Laennec  himself  used  heavy 
percussion.  Whoever  it  was  who  first  recognized 
the  value  of  very  light  percussion  in  diagnosis 
made  a  discovery  scarcely  less  important  than 
Auenbrugger  himself. 

Sir  William  Gairdner,  the  eminent  Glasgow 
physician,  lived  and  worked  as  a  young  man 
with  the  pioneers  in  physical  diagnosis  who  fol- 
lowed Laennec.  The  span  of  his  professional 
life  reached  from  that  generation  to  the  present 
one.  In  a  letter  published  about  1900  in  the 
Edinburgh  Medical  Journal,  he  made  the  inter- 
esting observation  that  the  medical  students  in 
Scotland  at  the  time  he  wrote  were  taught  to  use 
a  stronger  percussion  stroke  than  that  em- 
ployed by  teachers  in  the  first  half  of  the  last 
century. 

I  believe  that  George  M.  Garland  of  Boston 
was  the  first  physician  in  America,  and  probably 
in  the  world,  to  use  and  teach  and  advocate  in 
print,  very  light  percussion.  He  has  employed 
it  for  over  forty  years.  In  his  classical  work  on 
pneumo-dynamics,  published  in  1878,  he  repeat- 
edly refers  to  the  importance  of  very  light  per- 
cussion. In  the  first  chapter,  in  speaking  of  the 
curved  line  of  flatness  with  pleural  effusions,  he 
says,  "I  must  emphasize  the  necessity  of  per- 
cussing lightly,  and  I  cannot  urge  this  point  too 
earnestly."  Dr.  Garland  learned  the  value  of 
light  percussion  from  experiments  he  made  on 
animals.  In  1874  he  injected  into  the  pleural 
cavities  of  dogs  fluids  capable  of  "setting"  into 
casts.  To  mark  on  the  chest  wall  the  true  curve 
of  the  upper  level  of  the  artificial  effusion,  he 
found  it  necessary  to  use  very  light  percussion. 
Garland's  method  of  percussion  is  in  reality  a 
combination  of  percussion  and  palpation,  and  he 
relies  more  on  the  sense  of  resistance  to  the  fin- 
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ger  than  to  the  pitch  of  the  note.  The  impor- 
tance of  percussing  in  vertical  lines  is  empha- 
sized, and  the  points  where  the  notes  become 
flat  are  carefully  noted.  Dr.  Garland  tells  me 
that  all  his  teachers  in  this  country  and  abroad 
used  a  heavy  percussion  stroke.  Dr.  F.  C.  Shat 
tuck  early  adopted  light  percussion  and  advo- 
cated its  use  to  his  many  classes  of  students  at 
the  Massachusetts  General  Hospital.  In  some 
of  the  leading  American  medical  schools  today 
a  heavy  percussion  stroke  is  still  taught.  The 
so-called  light  percussion  of  many  physicians  is 
heavy  in  comparison  to  the  force  of  the  blow 
used  by  those  who  practise  very  light  percus- 
sion. In  recent  years  the  lightest  possible,  per- 
cussion stroke — threshold  percussion — has  been 
recommended  by  Goldscheider. 

I  have  employed  for  many  years  a  percussion 
stroke  so  light  that  the  sound  it  produces  can  be 
heard  only  a  foot  or  two  from  the  patient.  1 
first  used  this  light  percussion  in  marking  out 
the  absolute  cardiac  dulness  when  a  student  in 
Krehl's  clinic,  and  later  employed  it  when  1 
learned  from  Minor  the  importance  of  outlining 
the  apical  isthmus — the  so-called  Kroenig's 
isthmus — in  tuberculosis.  I  think  the  tactile 
perception  of  increased  resistance  enters  largely 
into  this  form  of  percussion.  One  hears  some- 
thing or  nothing.  To  bring  out  "the  pitch  dis- 
tinctly, a  stronger  blow  must  be  used.  Percus- 
sion is  certainly  not  a  method  of  precision,  and 
it  must  be  frankly  admitted  that  slight  or  ques- 
tionable dulness  has  little  significance  and 
should  be  disregarded  unless  supported  by  defi- 
nite auscultatory  signs.  Nevertheless,  I  have 
never  known  anyone  who  has  mastered  the  tech- 
nic of  light  percussion  who  was  not  convinced 
of  its  great  value  in  the  diagnosis  of  pulmonary 
and  cardiac  disease.  The  art  of  light  percus- 
sion is  difficult  to  acquire,  but  less  difficult  and 
more  trustworthy  than  heavy  percussion.  A 
slight  variation  in  the  direction  of  the  heavy 
stroke  alters  the  percussion  note,  as  Laennec  ob- 
served, and  different  sounds  are  elicited  by 
strokes  of  different  strength  over  the  same  re- 
gion. 

It  has  been  taught  in  America  for  many  years 
by  the  followers  of  Austin  Flint  that  the  right 
apex  is  somewhat  dull.  So  much  stress  is  laid 
on  this  point  by  some  teachers  of  physical  diag- 
nosis that  their  students  think  they  can  or 
should  recognize  this  physiological  dulness. 
Austin  Flint,  as  is  evident  from  his  writings, 
used  a  forcible  percussion  stroke.     From  his 


statement  that  in  hospital  practice  it  is  neces- 
sary to  use  a  plessimeter  to  prevent  injury  to 
the  fingers,  I  think  it  is  justifiable  to  conclude 
that  he  used  a  very  heavy  blow.  Possibly  this 
explains  the  slight  dulness  he  noted  at  the  right 
apex,  which  was  not  found  by  any  of  the  other 
great  masters  of  physical  diagnosis  before  or 
since  his  time. 

The  cases  of  so-called  physiological  dulness 
brought  to  my  attention  by  students  were  found 
to  have  a  definite  narrowing  of  Kroenig's  isth- 
mus, and  hence  were  pathological.  In  most  in- 
stances, other  signs  of  tuberculosis  were  found. 
To  avoid  this  error,  regard  with  suspicion  any 
definite  dulness  at  either  apex,  as  it  is  probably 
evidence  of  a  tuberculous  lesion.  In  seeking 
signs  of  apical  disease,  always  percuss  the  top  of 
the  axilla.  Occasionally  in  early  tuberculosis,  it 
will  be  found  distinctly  dull,  while  the  note  over 
the  apex,  anteriorly  and  posteriorly,  is  resonant. 

In  percussing  the  lungs  it  is  important  to 
mark  out  the  lower  border  during  quiet  breath- 
ing in  the  lateral  and  posterior  portions  of  the 
chest.  The  apical  isthmus  is  a  zone  over  the  top 
of  the  shoulder,  usually  3  to  4  cm.  wide  in  its 
upper  part.  The  inner  border,  which  can  be 
marked  out  more  satisfactorily  than  the  outer 
border,  extends  normally  downward  and  inward 
from  the  border  of  the  trapezius  muscle  to  the 
inner  head  of  the  sterno-mastoid  just  above  the 
clavicle.  I  have  found  that  dulness  above  the 
inner  third  of  the  clavicle  on  very  light  percus- 
sion is  an  early  sign  in  apical  tuberculosis.  The 
terminal  phalanx  of  the  middle  finger  of  the 
left  hand,  used  as  a  plessimeter,  is  placed  on  the 
skin  just  above  and  parallel  to  the  clavicle.  One 
should  first  percuss  in  the  region  above  the  mid- 
dle of  the  clavicle,  and  then  move  the  finger 
along  toward  the  middle  line,  percussing  as  one 
proceeds,  until  the  resonance  disappears.  In 
this  region  there  is  rarely  much  fat  and  the 
muscles  are  thin,  hence  dulness  here  can  be  made 
out  frequently  when  percussion  of  the  other 
parts  of  the  apical  isthmus  is  unsatisfactory. 
It  should  be  called  to  mind  that  the  portion  of 
the  lung  apex  above  the  clavicle  lies  between  the 
two  heads  of  the  sterno-mastoid  muscle.  Hence, 
this  area  of  early  dulness  is  directly  over  the 
apex. 

"When  a  student  in  Krehl's  Tubingen  Clinic, 
in  1902,  I  learned  the  percussion  method  of  de- 
termining the  movability  of  the  lower  border  of 
the  lungs,  and  I  have  employed  it  ever  since  as  a 
routine  procedure  in  examining  the  lungs  for  tu- 
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bereulosis.  In  the  mid-axillary  and  scapular  lines, 
the  lower  border  of  resonance  is  determined 
while  the  patient  holds  his  breath  at  the  end  of 
full  inspiration  and  again  after  full  expiration. 
The  width  of  the  excursion  is  measured  and  re- 
corded. If  there  is  dulness  over  the  lower  part 
of  the  lung,  it  is,  of  course,  impossible  to  deter- 
mine this  respiratory  movement.  It  is  a  meas- 
ure not  of  the  movement  of  the  diaphragm  but 
of  the  lung  in  the  pleural  sinus,  and  is  often 
found  lessened  or  absent  on  the  affected  side  in 
pulmonary  tuberculosis  sufficiently  early  to  be 
of  aid  in  diagnosis.  In  20%  of  my  incipient 
cases  a  limitation  in  the  excursion  was  found. 

In  discussing  what  can  be  learned  from  in- 
spection, I  did  not  mention  Litten's  diaphrag- 
matic sign,  because  it  is  of  little  practical  value. 
Limitation  in  the  motion  of  the  diaphragm  can 
be  readily  made  out  on  fluoroscopic  examination. 

Auscultation.  Whether  percussion  or  auscul- 
tation yields  the  earliest  evidence  of  the  exist- 
ence of  pulmonary  tuberculosis  is  still  a  mooted 
question.  That  dulness  on  light  percussion  is  an 
early  physical  sign  is  shown  by  my  own  statis- 
tics. In  26,  or  83%,  of  the  so-called  early  cases 
in  which  I  made  the  physical  examination  there 
was  dulness;  in  23,  or  77%,  enfeebled  or  abnor- 
mal breath  sounds:  and  in  18,  or  60%,  rales. 

It  seems  strange  that  in  the  101  years  that 
have  passed  since  the  study  of  the  auscultatory 
signs  of  phthisis  was  begun  by  Laennec,  the  sig- 
nificance of  the  harsh,  granular  and  broncho- 
vesicular  types  of  respiration  has  not  been  de- 
termined. Whether  they  are  due  to  catarrh  of 
the  finer  bronchioles  or  to  induration  of  the  sur- 
rounding tissues,  is  still  unsettled.  Here  cer- 
tainly is  a  profitable  field  for  study. 

In  the  past  twenty  years  too  much  attention 
has  been  paid  in  diagnosis  to  slight  changes  in 
the  respiratory  murmur.  I  refer  particularly  to 
harsh  inspiration  and  the  granular  breathing  of 
Grancher.  The  physical  signs  found  in  a  healed 
or  arrested  lesion  are  often  mistaken  for  those 
of  active  disease.  Years  after  all  symptoms  have 
disappeared,  dulness,  associated  with  harsh, 
granular,  or  broncho-vesicular  breathing  may 
persist.  Piery  and  Bushnell  believe  that  these 
modifications  of  respiration,  which  are  generally  i 
regarded  as  «arly  signs  of  tuberculosis,  are  more 
frequently  found  after  induration  of  the  tissues 
has  taken  place.  In  the  absence  of  rales,  they 
would  interpret  broncho-vesicular  breathing  as  : 
an  indication  that  the  lesion  was  inactive.  i 
Lack  of  time  forbids  an  extensive  considera-  : 


,  tion  of  rales,  although  their  presence  is  the 
surest  indication  to  be  obtained  on  the.  physical 
examination  of  the  chest  that  active  disease  ex- 
ists. The  ability  to  recognize  all  the  deviations 
from  the  normal,  that  I  have  mentioned,  is  not 
to  be  expected  from  every  practising  physician, 
but  no  one  is  qualified  to  examine  a  chest  at  all 
if  he  cannot  recognize  rales.  Yet  I  wonder  how 
large  a  proportion  of  hospital  physicians  or  tu- 
berculosis specialists  could  state  clearly  the  dif- 
ference between  crepitant  and  sub-crepitant 
rales,  fine,  moist  rales  and  crackles.  Yet  these 
are  distinctions  of  importance  that  were  all  rec- 
ognized and  described  by  Laennec  within  a 
period  of  three  years  following  the  discovery  of 
auscultation,  and  he  had  no  one  to  teach  him  ex- 
cept Nature.  . 

The  importance  of  coughing  as  an  aid  to  the 
detection  of  rales  should  be  emphasized.  First 
listen  over  a  region  with  the  patient  breathing 
quietly ;  then  direct  the  patient  to  exhale,  cough, 
inhale.  My  friend,  Dr.  Horace  Gray,  has  called 
my  attention  to  the  fact  that  Laennec  recognized 
that  coughing  was  of  value  in  bringing  out  rales, 
and  that  the  cough  should  not  be  too  forcible. 
Turban  speaks  of  a  patient  who,  having  been  ex- 
amined by  a  great  many  physicians,  based  his 
judgment  of  their  merit  on  whether  or  not  they 
had  made  him  cough  during  auscultation. 

Fine,  persistent  rales,  limited  to  one  portion 
of  the  lungs,  are  regarded  generally  as  the  first 
trustworthy  physical  sign  of  active  disease.  But 
it  must  not  be  forgotten  that  localized  rales  may 
persist  for  months  and  years  after  a  patient  has 
recovered  his  health.  I  have  watched  a  number 
of  such  cases  for  several  years  in  fear  that  the 
persistence  of  moist  rales  indicated  impending 
trouble,  but  no  symptoms  developed.  In  one 
case  with  a  past  history  of  active  disease,  I 
heard  at  every  examination  many  fine,  moist 
rales  over  the  left  lower  lobe  during  a  period 
of  two  to  three  years  before  the  patient's  death. 
The  autopsy  showed  healed  tuberculosis  of  this 
lobe,  with  no  evidence  of  recent  disease. 

Wishing  to  be  guided  by  facts  and  not  by 
impressions  of  what  I  had  personally  observed, 
I  had  my  findings  on  the  physical  examination 
of  thirty  cases,  classed  as  incipient,  collected 
and  analyzed  as  an  aid  in  the  preparation  of 
this  talk.  The  figures  show  something  of  in- 
terest, but  I  doubt  if  it  would  be  correct  to 
regard  all  of  the  cases  as  examples  of  early 
active  disease.  They  were  selected  from  a  large 
series  of  cases  treated,  for  the  most  part,  in  my 
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tuberculosis  class.  As  I  wished  to  use  the  series 
in  reporting  the  effect  of  treatment,  I  was  un- 
willing to  classify  them  myself  as  incipient, 
moderately  advanced  and  far  advanced,  and  so 
I  had  my  associates  do  it  for  me.  In  their  zeal 
that  no  case  be  placed  in  a  more  advanced  stage 
than  it  properly  belonged,  and  thereby  make  the 
results  of  treatment  appear  better  than  they 
ought  to  appear,  I  think  you  will  agree  with  me, 
after  examining  the  table,  that  they  went  too 
far. 

Table. 

Physical  Signs  in  30  Cases  of  So-called  Incipient 
Phthisis. 


Lagging  of  the  affected  side  ....  13  or  43% 

Dulness    28  or  93% 

Narrowing  of  apical  isthmus  ....  26  or  83% 
Abnormal  breathing  of  different 

types    23  or  77% 

Enfeebled  breathing    10  or  33% 

Harsh  breathing    6  or  20% 

Granular  breathing   3  or  10% 

Cog-wheel  breathing    3  or  10% 

Broncho-vesicular  breathing  .  S  or  26% 

Bronchial  breathing    3  or  10% 

Rales    18  or  60% 


Most  of  these  cases  were  examined  a  short 
time  after  definite  symptoms  developed.  The 
variety  and  character  of  the  physical  signs  pre- 
sented in  this  group  make  it  evident  that  many 
of  these  were  cases  in  which  there  had  been  no 
early  stage  in  the  clinical  sense  (Hamman). 

A  study  of  the  temperature,  with  readings 
made  and  recorded  every  two  hours  from  8  a.m. 
to  8  p.m.,  is  a  better  guide  in  determining  activ- 
ity of  the  disease  than  the  physical  examination. 
There  is  usually  some  elevation  of  temperature 
in  the  early  stage  of  tuberculosis,  which  may 
occur  only  for  a  period  of  a  few  hours  daily, 
hence  the  need  of  making  frequent  observations. 
Even  before  physical  signs  develop,  fever  may 
be  present.  An  increase  in  the  daily  range, 
even  when  the  maximum  temperature  is  not 
above  normal,  is  of  diagnostic  value  in  pul- 
monary tuberculosis. 

Time  does  not  permit  of  a  discussion  of  the 
pulse,  but  acceleration  is  an  early  sign,  and  the 
rapid  rate  frequently  persists  after  the  tem- 
perature has  dropped  to  normal. 

The  conclusion  to  be  drawn  from  this  whole 
matter  of  the  relation  of  physical  signs  to  diag- 
nosis is  well  stated  by  that  great  master  of  medi- 
cine, "William  Stokes.  His  words  are  as  true 
and  as  applicable  today  as  when  they  were  writ- 
ten in  1837: 

"It  cannot  be  too  often  repeated  that  phys- 
ical signs  only  reveal  mechanical  conditions, 
which  may  proceed  from  the  most  different 


causes ;  and  that  the  latter  are  to  be  determined 
by  a  process  of  reasoning  on  their  connection 
and  succession,  on  their  relation  to  time,  and 
their  association  with  symptoms ;  it  is  in  this 
that  the  medical  mind  is  seen.  Without  this 
power  I  have  no  hesitation  in  saying  it  would 
be  safer  wholly  to  neglect  the  physical  signs, 
and  to  trust  in  practice  to  symptoms  alone." 


THE  STANDARDIZATION  OF 
HOSPITALS* 

By  Chakles  A.  Drew,  M.D.,  Worcester,  Mass., 
Superintendent,  Worcester  City  Hospital. 

At  the  January  meeting  of  the  Trustees,  a 
communication  was  read  and  a  questionnaire 
considered  coming  from  the  American  College  of 
Surgeons,  relating  to  a  proposed  standardiza- 
tion and  classification  of  hospitals  in  the  United 
States  and  Canada. 

It  may  be  worth  while  to  review  the  reasons 
for  the  proposed  "standardization"  in  the  in- 
terest of  a  clearer  understanding  of  this  im- 
portant project.  It  is  alleged  that  by  reason  of 
curable  defects,  the  majority  of  hospitals  are 
not  doing  the  good  work  they  should  be  doing. 
While  it  is  granted  that  the  small  hospital  of 
limited  means  cannot  do  all  that  can  be  done 
by  the  hospital  with  many  beds  and  a  large  in- 
come, it  is  held  that  the  defects  do  not  corre- 
spond to  size,  nor  always  depend  on  poverty. 
Faulty  organization,  a  poor  equipment  and  some 
other  things  are,  it  is  claimed,  more  often  re- 
sponsible than  is  poverty. 

It  does  not  appear  that  the  College  of  Sur- 
geons is  aiming  at  autocratic  dominion.  The 
College  does  not  ask  for  legislative  powers  to 
coerce,  and  it  professes  to  believe  only  in  con- 
structive and  helpful  criticism.  This  same  proj 
ect  has  been  discussed  by  the  American  Hospital 
Association  at  several  sessions,  so  that  it  is  not  a 
new  subject  to  well-informed  hospital  workers. 
We  fancy  there  are  few  who  will  deny  that 
much  good  may  grow  out  of  this  proposed 
standardization  and  classification.  The  argu- 
ment runs  something  like  this :  The  comfort  and 
complete  recovery  of  the  patients  is  of  first  im- 
portance. The  advancement  of  the  science  of 
medicine  and  surgery,  the  teaching  of  internes 
and  nurses,  and  the  welfare  of  these  student 
physicians  and  nurses  while  being  taught  are 
also  very  important  considerations.   No  hospital 

*  Presented,  in  abstract,  at  the  February,  1918,  meeting  of  the 
Trustees  of  City  Hospital,  Worcester. 
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that  cannot  make  a  fair  showing  in  each  of 
these  important  functions  can  expect  to  be  con- 
sidered a  "Class  A"  hospital. 

It  is  held  that  a  fair  judgment  may  be  had  of 
the  work  of  a  hospital  by  the  care  with  which 
its  work  is  recorded.  Hence  it  is  that  case  rec- 
ords count  for  much  to  credit  or  discredit  a 
hospital. 

It  is  alleged  that  only  a  few  hospitals  have  an 
adequate  "follow-up"  system,  without  which  no 
one  knows  how  many  of  its  discharged  patients 
ever  do  fully  recover.  It  is  alleged  that  neither 
the  managing  board,  the  surgeon  who  operates, 
nor  the  superintendent  in  the  average  hospital, 
is  likely  to  know  what  happens  to  a  patient  after 
he  leaves  the  hospital,  unless  he  returns  for  fur- 
ther treatment. 

It  is  charged  that  "we  put  young  graduates 
into  your  hospitals  as  internes  and  nobody 
teaches  them."  "They  are  left  to  run  at  their 
own  sweet  wills,  provided  they  don't  get  in  the 
way  of  the  machine, — either  the  administrative 
or  the  medical  machine,  each  of  which  rolls 
through  the  institution  on  its  hurry-up  sched- 
ule,— and  provided  also  that  they  (the  in- 
ternes) do  a  certain  amount  of  routine  work." 
"Nobody  is  responsible  for  their  education." 
"They  gather  crumbs,  as  it  were,  from  the  rich 
man's  table — chiefly  the  operating  table!  But 
so  far  as  systematic  training  is  concerned  they 
do  not  get  it."  "If  they  'learn  by  doing,' 
either  they've  got  to  have  critical  guidance 
(teaching)  or  else  the  patients  will  suffer."* 

It  is  claimed  that,  in  the  majority  of  hos- 
pitals, many  patients  do  suffer  because  the  man- 
aging board  requires  almost  no  accounting  from 
a  member  of  the  staff  once  he  is  appointed,  and 
because  the  staff,  speaking  broadly,  do  not  ex- 
amine the  work  or  the  medical  records  made  by 
the  internes,  critically.  It  is  claimed  that  this 
system — which  might  be  called  a  faith  system 
because  based  on  the  far-reaching  quality  of 
faith — is  not  business-like  and,  as  applied  to 
hospitals,  does  not  lead  to  "the  substance  of 
things  hoped  for";  nor  is  it  likely  to  produce 
"evidence  of  things  not  seen."  This  may  be 
said,  however:  that  it  is  greatly  to  the  credit  of 
the  young  medical  men  serving  as  internes  in 
hospitals  run  on  the  faith  system  that  respon- 
sibility does  usually  stimulate  eight  internes  out 
of  ten  to  do  good  work,  in  spite  of  a  lack  of 
systematic  instruction.  But  there  comes  a  time, 
too  frequently,  when  the  one  or  two  of  the  ten 
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become  seniors  and  exemplars  for  younger  in- 
ternes. Then  it  is  that  the  want  of  systematic 
and  careful  supervision  works  harm  to  patients 
and  to  the  reputation  of  the  hospital.  It  is 
among  the  counts  of  the  indictment  that  the 
managing  board  of  a  hospital  run  on  the  faith 
system  never  drops  a  member  of  the  staff,  once 
appointed,  until  he  has  reached  a  fore-ordained 
age  limit.  It  is  also  charged  that  no  member  of 
the  staff  ever  recommends  the  release  of  an  in- 
terne because  of  neglect  of  duty.  This  evidence 
of  faith  and  charity  seems  to  the  critics  too  one- 
sided. They  claim  that  too  much  faith  and 
charity  on  one  side  gives  the  patient  a  "raw 
deal." 

It  is  urged,  by  way  of  argument,  that  no  busi- 
ness enterprise  can  hope  for  success  unless  the 
directors,  either  by  personal  examination,  or  by 
proxy,  keep  in  touch  with  the  quality  of  the 
work  turned  out  by  the  several  artisans  and  ex- 
perts whom  they  appoint  to  responsible  posi- 
tions. It  is  urged,  further,  that  it  is  unreason- 
able to  expect  an  interne  to  do  his  best  in  mak- 
ing records  that  he  knows  are  not  likely  to  be 
read  by  staff  or  trustees,  at  least  while  he  is  con- 
nected with  the  hospital.  It  is  claimed  that  a 
busy  visiting  surgeon,  depending  on  an  exact- 
ing private  practice  for  bread  and  butter  and 
means  to  support  and  educate  a  family,  is  not 
likely  to  spend  the  necessary  time  to  organize 
and  maintain  a  "follow-up"  system  which  is 
pretty  sure  to  lapse  into  desuetude  as  soon  as 
the  service  is  turned  over  to  his  less  painstaking 
colleague.  Hence  it  is  argued  that  "  it  is  as  easy 
for  a  camel  to  go  through  the  eye  of  a  needle" 
as  for  a  hospital  to  do  its  best  work  under  the 
faith  system  of  organization. 

It  seems  that  these  reformers  are  not  depend- 
ing on  theory  alone ;  many  of  the  propagandists 
have  had  practical  experience.  Many  of  them 
have  had  responsible  positions  as  visiting  sur- 
geons or  physicians  to  large  hospitals.  Some 
have  had  experience  in  trying  to  maintain  a 
"follow-up"  system  and  a  teaching  system,  to 
see  it  lapse  and  all  their  efforts  go  for  naught 
when  the  service  changed.  We  may  suspect 
that  this  campaign  is  inspired  by  the  remorse- 
ful spirit  of  some  departed  surgeon,  like  Ham- 
let's father's  ghost,  "doomed  for  a  term  to  walk 
the  night  and  for  the  day  confined  to  fast  in 
fire".  Perhaps! — We  cannot,  however,  find  a 
scrap  of  evidence  to  support  this  fancy. 

In  all  seriousness,  it  does  seem  worth  while 
to  know  where  we  stand  in  the  eyes  of  disin- 
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terested  and  competent  critics.  If  a  business 
system,  with  its  checks  and  safety  features,  can 
be  applied  to  professional  work,  those  who  trust 
in  us,  ought,  of  course,  to  have  the  benefit  of 
such  a  system.  If  the  faith  system  is  not  the 
best  system  for  the  patients,  of  course  it  ought  to 
go.  A  business  system  is  a  system  of  checks 
and  audits.  A  faith  system  applied  to  hos- 
pitals trusts  that  the  superintendent  and  every 
member  of  the  staff,  once  appointed,  will  do  his 
best  without  any  auditing  or  supervision  of  his 
work  by  the  managing  board.  A  business  sys- 
tem insists  that  all  the  activities  of  the  hospital 
shall  be  audited  and  a  report  made  to  the  man- 
aging board  at  the  board's  regular  meetings. 
The  faith  system,  according  to  the  reformers,  is 
intrenched  in  the  ancient  castle  of  conservatism, 
over  the  entrance  to  which  might  be  written, 
"As  it  was  in  the  beginning,  is  now  and  ever 
shall  be."  A  business  system  owes  no  alle- 
giance to  a  "slip-shod"  system  because  of  the 
latter 's  honored  lineage.  The  reformers  insist 
that  the  end-product  of  professional  work  is 
quite  as  important  as  the  economics  of  the  hos- 
pital, and  that  the  professional  work  will  not 
rise  to  its  highest  level  until  it  is  audited,  and 
followed  up  with  regularity  by  a  competent 
auditor  or  an  auditing  committee,  which  reports 
to  the  directors  regularly. 

Such  are  some  of  the  arguments  of  reformers, 
voiced  in  different  phraseology,  from  many 
sources.  The  reformers  may  not  be  all  equally 
well  informed,  they  do  not  agree  in  all  things, 
nor  do  they  all  speak  with  equally  fair  moder- 
ation. Doubtless  there  might  be  something  said 
on  the  other  side. 

The  business  system  applied  to  professional 
work  is  of  comparatively  recent  origin.  Most  of 
the  progress  in  medicine  and  surgery  for  the 
past  hundred  years  has  been  made  under  the 
"faith"  system.  We  admit  that  much  has  been 
accomplished.  "In  spite  of  the  system"  the  re- 
former retorts, — but  we  know  that  the  "honor 
system,"  much  extolled  by  psychologists,  is  a 
near  kin  to  the  "faith  system."  Under  a  sense 
of  responsibility  and  honor  the  best  men  do  their 
best  work,  regardless  of  praise  or  blame.  Stimu- 
lated by  a  sense  of  honor  and  responsibility, 
young  men  fresh  from  medical  schools  have  done 
first-class  work  and  faithfully  written  compre- 
hensive time-consuming  records,  with  no  expec- 
tation that  these  records,  with  occasional  excep- 
tions, would  be  praised,  blamed  or  even  read  by 
the  chiefs  of  staffs. 


We  know  that  it  is  not  essential  for  a  man  to 
hold  a  professorship  in  a  medical  school  to  be  a 
teacher,  even  a  first-class  teacher.  We  have  such 
men  on  our  own  staff.  In  appointments  and  pro- 
motions, it  may  be  true  that  the  teaching  quali- 
fications have  not  been  sufficiently  considered. 
We  have  no  sympathy  with  the  idea,  sometimes 
asserted  or  implied,  that  a  municipal  hospital  is 
handicapped  and  must  be  handicapped,  by  po- 
litical considerations.  When  the  trustees  of  a 
hospital  accept  and  adopt  the  principle  of  a 
"closed"  staff,  they  invalidate  every  excuse  for 
inefficiency.  Efficiency  is  the  one  adequate  de- 
fense of  a  "closed"  staff  for  a  municipal  hos- 
pital. When  50  men  are  selected  from  a  profes- 
sion numbering  300,  because  of  their  supposed 
fitness  and  given  special  privileges  in  a  munici- 
pal hospital,  denied  to  the  250  remaining  mem- 
bers of  their  profession,  they  assume  grave  obli- 
gations, and  the  directors  assume  the  responsi- 
bility of  holding  them  to  whatever  system  ob- 
servation and  experience  prove  to  work  out 
best  for  the  patient.  This,  we  think,  will  be 
accepted  as  a  self-evident  truth  whether  or  not 
we  endorse  all  the  ideas  approved  by  the  Amer- 
ican College  of  Surgeons.  Whether  or  not  any 
change  in  our  own  organization  is  recommend- 
ed, we  should  dissent  from  any  implication 
that  a  municipal  hospital,  per  se,  is  handicapped 
by  political  considerations.  Nothing  in  the  his- 
tory of  our  hospital  warrants  such  an  assump- 
tion. Nothing  in  the  past  tends  to  show  that 
the  people  of  our  city  do  not  want  the  best  for 
their  money.  Nothing  indicates  that  the  citizens 
of  any  live  municipality  will  fail  to  back  the 
trustees  in  any  move  for  the  betterment  of  their 
hospital  service, — providing,  of  course,  that  the 
hospital  has  not  been  made  to  serve  the  political 
fortune  of  any  city  or  hospital  official. 

While  we  believe  this  is  the  simple  truth,  we 
are  mindful  that  medicine  and  surgery  are  not 
exact  sciences.  We  realize  that  the  tempera- 
ment and  constitution  of  each  patient  are  im- 
portant factors — often  unknown  quantities — in 
the  equation.  We  know  that  it  will  require  a 
broader  judgment  to  audit  professional  work 
than  it  does  to  audit  the  financial  activities  of  a 
hospital.  And  yet,  the  claim  is  made  that  it 
can  be  done  without  hurting  any  man  unless  it 
may  hurt  the  feelings  of  the  hypersensitive. 
How  best  and  by  whom  may  professional  work 
be  audited  and  results  followed  up  is  an  inter- 
esting problem  for  each  hospital. 

The  viewpoint  of  an  able  and  sensitive  surgeon, 
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who  has  given  years  to  the  service  of  a  hospital 
working  under  the  faith  system, — which  he  re- 
gards as  an  honor  system,— may  be  different 
from  that  of  the  reformers.  He  may  see  no  rea- 
son why  his  time,  much  in  demand,  should  be 
given  to  details  plus  the  reading  and  criticizing 
of  case  records.  He  may  be  willing  to  teach  ob- 
jectively, but  not  by  time-consuming  precept. 
He  may  feel  that  teaching,  in  its  ordinary  sense, 
should  be  left  to  those  with  adequate  salaries, — 
to  those  not  dependent  for  an  income  on  an  ex- 
acting private  practice.  He  may  feel  that  the 
audit  system  cannot  be  fairly  applied  to  profes- 
sional work  unless  an  auditor  be  provided  en- 
dowed with  omniscience.  His  experience  with 
professing  reformers  may  cause  him  to  misjudge 
the  campaign  in  prospect. 

The  American  Medical  Association,  the  Cath- 
olic Hospital  Association,  the  American  Hos- 
pital Association,  and  the  Massachusetts  Medical 
Society  are  enlisted  for  the  reform  as  allies  of 
the  American  College  of  Surgeons.  Each  or- 
ganization has  a  committee  to  help  the  hospitals 
in  the  study  and  solution  of  the  problems  in- 
volved. 


(Original  Artirlw. 


SURGICAL    SUTURES    AS    CAUSES  OF 
WOUND  INFECTION. 

By  W.  H.  Waiters,  A.M.,  M.D.,  Boston, 
Boston  University. 

A  brief  paper  upon  a  subject  that  at  first 
thought  appears  so  trite,  may  seem  entirely  un- 
necessary at  the  present  time.  So  frequently 
has  there  been  an  apparent  misapprehension  of 
the  facts  involved,  even  by  some  of  the  most 
progressive  surgeons,  that  a  few  paragraphs 
upon  the  topic  will  not  be  amiss. 

During  the  past  twenty  years  the  writer  has 
been  in  continuous  and  intimate  connection 
with  laboratory  work,  and  during  this  time  has 
made  literally  thousands  of  tests  of  various 
kinds  of  suture  material.  He  has  also  made  bed- 
side and  bacteriological  studies  of  large  num- 
bers of  patients  with  surgically  infected 
wounds,  and  has  endeavored  to  trace  them  to 
some  adequate  cause.  As  a  result,  much  useful 
information  has  been  obtained,  some  of  which  it 
will  be  endeavored  to  hereby  set  forth. 

Of  the  various  sutures  commonly  used,  catgut, 
silkworm  gut,  silk  and,  more  recently,  linen,  are 


the  principal.  And  of  these,  catgut,  in  one  form 
or  other,  is  the  most  important. 

Why  the  name  "catgut"  was  ever  given  to  this 
product  of  the  sheeps'  intestines  is  an  unsolved 
problem,  inasmuch  as  cats'  intestines,  similarly 
treated,  do  not  make  good  or  satisfactory  su- 
tures. These  intestines,  suitably  cleaned  while 
fresh,  and  immersed  in  a  preservative,  are  sent 
to  the  catgut  manufacturer  as  soon  as  possible. 
They  are  then  passed  through  the  scraping  ma- 
chines, again  cleansed,  and  the  resultant  fila- 
mentous tubes  twisted  with  one,  two  or  more 
other  tubes,  dependent  upon  the  size  required. 
These  strands  are  then  fastened  in  a  horizontal 
position,  somewhat  stretched,  and  allowed  to 
dry,  the  fat  having  been  previously  extracted  by 
suitable  means.  They  are  then  polished,  cut 
down,  graded  and  put  through  one  of  the  va- 
rious procedures  for  sterilization.  It  should  be 
noted  that  each  length  of  catgut  represents  all 
that  is  left  of  an  entire  piece  of  intestine  of 
equal  length.  As  such  it  represents  a  potential 
central  space  or  cavity  that  has  in  the  past  been 
the  container  for  fecal  material,  a  great  bulk 
of  which  is,  of  course,  bacteria.  It  is  easy  to 
understand  the  difficulty  of  properly  cleansing 
the  interior  of  such  a  tube  that  cannot  be  laid 
open.  Large  numbers  of  these  bacteria  must, 
therefore,  inevitably  be  carried  into  the  dried 
product,  even  under  the  most  favorable  circum- 
stances. Among  these  bacteria  are  often  found 
tetanus  bacilli  and  spores  and  other  very  re- 
sistant forms  of  bacterial  life.  In  the  steriliza- 
tion of  the  product,  therefore,  it  is  essential  to 
use  measures  that  will  kill  not  only  the  ordinary 
bacteria,  but  those  must  be  utilized  of  sufficient 
power  positively  to  kill  every  form  of  bacterial 
life,  however  resistant. 

Catgut  is,  therefore,  most  difficult  of  steriliza- 
tion. Silkworm  gut,  a  somewhat  analogous 
product  from  a  certain  variety  of  silkworm,  is 
less  liable  to  serious  infection  on  account  of  the 
very  different  bacterial  flora  of  its  producer.  It 
is  more  readily  sterilized.  Linen  and  silk  are 
even  more  easy  to  render  aseptic,  both  because 
they  are  originally  more  clean  and  because  they 
can  withstand  procedures  positively  ruinous  to 
catgut.  All  sutures,  before  being  suitably  pre- 
pared, must  be  subjected  to  conditions  definitely 
fatal  to  anthrax  and  tetanus  spores  and  must 
thereafter  be  protected  from  any  possible  infec- 
tion till  ready  to  use. 

What  are  these  conditions?  Spores  are  much 
more  resistant  to  unfavorable  conditions  than 
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are  bacteria,  and  procedures  readily  fatal  to  the 
latter  have  no  deleterious  influence  on  the  for- 
mer. Thus,  while  most  bacteria  succumb  to  a 
short  exposure  to  65-70°  C,  many  spores  can 
withstand  a  temperature  of  120°  C,  130°  C,  or 
even  145°  C.  for  a  certain  time.  A  similar  va- 
riation is  seen  with  chemical  disinfection.  It 
should  be  here  noted  that  for  a  proper  steriliza- 
tion of  any  suture,  conditions  must  be  brought 
into  action  far  more  rigorous  than  those  neces- 
sary to  kill  the  non-spore-bearing  bacteria. 

Now  let  us  look  briefly  at  the  bacteria  of 
wound  infection.  What  are  the  most  common? 
The  answer  promptly  comes, — the  groups  repre- 
sented by  the  staphylococci,  the  streptococci, 
and  the  colon  bacilli.  Of  these,  the  staphylococ- 
cus group  is  encountered  much  more  frequently 
than  all  the  others  combined ;  either  in  the 
doubtfully  virulent  staphylococcus  epidermidis 
albus,  or  the  more  active  staphylococcus  pyog- 
enes albus,  or  the  more  intense  staphylococcus 
pyogenes  aureus,  one  finds  a  rapidly  growing 
but  absolutely  non-sporogenous  organism,  and 
one  whose  resistance  to  unfavorable  surround- 
ings is  limited.  Heating  to  100°  C.  (boiling) 
will  definitely  kill  them  in  ten  minutes,  while 
80°  C.  for  five  minutes,  or  55°  C.  for  one  hour, 
is  equally  efficient.  From  the  standpoint  of  anti- 
septics, a  1%  carbolic  kills  in  30  minutes,  as 
does  a  1-200  peroxide  of  hydrogen  and  1-1000 
mercuric  chloride.  Even  50%  alcohol  proves 
efficient  in  a  few  hours.  If  the  staphylococcus 
is  readily  killed,  our  problem  with  the  strepto- 
coccus is  much  easier,  as  its  vital  resistance  is 
even  less.  Twenty  minutes'  exposure  to  a  tem- 
perature of  55°  C.  is  definitely  fatal,  while  the 
various  antiseptics  enumerated  above  prove  ef- 
ficient in  from  one-quarter  to  one-half  the  time 
required  by  the  staphylococcus.  Except  for  its 
ability  to  withstand  weak  acids,  the  colon  bacil- 
lus ranks  in  vital  resistance  with  the  streptococ- 
cus. All  three  of  these  organisms,  therefore, 
have  been  shown  to  be  easily  and  readily  elimi- 
nated by  either  thermal  or  chemical  means, 
either  of  which  is  inexpensive.  Simple  boiling 
(of  hoilable  material)  or  sufficient  immersion  in 
alcohol  or  other  common  antiseptics  is  entirely 
efficient  for  the  purpose  of  excluding  these  or- 
ganisms. Please  note  that  this  is  no  plea  for 
simple  and  perhaps  careless  disinfection, — far 
from  it.  These  measures,  effectual  though  they 
may  be  against  the  pyogenic  organisms,  are  not 
by  any  means  capable  of  destroying  all  spore- 
bearing  bacilli,  and  so  should  never  be  depended 


upon  alone.  If  they  are,  other  diseases,  tetanus 
in  particular,  are  bound  to  appear. 

The  plea  of  this  paper  is  to  recognize  the  fact 
that  in  our  endeavors  positively  to  eliminate 
sporogenous  bacteria  we  go  far  beyond  the  point 
where  any  of  the  ordinary  pus-producing  or- 
ganisms could  exist.  Of  course  sutures,  like  any 
other  material,  can  be  improperly  handled  after 
coming  from  the  sealed  container,  and  thus 
prove  infectious.  Also  a  suture,  by  being  too 
tightly  tied,  may  favor  development  of  some 
slightly  virulent  skin  staphylococci  in  the  re- 
sultant improperly  nourished  tissue. 

Apart  from  these  contingencies,  entirely  due 
to  others  than  the  manufacturer,  one  may  say 
that  ordinary  wound  infection  due  to  the  su- 
tures employed  is  an  occurrence  that  may  be 
entirely  disregarded.  Instead,  therefore,  of  first 
bringing  the  suture  material  into  question  in  a 
case  of  wound  infection,  one  may  say  that  the 
chances  of  such  being  the  cause  are  so  slight  as 
to  be  entirely  negligible. 


A  PLEA  FOR  A  QUICK  BACTERIOLOG- 
ICAL DIAGNOSIS  OF  DIPHTHERIA. 

By  E.  A.  Beckler,  Boston, 

Bacteriologist,  Massachusetts  State  Department  of 
Health. 

The  bacteriological  diagnosis  of  diphtheria  is 
now  made  practically  throughout  the  country. 
Methods  of  examination  of  cultures,  however, 
differ  considerably  in  different  laboratories. 
The  usual  custom  is  to  examine  cultures  that 
have  been  incubated  from  12  to  14  hours,  and 
usually  Wesbrook's  A  &  C  &  D  types,  granular 
and  barred,  are  looked  for.  Loffler's  methylene 
blue  seems  to  be  the  usual  stain  used,  on  ac- 
count of  its  simplicity,  although  the  Neisser  and 
Kinyoun  stains  have  considerable  vogue.  The 
latter  are  of  especial  value  in  accentuating  the 
granules  usually  present  in  some  bacilli  of  every 
culture.  The  writer  believes  that  positive  cul- 
tures are  incubated  longer  than  is  necessary  in 
many  laboratories  before  a  diagnosis  is  made. 
The  custom  of  the  Massachusetts  State  Depart- 
ment of  Health  is  to  examine  all  swabs  that  are 
sent  for  diagnosis  for  diphtheria.  No  blood 
serum  is  sent  out  to  physicians,  because  it  has 
not  been  found  possible  to  keep  the  State  sup- 
plied with  fresh,  moist  serum.  A  culture  is 
made  at  once  upon  receipt.  Before  replacing 
the  swab  in  its  tube,  the  material  left  is  smeared 
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iu  a  small  drop  of  water  on  a  slide.  This  takes 
but  little  time,  as  long  slides,  on  which  12  to  15 
smears  can  be  put,  are  used.  These  are  stained 
with  Loffler's  methylene  blue  and  examined.  As 
many  as  are  positive  are  reported  at  once  by 
telephone  to  the  attending  physician.  The  cul- 
tures that  have  been  made  are  then  examined 
in  the  afternoon  after  from  1  to  8  hours'  incu- 
bation. As  the  mail  is  received  several  times 
during  the  day,  the  cultures  are  of  different 
ages.'  For  this  second  examination,  a  very  small 
drop  of  water  is  used,  and  the  smear  spread  out 
only  slightly  so  that  the  growth  may  be 
concentrated  in  a  small  area.  Certain  cul- 
tures which  have  not  shown  the  bacilli  on  the 
swab,  are  often  positive  after  a  few  hours.  For 
this  diagnosis  one  relies  on  the  typical  shape 
and  grouping  of  the  bacilli.  Granules  are  not 
shown  as  a  rule,  so  that  special  granule  stains 
are  of  no  value.  B.  diphtheriae  in  a  young  cul- 
ture is  very  characteristic,  however,  and  it 
usually  outgrows  other  bacteria,  including  diph- 
theroids, during  the  first  few  hours,  so  that  it  is 
more  readily  seen  than  in  some  older  cultures. 

From  an  examination  of  over  30,000  cultures 
received  for  diagnosis,  of  which  over  3000  have 
been  positive,  it  has  been  possible  to  diagnose 
83%  of  these  the  day  the  cultures  were  re- 
ceived, 60%  on  the  swab,  and  the  remainder 
from  cultures  from  1  to  8  hours  old.  The  17% 
that  have  not  shown  the  bacilli  on  the  swab  or 
young  cultures  have  been,  for  the  most  part,  cul- 
tures received  in  the  late  afternoon,  which  have 
not  shown  growth  before  the  laboratory  closed 
for  the  night.  Perhaps  if  physicians  made  a 
special  effort  to  take  good  cultures,  a  larger  per- 
centage could  be  reported  the  day  of  receipt. 
No  negatives  are  reported  until  they  have  been 
incubated  at  least  14  hours.  The  State  Labora- 
tory receives  cultures  principally  by  mail,  so  that 
there  are  inevitable  delays  before  the  culture  is 
received.  For  this  reason,  this  method  has  been 
adopted,  so  that  there  shall  be  as  little  delay  as 
possible  in  the  laboratory.  It  would  seem  as 
though  local  laboratories  should  be  able  to  re- 
port practically  all  positives  the  day  the  culture 
is  taken.  Undoubtedly  mistakes  are  made,  but 
there  are  probably  no  more  than  would  be  made 
with  older  cultures.  Often  a  culture  that  has 
been  very  characteristic  at  five  hours  is  almost 
overgrown  with  other  organisms  after  15  hours, 
and  might  have  been  called  negative  if  careful 
search  had  not  been  made  for  the  bacilli. 
There  are  no  new  suggestions  offered,  but 


laboratories  that  have  not  become  accustomed  to 
the  appearance  of  young  diphtheria  cultures, 
are  urged  to  examine  them.  The  time  spent  in 
this  triplicate  examination  is  slight  compared 
to  the  probable  value  of  an  early  bacteriological 
diagnosis  of  diphtheria. 


THE  MODERN  TREATMENT  OF  TUBER- 
CULOSIS. 

By  H.  F.  Gammons,  M.D.,  Carlsbad.  Texas. 

The  treatment  of  tuberculosis  at  the  present 
time  should  be  considered  under  two  headings : 
firstly,  treatment  by  the  general  physician,  and, 
secondly,  treatment  by  the  tuberculosis  special- 
ist. There  should  be  a  closer  cooperation  be- 
tween the  general  practitioner  and  the  tubercu- 
losis specialist  in  the  future  than  there  has  been 
in  the  past. 

The  average  patient  is  unable  to  employ  a 
specialist,  but  the  specialist  could  see  the  patient 
at  intervals  and  outline  to  the  patient's  physi- 
cian a  line  of  treatment,  and  by  this  cooperation 
of  the  specialist  and  general  physician  there  will 
result  greater  good  to  the  patient,  and  increased 
confidence  in  the  general  physician  by  the  pa- 
tient. 

We  realize  that  a  great  amount  of  the  good  to 
be  accomplished  in  the  anti-tuberculosis  cam- 
paign must  be  due  to  the  efforts  of  the  general 
physician.  It  is  not  necessary  for  him  to  know 
the  pathology,  physiology,  etc.,  of  tuberculosis, 
or  to  be  able  to  interpret  the  finer  physical  signs 
in  the  chest  or,  furthermore,  to  administer  arti- 
ficial pneumothorax  or  tuberculin.  However,  it 
is  necessary  for  him  to  know  the  fundamentals 
of  correct  and  early  diagnosis  and  treatment. 

Hawes1  of  Boston  shows  how  the  general  prac- 
titioner can  best  make  an  early  diagnosis,  by  ob- 
serving the  constitutional  symptoms,  rather  than 
by  trying  to  discover  broncho-vesicular  breath- 
ing or  crepitant  rales,  however  desirable  the  lat- 
ter course  might  be. 

The  general  physician  of  today  and  the  past 
has  over-treated  his  tuberculous  patients,  and 
has  used  the  methods  of  treatment — good,  bad 
and  indifferent — that  any  or  all  authors  have 
advocated.  Tuberculin  fell  into  disrepute  on 
account  of  this  very  reason.  The  general  physi- 
cian felt  that  he  had  a  cure  in  this  agent,  and 
used  it  in  all  cases,  regardless  of  the  condition, 
and  as  a  result  he  caused  a  sloughing  off  of  tis- 
sues that  could  have  been  repaired,  and  a  dis- 
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semination  of  the  disease,  with  resulting  fatal- 
ities. 

Unfortunately,  the  same  condition  exists  to- 
day, namely,  that  many  doctors  are  giving  tu- 
berculin  to  all  of  their  tuberculous  patients,  re- 
gardless of  the  indications,  and  in  their  enthu- 
siasm they  are  pushing  their  patients  nearer  the 
grave.  I  have  recently  seen  a  number  of  cases 
of  pulmonary  tuberculosis  who  have  been  treat- 
ed by  tuberculin  by  their  general  physician,  and 
practically  all  of  them  have  been  apparently 
made  worse. 

I  do  not  want  to  lead  one  to  believe  that  tu- 
berculin is  not  to  be  used  at  all,  for  such  is  not 
the  case.  A  review  of  the  literature  shows  many 
fine  results  in  all  forms  of  tuberculosis  treated 
by  tuberculin,  but  here  it  was  administered  by 
the  specialist. 

It  is  not  expected  that  the  general  physician, 
with  his  numerous  duties,  can  be  thoroughly  ac- 
quainted with  all  the  sciences  of  tuberculosis, 
and,  not  being  able  to  interpret  the  effect  of  dif- 
ferent treatments,  he  should  not  use  them. 
Every  case  of  tuberculosis  should  have  every 
possible  help  in  getting  well,  and  it  is  by  the  co- 
operation of  the  general  physician  and  specialist 
that  such  things  will  be  made  possible  and  great 
mistakes  will  be  prevented. 

Ever  since  the  rest  treatment  was  advocated 
in  this  country  by  Trudeau  many  have  realized 
its  importance.  However,  there  are  many  who 
have  advocated  the  outdoor  air  and  exercise  as  the 
most  necessary  factors  in  arrest  of  tuberculous 
processes.  Still  others  have  advocated  rest  and 
graduated  exercise.  Pratt2  emphasizes  the  im- 
portance of  prolonged  bed  rest  in  treating  tu- 
berculosis. I  believe  the  physiological  effect  of 
exercise  is  more  beneficial  to  some  cases,  than  is 
rest,  but  as  it  is  impossible  to  pick  out  these 
cases,  and  as  rest  cannot  do  harm,  it  is  advisable 
to  have  plenty  of  rest,  according  to  the  patient's 
make-up,  some  doing  better  resting  in  a  reclin- 
ing chair,  and  others  resting  better  in  bed. 

As  soon  as  the  diagnosis  has  been  made,  the 
general  physician  should  institute  treatment, 
whch  is,  as  a  rule,  rest,  and  he  should  educate 
and  guide  his  patient  continuously.  Too  many 
physicians  have  made  the  diagnosis,  and  then 
given  the  most  general  and  superficial  advice, 
and  have  implied  by  their  words  that  it  is  now 
up  to  the  patients  to  do  as  they  have  been  told. 
The  tuberculous  patient  needs  a  guardian,  and 
this  is  the  part  that  the  good  sanatorium  plays 
in  the  patient's  cure. 


The  general  physician  should  see  that  his  tu- 
berculous patient  has  rest  in  bed,  fresh  air,  well- 
mixed  diet  of  moderate  amount,  sunshine,  op- 
timism, and  frankness. 

The  general  physician  should  not  give  tuber- 
culin, vaccine,  artificial  pneumothorax,  creosote 
or  exercise,  unless  by  the  direction  of  the  tuber- 
culosis specialist. 

Opiates  are  often  indicated  for  imcontrollable 
cough  and  hemorrhage,  but  a  continuous  hemor- 
rhage can  often  be  best  relieved  by  artificial 
pneumothorax.  Rest  will  cure  the  night  sweats, 
cough  and  pains  in  the  chest ;  rest  will  also  de- 
crease the  sputum,  as  well  as  stop  all  toxic  symp- 
toms, and  nature  will  do  the  rest  in  the  ordinary 
case  by  developing  fibrous  walls  around  the  tu- 
bercles and  calcifying  the  necrotic  areas. 

The  part  the  specialist  plays  in  the  treatment 
of  tuberculosis  is  the  application  of  the  natural 
processes  laid  down  for  the  use  of  the  general 
physician,  supplemented  by  the  use  of  artificial 
pneumothorax,  tuberculin,  vaccines,  laryngeal 
treatments,  surgery,  and  graduated  exercise. 

REFERENCES. 

1  Hawes:  Constitutional  vs.  Local  Signs  and  Symptoms,  etc.,  Bos- 
ton Medical  and  Scrgical  Journal,  March  1,  1917,  Vol.  clxxvi, 
No.  9. 

'Pratt:  Importance  of  Prolonged  Bed  Rest  in  the  Treatment  of 
Pulmonary  Tuberculosis,  Amer.  Rev.  of  Tuberculosis,  January, 
1918. 


PROGRESS  IN  GYNECOLOGY. 

By  Stephen  Rush  more,  M.D.,  Boston. 

Vesicovaginal  Fistula. 

Frank1  discusses  the  principles  governing  the 
spontaneous  closure  and  operative  repair  of 
vesicovaginal  fistulae.  Nineteen  cases  are  re- 
ported, which  were  operated  on  by  several  sur- 
geons at  the  Mt.  Sinai  Hospital,  and  three  in 
which  the  fistula  closed  spontaneously.  The 
preparation  of  the  patient  for  operation  and 
the  operative  technic  are  described.  Frank  em- 
phasizes the  fact  that  free  mobilization  of  the 
bladder  is  the  most  important  single  condition 
for  success.  If  the  bladder  is  freely  movable  the 
fistula  will  doubtless  heal  spontaneously  in  many 
cases.  An  inverted  T  incision,  as  for  interposi- 
tion of  the  uterus,  is  most  satisfactory  as  a 
routine  procedure.  Suture  is  usually  in  two 
layers  with  chromic  catgut  and  silk.  If  there 
has  been  destruction  of  the  urethra  or  vesical 
sphincter,  and  repair  is  almost  impossible,  inter- 
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position  of  the  uterus  gives  the  least  unsatisfac- 
tory result.  In  one  case  a  minute  fistula,  per- 
sisting after  the  closure  of  a  large  hole,  healed, 
following  treatment  with  the  d'Arsonval  current 
for  ten  seconds.  Following  the  operation  the 
retention  catheter  should  be  employed  and  if 
a  leak  develops,  the  use  of  the  catheter  should 
he  employed  for  several  weeks. 

Ward2  discusses  the  operative  treatment  of  in- 
accessible vesicovaginal  fistulae.  Such  lesions  he 
thinks  are  becoming  more  frequent  owing  to  the 
more  common  use  of  the  extended  operative  re- 
moval of  cancer  of  the  cervix,  and  the  introduc- 
tion of  the  Percy  cautery.  The  method  which 
has  been  used  by  Gray  to  obtain  adequate  ex- 
posure is  the  Schuchardt  paravaginal  incision 
which  is  well  illustrated  and  contrasted  with  the 
more  frequently  employed  "episiotomy. "  This 
incision  is  properly  emphasized  as  "our  most 
effective  means  of  obtaining  free  access  to  the 
vaginal  vault  for  operative  procedures  in  diffi- 
cult cases." 

Free  mobilization  of  the  bladder  is  also  neces- 
sary, and  may  be  obtained  most  easily  by  estab- 
lishing a  plane  of  cleavage  between  the  unin- 
jured vesical  and  vaginal  tissues.  To  establish 
this  plane  a  crucial  incision  is  made  in  the  an- 
terior vaginal  wall,  beginning  near  the  urethral 
meatus  and  having  its  transverse  bar  at  the 
fistula.  By  freeing  the  vagina  from  the  bladder 
near  the  urethra  first  and  gradually  dissecting 
upward  to  the  fistula,  this  object  is  accomplished. 
The  use  of  a  sound  in  the  bladder  to  displace  the 
bladder  injury  downward  is  recommended.  In 
suturing,  if  the  two  lines  of  suture,  bladder  and 
vaginal  walls,  are  not  superimposed,  the  chances 
of  healing  are  decidedly  better.  Three  cases  suc- 
cessfully operated  on  are  reported  and  there  is 
a  brief  review  of  some  points  noted  in  the 
literature. 

Peterson3  gives  a  method  of  treatment  for  in- 
operable vesicovaginal  fistulae.  It  is  not  orig- 
inal with  him,  but  a  search  in  the  literature  in- 
dicates that  attention  should  be  drawn  again  to 
its  value. 

By  inoperable  cases  are  meant  those  in  which 
the  sphincter  of  the  bladder  is  destroyed  by 
trauma  of  childbirth,  operation  for  cancer  of  the 
urethra,  or  any  other  cause.  If  the  sphincter  is 
destroyed,  even  if  the  fistula  may  be  closed,  func- 
tion cannot  be  restored.  The  operations  for  trans- 
planting the  ureter  into  the  bowel  are  generally 
unsuccessful  because  of  ascending  infection.  The 
Maydl  operation,  using  a  part  of  the  bladder 


wall  around  the  ureteral  orifice,  is  the  best,  but 
it  is  a  serious  operation  with  a  distinct  mor- 
tality. 

The  method  advocated  by  Peterson  is  the  for- 
mation of  a  rectovaginal  fistula  with  closure  of 
the  vagina  at  its  outlet,  below  the  fistulae.  Forty- 
one  cases  in  all  are  collected  and  reported  brief- 
ly. The  operative  procedures  are  not  dangerous, 
and  the  results  are  satisfactory  for  a  condition 
which  does  not  threaten  life  but  makes  it  very 
miserable. 

Primary  union  is  difficult  to  secure,  but  the 
wound  nearly  always  healed  finally.  The  recto- 
vaginal fistula  shows  a  tendency  to  contract,  so 
that  it  should  be  made  large, — large  enough  to 
admit  two  fingers  easily.  The  rectum  can  be 
used  as  a  substitute  for  a  urinary  bladder  with- 
out giving  rise  to  a  rectal  irritation.  The  urine 
does  not  give  rise  to  uncomfortable  diarrhea, 
although  the  stools  are  somewhat  softened  by 
the  urine.  At  times  small  amounts  of  liquid 
feces  are  passed  with  the  urine.  The  urine  is 
held  for  two  or  three  hours  as  a  rule,  some- 
times for  only  one,  sometimes  six  hours. 

Of  special  interest  are  the  effects  on  the 
uterus  (in  case  of  menstruation)  and  on  the  kid- 
neys. There  is  no  evidence  that  infection  of  the 
endometrium  or  of  the  kidneys  takes  place.  The 
disadvantage  of  the  operation,  that  copulation 
bcomes  impossible,  in  general  would  not  weigh 
heavily  against  the  patient's  great  comfort  from 
urinary  continence. 

Prolapse  of  Uterus. 

The  occurrence  of  uterine  prolapse  in  children 
is  of  such  unusual  occurrence  that  Pollock*  re- 
ports a  case  which  came  under  his  observation. 
The  patient  was  a  negro  of  13  in  whom  a  vaginal 
protrusion  had  been  noticed  since  8.  This  had  be- 
come much  more  pronounced  of  late  and  was 
troublesome  on  walking.  Both  vaginal  walls  and 
the  elongated  cervix  protruded  from  the  vulva. 
The  uterine  body  was  in  anteflexion  and  within 
the  pelvis.  On  pushing  back  the  prolapsed  organs 
it  was  found  that  the  puborectal  portions  of  the 
levator  muscles  were  atrophic. 

The  operative  treatment  consists  of  anterior 
colporrhaphy  with  oval  denudation,  perineor- 
rhaphy according  to  the  method  of  Emmet, 
and  laparotomy. 

On  opening  the  abdomen  the  uterus  was  found 
to  be  small  and  anteflexed,  the  ovaries  were 
cystic,  the  tubes  infantile  in  type  and  the  seat 
of  purulent  inflammation    (gonorrhea).  The 
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posterior  cul-de-sac  was  very  wide  and  deep 
and  filled  with  intestine. 

To  prevent  the  intestines  from  entering  the 
cul-de-sac  it  was  obliterated  in  sections  from  be- 
low upward.  The  posterior  peritoneum  was  at- 
tached directly  to  that  of  the  posterior  surface 
of  the  broad  ligaments.  After  resecting  the 
tubes  the  uterus  was  tipped  forward  by  suturing 
the  round  ligaments  over  the  tubal  stumps. 

Three  months  later  the  anatomical  result  was 
very  good  except  that  the  uterus  lay  in  first  de- 
gree retroversion,  perhaps  owing  to  the  pull  of 
the  sigmoid  which  had  been  attached  to  the 
uterus  in  obliterating  the  cul-de-sac.  Two  points 
are  especially  to  be  noted.  There  was  a  distinct 
levator  action,  though  at  the  time  of  the  opera- 
tion it  seemed  as  if  the  levators  were  absent. 
Also  the  pelvic  cavity  was  free  from  intestines. 

Prolapse  of  the  uterus  in  children  is  due  to 
defective  development,  and  spina  bifida  is  the 
developmental  anomaly  most  frequently  found 
associated  with  it.  Although  x-rays  were  taken 
no  trace  of  spina  bifida  could  be  found  in  this 
case. 

Other  anomalies,  however,  were  present, — a 
wade  and  deep  cul-de-sac,  infantile  tubes,  pelvis 
infantile  in  shape  and  size.  The  spinal  column 
and  the  lower  extremities  were  deformed,  the 
hard  palate  was  highly  arched  and  the  mentality 
of  the  patient  was  far  below  normal. 

Williams5  reports  a  case  of  prolapse  of  the 
rectum  associated  with  prolapse  of  the  uterus, 
and  notes  the  principles  to  be  kept  in  mind  in 
operating. 

The  patient  was  a  multipara  of  40  who,  14 
years  before,  at  her  first  labor  terminated  by 
instrumental  delivery,  received  a  complete  tear 
of  the  perineum  which  did  not  unite. 

For  five  years  there  had  been  prolapse  of  the 
uterus,  for  one  year  of  the  rectum  also,  which 
had  been  irreducible  for  one  week. 

On  examination,  the  patient  was  found  to  be 
in  poor  general  condition,  with  complete  pro- 
lapse of  the  uterus  and  vagina,  and  prolapse  of 
the  rectum  for  seven  inches  outside  the  anus. 
The  complete  tear  extended  one  inch  up  the 
rectal  wall. 

The  operation  was  performed  in  three  stages. 
At  the  first  the  prolapse  was  reduced  under 
ether.  About  three  weeks  later  the  abdomen  was 
opened  and  the  whole  uterus  removed.  The 
vaginal  walls  were  suspended  to  the  anterior 
sheath  of  the  rectus  abdominis.  The  upper  por- 
tion of  the  rectum  and  the  sigmoid  were  sutured 


to  the  posterior  wall  of  the  vagina  and  to  the 
abdominal  wall,  thus  fixing  the  bowel  and  oblit- 
erating the  cul-de-sac. 

At  the  third  operation  the  perineum  was  re- 
paired. 

Fourteen  months  later  the  patient  said  she  had 
been  well  since  the  operation,  and  has  had  no  re- 
currence of  prolapse  or  cystocele.  Perineum 
solid,  good  sphincter  control.  Small  hernia  in 
laparotomy  scar  (incision  suppurated  following 
second  operation). 

While  mild  cases  do  not  need  such  extensive 
operation,  extreme  cases  demand  treatment  simi- 
lar to  that  given  in  the  author's  case,  and  ba.sed 
on  the  following  principles : 

(1)  Ventral  fixation  of  the  pelvic  fascia 
(Williams  prefers  to  remove  the  whole 
uterus  first,  but  this  is  not  always  neces- 
sary). 

(2)  Fixation  of  the  rectum  to  the  pelvic 
fascia. 

(3)  Obliteration  of  the  cul-de-sac. 

All  operations  should  be  completed  by  repair 
of  the  sphincter  ani  and  perineum,  if  damaged. 

Fatty  Tumors  of  the  Uterus. 

Elkin  and  Haythorn6  report  a  case  of  fatty 
tumor  of  the  uterus  and  review  the  literature 
briefly.  Fatty  tumors  of  the  uterus  are  so  rare 
that  they  are  of  little  interest  clinically.  Yet 
from  the  point  of  view  of  histogenesis  they  may 
attract  much  attention.  The  term  "fatty 
tumor"  rather  than  "lipoma"  is  used  because 
of  the  specific  meaning  of  the  latter  word,  and 
the  difficulty  in  determining  in  some  of  the 
fatty  tumors  described  whether  they  were  truly 
lipomata. 

Fat  cells  are  perfectly  definite  cells,  differen- 
tiated from  mesenchymal  cells  and  are  neither 
fibroblasts  nor  derived  from  fibroblasts.  As  no 
fat  cells  occur  embryologically  in  the  uterus,  a 
true  lipoma  must  be  formed  from  embryonic  dis- 
placements of  fat  cells. 

"The  difficulty  lies  in  our  inability  to  say 
that  the  large  fat  cells  were  not  derived  from 
connective  tissue  cells.  The  fibrogen  fibrils, 
which  are  the  only  definite  means  of  identifying 
connective  tissue  cells,  could  not  be  demonstrated 
in  connection  with  fat  cells,  and  aside  from  the 
globular  fat  contents  we  know  of  no  character- 
istic structures  by  which  to  identify  a  fat  cell, 
so  that  we  could  not  be  sure  that  after  all  we 
were  dealing  with  true  fat  cells. ' ' 
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After  carefully  analyzing:  the  evidence  which 
this  tumor  presented,  Elkin  and  Haythorn  came 
to  the  conclusion  that  it  was  best  explained  by 
the  hypothesis  of  lipoblastic  development  and 
that  the  tumor  should,  therefore,  be  called  a 
lipoma,  or  better,  lipoblastoma. 

Uterine  Hemorrhage. 

The  tendency  at  present  is  to  use  as  few  thera- 
peutic measures  as  possible.  Occasionally  some 
valuable  procedure  of  limited  applicability  will 
be  discarded,  and  zinc  chloride  is  a  caustic  which 
is  now  looked  at  askance  by  surgeons.  Boldt7 
advocates  its  use  in  certain  cases  of  uterine 
hemorrhage,  ' '  particularly  when  caused  by  uter- 
ine myomas  and  metro-endometritis  or  fibrosis 
uteri."  In  suitable  cases,  after  malignancy  is 
excluded,  intrauterine  application  once  in  four 
weeks  will  cause  permanent  amenorrhea.  While 
one  application  is  usually  sufficient,  more  may  be 
necessary. 

The  technic  is  simple.  A  special  form  of  intra- 
uterine applicator  syringe  is  employed.  The 
medicament  is  drawn  into  the  syringe, — the  ap- 
plicator is  smeared  with  petrolatum  and  wrap- 
ped with  a  narrow  strap  of  gauze  1-2  inches 
wide  and  12-24  inches  long.  The  instrument  is 
introduced  to  the  fundus,  4  or  5  drops  expelled, 
the  cannula  slightly  withdrawn  and  used  as  a 
packer  in  packing  in  gauze,  4  to  5  drops  again 
expelled  and  the  packing  continued  until  the 
uterus  is  full.  The  gauze  should  be  left  in  for 
three  days.  Care  should  be  exercised  to  pre- 
vent excess  of  zinc  chloride  from  reaching  the 
cervix  where  stenosis  may  occur. 

Boldt  does  not  describe  exactly  the  limits  of 
applicability  of  this  procedure,  although  recom- 
mending it  highly. 

Pelvic  Infections. 

Clark  and  Norris8  give  the  results  of  their 
study  of  over  five  hundred  cases  in  which  the 
postoperative  and  remote  results  of  surgical  in- 
tervention in  pyogenic  infections  in  the  fallo- 
pian tubes  were  considered.  These  tend  to  con- 
firm the  opinion,  now  well  established,  that 
operation  in  the  acute  stage  is  contraindicated. 
A  course  of  conservative  preparatory  treatment 
decreases  the  mortality  and  enhances  the  chances 
for  securing  a  good  functional  restoration  of  the 
pelvic  organs. 

In  a  large  majority  the  temperature  subsides, 
the  pain  disappears,  the  tubal  enlargements  de- 
crease and  may  become  impalpable.    If  the  pa- 


tient is  seen  in  her  first  attack  no  operation  is 
advised.  If  there  is  a  recurrence  the  same  con- 
servative treatment  is  followed,  but  when  the 
S3inptoms  have  subsided  operation  is  advised. 
Usually  both  tubes  are  removed  and  the  ovaries 
are  conserved. 

If  the  symptoms  do  not  subside  under  the  con- 
servative treatment,  vaginal  drainage  is  institut- 
ed, either  by  direct  incision  into  the  cul-de-sac 
or  through  the  guidance  of  an  abdominal  in- 
cision. It  is  probably  very  rarely  that  a  patient 
dies  under  the  conservative  treatment — none  in 
the  present  series.  If  the  symptoms  do  increase 
in  severity  there  is  ample  time  for  a  simple 
drainage  operation.  Drainage  through  an  ab- 
dominal incision  should  be  resorted  to  only  if  it 
cannot  be  avoided. 

When  the  acute  attack  has  subsided  it  is  possi- 
ble to  determine  more  exactly  the  extent  of  the 
involvement  of  the  tissues,  and,  if  conservative 
operating  is  indicated,  it  can  be  performed  more 
satisfactorily. 

Conservative  operative  procedures,  instituted 
with  a  view  to  restoring  a  closed  fallopian  tube, 
seldom  restore  fecundity  and  should,  therefore, 
be  undertaken  very  rarely.  Conservation  of 
ovarian  tissue  should  be  limited  chiefly  to  women 
under  thirty  years  of  age. 

In  sexually  mature  women,  if  chronic  infec- 
tion of  the  uterus  and  adnexa  is  present,  hystero- 
salpingo-oophorectomy  is  followed  by  u  lower 
mortality  and  greater  certaintj*  of  restoration  to 
health  than  are  conservative  operations. 

In  the  discussion  of  treatment,  Clark  and 
Norris  strongly  condemn  the  method  suggested 
by  Coffey  of  walling  off  gonorrheal  infection  in 
the  pelvis  from  the  general  cavity  by  means  of 
a  "quarantine  pack."  The  use  of  the  pack  en- 
tails a  certain  amount  of  danger  and  is  quite 
useless  because  generalized  gonococcal  peritonitis 
is  very  rare. 

Cullen9  describes  the  surgical  methods  of  deal- 
ing with  pelvic  infections.  While  he  presents 
little  that  is  new,  some  of  the  methods  are  so 
firmly  based  on  knowledge  of  anatomy  and 
pathology,  and  apparently  so  little  known  gener- 
ally, that  they  should  be  emphasized.  The  plac- 
ing of  a  pelvic  drain  during  an  abdominal  opera- 
tion sometimes  presents  serious  difficulties  to  the 
operator.  As  a  rule  it  is  quite  simple, — one  cuts 
through  the  cul-de-sac  into  the  posterior  vaginal 
vault.  To  make  this  incision  easy  a  long  curved 
clamp  is  introduced  into  the  vagina  by  an  assist- 
ant, who  makes  pressure  upward  and  backward 
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against  the  posterior  vaginal  vault.  There  is 
seen  from  above  a  small  mound  in  the  pelvis, 
easily  incised  with  knife  and  scissors.  Trouble- 
some bleeding  is  most  unusual.  Through  the  in- 
cision the  point  of  the  clamp  is  passed,  grasping 
the  drain  which  is  pulled  down  as  far  as  neces- 
sary. If  the  opening  made  by  the  incision  is 
not  sufficiently  large,  it  may  be  increased  in  size 
by  stretching  with  the  clamp  or  by  a  uterine 
dilator  from  above.  The  use  of  the  long  clamp 
in  this  way  needs  careful  attention.  In  one 
case,  reported  by  Cullen,  the  instrument  had  been 
introduced  into  the  bladder ;  in  another  into  the 
rectum — inconvenient,  but  not  especially  dan- 
gerous, accidents. 

Removal  of  vaginal  drains  after  abdominal 
operations  should  not  be  attempted  until  the 
fourth  or  fifth  day,  because  intestinal  coils  which 
may  adhere  to  the  gauze  will  spontaneously 
loosen  about  that  time.  If  intestine  is  adher- 
ent, and  the  gauze  should  be  so  placed,  if  possi- 
ble, that  the  two  will  not  come  in  contact,  it 
may  be  drawn  down  into  the  vagina,  with  serious 
results. 

If  the  pelvic  infection  has  resulted  in  one  or 
more  abscesses  which  may  be  opened  through  the 
vaginal  vault,  the  abscess  cavity  should  never  be 
irrigated.  Occasionally  infection  will  be  spread  to 
the  general  cavity  in  this  way,  and  irrigation  is 
quite  unnecessary. 

In  the  case  of  post-puerperal  pelvic  infection, 
the  course  of  the  disease  is  different  from  that 
spreading  primarily  along  the  mucous  mem- 
brane, and  the  foci  of  infection  lie  generally  in 
the  broad  ligament  on  one  or  both  sides.  Access 
to  such  foci  is  more  easy  and  more  safe  through 
the  abdominal  wall  and  by  the  extraperitoneal 
route,  making  the  incision  close  to  Poupart's 
ligament. 

Miller10  reviews  the  literature  covering  liga- 
tion or  excision  of  the  pelvic  veins  in  the  treat- 
ment of  puerperal  pyemia.  Nearly  two  hundred 
cases  are  reported ;  some  very  briefly,  some  at 
length.  The  tendency  of  late  has  been  away 
from  this  operative  procedure  which  Miller 
thinks  should  be  used  more  often. 

The  excellent  results  obtained  in  the  treat- 
ment of  pyemia  of  otitic  origin,  by  ligation  of 
the  jugular  vein,  prompted  operators  to  apply 
similar  methods  in  pelvic  pyemia.  The  results 
have  not  been  as  gratifying  as  in  septic  jugular 
thrombophlebitis,  yet  a  careful  consideration  of 
the  cases  reported  led  Miller  to  think  the  out- 
come better  than  has  been  generally  supposed. 


Before  drawing  conclusions  Miller  attempts 
to  answer  four  questions:  (1)  Can  septic  throm- 
bophlebitis be  recognized  with  sufficient  accu- 
racy to  justify  a  serious  operation?  (2)  Do  the 
pathologic  conditions  revealed  at  operation  and 
autopsy  justify  intervention?  (3)  What  are  the 
indications  for  operation ?  (4)  Has  the  mortality 
been  reduced  by  operation  ? 

It  would  seem  that  septic  thrombophlebitis 
has  a  fairly  characteristic  symptomatology  and 
in  a  given  case,  presenting  high  temperature 
with  pronounced  remission,  the  absence  of  pel- 
vic exudates  and  peritonitis,  with  the  uterus 
empty  and  correspondingly  involuted,  a  diagno- 
sis should  not  be  difficult.  Some  writers  empha- 
size the  importance  of  being  able  to  feel  the 
thrombosed  veins. 

"Whether  pathologic  findings  do  or  do  not 
justify  surgical  interference  depends  on  whether 
operative  or  autopsy  material  is  considered.  The 
latter  gives  terminal  conditions  and  is  less  favor- 
able. But  the  conditions  at  operation  show  a 
marked  tendency  for  the  thrombosis  to  limit  it- 
self to  one  vein,  usually  the  spermatic. 

The  indications  for  operation  may  be  summed 
up  briefly:  As  soon  as  the  diagnosis  is  fairly 
clear,  if  there  are  no  evidences  of  peritonitis, 
broad  ligament  abscess,  multiple  metastatic  ab- 
scesses, acute  endocarditis,  or  pneumonia.  Al- 
most all  of  the  eases  showing  signs  of  peritonitis 
died  and  few  recovered  that  presented  pulmon- 
ary lesions. 

One  hundred  and  ninety-seven  cases  are  in- 
cluded in  this  series.  Fifteen  were  treated  by 
the  extra-peritoneal,  and  182  by  the  transperi- 
toneal operation.  The  gross  mortality  (not  in- 
cluding the  vena-cava  series)  was  51.6  per  cent. 
The  corrected  mortality  (excluding  unsuitable 
cases)  was  found  to  be  33.9  per  cent.  The  aver- 
age mortality  of  puerperal  pyemia  is  generally 
accepted  as  between  60  and  70  per  cent. 

Pituitary  Gland. 

Goetsch11  discusses  the  relation  of  the  pitui- 
tary gland  to  the  female  generative  organs,  from 
the  experimental  and  clinical  aspects.  He  points 
out  the  danger,  in  discussions  of  the  physiology' 
and  pathology  of  these  organs,  of  engaging  in 
pointless  theorization  and  suggestions  unless 
there  is  a  firm  basis  of  well-controlled  experi- 
mental and  clinical  observations  upon  which  to 
stand.  He  summarizes  (not  too  briefly)  the  re- 
sults which  have  hitherto  been  obtained.  One 
paragraph  on  the  clinical  side  may  be  quoted: 


538 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[Apkil  18,  1918 


"Asa  result  of  the  facts  learned  from  the  ex- 
perimental feeding  of  pituitary  extracts,  par- 
ticularly of  the  anterior  lobe,  we  should  feel  en- 
couraged in  our  efforts  to  benefit  clinical  states 
dependent  upon  under-f unction  of  this  gland  in 
the  human.  Thus,  for  example,  a  number  of 
clinical  cases  showing,  among  other  symptoms, 
characteristic  sexual  disturbances  (irregular 
menstruation,  amenorrhea,  sterility),  dependent 
on  primary  pituitary  disease,  have  been  so  great- 
ly benefited  that  there  have  been  a  return  of 
menstruation  and  libido,  even  when  these  had 
been  absent  for  a  considerable  period.  It  is 
probable  that  many  clinical  conditions  showing 
genital  aplasia,  adiposity  and  under-develop- 
ment,  and  dependent  upon  changes  in  one  or 
more  of  the  ductless  glands,  other  than  the 
pituitary,  would  be  benefited  by  the  feeding  of 
pituitary  extract  in  addition  to  the  extract  of 
the  gland  which  is  primarily  involved.  On  the 
other  hand,  the  feeding  of  extracts,  such  as  thy- 
roid and  adrenal,  combined  with  pituitary  in 
clinical  cases  of  pituitary  disease  in  which 
symptoms  referable  to  these  glands  are  present, 
is  advisable. 

Some  alleged  effects  of  pituitrin  on  the  in- 
testinal tract  have  been  very  striking,  yet  other 
investigation  failed  to  reproduce  effects  under 
apparently  similar  conditions.  It  may  be  con- 
cluded from  the  literature  that  there  is  a  wide 
variability  in  the  physiological  activity  of  vari- 
ous commercial  pituitary  extracts,  and  it  has 
been  suggested  that  there  is  in  the  posterior  lobe 
of  the  gland  some  substance  which  has  an  action 
on  the  isolated  intestinal  loop  of  animals,  re- 
sembling that  of  adrenalin,  a  substance  which 
may  be  other  than  that  which  raises  the  blood 
pressure  and  causes  diuresis. 

Pancoast  and  Hopkins12  studied  the  effect  of 
pituitrin  in  a  small  series  of  patients  from  the 
medical  wards,  in  whom  there  were  no  marked 
gastrointestinal  symptoms,  except  the  occurrence 
of  constipation  in  a  few.  The  patients  were  con- 
trolled and  studied  with  great  care,  using  the 
bismuth  or  barium  meal  and  the  x-ray  to  detect 
change  in  motility.  This  method  is  an  accurate 
and  valuable  means  of  studying  certain  phases 
of  drug  action,  and  the  findings  are  as  follows : 

In  the  stomach  there  was  usually  a  primary 
depressing  influence  upon  peristalsis  or  motility 
or  both,  followed  by  an  increase  in  both.  The 
same  effect  followed  repeated  doses.   The  pylorus 


was  influenced  very  little,  and  when  any  effect 
was  noted  it  was  variable. 

In  the  small  intestine  motility  was,  as  a  rule, 
either  not  affected  or  was  slightly  delayed. 

In  the  large  bowel  the  drug  produced  little 
or  no  appreciable  effect  on  motility  in  the  class 
of  patients  examined. 

Ovary,  Uterus  and  Mammary  Gland. 

Loeb"  summarizes  our  present  knowledge  of 
the  relation  of  the  ovary  to  the  uterus  and  mam- 
mary gland  from  the  experimental  point  of  view 
as  follows: 

"1.  The  ovary  is  a  complex  gland,  of  which 
the  most  important  constituents  are  follicles  in 
various  stages  of  growth  and  atresia,  and  cor- 
pora lutea.  In  addition,  we  find  in  some  species 
interstitial  gland  and  sometimes  embryonic 
structures  developing  parthenogenetically  from 
eggs. 

' '  2.  Cyclical  changes  occur  both  in  the  ovary 
and  secondarily  in  the  uterus  and  mammary 
gland. 

"3.  The  primary  cyclical  changes  in  the 
ovary  are  in  sequence:  follicle  ripening,  ovula- 
tion, corpus  luteum  formation.  In  some  species 
ovulation  is  accompanied  by  degeneration  of  all 
but  the  smallest  follicles. 

"4.  An  elaborate  self -regulating  mechanism 
controls  ovulation.  Normally,  the  corpus  luteum 
inhibits  ovulation.  During  pregnancy  the  life 
of  the  corpus  luteum  is  prolonged.  Experi- 
mentally ovulation  can  be  influenced  at  will, 
accelerated  by  excising  all  corpora  lutea,  or  re- 
tarded by  producing  artificial  deciduomata.  The 
retarding  action  of  the  corpus  luteum  is  chemi- 
cal, not  mechanical. 

"5.  The  corpus  luteum  has  a  sensitizing  ac- 
tion upon  the  uterus.  This  action  can  be  ana- 
lyzed by  experimental  methods.  If  the  uterus  is 
incised  or  mechanically  stimulated  at  the  time 
during  which  the  corpus  luteum  is  elaborating 
this  growth  substance,  maternal  placenta 
(deciduoma)  is  formed.  The  mechanical  stimuli, 
therefore,  assume  in  this  respect  the  function 
which  the  ovum  exerts  under  normal  conditions. 
The  form  of  growth  response  of  each  species  is 
characteristic.  The  localization  of  sensitization 
varies  in  different  species,  being  limited  to  the 
uterus  in  rabbits  and  guinea  pigs,  but  distributed 
more  widely  in  the  human  female.  No  specifi- 
city exists  in  the  sensitizing  substance  given  off 
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by  the  corpus  luteum  as  far  as  different  individ- 
uals of  the  same  species  are  concerned.  The  life 
period  of  experimental  deciduomata  is  short,  ex- 
cept in  pregnancy,  during  which  their  persist- 
ence is  prolonged. 

"6.  Corresponding  to  and  dependent  upon 
the  cyclical  ovarian  changes,  uterine  cyclical 
changes  occur.  The  cycle  consists  of  heat,  growth 
associated  with  glandular .  activity,  regression 
and  interval.  Heat  probably  is  due  to  matura- 
tion of  the  follicles  and  dependent  upon  the  ab- 
sence of  the  corpora  lutea;  growth  activity  is 
the  result  of  corpus  luteum  secretion ;  regression 
marks  the  cessation  of  corpus  luteum  secretion, 
which  is  followed  in  the  interval  by  a  condition 
of  rest.  Pregnancy  causing  a  persistence  of  the 
corpus  luteum  is  characterized  by  an  accentua- 
tion, but  not  a  prolongation,  of  the  active  phase, 
and  an  inhibition  of  the  uterine  cyclical  changes 
throughout  gestation. 

"7.  While  it  is  possible  to  produce,  experi- 
mentally, during  pregnancy  a  new  ovarian  cycle, 
through  excision  of  the  corpora  lutea,  such  a  new 
ovarian  cycle  is  not  followed  by  a  new  uterine 
cycle.  During  pregnancy  a  mechanism  is  at 
work  preventing  the  uterine  mucosa  from  re- 
sponding to  the  stimuli  given  off  by  various 
ovarian  structures. 

"8.  It  follows  from  4  and  5  and  6  that  the 
corpus  luteum  subserves  at  least  two  functions, 
inhibiting  ovulation  and  producing  a  substance 
which  causes  growth  in  the  uterus. 

' '  9.  The  ovary  shows  other  non-cyclical  func- 
tions. It  has  a  trophic  influence  on  the  genitals 
and  either  primarily  or  secondarily  determines 
the  development  of  the  secondary  sexual  charac- 
ters. 

"10.  The  ovary,  likewise,  controls  the  de- 
velopment of  the  mammary  gland.  It  exerts  a 
trophic  influence  on  this  organ  and  determines 
its  normal  cycle.  During  heat  and  subsequent 
to  ovulation  proliferative  changes  occur;  these 
cease  while  the  corpus  luteum  develops  and  func- 
tionates. 

"11.  The  incidence  of  breast  cancer  in  mice 
is  greatly  reduced  by  castration." 

(To  be  concluded  next  week.) 


RECENT  DEATH. 

Henry  Jesse  Kenyon,  M.D.,  a  Fellow  of  The  Mas- 
sachusetts Medical  Society  and  a  graduate  of  the 
College  of  Physicians  of  New  York  City,  died  at  his 
home  in  Worcester,  April  5,  1918,  aged  66  years. 


£>0ri?tg  firpurt. 


MEETING  OF  GENERAL  MEDICAL  BOARD 
OF  COUNCIL  OF  NATIONAL  DEFENSE, 
HELD  IN  CONNECTION  WITH  DEDI- 
CATION OF  WARDEN  McLEAN  AUDI- 
TORIUM AT  CAMP  GREENLEAF,  CHICK- 
AMAUGA  PARK,  GA. 

Dedication  of  the  Warden  McLean  Audito- 
rium at  Camp  Greenleaf,  the  military  medical 
school  at  Camp  Chickamauga,  Ga.,  on  March 
11th  was  made  notable  not  only  because  of  the 
presence  of  the  Surgeon-General  of  the  Army 
and  members  of  his  staff,  as  well  as  many  dis- 
tinguished medical  men  from  military  and  civil 
life,  but  also  because  of  the  regular  meeting 
there  March  10th  of  the  General  Medical  Board 
of  the  Council  of  National  Defense,  usually  held 
in  Washington.  About  1,000  doctors,  who,  as 
Medical  Reserve  Officers,  are  taking  the  three 
months'  course,  accepted  the  invitation  to  at- 
tend, extended  by  Dr.  Franklin  Martin,  member 
of  the  Advisory  Commission  of  the  Council  and 
chairman  of  the  Board. 

These  members  of  the  General  Medical  Board 
attended:  Dr.  Franklin  Martin,  chairman;  Dr. 
William  F.  Snow,  secretary ;  Surgeon-General 
William  C.  Gorgas,  Dr.  Victor  C.  Vaughan,  Dr. 
William  H.  Welch,  Dr.  John  Young  Brown,  Dr. 
John  G.  Clark,  Dr.  Thomas  S.  Cullen,  Dr.  Ed- 
ward P.  Davis,  Dr.  William  D.  Haggard,  Dr. 
Jabez  Jackson,  Dr.  Edward  Martin,  Dr.  Charles 
H.  Mayo,  Dr.  Stuart  McGuire,  Dr.  John  D. 
McLean,  Dr.  Hubert  A.  Royster. 

Introduced  by  Dr.  Martin,  Surgeon-General 
Gorgas  said  he  knew  of  no  more  important  work 
than  the  activities  being  developed  at  Camp 
Greenleaf;  that  the  necessity  of  military  medical 
training  is  obvious ;  also  that  on  a  visit  to  Eng- 
land five  years  ago  he  learned  that  the  great  de- 
velopments in  the  English  system  had  been 
forced  by  the  necessities  arising  during  the  Boer 
War;  so,  he  said,  the  United  States  military 
medical  service  is  being  developed  by  the  exi- 
gencies now  confronting  us  and  would  continue 
after  the  war.  He  said  he  gained  from  the 
British  Service  ideas  of  value  for  his  administra- 
tion. 

Dr.  William  H.  Welch  read  a  statement  giving 
illuminating  figures  as  to  the  status  in  the  Army 
and  Navy.  Men  enrolled  in  the  Medical  Officers' 
Reserve  Corps,  and  recommended  to  the  Adju- 
tant-General's office,  totaled  21,824,  of  whom 
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17,313  have  accepted  their  commissions.  Of 
5,378  recommended  in  the  Dental  Reserve 
Corps,  5,086  have  accepted.  Of  1,067  recom- 
mended in  the  Sanitary  Corps,  865  have  ac- 
cepted. Of  152  recommended  in  the  Ambulance 
Service,  138  have  accepted.  There  are  844  of- 
ficers in  the  Naval  Medical  Corps  and  103  in 
the  Naval  Dental  Corps.  There  are  827  medical 
and  199  dental  officers  enrolled  in  the  Naval  Re- 
serve Force.  There  are  available  in  the  Naval 
Medical  Reserve  Corps,  retired  officers,  acting 
assistant  surgeons  and  national  naval  volunteers, 
naval  militia  and  coast  guard,  284  men.  Total 
officers  available  for  active  service  are  2,257. 
There  are  207  chief  pharmacists  and  pharmacists, 
7,000  hospital  corpsmen  in  the  regular  service 
and  1,000  in  the  reserve,  making  a  total  avail- 
able for  active  service  in  these  branches  of  8,207. 
In  February  there  was  an  exceedingly  satis- 
factory decline  in  the  admission  rates  for  com- 
municable diseases,  as  well  as  for  all  causes.  In 
the  force  afloat,  the  situation  as  to  pneumonia 
and  cerebro-spinal  fever  is  very  satisfactory. 
Scarlet  fever  has  been  slightly  more  prevalent 
than  usual  but  in  no  sense  epidemic;  a  very 
satisfactory  decrease  in  measles;  mumps  con- 
tinues as  heretofore.  In  the  fleet  there  were  1 
case  of  cerebro-spinal  fever,  20  of  German 
measles,  35  of  measles,  167  of  mumps,  26  of 
scarlet  fever,  43  of  pneumonia,  lobar  and 
broncho.  Health  conditions  afloat  are  highly 
satisfactory. 

Dr.  Martin,  in  expressing  the  regrets  of  Sur- 
geon-General Braisted,  of  the  Navy,  who  was 
unable  to  be  present,  said :  "I  was  in  Admiral 
Braisted 's  office  one  morning  and  found  him 
getting  reports  by  telephone  from  his  various 
naval  stations.  From  8.30  to  10.30  o'clock  every 
morning  he  receives  these  reports,  and  gives  in- 
structions, thus  keeping  in  constant  touch." 

Before  introducing  Passed  Assistant  Surgeon 
C.  P.  Knight  of  the  United  States  Public  Health 
Service,  who  reported  in  the  absence  of  Surgeon- 
General  Blue,  Dr.  Martin  read  the  following 
telegram  received  from  General  Blue : 

"Washington,  D.  C,  March  9,  1918. 

"Dr.  Franklin  Martin, 

"Chattanooga,  Tenn. 

"Request  that  you  give  publicity  to  the  fact 
that  Public  Health  Service  is  greatly  in  need 
of  the  services  of  competent  sanitarians,  particu- 
larly medical  officers,  sanitary  engineers  and 
scientific  assistants.  Salaries  vary  from  $1,800 
to  $2,500  per  annum.    Applicants  should  ad- 


dress Surgeon-General,  United  States  Public 
Health  Service,  Washington,  D.  C,  stating  in 
full  experience  and  training  which  they  have 
had.  Blue." 

Surgeon  Knight's  report  summarized  the 
good  work  done  under  his  direction  since  Sep- 
tember, 1917,  in  the  five-mile  zone  around 
Chickamauga  Park,  a  zone  having  a  100,000 
population,  including  60,000  in  Chattanooga. 
Concrete  results  included:  Inspection  of  375 
restaurants,  of  which  148  complied  with  the 
regulations;  39  barber  shops,  of  which  29  have 
been  furnished  cards  indicating  full  compliance ; 
anti-fly  campaign ;  examination  of  2,500  em- 
ployees of  restaurants,  barber  shops  and  dairies, 
3%  being  dismissed  because  of  having  com- 
imunicable  disease;  complete  survey  of  3,000 
rural  homes,  accompanied  by  educational  talks 
resulting  in  orders  for  installation  of  sanitary 
privies;  complete  survey  of  private  water  sup- 
plies; inspection  of  all  industrial  plants,  with 
corrections  under  way;  submission  of  fuller  re- 
ports by  physicians,  and  all  reported  cases  be- 
ing tabulated  and  investigated ;  inspection  of  all 
dairies;  pasteurization  of  about  30%  of  milk  sup- 
ply; eating  establishments  compelled  to  serve 
pasteurized  milk;  thorough  medical  inspection 
of  Chattanooga  schools  and  intensive  rural  school 
surveys  recommended;  providing  Chattanooga 
with  full-time  physician  and  6  Public  Health 
Nurses  by  the  U.S.P.H.S. ;  establishment  of  unit 
for  treatment  of  venereal  diseases;  conference 
with  Attorney-General  of  Tennessee  which  led 
to  Governor  Rye's  order  to  Chattanooga  Board 
of  Health  to  proclaim  venereal  diseases  a  menace 
to  the  civil  and  military  population,  and  direct- 
ing it  to  make  regulations  for  control  in  coopera- 
tion with  the  Provost  Marshal,  and  steps  under 
way  to  make  this  a  state- wide  campaign :  and 
introduction  and  passage  of  ordinances  in  ad- 
acent  counties  providing  sanitary  sewage  dispos- 
,1.  Lieutenant-Commander  Knight  has  been  made 
a  deputy  health  officer  by  county  and  city  au- 
thorities. 

Dr.  William  D.  Haggard,  of  Vanderbilt  Uni- 
versity, read  a  statement  for  the  Red  Cross 
which  showed  that  there  are  20  base  hospitals 
on  active  duty  abroad  and  14  others  mobilized 
of  19  certified  as  ready  for  immediate  service. 
Distribution  of  sweaters  to  soldiers  and  sailors 
and  all  Red  Cross  sources  totals  at  least 
1,250,000.  Authority  for  Red  Cross  work  within 
camps  has  been  conferred  by  an  official  order 
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signed  by  the  Secretary  of  War.  Contracts  for 
convalescent  houses  in  4  camps  have  heen  let  and 
others  will  soon  be  signed.  Twenty-seven  sani- 
tary units  cooperated  with  federal  and  state  au- 
thorities, in  February,  in  17  different  states.  The 
4  laboratory  cars,  "Reed,"  "Pasteur,"  "Lister" 
and  "  Metchnikoff , "  have  been  turned  over  to 
the  Army  Medical  Corps.  Venereal  clinics  are 
now  in  operation  in  17  camp  cities. 

Major  William  F.  Snow,  reviewing  the  work 
qf  the  Committee  for  Civilian  Cooperation  in 
Combating  Venereal  Diseases,  said  that  military 
medical  advisers  have  been  provided  for  state 
Boards  of  Health,  municipal  clinics  are  being 
placed,  and  an  excellent  moving  picture  film, 
"Fit  to  Fight,"  has  been  prepared  to  be  shown 
at  the  camps  as  an  educational  measure. 

Major  Edward  Martin,  reporting  for  the 
Committee  on  States  Activities,  told  of  coopera- 
tion with  the  state  societies  in  various  ways. 
Reporting  for  the  Editorial  Committee,  he  men- 
tioned the  6  manuals  on  medical  military  prac- 
tice, all  of  which  have  been  approved  by  the 
Surgeon-General 's  Office. 

For  the  Committee  on  Surgery,  Dr.  Charles 
H.  Mayo  told  how  data  on  21,000  physicians  had 
been  gathered  and  placed  on  cards  convenient 
for  the  ready  selection  of  individuals  and  groups 
suited  for  any  given  task,  a  duplicate  set  of 
which  cards  has  been  prepared  for  the  use  of 
the  Surgeon-General's  office  in  France.  Dr. 
Mayo  emphasized  the  need  of  reconstructing 
wounded  men,  not  only  for  field  service,  but 
also  for  labor  after  the  war,  inasmuch  as  the  us- 
ual tide  of  immigration  has  ceased.  Citing  the 
many  Government  activities  in  which  medicine 
enters,  he  said  these  relations,  he  believed,  could 
be  coordinated  in  no  way  except  by  having  a 
medical  man  as  a  Cabinet  Officer.  He  closed  with 
this  plea  for  recognition  of  medical  military 
men :  . ,  t 

"Medical  men  must  have  adequate  rank.  They 
are  entitled  to  it.  For  it  is  not  as  if  they  were 
at  work  in  the  military  service,  doing  work  to 
which  they  are  new  and  unaccustomed.  They 
are  working  in  the  line  to  which  they  have  given 
their  lives.  They  can't  do  their  best  unless  they 
have  adequate  recognition  and  rank." 

In  the  absence  of  Miss  M.  Adelaide  Nutting, 
chairman,  Miss  Ella  Phillips  Crandall,  secre- 
tary, reported  for  the  Committee  on  Nursing. 
The  total  nurses  enrolled  to  date  are  18,344,  of 
whom  10,000  have  enrolled  with  the  Red  Cross 


since  April  6,  1917.  The  Red  Cross  had  sup- 
plied the  Army  with  6,220  up  to  March  1,  and 
1,000  to  the  Navy  and  Public  Health  Service. 
As  insufficiency  of  nurses  in  December  was  due 
in  some  camps  to  lack  of  housing  accommoda- 
tions, and  in  others  to  the  fact  that  a  larger 
quota  had  not  been  called  for,  the  Committee 
recommended  to  the  Surgeon-Generals  of  the 
Army  and  Navy  that  suitable  accommodations 
be  provided  in  adjacent  towns  where  necessary ; 
that  there  be  a  quota  of  not  less  than  one  nurse 
to  6  acutely  ill  men;  that  a  reserve  of  25  above 
the  prescribed  quota  be  stationed  at  each  hospi- 
tal ;  that  Miss  Anne  W.  Goodrich  be  assigned  to 
inspect  military  and  naval  hospitals,  and  that 
superintendents  of  three-year  training  schools 
graduate  the  1918  classes  early.  These  recom- 
mendations received  unanimous  endorsement  of 
the  Executive  Committee  of  the  General  Medi- 
cal Board,  the  Surgeon-Generals  and  the  Sec- 
retary of  War,  since  which  time  all  demands 
for  nurses  have  been  met.  The  Committee  is 
continuing  its  campaign  to  attract  young  women 
into  training  schools  and  is  cooperating  in  the 
courses  to  be  given  at  Vassar  College  this  sum- 
mer for  young  women  who  shall  have  registered 
for  entrance  to  a  graduate  school  of  nursing  in 
October,  these  women  then  being  eligible  for 
graduation  in  two  years  instead  of  three.  Ap- 
peals to  training  schools  and  professional  regis- 
tries, together  with  the  Red  Cross  campaign 
for  nurse  enrollment,  will,  the  Committee  be- 
lieves, readily  provide  the  5,000  additional 
nurses  who,  it  is  expected,  will  be  required  by 
June  1 ;  and  that  the  total  of  37,500  graduates 
will  be  furnished  as  needed.  The  committee  is 
seeking  relative  rank  as  recognition  for  Army 
and  Navy  nurses,  they  having  all  been  provided 
for  in  the  War  Risk  Insurance  Law  through  the 
Committee's  efforts. 

Miss  Crandall.  also  reporting  for  the  Sub- 
Committee  on  Public  Health  Nursing  of  the 
Committee  on  Hygiene  and  Sanitation,  told  of 
an  experiment  in  two  states  in  cooperation  with 
the  Food  Administration  whereby  Public 
Health  Nurses  are  to  have  special  instruction  in 
food  economics. 

Dr.  Jabez  Jackson,  of  Christian  Church  Hos- 
pital, Kansas  City.  Mo.,  spoke  of  the  need  of 
nurses  to  take  the  place  of  experienced  nurses 
who  have  gone  into  military  service,  saying  that 
12  out  of  15  nurses  had  gone  from  one  hospital 
in  his  city.  He  advocated  special  attention  to 
nurse  apprenticeship  in  hospitals. 
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Introduced  as  President-Elect  of  the  Ameri- 
can Medical  Association,  Dr.  Arthur  Dean 
Bevan  expressed  the  confident  belief  that, 
whether  the  war  lasts  three  years  or  five  years 
and  requires  3,000,000  men  or  5,000,000  men, 
the  medical  profession  will  continue  to  stand 
by  "until  the  job  is  finished."  He  said:  "It 
is  the  one  business  of  the  American  Medical 
Association  to  educate  the  profession  to  realize 
the  extent  of  the  work  before  it.  At  our  great 
meeting  in  June  I  should  like  to  have  back  with 
us  such  men  as  Osier  and  DePage  to  tell  us  at 
first  hand  something  of  their  work  and  the  need 
for  such  work  as  theirs  on  the  other  side." 

Major  John  D.  McLean  told  of  the  progress 
of  the  plans  for  the  Volunteer  Medical  Service 
Corps,  reading  the  conditions  of  membership. 
This  body  will  be  open  to  reputable  physicians 
ineligible  to  the  Medical  Officers'  Reserve  Corps 
because  they  are  over  the  age  of  55,  on  account 
of  physical  disability,  or  because  of  necessity 
for  home  service,  or  other  good  reason.  "An 
organization  of  the  doctors  at  home  to  do  a 
something  when  there  is  a  something  to  do "  was 
the  way  Dr.  McLean  summarized  the  function 
of  this  new  organization  which  will  act  when 
called  upon  by  the  Surgeon-Generals  of  Army, 
Navy  or  Public  Health  Service.  He  emphasized 
the  fact  that  this  organization  "will  not  pro- 
tect slackers  at  home."  Dr.  McLean  exhibited 
an  attractive  design  proposed  for  insignia. 

Lieutenant-Colonel  Victor  C.  Vaughan,  report- 
ing for  the  Committee  on  Legislation,  told  of  the 
request  of  the  Army  medical  officers  for  higher 
rank  and  greater  authority,  and  of  the  Owen- 
Dyer  Bill  (S.  3748  and  H.R.  9563)  now  pending 
in  Congress.  He  cited  instances  which  he  said  in- 
dicated need  for  greater  rank,  and  then  read  the 
following  letter  from  President  "Wilson  to  Dr. 
Franklin  Martin,  endorsing  the  bill : 

"5  March,  1918. 

"My  dear  Dr.  Martin: 

"I  read  very  carefully  your  memorandum  of 
February  twenty-seventh  about  the  rank  ac- 
corded members  of  the  Medical  Corps  of  the 
Army  and  have  taken  pleasure  in  writing  letters 
to  the  chairmen  of  the  Military  Committees  of 
the  House  and  Senate,  expressing  the  hope  that 
the  bill  and  resolution  may  be  passed. 

"Cordially  and  sincerely  yours, 
"Woodrow  "Wilson." 

"Dr.  Franklin  Martin 
"Advisory  Commission 
"Council  of  National  Defense." 

The  dedication  exercises  on  Monday  morning, 
March  11,  were  attended  by  a  throng  which 


filled  the  auditorium  to  overflowing.  On  the 
stage  was  a  notable  group  of  army  medical 
officers,  with  a  sprinkling  of  civilian  doctors  of 
national  and  international  fame.  Lieutenant- 
Colonel  Roger  Brooke  presided.  Those  on  the 
stage  included:  Surgeon-General  "William  C. 
Gorgas,  Brigadier-General  J.  B.  Erwin,  in  com- 
mand of  Camp  Forrest;  Colonel  Henry  Page, 
Dr.  Franklin  Martin,  Member  Advisory  Com- 
mission, Council  of  National  Defense,  and  chair- 
man General  Medical  Board ;  Colonel  E.  L.  Mun- 
son,  Lietenant-Colonel  V.  C.  Vaughan,  Lieuten- 
ant-Colonel "William  H.  Welch,  Johns  Hopkins 
University  Medical  School;  Major  Charles  H. 
Mayo,  president  American  Medical  Association ; 
Dr.  Arthur  Dean  Bevan,  president-elect  Ameri- 
can Medical  Association;  Dr.  Edward  P.  Davis, 
Philadelphia;  Major  John  D.  McLean,  Major 
Stuart  McGuire,  Major  George  E.  de  Schweinitz, 
and  many  others. 

After  music  by  the  Camp  Greenleaf  orchestra 
and  invocation  by  Bishop  Thomas  F.  Gailor, 
Episcopal  Bishop  of  Tennessee,  Dr.  John  G. 
Clark,  of  Philadelphia,  made  the  speech  of 
formal  presentation  of  the  $10,000  auditorium 
on  behalf  of  Mrs.  "Wm.  McLean,  whose  son, 
"Warden  McLean,  while  in  the  officers'  training 
camp  at  Fort  Oglethorpe,  was  accidentally  killed. 
Colonel  Henry  Page,  who,  since  his  graduation 
from  the  University  of  Pennsylvania  School  of 
Medicine  in  1894,  has  been  continuously  in  the 
regular  army  and  whose  efficient,  untiring  efforts 
have  transformed  the  site  which  in  1898  was  the 
dumping  ground  for  the  Chickamauga  Camp, 
made  the  speech  of  acceptance.  He  said  it  is 
his  ambition  to  have  here  a  great  postgraduate 
training  camp,  and  that  he  hopes  to  see  the 
temporary  buildings  replaced  by  permanent 
structures. 

He  was  followed  by  General  Gorgas,  who 
argued  convincingly  for  military  training  for 
medical  officers.  He  said  that  notwithstanding 
handicaps,  the  present  American  Army  has  es- 
tablished a  sanitary  world's  record,  for  it  has 
cared  for  1,000,000  men  and  the  death  rate  is 
10  men  per  thousand,  whereas  Japan,  during 
the  Russo-Japanese  "War,  was  deemed  to  have 
accomplished  a  marvel  when  she  kept  her  death 
rate  down  to  20  per  thousand.  "This  is  but  the 
beginning  of  Camp  Greenleaf."  he  said.  "This 
probably  will  be  the  focus  of  our  medical  activi- 
ties."  He  said  that  Camp  Greenleaf,  located  in 
the  geographical  center  of  450,000  troops  in 
training,  seems  the  logical  location  for  the  one 
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great  medical  training  ground,  with  accommo- 
dations there  possibly  for  40,000  men,  trebling 
its  present  capacity.  He  expressed  a  wish  that 
the  Council  of  National  Defense  might  interest 
itself  in  such  a  project,  and  he  said:  "From 
past  experiences  I  am  sure  of  their  interest. ' ' 

Brigadier-General  J.  B.  Erwin,  the  Com- 
mandant at  Camp  Forrest,  adjacent  to  Chat- 
tanooga, in  a  happy  speech  indicative  of  the 
present  cordial  cooperation  of  the  line  officer 
with  the  medical  branch  of  the  service,  evoked 
enthusiastic  applause  when  he  advocated  a  de- 
tention cantonment  for  the  "laundering"  of 
recruits  before  they  are  allowed  to  mingle  with 
the  men  in  camp — thus  decreasing  the  chances 
of  mumps  and  measles,  diseases  which,  he  said, 
are  certain  to  break  out  wherever  bodies  of  men 
are  gathered  in  camp  or  barracks. 

Lieutenant-Colonel  Victor  C.  Vaughan  recall- 
ed a  visit  to  Berlin  in  1907  and  a  talk  with 
Wassermann,  the  German  medical  authority,  in 
which  the  latter  expressed  a  fear  that  the  50,000 
soldiers  quartered  in  Berlin  and  the  other  like 
units  in  other  cities  indicated  that  "some  day" 
Germany's  military  leaders  would  plunge  that 
country  in  war  which  might  mean  the  dis- 
memberment of  the  empire.  Dr.  Vaughan  ex- 
pressed the  hope  that  some  day  he  might  walk 
through  the  streets  of  Berlin  and  see  flying  from 
public  buildings  the  flag,  not  of  France,  nor  of 
Britain,  nor  of  the  United  States,  but  of  the 
German  republic. 

Dr.  Vaughan,  reverting  to  conditions  at 
Chickamauga  as  he  found  them  in  1898,  when 
there  was  not  a  single  microscope  nor  test  tube 
in  the  camp,  contrasted  those  conditions  with 
the  fact  that  a  medical  camp  has  here  been  es- 
tablished. He  contrasted  the  attitude  of  the  line 
officer  of  those  days  with  the  work-together  spirit 
of  today. 

Dr.  Edward  P.  Davis,  of  Philadelphia,  praised 
the  spirit  of  the  doctors  in  training,  and  re- 
minded the  audience  that  physicians  really  en- 
tered the  profession  of  war  when  they  became 
medical  students.  "You  are  soldiers  by  in- 
heritance and  training,"  he  said. 

A  review  in  the  afternoon  of  the  12,000  men 
in  the  various  medical  and  sanitary  units,  with 
a  field  hospital  demonstration,  had  a  dramatic 
setting.  From  the  knoll  overlooking  the  parade 
ground  from  the  east  several  score  interned  Ger- 
mans, ranged  behind  the  wire  of  their  stockade, 
viewed  the  spectacle,  while  on  the  western  side 
of  the  field  was  the  immense  crowd  of  civilian 


visitors  who  came  by  automobile  and  trolley. 
Well  in  their  rear,  towering  high  above,  rose 
historic  Lookout  Mountain. 

The  Warden  McLean  auditorium  building  is 
situated  in  the  center  of  Camp  Greenleaf.  Be- 
sides the  main  assembly  hall  there  arei  several 
smaller  rooms,  including  orthopedic  museum, 
library  and  reference  room,  lecture  rooms, 
study  rooms  and  office.  Since  the 
opening  of  the  camp  4,000  officers  and  20,000 
enlisted  men  have  been  trained  and  sent  to  duty 
abroad  or  to  instruct  at  other  camps. 


Umik  iSptrieuiB. 


The  Law  of  the  Heart.  By  Ernest  H.  Starling, 
M.D.,  Sc.D.  (Cambridge  and  Dublin), 
F.R.C.P.,  F.R.S.  London:  Longmans,  Green 
and  Company.  1918. 

This  pamphlet  is  a  monograph  representing 
the  Linacre  lecture  given  by  the  author  at  the 
University  of  Cambridge,  England,  in  1915.  It 
is  a  physiologic  study,  based  on  the  researches  of 
Blix,  into  the  molecular  nature  of  heart  action, 
and  is  illustrated  with  eight  diagrams.  It  is  a 
valuable  brief  summary  of  the  knowledge  of  car- 
diac physiology,  and  a  useful  contribution  to  the 
substance  of  this  knowledge.  The  author  deter- 
mines experimentally  that  within  physiological 
limits,  the  larger  the  volume  of  the  heart  the 
greater  are  the  energy  of  its  contractions  and 
the  amount  of  chemical  change  at  each  contrac- 
tion. In  the  heart,  as  in  muscular  tissues  gen- 
erally, the  energy  of  contraction,  however,  meas- 
ured, is  a  function  of  the  length  of  the  muscle 
fiber;  and  any  increase  in  the  extent  of  active 
surface  increases  the  energy  of  change.  In  the 
healthy  heart,  the  demand  for  increased  action 
temporarily  dilates  the  heart,  thereby  elongating 
its  muscle  fibers,  and  enabling  each  fiber  to  con- 
centrate a  larger  number  of  active  molecules  on 
each  unit  of  active  surface  than  it  could  pre- 
viously. This  automatically  improves  the  tone 
of  the  muscle,  and  thereby  enables  the  heart 
gradually  to  return  to  its  normal  volume,  even 
though  still  doing  increased  work.  In  the 
fatigued,  diseased,  or  failing  heart,  however,  the 
concentration  of  active  molecules  per  surface 
unit  becomes  less  and  less,  so  that  this  surface 
must  be  continually  increased  by  cardiac  dilata- 
tion. If  this  process  goes  on  sufficiently  long, 
the  dilatation  may  pass  the  optimum  length  of 
muscle  fiber,  and  the  heart  must  then  contract 
at  an  increasing  mechanical  disadvantage,  which 
leads  to  ultimate  failure. 
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THE  STATUS  OF  TONSIL  OPERATIONS. 

In  spite  of  the  many  modern  advances  in 
medicine  very  little,  if  anything,  is  yet  known 
concerning  the  functions  of  the  tonsil.  Being 
a  ductless  gland,  it  has  been  thought  to  be 
part  of  the  endocrine  system,  but  no  connection 
therewith  has  been  found,  and,  indeed,  removal 
of  these  glands  seems  to  have  no  effect  on  the 
organism.  There  are  those  who  believe  the 
glands  to  be  vestigial  in  character,  now  having 
no  function  at  all,  and  best  removed  from  the 
body  whether  giving  symptoms  or  not.  A  plaus- 
ible, though  unconfirmed,  hypothesis  is  that 
these  glands  act  as  mechanical  barriers  to  the 
passage  of  irritating  or  infective  agents.  When 
it  is  remembered  how  often  these  glands  are  the 
seat  of  numerous  infections,  this  hypothesis  re- 
ceives added  weight.  The  tonsils  are  considered 
to  be  the  portals  of  entry  for  many  specific  in- 
fections, but  particularly  of  the  infections 
causing  rheumatism  and  endocardial  conditions. 


Tonsil  operations  have  been  carried  out  for  a 
long  time,  but  heretofore  they  have  been  very 
lightly  undertaken.     Practically  no  line  was 
drawn  between  cases  that  needed  removal  and 
those  that  did  not.    Yet  it  goes  without  saying 
that  unless  a  tonsil  is  so  large  that  it  obstructs 
the  passages  or  is  the  frequent  seat  of  inflamma- 
tions, surgical  interference  is  not  justified,  at 
least    until    more    is    known    concerning  the 
function  of  this  gland.    Moreover,  tonsil  opera- 
tions are  no  longer  undertaken  by  the  unskilled. 
These  operations  have  had  a  remarkable  meta- 
morphosis from  minor  to  major  surgical  opera- 
tions.   This  has  in  a  measure  been  the  natural 
outgrowth  from  the  reports  of  increasing  fatal- 
ities from  these  supposedly  minor  operations. 
The  clinic,  or  even  the  home,  is  no  longer  con- 
sidered a  fit  place  for  this  operation  any  more 
than  for  other  surgical  operations  of  admittedly 
major  significance.    The  operation  must  be  sur- 
rounded by  all  the  safeguards  that  a  hospital 
can  afford  if  bad  results  would  be  reduced  to  a 
minimum.    Besides,  American  surgeons  are  in 
favor  of  doing  all  these  operations  under  anes- 
thesia.    Local  anesthesia,  however,  should  be 
consistently  removed  from  the  list  of  available 
anesthetics  for  tonsil  operations  because  there  is 
no  means  of  knowing  the  amount  and  the  rapid- 
ity of  absorption  of  the  cocaine,  and  because 
of  the  danger  of  subsequent  severe  hemorrhage. 
Cocaine  is  a  particularly  treacherous  drug,  hav- 
ing caused  many  fatalities,  and  without  any 
warnings  of  danger.     Neither   is  chloroform 
favored  as  a  general  anesthetic  in  these  opera- 
tions, also  because  it  is  very  treacherous  in  its 
action,  and  there  does  not  seem  to  be  sufficient 
justification  for  subjecting  a  patient  to  this 
special  danger  for  an  operation  not  of  vital  ne- 
cessity.   It  seems  that  the  ideal  anesthetic  for 
tonsil  operations  is  ether,  preceded  by  nitrous 
oxid. 

The  mere  cutting  off  of  the  redundant  tissue 
from  the  tonsil — tonsillotomy — is  no  longer  in 
favor.  It  is  considered  very  poor  surgery.  Re- 
currences are  usual.  This  procedure  merely  ex- 
poses a  large  surface  to  infection,  and  for  a  time 
at  least,  until  healing,  causes  an  increase  of  the 
very  conditions  that  the  operation  is  intended 
to  obviate.  If  this  operation  is  decided  upon  as 
necessary,  then  the  only  procedure  of  choice  is 
complete  removal,  enucleation — tonsillectomy. 
The  gland  should  be  dissected  out,  preferably 
with  a  blunt  instrument,  and  hemorrhage  con- 
trolled as  in  any  surgical  operation.  Styptic 
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drugs  or  like  measures  are  neither  necessary 
nor  advisable.  Carried  out  from  this  stand- 
point, tonsil  operations  need  cause  little  fear  of 
untoward  results. 


SCHOOL  INSPECTION  AND  SANITATION 
IN  EXTRA-CANTONMENT  ZONES. 

The  Public  Health  Report  of  the  United 
States  Public  Health  Service  for  the  week  of 
March  8,  contains  some  very  interesting  infor- 
mation regarding  school  inspection  and  sanita- 
tion in  extra-cantonment  zones.  Medical  in- 
spection of  school  children  is  one  of  the  activ- 
ities undertaken  by  the  Service  to  prevent  the 
carrying  of  communicable  diseases  to  the  troops. 
Such  inspection  has  already  been  commenced  in 
practically  all  of  the  zones  surrounding  the 
Army  cantonments. 

An  officer  of  the  Service  is  detailed  to  give  his 
full  time  to  the  work,  and  has  an  office  and  the 
assistance  of  school  nurses  or  other  help.  The 
expenses,  as  a  rule,  are  met  jointly  by  the  Red 
Cross,  the  local  health  authorities,  and  the  Pub- 
lic Health  Service.  The  plan  is  for  the  Service 
officer  and  nurse,  through  cooperation  with  the 
teachers,  to  keep  a  close  watch  on  each  school 
for  the  early  detection  of  contagious  diseases. 
The  parents  are  then  notified,  the  quarantine 
rules  are  enforced,  vaccination  is  practised 
where  it  fits  the  case,  and  all  possible  is  done  to 
prevent  the  disease  from  reaching  the  canton- 
ment. The  protection  of  the  troops  is  the  great 
aim,  but  at  the  same  time  the  other  benefits  to 
be  derived  from  school  inspection  are  not  to  be 
overlooked.  In  all  communities  where  school  in- 
spection has  been  adequately  carried  out,  the 
result  has  been  a  remarkable  reduction  in  the  in- 
cidence of  contagious  diseases  in  the  general 
population.  Children  are  to  be  examined,  not 
only  for  contagious  diseases,  but  at  least  once  a 
year  for  physical  defects.  These  defects  tend  to 
lower  individual  resistance  and  increase  the 
susceptibility  of  a  child  to  contagious  disease. 
They  also  retard  intellectual  development  and 
prepare  the  way  for  degenerative  diseases  in 
later  life.  When  these  defects  are  found,  the 
parents  are  informed  and  urged  to  have  them 
corrected.  Clinics  are  established  wherever  pos- 
sible, in  order  to  give  the  necessary  operative 
treatment  to  needy  children. 


The  United  States  Public  Health  Service  has, 
as  a  part  of  its  war  duties,  taken  charge  of  the 
sanitation  of  many  of  the  extra-cantonment 
zones.    That  district  of  Virginia  between  the 
York  and  James  Rivers  is  of  especial  impor- 
tance, as  there  will  be  gathered  for  training  and 
embarkation  the  pick  of  all  branches  of  the 
Army.    Langley  Field  and  Morrison  Aviation 
Field,  as  well  as  Fort  Monroe  with  the  Artillery 
School,  are  in  this  district.     Two  large  em- 
barkation camps — Camp  Stuart  and  Camp  Hill 
— will  contain  a  military  population  already 
trained,  whose  health  is  of  vital  importance  to 
the  country.    In  addition,  the  Newport  News 
Shipbuilding  and  Drydock  Company  employs 
over  10,000  workmen  engaged  largely  in  govern- 
ment work.    In  this  space — about  100  square 
miles — the  population  has  increased  more  than 
50%  since  the  outbreak  of  the  war.  Local 
health  authorities  were  utterly  inadequate  to 
care  for  so  many  people,  so  the  work  was  given 
over  to  the  Service,  which  cooperated  with  estab- 
lished organizations  and  increased  all  depart- 
ments to  war-time  needs.    The  Red   Cross  fur- 
nished much  assistance,   creating  a  sanitary 
unit  with  an  appropriation  of  $21,000.  These 
funds  made  it  possible  to  undertake  measures 
against  malaria-bearing    mosquitoes,  involving 
an  expenditure  of  several  thousand  dollars, 
which  could  not  reasonably  have  been  obtained 
from  the  Federal  Government,  and  have  sup- 
plied promptly  public  health  nurses,  sanitary 
inspectors,  and  have  made  it  possible  to  extend 
the  work  into  the  country  by  furnishing  auto- 
mobiles. 

The  work  in  this  district  covered,  commu- 
nicable diseases  and  malaria,  the  proper  dis- 
posal of  excreta,  the  safeguarding  of  the  sup- 
ply of  milk  and  water,  and  the  inspection  of 
schools.  The  sanitary  control  of  establishments 
selling  food  and  drink  was  undertaken  in  con- 
nection with  the  Army.  The  matters  of  garbage 
disposal,  abatement  of  nuisances,  the  inspection 
of  stores,  and  the  like  were  left  entirely  with 
the  local  health  authorities. 


THE  RECLAMATION  OF  THE  DISABLED. 

It  is  no  longer  considered  sufficient  for  the 
civil  or  the  military  surgeon  to  treat  injuries 
solely  with  the  view  of  rapid  healing — what 
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was  previously  called  a  good  surgical  result. 
Unless  the  injured  member  is  put  in  position 
by  the  surgeon  for  the  greatest  degree  of  use- 
fulness after  healing,  the  surgery  has  been  a 
failure.  The  progressive  surgeon  must  have  an 
eye  not  only  to  healing,  but  he  must  plan  and 
fashion  his  operation  in  keeping  with  subse- 
quent possibilities  for  usefulness  of  an  injured 
member.  From  the  standpoint  of  the  military 
surgeon,  the  question  is  even  a  broader  one. 
Not  only  the  rehabilitation  of  an  injured  mem- 
ber but  the  reclamation  of  the  injured  person 
must  be  the  aim  of  the  surgeon,  his  co-workers 
and  the  public.  This  point  is  well  understood 
in  Europe,  and  the  surgeon  is  even  interested 
in  the  possibilities  of  training  the  disabled  in 
new  and  useful  occupations.  His  operative 
plans  are  much  modified  by  the  results  ^eing 
obtained  with  mechanical  appliances  and  the 
subsequent  training.  English  surgeons  have  de- 
voted much  time  and  thought  to  the  construc- 
tion of  mechanical  appliances  and  in  coopera- 
tion in  the  training  of  the  disabled  soldier. 
However,  in  training  the  disabled  individual  for 
new  occupations  the  conditions  in  the  labor  mar- 
ket of  a  particular  occupation  must  be  borne  in 
mind,  else  there  will  be  overcrowding  in  occupa- 
tions where  the  disabled  workers  would  have 
difficulty  to  hold  their  own  in  competition. 
It  is  this  very  possibility  of  overcrowding  and 
competition  which  the  disabled  individual  can 
little  afford  to  stand  that  makes  it  necessary  to 
train  the  disabled  along  special  and  perhaps 
even  undeveloped  occupational  lines.  The  dis- 
abled soldier  must  not  be  allowed  to  depend  for 
his  future  occupation  upon  the  bounty  of  a  pub- 
lic that  makes  room  for  him,  but  he  must  be 
made  a  skilled  worker  and  able  to  command  his 
place  in  the  industrial  or  professional  fields. 
It  is  said  that  Nature  compensates  an  individ- 
ual for  the  loss  of  a  member  or  a  faculty  by 
enlarging  others  of  the  remaining  ones.  How- 
ever that  may  be,  this  compensation  may  be 
explained  by  saying  that  the  disabled  individ- 
ual's greater  need  of  close  application  to  work, 
his  exclusion  from  other  fields  of  activity,  and 
even  amusement,  leaves  him  not  only  with  more 
will  to  specialize,  but  also  with  more  opportu- 
nity, for  he  is  distracted  by  fewer  extrinsic  de- 
mands than  the  normal  person.  Much  of  this 
specialization  in  occupation  has  been  carried  out 
with  the  blind  and  with  the  deaf  mute  very 
successfully,  and  there  is  little  reason  why  it 
cannot  be  applied  elsewhere,  but  particularly  in 


the  case  of  the  disabled  soldier.  Inquiry  into 
the  natural  aptitude  of  the  remaining  individ- 
ual members,  senses  or  faculties  can  now  be 
carried  out  by  appropriate  psychological  appa- 
ratus. When  determined,  the  part  of  the  or- 
ganism that  is  found  to  have  the  most  psycho- 
logic aptitude  is  further  trained  and  then 
harnessed  to  some  suitable  and  useful  occupa- 
tion. Without  this  sort  of  inquiry,  the  over- 
crowding of  some  industrial  fields  will  work 
harm  to  the  community,  and  many  evidences  of 
natural  ability  will  be  overlooked.  This  oppor- 
tunity to  train  special  workers  from  among  the 
individuals  who  would  otherwise  be  a  burden  to 
themselves  and  to  society,  may  yet  prove  to  be 
one  of  the  good  things  arising  from  evil,  besides 
solving  a  very  serious  problem — what  to  do 
with  the  great  army  of  disabled  soldiers,  and 
what  the  best  methods  of  reclamation  are. 


ATTENDANCE  AT  MEDICAL  MEETINGS. 

It  has  been  a  cause  for  chagrin  to  the  officers 
of  Suffolk  District  Medical  Society  that  the  ser- 
ies of  war  talks  given  in  connection  with  the 
Boston  Medical  Library  have  been  so  poorly  at- 
tended. One  would  think  that  the  timeliness  of 
the  subjects  and  the  character  of  the  speakers 
would  draw  more  hearers,  in  spite  of  the  extra 
demands  for  doctors'  services  made  by  the  com- 
munity. 

In  February,  Colonel  Dercle,  representative  of 
the  French  Medical  Service  in  this  country,  and 
Major  Archibald,  a  Canadian  surgeon  who  had 
seen  much  service  at  the  front,  gave  excellent  ad- 
dresses. The  audience,  though  small,  made  up 
in  enthusiasm  what  it  lacked  in  numbers.  On 
March  20.  Dr.  James  Alexander  Miller  of  the 
Rockefeller  Commission  which  was  sent  to 
France  to  study  the  problem  of  tuberculosis 
among  the  civil  population,  presented  a  mar- 
vellously sympathetic  and  instructive  picture  of 
social  conditions  in  France.  It  was  a  liberal 
education  to  be  given  such  a  point  of  view  of 
the  great  war  as  was  presented  to  his  hearers. 
Yet  the  audience,  scattered  strategically  through- 
out the  hall,  filled  a  scant  half  of  the  room. 

A  small  audience  suggests  discourtesy  to  these 
and  other  speakers,  many  of  whom  travel  long 
distances  to  talk  to  us,  and  will  in  time  make  it 
difficult  for  the  officers  of  the  Society  to  secure 
good  men. 
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The  society  will  be  given  an  opportunity  to 
show  its  interest  in  problems  of  public  health  on 
April  24,  when  Dr.  Eugene  Kelley,  the  newly 
appointed  State  Commissioner  of  Health,  will 
present  the  State's  plan  for  fighting  venereal 
disease.  The  tremendous  importance  of  this 
subject  and  the  opportunity  which  will  be  pre- 
sented for  the  Society  to  demonstrate  its  inter- 
est in  the  achievements  of  the  Department  of 
Health  should  combine  to  secure  a  good  attend- 
ance. Let  the  medical  profession  of  Boston 
prove  that  it  is  interested  in  questions  of  wider 
range  as  well  as  in  those  merely  of  therapeutics 
or  of  surgical  technic. 

The  meeting  will  be  open  to  the  medical 
public. 


MEDICAL  NOTES. 

Annual  Report  of  the  Jordan  Memorial 
Sanatorium. — The  fifth  annual  report  of  tne 
Jordan  Memorial  Sanatorium  for  Tuberculosis, 
River  Glade,  New  Brunswick,  was  presented  in 
October,  1917.  It  has  been  decided  during  the 
past  year  to  care  for  returned  tuberculous  sol- 
diers from  the  province  of  New  Brunswick  at 
the  Sanatorium.  The  institution  is  in  splendid 
running  order,  has  a  most  efficient  staff  and  aims 
to  teach  its  patients  not  only  how  to  get  well, 
but  how  to  remain  well.  It  has  established 
clinics  in  several  of  the  large  cities  of  New 
Brunswick,  where  advice  is  given  to  those  with 
tuberculosis  symptoms.  A  goodly  number  of 
the  patients  who  come  to  these  clinics  are  chil- 
dren. It  is  essential  to  get  at  the  children  and 
to  start  them  on  the  right  road  before  it  is  too 
late,  for  they  are  the  citizens  of  the  future.  In 
order  to  maintain  a  strong  and  healthy  com- 
munity the  children  must  be  prevented  from 
becoming  infected,  and  taught  how  to  conduct 
themselves  in  order  to  remain  well  and  healthy. 
Results  of  treatment  of  tuberculosis  at  the  in- 
stitution for  the  past  year  have  been  good.  Fifty 
per  cent,  of  those  discharged  were  discharged 
either  apparently  arrested  or  apparently 
quiescent.  The  average  length  of  stay  of  these 
cases  was  longer,  the  average  gains  in  weight 
greater,  the  number  of  those  who  gained  in 
weight  larger,  than  that  of  the  previous  year. 

It  is  expected  that  before  summer  the  Sana- 
torium will  have  a  ward  ready  for  the  care  of 
returned  tuberculous  soldiers  of  the  Province. 


Beds  are  being  prepared  for  fifty-six  such  pa- 
tients. 

B.  S.  in  Public  Health. — A  two-year  course 
in  public  health,  leading  to  the  degree  of  bach- 
elor of  science  in  public  health,  is  being  offered 
by  Simmons  College.  The  programme  is  de- 
signed to  give,  in  two  years,  the  technical  train- 
ing required  in  a  modern  public  health  lab- 
oratory. It  may  be  substituted  for  the  third 
and  fourth  years  of  the  regular  household 
economics  and  general  science  courses,  or  it  may 
be  taken  independently  by  students  from  other 
colleges  who  have  satisfactorily  completed  two 
full  years  in  an  approved  college,  with  one  year 
of  work  in  physics  and  biology,  and  approved 
courses  in  general  and  organic  chemistry.  The 
course  is  planned  to  satisfy  the  "demand  for  ad- 
ministrative and  technical  workers,  as  illustrated 
by  a  letter  written  by  Dr.  Richard  M.  Pearce, 
chairman  of  the  division  of  medicine  and  re- 
lated sciences  of  the  Council  of  National  De- 
fense, saying  that  there  was  a  great  need  for 
trained  technicians  to  work  under  military  con- 
trol. 

WAR  NOTES. 

Army  Deaths  Increase. — Report  from  Wash- 
ington, on  March  29,  states  that  although  health 
conditions  in  general  among  the  troops  training 
in  this  country  are  described  in  this  week's  re- 
port of  the  division  of  Field  Sanitation  as  "very 
good, ' '  deaths  among  the  soldiers  increased  from 
180  the  week  before  to  223.  Pneumonia  in- 
creased in  the  National  Army  and  Regulars, 
but  in  the  National  Guard  all  epidemic  diseases 
are  declining. 

1 '  Deaths  in  the  Regular  Army  last  week  were 
86  as  against  71  the  week  before ;  in  the  National 
Guard  20  as  against  28 ;  and  in  the  National 
Army  117  as  against  81.  Seventy-three  of  the 
deaths  in  the  National  Army,  and  seven  of  those 
in  the  National  Guard,  were  caused  by  pneu- 
monia. 

Only  76  new  cases  of  pneumonia  were  re- 
ported from  the  National  Guard  camps,  but 
in  the  National  Army  camp  287  new  cases  of 
this  disease  were  reported  as  against  255  the 
week  before.  Mumps  and  inffuenza  prevail  in 
many  National  Army  camps,  and  some  measles 
and  meningitis  are  reported. 

In  the  National  Guard  camps  the  sick  and 
death  rates  are  .described  as  remarkably  low, 
while  in  the  Regulars  there  are  fewer  cases  of 
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measles,  scarlet  fever  and  meningitis.  Pneu- 
monia shows  an  increase  among  the  Regulars, 
particularly  in  the  aviation  section  and  the 
Southern  Department. ' ' 

Army  Deaths  Number  237. — The  War  Depart- 
ment announces  that  the  health  of  the  army  in  the 
United  States  continued  good  for  the  week  of 
April  4,  although  bronchitis  and  influenza,  com- 
plicated with  pneumonia,  in  many  northern 
camps,  increased  the  noneffective  and  death 
rates  slightly  over  the  preceding  week.  The 
total  number  of  deaths  reported  was  237,  of 
which  90  were  among  the  regulars,  29  in  the 
National  Guard,  and  118  in  the  National  Army. 

Medical  Units  op  Women  to  be  Sent  to 
France. — Medical  units  composed  of  women  will 
be  sent  immediately  to  that  portion  of  France 
devastated  by  the  present  German  drive — accord- 
ing to  a  statement  issued  by  the  American  Wom- 
en's Hospitals,  which  is  conducting  a  campaign 
to  raise  $200,000  for  the  equipment  and  staff  of 
a  chain  of  hospitals.  New  York  alone  has  al- 
ready subscribed  $23,258  toward  this  amount. 

British  Birth  Rate  Exceeded  Death  Rate 
in  1916. — Notwithstanding  the  war's  carnage 
the  number  of  births  in  1916  exceeded  by  277,303 
the  number  of  deaths,  according  to  the  Registrar 
General's  report  just  made  public.  The  reduc- 
tion in  the  number  of  births  amounted  to  only 
12%.  There  was  an  unprecedentedly  low  mar- 
riage rate  in  1916  as  compared  with  an  abnor- 
mally high  one  in  1915,  the  decrease  being  at- 
tributed to  the  fact  that  compulsion  for  military 
service  was  applied  to  married  men  in  1916. 

Commissions  for  New  England  Medical 
Men. — It  was  announced  from  the  Surgeon  Gen- 
eral 's  office  on  March  28  that  the  following  New 
England  men  have  accepted  commissions  in  the 
army  medical  corps: 

Major — Gray,  George  H.,  Lynn,  Mass. 

Captains — Ferguson,  J.  B.,  Providence,  R.  I. ; 
Hathaway,  J.  G.,  New  Bedford,  Mass;  Hopkins, 
B.  H.,  Ayer,  Mass;  Torbert,  J.  P.,  Boston,  Mass. 

First  Lieutenants — Budington,  H.  F.,  Spring- 
field, Mass;  La  Liberie,  E.  J.,  Fall  River,  Mass; 
Morris,  F.  M.,  Fall  River,  Mass;  Lucas,  J.  D., 
Boston,  Mass.;  Mclntire,  W.  A.,  Worcester, 


Mass. ;  Whalen,  E  J.,  Hartford,  Conn. ;  Sawyer, 
Edward  J.,  Gardner,  Mass. 

Award  of  the  Distinguished  Service  Cross. 
— Report  from  Army  Headquarters  in  France 
states  that  the  distinguished  service  cross  has 
been  awarded  to  Lieutenant  J.  P.  Rosenwald  of 
the  medical  corps  attached  to  the  artillery. 
Lieutenant  Rosenwald,  while  attached  to  an  ar- 
tillery regiment,  "twice  entered  a  battery  posi- 
tion under  heavy  fire  in  order  properly  to  care 
for  wounded." 

Commissions  in  the  Medical  Corps. — Sur- 
geon General  Gorgas  announces  that  the  follow- 
ing New  England  men  have  been  granted  com- 
missions in  the  army  medical  corps : 

John  Woods  Harvey,  first  lieutenant,  Boston : 
John  A  Hay  ward,  first  lieutenant,  Portland. 
Me. ;  Perez  B.  Howard,  captain,  Newtonville, 
and  Henry  T.  Hutchins,  major,  Boston. 

Venereal  Diseases  in  the  German  Army. — 
Vogel  of  Breslau  has  found  that  though  the  to- 
tal incidence  of  venereal  disease  in  the  German 
army  was  comparatively  low  (about  0.3%), 
syphilis,  as  compared  with  gonorrhea,  had  be- 
come more  common.  The  incidence  ratio  of 
syphilis  to  gonorrhea,  which  was  as  1  to  3  or  4, 
had  risen  to  1  or  2.  Another  disquieting  fact 
was  the  high  proportion  of  married  men — a 
third  of  the  total — among  infected  soldiers. 

i 

Use  op  Salvarsan  in  Germany. — The  Reichs- 
tag debate,  in  which  the  patrons  of  salvarsan 
were  accused  of  suppressing  salvarsan  fatalities, 
and  in  which  the  medical  journals  were  said  to 
be  accomplices  to  the  unscrupulous  exploitation 
of  this  drug,  has  had  a  sequel.  In  an  order 
from  the  Prussian  Minister  of  the  Interior,  der- 
matologists, specialists  in  venereal  diseases,  and 
the  heads  of  medical  institutions  are  required 
to  give  a  return  showing  the  number  of  patients 
treated  and  of  injections  given,  and  the  nature 
and  number  of  the  ill  effects  observed.  Infor- 
mation is  asked  as  to  the  benefits  resulting  from 
the  treatment  of  syphilis  with  salvarsan  and  its 
derivatives. 

boston  and  massachusetts. 

School  of  Instruction  for  Health  Offi- 
cials.— At  the  recent  meeting  of  the  Public 
Health  Committee  of  the  Massachusetts  Medical 
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Society,  Mr.  C.  E.  Turner,  an  instructor  in  the 
Department  of  Biology  and  Public  Health  of 
the  Massachusetts  Institute  of  Technology,  was 
appointed  as  their  field  agent.  This  position  was 
formerly  held  by  Mr.  Edward  A.  Ingham,  now 
District  Health  Officer  in  the  State  of  Califor- 
nia. 

It  is  the  plan  of  the  Public  Health  Committee 
to  hold  its  second  Convocation  and  School  of  In- 
struction for  Health  Officials  during  the  last 
week  in  May.  This  school  will  be  held  with  the 
cooperation  of  the  State  Department  of  Health, 
the  Massachusetts  Association  of  Boards  of 
Health  and  the  United  States  Public  Health 
Service.  A  comprehensive  program  is  being  pre- 
pared which  will  deal  with  a  variety  of  public 
health  activities,  laying  special  emphasis  upon 
the  several  movements  which  are  occupying  the 
attention  of  military  and  civilian  health  authori- 
ties. 

Holden  (Mass.)  Hospital. — The  Holden 
Hospital,  Inc.,  has  leased  the  plant  of  the  Hol- 
den Cottage  Hospital.  The  latter  has,  for  the 
last  three  and  a  half  years,  been  conducted  as  a 
private  institution.  The  work  began  under  the 
new  management  on  April  1st. 

When  the  Holden  townspeople  learned  that, 
because  of  increasing  expense,  it  would  become 
necessary  to  discontinue  the  hospital  work,  a 
mass  meeting  was  called,  much  enthusiasm  was 
manifested  and  a  fund  started  to  equip  a  hos- 
pital within  the  town. 

Because  of  the  present  unfavorable  building 
conditions  it  was  decided  to  take  over  the  plant 
of  the  Cottage  Hospital  for  the  present.  The 
Board  of  Directors  consists  of :  William  J. 
Jamieson,  Pres. ;  William  H.  Warren,  Treas. ; 
Harry  A.  Creamer,  Sec. ;  Rev.  James  Prender- 
gast ;  Jefferson  W.  Coe ;  Dr.  Walter  H.  Welch ; 
Bertram  S.  Newell,  William  Swenson ;  Rev- 
George  E.  Cary;  and  Rev.  James  W.  Leonard. 

Carney  Hospital  Alumni  Election. — The 
annual  meeting  and  dinner  of  the  Carney  Hos- 
pital Alumni  Association  were  held  at  the  Hotel 
Bellevue  recently  with  more  than  fifty  members 
present.  Dr.  D.  J.  Harrington,  retiring  presi- 
dent, was  toastmaster.  The  principal  speakers 
were  Dr.  John  T.  Bottomley  and  Dr.  D.  F.  Ma- 
honey  of  the  hospital  visiting  staff,  who  dis- 
cussed medical  conditions  brought  about  by  the 
present  war.   The  Rev.  P.  J.  Lyons,  chaplain  of 


the  hospital,  referred  to  the  great  assistance 
given  to  the  hospital  by  the  members  of  the 
association  and  to  the  number  of  graduates  of 
the  hospital  who  are  now  serving  in  the  army 
and  navy. 

Dr.  P.  J.  Jakmauh  was  elected  president ;  Dr. 
L.  E.  Phaneuf,  vice-president,  and  Dr.  F.  G. 
Minter,  secretary-treasurer  for  the  ensuing  year. 


AUGUSTUS  CHAPMAN  WALKER,  M.D. 

Augustus  Chapman  Walker,  M.D.,  died  at 
his  home  in  Cambridge,  April  5,  1918,  aged  84 
years.  He  was  born  in  Barnstead,  N.  H.,  on 
June  9,  1833,  the  son  of  Joseph  Alcott  and  Abi- 
gail (Murray)  Walker.  He  received  his  A.M. 
degree  from  Dartmouth  in  1862  and  that  of  M.D. 
from  the  Harvard  Medical  School  in  1866.  In 
September,  1862,  Dr.  Walker  enlisted  as  an 
assistant  surgeon  with  the  133d  New  York  Regi- 
ment of  Volunteer  Infantry.  He  served  in  that 
capacity  till  1864,  when  he  was  transferred  to 
the  18th  New  York  Regiment  of  Volunteer  Cav- 
alry, later  serving  as  surgeon-in-chief  of  the 
Cavalry  Division  stationed  at  New  Orleans,  La. 
He  was  honorably  discharged  in  June,  1866.  He 
then  began  the  practice  of  his  profession  in 
Greenfield,  where  he  continued  for  nearly  two- 
score  years  as  an  active  practitioner. 

In  his  professional  career,  Dr.  Walker  had 
been  pension  surgeon  for  the  United  States  Pen- 
sion Board  and  he  had  served  as  a  member  of 
the  Massachusetts  Board  of  Registration  in 
Medicine.  He  was  a  member  of  the  Franklin 
District  Medical  Society,  a  Fellow  of  The  Massa- 
chusetts Medical  Society,  belonged  to  the  Massa- 
chusetts Commandery  of  the  Loyal  Legion,  the 
G.A.R.,  the  Masonic  fraternity  and  other  organi- 
zations. 

He  married,  at  Lyme,  N.  H.,  on  Sept.  11, 
1862,  Maria  Churchill  Grant.  They  removed, 
after  their  long  residence  in  Greenfield,  to  Cam- 
bridge, about  10  years  ago.  Mrs.  Walker,  who 
had  been  prominent  as  a  member  of  the  Daugh- 
ters of  the  American  Revolution,  died  last  Au- 
gust. Dr.  Walker  is  survived  by  two  sons,  Rob- 
ert T.  Walker,  of  Cambridge,  and  Sidney  G. 
Walker  of  Providence,  R.  I. 


550 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[April  IS,  1918 


IRVINE  A.  WATSON,  M.D. 

Irvine  A.  Watson,  M.D.,  secretary  and  execu- 
tive officer  of  the  New  Hampshire  State  Board 
of  Health  since  its  organization  in  1881,  died 
recently  in  Concord,  N.  H.  Dr.  Watson  was 
formerly  secretary  of  the  American  Public 
Health  Association.  He  was  president  of  the 
International  Conference  of  State  and  Provin- 
cial Boards  of  Health  in  1903.  and  was  an  honor- 
ary member  of  many  American  and  foreign 
scientific  bodies. 

Dr.  Watson  was  born  in  Salisbury,  N.H.,  on 
Sept.  6,  1849,  the  son  of  Porter  B.  Watson  and 
Luvia  E.  (Ladd)  Watson.  His  education  was 
received  in  common  schools  and  at  the  seminary 
in  Newbury,  Vt.,  and  the  Collegiate  Institute. 
He  studied  medicine  and  attended  lectures  at 
the  medical  schools  of  Dartmouth  College  and 
of  the  University  of  Vermont.  He  began  prac- 
tice, in  1871,  in  Groveton,  N.  H.,  and  went  to 
Concord  to  reside  in  1881.  He  was  for  some  years 
superintendent  of  schools  in  Groveton  and  had 
served  in  the  New  Hampshire  House  of  Repre- 
sentatives. Other  public  service  had  been  as 
secretary  of  the  New  Hampshire  Commission  of 
Lunacy,  as  Registrar  of  Vital  Statistics  of  New 
Hampshire,  and  as  president  of  the  State  Board 
of  Cattle  Commissioners.  He  compiled  and 
edited  various  reports  on  medical  and  sanitary 
subjects  and  societies  and  their  work.  In  1872 
Dr.  Watson  married  Lena  A.  Farr  of  Littleton, 
N.  H. 


Uterellattg. 


THE  BACTERIOLOGY  OF 
POLIOMYELITIS. 

The  work  of  Dr.  Horace  Greeley  on  the  bac- 
teriology of  poliomyelitis,  of  which  preliminary 
announcements  were  published  in  the  Medical 
Record  of  January  13,  the  Boston  Medical  and 
Surgical  Journal  of  April  12,  1917,  and  com- 
plete details  in  the  Journal  of  Laboratory  and 
Clinical  Medicine,  July,  1917,  has  recently  been 
completely  corroborated  by  Dr.  E.  C.  Rosenow1 
and  Dr.  L.  D.  Bristol.2 

It  will  be  remembered  that  Dr.  Greeley  grew 
from  the  nerve  centers  of  cases  succumbing  to 
the  1916  epidemic  a  pleomorphic  bipolar  bacil- 
lus which  he  caused  to  grow  as  the  globoid  bodies 


described  by  Flexner  and  Noguchi,  and  also  in 
the  form  of  the  streptococcus  described  by  Rose- 
now. 

Working  with  cultures  obtained  from  the  lat- 
ter, he  developed  from  Rosenow 's  "streptococ- 
cus" the  pleomorphic  bacillus.  This  bacillus, 
besides  being  susceptible  of  modification  of  form 
between  the  globoid  bodies,  through  streptococ- 
cus or  diplococcus  forms  to  bipolar  bacilli,  he 
found  also  subject  to  change  from  Gram-positive 
to  Gram-negative.  The  fully  developed  bacillus 
was  found  to  be  motile,  with  a  single  terminal 
flagellum,  would  liquefy  solidified  serum,  pro- 
duce an  acid  reaction  in  neutral  bouillon  and 
develop  spores.  Five  out  of  six  strains  isolated 
by  Dr.  Greeley  failed  to  produce  gas  in  sugar 
media;  three  out  of  the  six  produced  a  slight 
amount  of  indol.  He  found  that  the  organism 
would  pass  the  Berkefeld  filter  and  would  grow 
at  all  temperatures  between  summer  heat 
(70°  F.)  and  that  of  the  body. 

Dr.  Greeley's  cultures  grew  readily  in  market 
milk,  and  in  it  resisted  the  pasteurization  process. 

Experimenting  on  animals,  he  produced 
paralysis  with  nerve  center  lesions,  in  dogs, 
cats,  rabbits,  and  guinea-pigs,  and  also  typical 
attacks  of  distemper  in  young  dogs  and  cats.  A 
culture  accidentally  dropped  in  the  experi- 
menter's eye  produced  an  abortive  case  of  the 
malady,  and  mucus  from  his  throat  produced 
paralysis  in  a  rabbit  and  a  contagious  fatal  dis- 
ease with  nerve  center  hemorrhagic  manifesta- 
tions among  guinea-pigs. 

Dr.  Greeley  tested  the  organisms  isolated  with 
blood  serum  from  fifty  convalescents  of  the  1916 
epidemic  and  found  that,  while  agglutination 
was  ordinarily  not  produced  in  high  dilution, 
a  specific  relation  was  evident.  In  animals 
(cats)  he  produced  antipoliomyelitis  sera  that 
agglutinated  in  high  dilution  the  cultures  used 
to  produce  them,  but  varied  considerably  in  ag- 
glutination of  other  cultures  (strains). 

Using  this  specific  serum  and  sera  from 
human  poliomyelitis  convalescents,  he  showed 
that  a  distinct  relationship  existed  between  the 
poliomyelitis  bacilli  and  a  bacillus  isolated  from 
a  case  of  distemper  in  a  dog. 

Dr.  Rosenow  now  states  that  he  finds  that  Lis 
"streptococcus"  will  produce  the  bacillus  form, 
and  Dr.  Bristol,  working  with  one  of  Flexner 's 
cultures,  obtained  from  the  Rockefeller  Insti- 
tute, developed  from  the  globoid  bodies  bacilli 
such  as  Dr.  Greeley  described.  Dr.  Bristol  con- 
cludes : 
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"From  these  studies  I  venture  to  suggest  the 
possihility  that  the  organism  of  poliomyelitis  is 
a  pleomorphic  bacillus  (often  indistinguisable, 
however,  from  a  true  coccus)  and  that  it  may  be 
closely  related  to  the  large  group  of  so-called  bi- 
polar bacilli,  or  Pasteurella. "  ••  

"Based  on  this  assumption,  the  mode  of  spread 
may  be  considered  analogous  to  that  demon- 
strated for  all  forms  of  Pasteurellosis  in  animals, 
namely:  (1)  directly,  by  contact  with  the  secre- 
tions or  excretions  of  an  infected  individual 
(ether  diseased  or  a  healthy  'carrier')  ;  (2)  in- 
directly, by  the  carriage  of  the  specific  organ- 
isms by  insects,  or  possibly  in  dust,  uncooked 
food,  or  drink." 

This  is  practically  the  same  conclusion  an- 
nounced by  Dr.  Greeley  some  six  months  pre- 
viously : 

i 

t 

"It  is  demonstrated  that  the  organism  iso- 
lated from  the  nerve  centers  of  cases  of  polio- 
myelitis (including  the  'streptococcus'  de- 
scribed by  various  observers)  is  a  pleomorphic 
bacillus  of  the  distemper  group,  which  varies  in 
characteristics  much  as  the  various,  supposedly 
different,  members  of  the  group  do  from  one 
another;  that  this  poliomyelitis  bacillus  could 
cause  paralysis  in  cats,  dogs,  rabbits  and  guinea- 
pigs,  and  that  an  accidental  passage  of  a  culture 
through  man  gave  rise  to  abortive  symptoms  of 
the  malady ;  that  after  this  last-named  passage  it 
could  produce  paralysis  in  a  rabbit  and  a  contag- 
ious infection  of  guinea-  pigs,  with  nerve  centre 
lesions ;  and,  finally,  that  from  the  guinea-pigs  it 
could  produce  distemper  in  cats. 

"Further,  it  is  shown  that  the  organism  is 
saprophytic  and  grows  well  in  milk  at  'summer 
heat ; '  and  that  it  resists  the  pasteurization  pro- 
cess, while  contained  therein.  Also,  that  it  forms 
'spores'  and  is  a  'filter  passer.' 

"It  seems  very  probable  that,  while  contact 
cases  of  poliomyelitis  may  occcur,  either  by  di- 
rect transmission  of  the  germ  from  animal  to 
man,  or  from  man  to  man,  the  great  mass  of 
cases  which  comprise  epidemics  are  caused  by 
milk-borne  contagion  and,  furthermore,  we 
shall  have  to  regard  our  cows  as  possible  'car- 
riers' of  the  infection.  It  is,  of  course,  evident 
that  infection  could  get  into  milk  from  other 
animals,  as  the  cat  and  dog.  or  even  from  a  hu- 
man carrier." 

REFERENCES. 

'American  Journal  of  Public  Health,  December,  1917 
'Journal  of  Mental  Research.  January,  191S. 


ARMY  MEDICAL  CORPS  EXAMINATIONS. 

The  Surgeon-General  of  the  Army  announces  that 
preliminary  examinations  for  the  appointment  of  first 
lieutenants  in  the  Medical  Corps,  U.  S.  Army,  are 
being  held  at  numerous  points  throughout  the 
TTnited  States,  on  the  first  Monday  of  each  month. 

Full  information  concerning  the  examination  may 


be  procured  upon  application  to  the  "Surgeon-Gen- 
eral, I'.  S.  Army,  Washington,  D.  C."  The  essential 
requirements  to  securing  an  invitation  to  report  for 
examination  are  that  the  applicant  shall  be  a  citizen 
of  the  United  States,  between  22  and  32  years  of  age, 
a  graduate  of  a  medical  school  legally  authorized  to 
confer  the  degree  of  Doctor  of  Medicine,  of  good 
moral  character  and  habits,  and  shall  have  had  at 
least  one  year's  post-graduate  hospital  interneship. 

The  Government  cannot  pay  to  applicants  any 
portion  of  their  expenses  incurred  in  connection  with 
their  examination,  and  due  consideration,  therefore, 
will  be  given  to  localities  from  which  applications 
are  received,  in  order  to  lessen  such  expenses  as 
much  as  possible. 

Chemistry  and  Physics  have  been  eliminated  as 
subjects  of  the  examination. 

Those  applicants  who  successfully  pass  the  exami- 
nation are  commissioned  first  lieutenants  in  the 
Medical  Reserve  Corps,  and  sent  to  either  the  Army 
Medical  School  in  Washington,  or  to  a  training 
camp  for  a  course  of  instruction,  covering  a  period 
of  approximately  three  months,  during  which  time 
they  draw  the  pay  and  allowances  of  their  grade. 
If,  at  the  close  of  their  instruction,  they  pass  the 
final  examination,  and  are  favorably  recommended, 
they  are  commissioned  first  lieutenants  in  the  Med- 
ical Corps  of  the  Regular  Army. 

The  Medical  Corps  consists  of  commissioned  of- 
ficers in  number  approximately  equal  to  seven  for 
every  one  thousand  of  the  total  enlisted  strength  of 
the  Regular  Army  authorized  from  time  to  time  by 
law,  proportionlally  distributed  among  the  graded 
and  in  the  ratios  as  follows:  Colonels.  3.16%,  lieu- 
tenant-colonels, 5.42%  :  majors.  23.7%  :  captains  and 
first  lieutenants.  67.72%. 

Promotion  to  the  grades-  of  major,  lieutenant- 
colonel,  and  colonel  is  by  seniority,  subject  to  exami- 
nation. 

The  Surgeon-General,  who.  under  the  permanent 
law,  has  the  rank  of  brigadier-general  and  is  the 
chief  of  the  Medical  Department,  is  selected  from 
among  the  officers  of  the  Medical  Corps  not  below 
the  grade  of  lieutenant-colonel. 

PAY   AND  EMOLUMENTS. 

To  each  rank  is  attached  a  fixed  annual  salary, 
which  is  received  in  monthly  payments,  and  this  is 
increased  by  10%  for  each  period  of  5  years'  service 
until  a  maximum  of  40%  is  reached.  A  first  lieu- 
tenant receives  $2000  per  annum,  or  $166.66  monthly. 
At  the  end  of  five  years  (during  the  period  of  the 
war,  at  the  end,  of  one  year)  he  is  promoted  to  cap- 
tain, subject  to  examination,  and  receives  $2400  a 
year,  with  an  increase  of  10%  after  five  years'  serv- 
ice, making  $2640,  or  $220  per  month.  After  10 
years'  service  the  pay  would  be  $2880  annually,  or 
$240  per  month.  The  pay  attached  to  the  rank  of 
major  is  $3000  a  year,  which,  with  10%  added  for 
each  five  years'  service,  becomes  $3600  after  10 
years'  service,  $3900  after  15  years'  service,  and 
$4000  after  20  years.  The  maximum  monthly  pay 
of  lieutenant-colonel,  colonel,  and  brigadier-general 
is  $375,  $416.66,  and  $500,  respectively.  Officers,  in 
addition  to  their  pay  proper,  are  furnished  with  al- 
lowance of  quarters  according  to  rank,  either  in 
kind,  or,  where  no  suitable  Government  building  is 
available,  by  commutation :  fuel  and  light  therefore 
are  also  provided.  When  traveling  on  duty  an  of- 
ficer receives  mileage  for  the  distance  traveled,  in- 
cluding the  travel  performed  in  joining  first  station 
after  appointment  as  first  lieutenant.  On  change  of 
station  he  is  entitled  to  transportation  for  profes- 
sional books  and  papers  and  a  reasonable  amount  of 
baggage  at  Government  expense.  Groceries  and 
other  articles  may  be  purchased  from  the  commis- 
sary at  about  wholesale  cost  price.  Instruments  and 
appliances  are  furnished  for  the  use  of  medical  of- 
ficers in  the  performance  of  their  duties.  Well- 
selected  professional  libraries  are  supplied  to  each 
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hospital,  and  standard  modern  publications  on  med- 
ical and  surgical  subjects,  including  medical  jour- 
nals, are  added  from  time  to  time.  At  each  military 
post  there  is  also  a  laboratory,  and  medical  officers 
are  encouraged  to  carry  on  any  special  line  of  pro- 
fessional study  which  appeals  to  them  and  which  fits 
them  for  their  duties  as  medical  officers. 

Officers  of  the  Medical  Corps  are  entitled  to  the 
privilege  of  retirement  after  40  years'  service,  or  at 
any  time  for  disability  incurred  in  the  line  of  duty. 
On  attaining  the  age  of  64,  they  are  placed  on  the 
retired  list  by  operation  of  law.  Retired  officers  re- 
ceive three-fourths  of  the  pay  of  their  grade  (salary 
and  increase)  at  the  time  of  retirement. 

At  the  present  time  there  are  approximately 
seven  hundred  vacancies  in  the  Medical  Corps. 


United  States  Civil  Service  Examination. — 
Pathologic  physiologist  (male).    May  7.  1918. 

The  United  States  Civil  Service  Commission  an- 
nounces an  open  competitive  examination  for  patho- 
logic physiologist,  for  men  only.  A  vacancy  in  the 
Hygienic  Laboratory,  Public  Health  Service,  Wash- 
ington, D.  C,  at  $.3000  a  year,  and  future  vacancies 
requiring  similar  qualifications  at  this  or  higher  or 
lower  salaries,  will  be  filled  from  this  examination, 
unless  it  is  found  in  the  interest  of  the  service  to 
fill  any  vacancy  by  reinstatement,  transfer,  or  pro- 
motion. 

The  duties  of  the  appointee  will  be  to  study  the 
pathology  of  industrial  poisoning,  with  special  ref- 
erence to  the  manufacture  of  munitions. 

Competitors  will  not  be  required  to  report  for  ex- 
amination at  any  place,  but  will  be  rated  on  the 
following  subjects,  which  will  have  the  relative 
weights  indicated,  on  a  scale  of  100:  (1)  Education, 
30;  (2)  Experience,  40;  (3)  Publications  (to  be  sub- 
mitted with  application'*,  30. 

Under  the  first  and  second  subjects  competitors 
will  be  rated  upon  the  sworn  statements  in  their 
applications,  anrl  upon  corroborative  evidence  ad- 
duced by  the  Commission. 

A  degree  of  M.D.,  from  an  institution  of  recognized 
standing,  and  at.  least  two  years'  postgraduate  expe- 
rience in  pathologic  physiology,  are  prerequisites  for 
consideration  for  this  position. 

Applicants  will  be  admitted  to  this  examination 
regardless  of  their  residence  and  domicile,  but  those 
desiring  permanent  appointment  to  the  apportioned 
service  in  Washington,  T>.  C,  must  have  been 
actually  domiciled  in  the  State  or  Territory  in  which 
thoy  reside  for  at  least  one  year  previous  to  the  date 
of  the  examination,  and  must  have  the  county  of- 
ficer's certificate  in  the  application  form  executed. 
Positions  in  the  Hygienic  Laboratory  of  the  Public 
Health  Service  are  in  the  non-apportioned  service. 

Applicants  must  have  reached  their  twenty-first 
birthday  on  the  date  of  the  examination. 

Applicants  must  submit  with  their  applications 
their  photographs,  taken  within  two  years.  Tin- 
types or  proofs  will  not  be  accepted. 

This  examination  is  open  to  all  male  citizens  of 
the  United  States  who  meet  the  requirements. 

Applicants  should  at  on<-'e  apply  for  Form  2118. 
stating  the  title  of  the  examination  desired,  to  the 
Civil  Service  Commission.  Washington,  D.C. ;  the  Secre- 
tary of  the  United  States  Civil  Service  Board.  Cus- 
tomhouse. Boston.  Mass..  New  York,  N.  T.,  New  Or- 
leans. La.,  Honolulu.  Hawaii :  Post  Office.  Philadel- 
phia. Pa..  Atlanta,  Oa..  Cincinnati,  Ohio.  Chicago. 
III..  St.  Paul,  Minn.,  Seattle.  Wash..  San  Francisco. 
Cal.;  Old  Customhouse,  St.  Louis.  Mo.:  Administra- 
tion Building  Balboa  Heights,  Canal  Zone:  or  the 
Chairman  of  the  Porto  Bican  Civil  Service  Commis- 
sion, San  Juan.  P.  B. 

Applications  should  be  properly  executed,  exclud- 
ing the  medical  certificate,  and  must  be  filled  with 
the  Civil  Service  Commission.  Washington,  D.C. 
with  the  material  reouired.  prior  to  the  hour  of 
closing  business  on  May  7.  1918, 


United  States  Civil  Service  Examinations. — 
Stenographers  and  typewriters  wanted,  men  and 
women. 

The  United  States  Government  is  in  urgent  need 
of  thousands  of  typewriter  operators  and  stenograph- 
ers and  typewriters.  All  who  pass  examinations  for 
the  departments  and  offices  at  Washington,  D.C,  are 
assured  of  certification  for  appointment.  It  is  the 
manifest  duty  of  citizens  with  this  special  knowl- 
edge to  use  it  at  this  time  where  it  will  be  of  most 
value  to  the  Government.  Women  especially  are 
urged  to  undertake  this  office  work.  Those  who  have 
not  the  required  training  are  encouraged  to  undergo 
instruction  at  once. 

Examinations  for  the  Departmental  Service,  for 
both  men  and  women,  are  held  every  Tuesday,  in 
450  of  the  principal  cities  of  the  United  States,  and 
applications  may  be  filed  with  the  Commission  at 
Washington,  D.  C,  at  any  time. 

The  entrance  salary  ranges  from  $1000  to  $1200  a 
year.  Advancement  of  capable  employees  to  higher 
salaries  is  reasonably  rapid. 

Applicants  must  have  reached  their  eighteenth 
birthday  on  the  date  of  the  examination. 

For  full  information  in  regard  to  the  scope  and 
character  of  the  examination  and  for  application 
blanks,  address  the  U.  S.  Civil  Service  Commission, 
Washington,  D.  C,  or  the  Secretary  of  the  U.  S. 
Civil  Service  Board  of  Examiners  at  Boston,  Mass. ; 
New  York,  N.  Y. ;  Philadelphia,  Pa. ;  Atlanta.  Ga. : 
Cincinnati,  Ohio;  Chicago,  111.;  St.  Paul,  Minn.;  St. 
Louis,  Mo.;  New  Orleans,  La.;  Seattle,  Wash.;  San 
Francisco,  Cal.;  Honolulu,  Hawaii;  or  San  Juan, 
Porto  Rico. 

John  A.  McTlhenny, 
President,  U.  S.  Civil  Service  Commission, 
Washington,  D.  C. 


(EnmapmtiiPtirr. 


REGULATION    OF    THE    PRACTICE    OF  MEDI- 
CINE. 

Commonwealth  of  Massachusetts. 
Board  of  Registration  in  Medicine, 
Room  501,  No.  1.  Beacon  Street. 

Boston.  March  28,  1918. 

Mf.  Editor: 

Since  physicians  as  a  class  seem  to  take  but  little 
interest  in  laws  regulating  the  practice  of  medicine, 
or  in  efforts  made  to  enforce  these  laws,  it  seems  de- 
sirable to  call  attention  to  the  provisions  of  Chapter 
55  and  of  Chapter  218  of  the  General  Acts  of  the 
year  1917,  with  the  hope  of  securing  the  cooperation 
of  the  profession. 

Under  the  provisions  of  these  Acts,  the  Board  of 
Registration  in  Medicine  may  revoke  or  suspend  cer- 
tificates of  registration,  as  shown  in  the  following 
excerpts : 

"Said  Board,  after  hearing,  may  by  unanimous  vote 
revoke  any  certificate  issued  by  it  and  cancel  the  reg- 
istration of  any  physician  who  has  been  convicted  of 
a  felony  or  of'  any  crime  in  the  practice  of  his  pro- 
fession;  or  after  hearing  may  by  unanimous  vote 
revoke  any  certificate  issued  by  it  and  cancel  the 
registration  of  any  physician,  for  a  period  of  not  ex- 
ceeding one  year,  who  has  been  shown  at  such  hear- 
ing to  have  been  guilty  of  gross  and  confirmed  use  of 
alcohol  in  any  of  its  forms  while  engaged  in  the  prac- 
tice of  his  profession,  or  of  the  use  of  narcotic  drugs 
in  any  way  other  than  for  therapeutic  purposes:  or 
to  have  published,  or  caused  to  be  published,  or  to 
have  distributed,  or  caused  to  be  distributed,  any 
literature  contrary  to  the  provisions  of  chapter  three 
hundred  and  eighty-six  of  the  acts  of  the  year  nine- 
teen hundred  and  eight :  or  to  have  acted  as  principal 
or  assistant  in  carrying  on  the  practice  of  medicine 
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by  an  unregistered  person,  or  by  any  person  who  has 
been  convicted  of  the  illegal  practice  of  medicine,  or 
by  any  registered  physician  whose  license  has  been 
revoked  either  permanently  or  temporarily,  or  to 
have  aided  or  abetted  in  anjT  attempt  to  secure  reg- 
istration, either  for  himself  or  for  another  by  fraud, 
or  in  connection  with  his  practice,  to  have  defrauded 
or  attempted  to  defraud  any  person. 

"The  boards  of  registration  in  medicine,  dentistry, 
pharmacy  and  veterinary  medicine,  after  a  hearing, 
may,  by  a  majority  vote  of  the  whole  board,  suspend, 
revoke  or  cancel  any  certificate,  registration,  license 
or  authority  issued  by  the  board,  if  it  appears  to  the, 
board  that  the  holder  of  such  certificate,  registration, 
license  or  authority,  is  insane,  or  is  guilty  of  deceit, 
malpractice,  gross  misconduct  in  the  practice  of  his 
profession,  or  of  any  offense  against  the  laws  of  the 
commonwealth  relating  thereto.  Any  person  whose 
certificate,  registration,  license  or  authority  is  sus- 
pended or  revoked  hereunder  shall  also  be  liable  to 
such  other  punishment  as  may  be  provided  by  law. 
The  different  boards  may  make  such  rules  and  regu- 
lations as  they  deem  proper  for  the  filing  of  charges 
and  the  conduct  of  hearings." 

Under  these  provisions  of  law,  the  Board  has  re- 
voked, or  suspended,  the  registration  of  physicians, 
for  performing  abortions,  gross  and  confirmed  use  of 
alcohol,  the  illegal  prescribing  of  narcotic  drugs,  the 
publishing  of  improper  literature,  for  acting  as  an 
associate  to  an  unregistered  practitioner,  and  for 
deceit  and  misconduct  in  the  practice  of  the  profes- 
sion. 

The  Board  finds  that  a  considerable  number  of  phy- 
sicians are  covering  the  work  of  midwives  by  signing 
birth  returns  without  having  been  in  attendance. 
Evidence  is  accumulating  which  will  result  in  the 
calling  of  such  practitioners  before  this  Board,  and  if 
the  complaints  against  them  are  verified,  all  such  men 
stand  in  danger  of  losing  their  right  to  practise. 

The  passage  of  these  Acts  last  year,  as  referred  to 
above,  has  improved  conditions  in  medical  practice  in 
this  state  to  a  considerable  extent,  and  several  irreg- 
ulars have  ceased  practice  because  of  the  impossi- 
bility of  having  legally  registered  practitioners  to 
cover  them. 

Aside  from  midwives.  unregistered  impostors  are 
doing  very  little  work  in  this  State  now,  and  when 
the  medical  profession  will  provide  for  the  adequate 
care  of  obstetric  cases  within  the  means  of  those 
people  who  now  employ  midwives,  the  situation  can 
be  very  much  improved. 

All  acts  of  illegal  practice  coming  under  the  ob- 
servation of  physicians  should  be  reported  to  the 
local  prosecuting  officials,  but  if  any  one  feels  that 
he  may  not  properly  do  this,  the  Board  will  see  that 
the  facts  are  reported  to  the  police  departments  with- 
out involving  private  individuals. 

But  the  menace  of  the  incompetent  practitioner 
still  exists,  for  a  strong  effort  was  made  this  year  to 
have  the  Legislature  enact  into  law  a  bill  which 
would  have  permitted  a  man  who  has  failed  to  se- 
cure registration,  to  have  engaged  in  practice.  This 
man  formerly  conducted  a  very  lucrative  medical 
practice.  The  petition  for  this  bill  was  signed  by  a 
former  governor  of  this  Commonwealth,  but  the  Com- 
mittee on  Public  Health  reported  adversely,  and  the 
measure  failed  to  secure  sufficient  support. 

There  is  another  matter  of  considerable  impor- 
tance which  should  interest  the  profession. 

For  several  years  complaints  have  been  made  that 
a  certain  medical  college  in  this  State  has  not  been 
conducting  its  work  in  conformity  with  its  published 
announcements:  that  students  have  been  coerced  into 
paying  fees  which  could  not  be  properly  charged : 
that  many  of  its  graduates  do  not  show  evidence  of 
having  been  properly  taught :  that  the  Council  on 
Education  of  the  American  Medical  Association  does 
not  recognize  this  school :  and  that  thirty-nine  States 
of  the  Union  will  not  even'  admit  the  graduates  of 
this  school  to  make  applications  for  licensure. 

These  assertions  and  facts  led  the  Attorney-Gen- 


eral to  recommend  to  the  Legislature  that  the  char- 
ter of  this  school  be  revoked,  and  the  Assistant  Dis- 
trict Attorney  of  Suffolk  County  appeared  at  a  leg- 
islative hearing  and  argued  in  support  of  the  recom- 
mendation of  the  Attorney-General.  .out  medical 
men  of  standing  appear  to  take  little  interest  in  in- 
fluencing legislation  to  prevent  this  questionable 
school  from  doing  business.  As  it  now  stands,  Mas- 
sachusetts is  legally  endorsing  an  institution  which 
is  discredited  by  thirty-nine  other  States,  and  by  the 
official  Committee  of  the  American  Medical  Associa- 
tion, and  permits  it  to  continue  to  induce  young  peo- 
ple to  waste  time  and  money  for  a  comparatively 
worthless  education  and  a  degree  which  is  of  very 
little  value. 

It  is  generally  felt  that  the  medical  profession  is 
responsible  for  the  maintenance  of  preventive  medi- 
cine. One  may  question  whether  it  can  justly  ignore 
the  responsibility  of  trying  to  maintain  reputable 
standards  of  medical  education. 

The  greatest  efficiency  in  all  public  health  meas- 
ures and  preventive  medicine  must  come  from  high- 
grade  medical  education,  for  the  well-trained  doctor 
in  private  practice  is  often  the  indispensable  factor 
in  promoting  the  methods  of  authorities,  and  it  has 
sometimes  been  found  that  the  low-grade  medical 
men  are  obstacles  in  the  path  of  progress. 

Improvement  in  conditions  relating  to  medicine 
would  take  place  more  rapidly  if  the  profession 
would  exert  its  full  influence  upon  our  law-makers. 

Walteb  P.  Boweks, 
Secretary  Board  of  Registration  in  Medicine. 


A    CHILDREN'S    PAVILION   AT    THE  SHARON 
SANATORIUM. 

April  4,  191S. 

Mr.  Editor: 

May  I  through  the  medium  of  your  columns  bring 
to  the  attention  of  the  medical  profession  and  others 
the  proposed  opening  of  the  new  "Children's  Pavil- 
ion,"—the  most  recent  and  much-needed  addition  to 
the  Sharon  Sanatorium  at  Sharon,  Mass.,  now  in  the 
twenty-seventh  year  of  its  existence?  The  pavilion  is 
intended  to  be  a  combined  sanatorium  and  school  for 
debilitated  children  with  suspected  tuberculosis,  and 
for  those  who  are  in  the  earliest  stages  of  pul- 
monary or  glandular  tuberculosis,  and  not  for  sur- 
gical cases. 

The  class  of  patients  to  be  received  will  be  children 
of  people  of  refinement,  with  moderate  incomes ; 
neither  the  very  poor  nor  the  rich.  With  the  recog- 
nized tendency  of  latent  tuberculosis  in  children  to 
become  active  in  later  life,  the  Directors  of  the  Sana- 
torium now  wish  to  increase  its  usefulness  by  receiv- 
ing this  type  of  patient,  as  a  means  of  prevention  as 
well  as  cure.  For  twenty-seven  years  it  has  been 
the  means  of  bringing  back  health  to  hundreds  of 
women  of  limited  means  afflicted  with  tuberculosis. 
It  now  enlarges  its  scope  of  work  by  this  recent 
addition  for  children,  and  thus  will  help  to  meet  a 
great  need  in  our  community. 

The  moderate  price  of  ten  dollars  a  week,  exclu- 
sive of  laundry,  will  be  charged.  It  will  be  easily 
understood  that  the  price  of  board  is  quite  inade- 
quate to  meet  the  annual  deficit,  as  has  been  the 
case  in  the  past.  Generous  public  help,  therefore,  is 
still  urgently  solicited,  especially  in  these  trying 
times,  when  home  charities  have  to  suffer  a  loss  of 
income  on  account  of  the  war. 

The  formal  opening  of  the  Pavilion  will  take  place 
early  in  June,  the  exact  date  to  be  announced  later. 
Anyone  who  desires  to  see  the  Sanatorium  now  will 
be  cordially  received  at  Sharon  by  the  Superin- 
tendent, Dr.  Walter  A.  Griffin.  Applications  for  ad- 
mission to  the  Pavilion  should  be  addressed  to  him 
or  to  the  medical  members  of  the  corporation :  Dr. 
Henry  I.  Bowditch,  SO  Bay  State  Road,  or  myself  at 
500  Beacon  Street.  Boston. 

Very  truly  your?, 

Vincent  Y.  Bowditch. 
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TOXICITY  OF  ARSPHENAMINE   AND  NEO- 
ARSPHEN  AMINE. 
Treasury  Department, 

United  States  Public  Health  Service. 
Mr.  Editor:  Washington,  April  5,  1918. 

In  view  of  the  reports  in  current  medical  liter- 
ature of  untoward  results  from  the  use  of  arsphen- 
amine  and  neo-arsphenamine,  I  have  to  request  that 
you  give  publicity  to  the  statement  that  it  is  re- 
quested that  samples  of  any  lots  of  these  arsenicals 
which  have  shown  undue  toxicity  be  forwarded  to 
the  Hygienic  Laboratory  for  examination. 

In  sending  these  samples  it  should  be  ascertained 
that  the  lot  number  is  the  same  as  that  of  the 
ampules  used  on  patients.  The  samples  sent  should, 
if  possible,  be  accompanied  by  a  brief  note  stating 
the  approximate  body  weight  and  age  of  the  pa- 
tient, the  dose  and  dilution  of  the  drug  given,  the 
symptoms  and  result,  that  is,  whether  fatal  or  not. 

Respectfully,  G.  W.  McCoy,  Director. 


MORE   MEDICAL  OFFICERS   NEEDED  IN  THE 

ARMY  AND  NAVY. 
Mr  Editor:—  Boston,  April  15,  1918. 

The  following  telegram  has  been  received  from 
Major  Simpson  of  the  Council  of  National  Defense, 
Medical  Section,  at  Washington.  Physicians  are 
urged  to  make  application  for  service  at  the  earliest 
possible  moment,  sending  their  applications  to  the 
Surgeon  General  of  the  Army  or  the  Surgeon  General 
of  the  Navy,  Washington,  D.  C. 

Washington,  D.C., 
Dr.  Walter  L.  Burrage,         April  13,  1918. 

282  Newbury  St..  Boston,  Massachusetts. 

An  urgent  need  exists  for  several  thousand 
additional  medical  officers  in  the  Army  and 
Navy,  some  for  immediate  work,  some  for 
training,  and  others  to  be  held  in  reserve. 
Please  urge  your  State  and  County  Commit- 
tees to  speed  up  enrollment  as  effectively  as 
possible.  F.  P.  Simpson, 

Major,  Medical  Reserve  Corps. 

Very  truly  yours, 

J.  B.  Blake,  Chairman, 
W.  L.  Burrage,  Secretary, 

Massachusetts  State  Committee, 
Council  of  National  Defense, 
Medical  Section. 


NOTICES. 

The  Cutter  Lectures  ox  Preventive  Medicine 
and  Hygiene. — By  Frederic  S.  Lee.  A.M.,  Ph.D.,  Pro- 
fessor of4 Physiology,  College  of  Physicians  and  Sur- 
geons, Columba  University,  New  York,  on  "Industrial 
Efficiency  and  the  War."  Thursday,  April  25,  1918, 
and  Friday,  April  26,  1918,  at  the  Harvard  Medical 
School  Amphitheatre,  Building  E,  5  to  G  p.m. 

These  lectures  are  given  annually  under  the 
terms  of  a  bequest  from  John  Clarence  Cutter,  whose 
will  provided  that  the  lectures  so  given  should  be 
styled  the  Cutter  Lectures  on  Preventive  Medicine, 
and  that  they  should  be  delivered  in  Boston,  and  be 
free  to  the  medical  profession  and  the  press. 

All  members  of  the  classes  in  the  Medical  School, 
the  medical  profession,  the  press,  and  others  inter- 
ested are  cordially  invited  to  attend. 
,  Two  Morphine  Habitues.— The  attention  of  physi- 
cians is  called  to  the  case  of  two  morphine  habitues 
who  have  been  reported  to  the  Journal  as  making  a 
round  of  doctors'  offices  in  the  effort  to  obtain  their 
drug. 

The  first  is  a  young  man  of  short  stature  and  with 
a  round,  florid  face.  He  has  a  ventral  hernia  and 
complains  of  abdominal  pain.  He  does  hot  ask  for 
morphia  but  simulates  extreme  pain  so  well  as  to 
suggest  the  administration  of  morphia  for  his  relief. 

The  second  case  is  that  of  a  well-dressed,  middle- 
aged  woman  of  ladylike  manner.    She  has  dark  hair 


and  is  very  pale  and  extremely  nervous.  In  the 
reported  instance  she  waited  in  a  doctor's  office  un- 
til an  opportunity  occurred  when  every  one  was  out 
of  the  room ;  then  took  some  morphia  from  his  bag, 
and  left. 

Other  physicians  in  the  city  should  be  on  the 
watch  for  these  persons  in  order,  if  possible,  to 
place  them  under  suitable  conditions  for  the  treat- 
ment of  their  addiction. 


SOCIETY  NOTICES. 

Middlesex  South  District  Medical  Society. — The 
annual  meeting  of  the  Society  will  be  held  at  the 
American  House,  Boston,  on  Wednesday,  April  17, 
1918,  at  11.00  a.m.  The  annual  oration  will  be  de- 
livered at  12.00  o'clock,  noon,  by  Dr.  Frank  L.  Morse 
of  Somerville.  Subject :  "The  Control  of  Communi- 
cable Diseases."  Lyman  S.  Hapgood,  Secretary. 

N.  B.  Members  are  reminded  that,  by  vote  of  the 
Society,  the  annual  dinner  will  be  omitted  this  year. 
For  the  convenience  of  those  coming  from  a  distance 
or  any  who  so  desire,  arrangements  have  been  made  so 
that  an  informal  lunch  may  be  obtained  at  the  hotel 
after  the  oration. 

Officers :  President,  George  T.  Tuttle,  Waverley ; 
Vice-President,  Herman  T.  Baldwin,  Chestnut  Hill ; 
Secretary,  Lyman  S.  Hapgood,  Cambridge;  Treasurer, 
Frank  W.  Plummer.  Maiden :  Commissioner  of  Trials, 
Lewis  M.  Palmer,  Framingham;  Orator,  Frank  L. 
Morse,  Somerville;  Censors,  E.  Stanley  Abbot,  Waver- 
ley, Supervisor ;  Frederick  W.  Rice,  Brighton ;  Charles 
E.  Hills,  South  Natick;  Frank  L.  Morse,  Somer- 
ville; Frederick  J.  Goodridge.  Cambridge. 

New  England  Physical  Therapeutic  Associa- 
tion.— The  next  regular  meeting  of  the  New  England 
Physical  Therapeutic  Association  will  be  held  at  the 
Hotel  Brunswick,  Boston,  Mass..  Tuesday.  April  23. 
1918,  at  8  p.m.:  dinner  at  6  p.m.  Dr.  H.  W.  Mar- 
shall, of  Boston,  will  read  a  paper  on  "Structural 
IDeformities  versus  Functional  Efficiencies  as  Ob- 
jects of  Treatments." 

All  members  of  the  medical  profession  are  cor- 
dially invited  to  this  meeting. 

Frank  E.  Stowell.  M.D..  President; 
Frank  B.  Granger.  M.D..  Treasurer; 
Frederick  H.  Morse.  M.D..  Secretary. 
Suffolk  District  Medical  Society. — The  annual 
meeting  will  be  held  on  Wednesday.  April  24,  1918. 
at  the  Boston  Medical  Library,  at  8.15  p.m. 

Business  meeting:  Reports  of  officers  and  commit- 
tees, election  of  officers,  incidental  business. 

The  paper  of  the  evening  will  be  by  Dr.  Eugene 
Kelley,  State  Commissioner  of  Health,  on 

"The  State  Venereal  Disease  Program." 
Guests  will  be  welcome  at  the  second  part  of  the 
meeting,  which  will  begin  at  about  8.45  p.m. 

Gilbert  Smith,  Secretanj- 


CENSORS'  EXAMINATIONS. 

The  Censors  of  the  Suffolk  District  Medical  Society 
will  meet  to  examine  candidates  for  admission  to  The 
Massachusetts  Medical  Society,  at  8  The  Fenway,  on 
Thursday,  May  2,  1918,  at  4  p.m. 

Candidates,  who  must  be  residents  of  the  Suffolk 
District  or  non-residents  of  Massachusetts,  should 
make  personal  application  to  the  Secretary  and  pre- 
sent their  medical  diplomas,  at  least  one  week  before 
the  examination. 

For  further  particulars,  apply  from  2  to  5  p.m.  to 
Gilbert  Smith,  Secretary. 

99  Commonwealth  Avenue. 

The  Censors  of  the  Worcester  District  Medical 
Society  will  meet  for  examination  of  candi- 
dates for  fellowship.  Thursday,  May  2.  1918,  at  4  p.m., 
in  the  Reference  Department.  Worcester  Public  Li- 
brary. Candidates  should  make  application  to  the 
undersigned  a  week  before  that  date. 

Ernest  L.  Hunt,  Secretary. 
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WOUNDS  OF  THE  JOINTS. 
By  L.  Eloesser,  M.D.,  San  Francisco. 

I  From  the  Division  of  Surgery,  Medical  Department, 
Stanford  University.] 

The  mass  of  material  that  has  accumulated 
during  the  present  war  has  served  to  change 
many  of  our  notions  as  to  the  treatment  of  in- 
juries to  the  joints. 

The  difficulties  of  treatment  are  largely  me- 
chanical and  due  to  the  complex  anatomy.  We 
speak  of  a  joint  cavity;  more  accurately,  each 
joint  is  a  series  of  cavities  with  more  or  less 
open  communication — a  series  of  cavities  with 
many  interdependent  pouches  and  pockets. 
Even  the  main  cavity  of  a  joint  is  not  an  en- 
tirely free  space;  in  hinged  joints  it  is  divided 
by  the  bones  and  the  intra-articular  ligaments 
into  two  or  more  or  less  independent  front  and 
rear  parts.  The  cavities  are  lined  by  a  single 
layer  of  flat  cells,  which  secrete  a  slimy  synovia 
and  are  differentiated  from  connective  tissue  by 
the  demands  of  use.  Under  the  synovial  layer 
lies  an  intricate  network  of  lymph  spaces, 
which,  however,  seems  to  have  no  direct  connec- 
tion with  the  joint  cavity.  As  long  as  the  syno- 
vial endothelium   is  intact,  one  may  fill  the 
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joint  to  bursting  without  injecting  the  peri- 
articular lymph  channels. 

When  injured,  the  synovial  endothelia  tend 
to  revert  to  a  primary  form;  they  turn  into 
granulation  tissue,  lose  their  specific  character, 
and  end  as  scar,  as  adhesions  or  fibrous  bands. 
Years  of  experience  have  taught  us  to  respect 
the  endothelium  of  the  belly,  to  depend  upon 
its  power  of  combating  bacteria  when  uninjured, 
to  try  to  preserve  its  specific  nature,  and  not  to 
cause  it  to  degenerate  by  rubbing  it  with  gauze 
or  destroying  it  with  chemicals.  Our  experi- 
ence with  joints  has  not  been  sufficiently  gen- 
eral to  make  these  principles  as  widely  known 
in  the  treatment  of  infectious  arthritides  as 
they  are  in  peritonitis. 

Payr1  has  made  a  classification  of  the  sources 
of  joint  infection  that  is  of  much  practical 
value.  He  says  that  bacteria  may  reach  the 
joint  from  four  sources:  (1)  directly  from  with- 
out, being  carried  in  by  a  bullet  or  entering 
through  an  open  wound;  (2)  through  a  fissure 
in  an  infected  bone  or  through  a  communicating 
bursa;  (3) — in  exceedingly  rare  instances — 
through  the  encroachment  of  an  infectious 
process  from  the  neighboring  tissues;  and 
finally  (4)  through  the  blood  stream,  as  in  the 
metastatic  joints  of  pyemia. 

It  is  important  to  keep  apart  each  of  these 
four  sources  of  infection, — the  direct,  by  means 
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of  a  missile;  the  indirect,  through  a  fissure  in 
a  bone ;  the  secondary,  by  spread  of  a  neighbor- 
ing suppuration,  and  the  metastatic.  It  is 
important,  not  only  theoretically,  but  practi- 
cally. 

Each  kind  of  infection  has  its  rational  mode 
of  treatment.  If  the  bacteria  are  carried  in  by 
a  foreign  body,  obviously  the  thing  to  do  is  to 
get  the  offending  invader  out  as  soon  as  possi- 
ble. If  it  is  removed  early,  before  the  lining  of 
the  joint  and  the  capsule  have  been  irreparably 
damaged,  recovery  with  complete  restoration  of 
function  may  be  expected. 

If  the  invasion  has  its  source  in  an  osteo- 
myelitis which  pours  pus  into  the  joint  through 
an  infected  fissure  in  the  bone,  or  if  the  pus 
arises  in  an  infected  bursa,  it  is  useless  to  hope 
for  improvement  as  long  as  the  primary  focus 
is  active.  If  the  original  infection  lies  in  a 
bursa,  merely  opening  it  may  allow  the  joint  to 
heal  without  attacking  the  main  cavity  at  all. 
If,  however,  the  pus  comes  from  a  fissure  in  the 
bone,  if  there  is  necrotic  marrow,  or  sequestra 
that  act  like  a  foreign  body  and  keep  up  a  con- 
tinually active  bacterial  focus,  it  is  hopeless  to 
strive  to  preserve  the  joint.  The  best  we  can 
do  is  to  remove  the  dead  bone,  or  if  a  manifestly 
infected  joint  fracture  comes  into  our  hands 
early,  to  forestall  a  certain  sepsis  by  a  thorough 
primary  revision,  removing  loose  fragments  of 
bone  and  foreign  bodies,  and  beginning  anti- 
septic treatment  before  sepsis  and  deeper  inva- 
sion of  the  tissues  have  begun. 

The  third  source  of  infection, — from  a  neigh- 
boring focus  of  suppuration,  is  exceedingly 
rare.  There  are  pus  joints,  it  is  true,  where  it 
seems  as  though  a  secondary  indirect  infection 
must  have  taken  place ;  where  a  man  shot 
through  the  thigh,  three  or  four  inches  above  the 
knee,  for  instance,  develops  a  purulent  joint. 
Careful  scrutiny  of  the  wound  channel,  how- 
ever, will  usually  show  that  the  connection  is  a 
direct  one — will  reveal  a  fragment  of  shell 
lodged  in  the  suprapatellar  bursa  or  some  other 
communicating  cavity.  Opposite  observations 
are  certainly  frequent  and  astonishing  enough. 
One  may  see  enormous  streptococcic  abscesses 
reaching  from  the  ankle  half  way  up  the  thigh, 
or  have  the  leg  rotten  through  and  through  with 
a  gas  phlegmon  and  yet  see  the  knee  uninvolved, 
with  no  exudate  and  with  perfectly  clean  joint 
surfaces  and  synovia.  Osteomyelitic  foci  in  the 
epiphyses  of  the  tibia  may  slowly  reach  the 
knee  or  ankle,  pieces  of  disintegrating  cartilage 


may  even  come  out  of  a  cavity  in  the  end  of  the 
bone  marrow  and  thus  prove  the  involvement 
of  the  joint,  and  yet  the  suppuration  may  not 
spread  further  and  the  man  may  remain  fever- 
free.  Such  joints  are  usually  the  seat  of  a  sub- 
acute arthritis  with  much  atrophy ;  the  capsule 
is  more  or  less  swollen,  boggy  and  contracted, 
and  the  joints  remain  stiff ;  they  may  finally  an- 
kylose  completely,  but  active  joint  suppuration 
and  sepsis  scarcely  occur.  Active  suppuration 
and  sepsis  scarcely  occur  if  the  joint  is  left 
alone.  The  greatest  danger  to  the  joint  lies, 
not  in  the  nearby  focus,  but  in  the  hands  of  the 
surgeon  who  opens  it  under  a  mistaken  diagno- 
sis. If  the  men  are  seen  early,  and  if  one  sur- 
geon has  them  in  hand  from  the  beginning,  it  is 
usually  not  hard  to  say  whether  there  is  pus  in 
the  joint  or  not.  But  if,  as  in  military  practice, 
the  wounded  have  passed  through  three  or  four 
hands,  it  may  be  impossible  to  say,  when  they 
come  to  you,  whether  the  pus  lies  in  the  joint  or 
outside.  The  only  thing  to  do  is  to  wait  and 
see.  One  certainly  runs  much  less  risk  of  spoil- 
ing a  joint  that  lies  near  a  suppurating  wound 
by  waiting  and  watching  it  for  three  or  four 
days,  than  by  opening  it  too  soon  and  finding 
nothing  but  the  pus  that  one's  own  hands  have 
wiped  into  it.  One  cannot  emphasize  too 
strongly  the  necessity  for  distinguishing  be- 
tween pus  in  a  joint  and  pus  around  it.  To 
open  it  unless  the  pus  is  in  it  is  to  ruin  it  for- 
ever. 

The  last  form  of  infected  joint  is  the  meta- 
statically  infected  one.  If  there  is  pus,  incise 
and  let  it  out ;  if  in  doubt,  the  aspirating  needle 
will  tell. 

The  four  sources  of  infection  and  their  treat- 
ment, then,  are:  (1)  Direct  infection  from  with- 
out; remove  the  offending  material  as  soon  as 
possible.  (2)  Indirect  infection  from  commu- 
nicating bursae  or  joint  fractures;  treat  the 
primary  focus,  resect  if  necessary,  resect  pro- 
phylactically  if  manifestly  infected.  (3)  Sec- 
ondary indirect  infection  from  neighboring  ab- 
scesses— rare;  leave  the  joint  alone  unless  sure 
it  is  involved.  (4)  Metastatic  infection;  evac- 
uate the  pus. 

All  of  these  infections,  whatever  their  origin, 
may  at  one  time  or  another  lead  to  similar 
pathological  and  clinical  lesions.  Of  these, 
there  are  two  distinct  groups, — distinct  in  their 
course,  in  their  severity,  and  in  their  after- 
effects. The  first  is  the  suppurative  form,  with- 
out deep  involvement  of  the  joint  capsule;  the 
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second  is  the  drier  form,  the  capsule  phlegmon. 
It  is  important  to  keep  them  apart.  The  whole 
future  of  the  joint,  whether  it  is  to  be  movable 
or  permanently  stiff  and  crippled,  depends  upon 
whether  the  capsule  is  deeply  involved  or  not, — 
whether  the  bacteria  are  merely  in  the  joint 
cavity  or  whether  they  have  wandered  out  of 
the  cavity  and  infiltrated  the  capsule.  If  the 
deep  capsule  is  unaffected,  the  nature  of  the 
exudate  is  not  of  decisive  moment — whether 
serous,  bloody,  fibro-serous  or  frankly  purulent, 
the  damage  is  capable  of  complete  repair.  If, 
however,  the  synovial  lining  is  destroyed,  if  the 
capsule  is  swollen  and  inflamed,  the  joint  is 
gone.  The  swelling  will  close  the  fine  vessels 
that  pass  from  the  capsule  into  the  ends  of  the 
bone,  the  bone  will  atrophy,  granulations  will 
sprout  from  the  synovia,  cover  and  erode  the 
cartilage,  adhesions  will  form,  and  the  joint,  if 
it  does  not  ankylose  altogether,  will  be  perma- 
nently roughened  and  stiff.  These  two  forms, 
then — the  exudative  and  the  phlegmonous— 
should  be  recognized  and  kept  apart. 

The  exudate  may  consist  of  turbid  or  bloody 
serum  and  fibrin  or  of  frank  pus — empyema.  It 
first  distends  the  loose  para-articular  bursae. 
The  joint  is  swollen,  not  cylindrically,  but  ir- 
regularly. The  contours  of  the  distended  and 
fluctuating  bursae  stand  out.  The  adjacent  soft 
parts  are  but  little  inflamed — neither  hot,  ten- 
der nor  painful.  The  joint  may  even  be  moved 
to  some  degree  without  pain.  The  temperature 
is  usually  high,  but  there  may  be  remissions  in 
the  morning.  There  may  be  sweats,  sometimes 
even  chills.  The  white  count  is  increased.  The 
swelling  alone  may  be  the  distinguishing  fea- 
ture,— the  other  symptoms  moderate  or  absent. 
The  irregular,  fluctuating  distention  of  the  para- 
articular bursae  and  the  aspirating  needle  make 
diagnosis  certain.  One  must  be  on  the  lookout 
for  these  joints.  Septic  patients  may  not  com- 
plain of  them  nor  speak  of  them  spontaneous- 
ly— they  are  not  painful  enough. 

If  pus  is  found,  the  cause — a  foreign  body — 
should  be  removed  and  the  pus  drained  off.  The 
joint,  however,  should  not  be  left  open.  We 
have  learned  that  if  the  cause  of  a  peritonitis  is 
removed,  the  belly  will  usually  take  care  of  it- 
self; that  to  leave  it  wide  open  in  the  hope  of 
draining  it  is  not  only  unnecessary  but  harm- 
ful, and  that  the  best  way  to  keep  the  peritoneal 
endothelium  intact,  to  keep  it  from  forming  ad- 
hesions, is  to  let  it.  alone.  So  with  a  joint.  If  it  is 
kept  open,  exposed  to  the  air  or  covered  with 


gauze,  both  synovia  and  cartilage  are  lost.  The 
synovia  turns  into  granulation  tissue  and  the 
joint  obliterates.  Therefore,  let  the  pus  out 
through  a  small  stab,  just  large  enough  for  a 
drain,  keep  the  cavity  intact  and  remove  the 
drain  early,  as  soon  as  the  pus  disappears.  If 
the  joint  is  opened  wide  to  extract  a  foreign 
body,  the  synovia  should  be  sewn  up  loosely, 
and  a  smooth,  non-irritating  drain,  preferably  a 
glass  tube,  introduced.  It  is  interesting  to 
watch  the  drain.  The  day  after  operation,  or 
perhaps  in  48  hours,  it  will  contain,  not  pus, 
but  clear  serum  or  a  transparent  yellow  coag- 
ulum.  This  is  the  time  to  take  the  drain  out. 
The  man  may  still  have  fever  and  the  joint  may 
be  full  of  fluid  again  the  next  day.  The  fluid 
does  not  matter ;  it  does  no  harm  but  good.  Dis- 
tention will  keep  the  capsule  from  shrinking 
and  adhering.  In  the  course  of  three  or  four 
days  the  temperature  will  begin  to  fall  and  the 
swelling  recede.  If  it  continues,  the  joint  should 
be  aspirated  to  see  whether  it  does  not  contain 
serum  instead  of  pus  before  it  is  reopened.  One 
or  two  further  aspirations,  or  perhaps  another 
24  hours  of  drainage  through  a  stab  wound  may 
be  necessary  for  the  exudate  to  disappear  perma- 
nently. 

The  joint  may  be  irrigated  through  the  drain- 
age tube.  Payr  recommends  leaving  10  cc.  of 
camphor-phenol  in  the  cavity ;  others2  have  got- 
ten much  benefit  from  Carrel-Dakin 's  solution. 
This  is  probably  the  best  antiseptic  to  use;  it 
not  only  sterilizes  the  joint,  but  dissolves  fibrin 
and  -coagula.  If  but  an  isolated  part  of  the 
cavity  is  involved,  irrigations  or  injections 
should  not  be  practised ;  in  any  case  they  should 
be  gentle.  Pressure  may  force  bacteria  into 
bursae  or  pouches  originally  uninfected. 

Several  days  of  fever  need  cause  no  alarm. 
Temperatures  of  102-103°  quite  commonly  fol- 
low arthrotomy. 

Blood  in  an  uninfected  joint  remains  fluid  a 
long  time,  for  weeks, — an  infected  hemarthros 
contains  small  shreds  and  clots.  A  smear  will 
show  an  undue  proportion  of  leucocytes,  but  a 
culture  may  be  necessary  to  determine  finally 
the  presence  of  bacteria.  If  the  exudate  is 
bloody,  antiseptics  like  camphor-phenol,  which 
clot  blood,  should  not  be  used. 

We  stated  that  a  joint  consisted  of  a  series  of 
communicating  cavities  rather  than  of  a  single 
large  one,  and  that  even  the  large  main  cavity 
was  divided  into  separate  chambers.  Some  of 
these  may  be  infected,  while  others  are  not.  A 
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knee  may  contain  pus  under  the  quadriceps  and 
in  front  of  the  crucial  ligaments  and  clear  se- 
rum behind.  The  elbow  may  have  pus  in  the 
olecranon  fossa  and  be  unaffected  in  front.  In 
these  cases  of  isolated  empyema  it  is  important 
to  know  where  the  pus  lies,  to  see  where  the 
swelling  is.  and  which  part  of  the  joint  fluc- 
tuates. If  the  pus  lies  in  front,  drain  the  front. 
If  behind,  drain  the  back.  If  it  lies  in  a  bursa, 
drain  it.  If  in  several,  drain  each  one.  But  do 
not  drain  the  unaffected  portion  of  the  joint. 
Let  it  alone  and,  above  all,  do  not  pull  a  drain 
through  from  the  purulent  into  the  uninfected 
part.  The  usual  text-book  incisions  are  rarely 
indicated.  Through-and-through  drainage  across 
the  knee  above  the  patella,  for  instance,  is 
quite  useless.  Early  cases  had  better  not  be 
treated  with  traction — the  distention  .  of  the 
joint  may  let  pus  flow  from  an  infected  pocket 
into  healthy  parts. 

Until  the  swelling  has  gone  and  the  temper- 
ature fallen,  the  joint  should  be  kept  quiet  in  a 
splint  and  treated  by  some  method  of  hyper- 
emia, preferably  baking.  Passive  congestion  is 
not  so  good.  As  soon  as  temperature  and  fluid 
have  disappeared  the  splint  should  be  removed 
and  the  man  encouraged  to  move  his  limb; 
actively  at  first,  then  with  semi-active  exercises 
in  some  form  of  swinging  apparatus. 

All  energy  should  be  bent  upon  prompt  treat- 
ment. In  this  exudative  form  of  arthritis  we 
can  save  not  only  life  and  limb,  but  the  joint, 
provided  we  get  at  it  before  the  capsule  is  in- 
vaded. 

In  the  second  form  of  infectious  arthritis,  in 
the  capsular  phlegmon,  we  must  content  our- 
selves with  more  modest  aims.  We  cannot  hope 
for  the  joint.  We  must  strive  for  life  and  limb. 
A  phlegmon  presents  a  picture  quite  different  to 
that  of  an  empyema.  Tenderness  and  pain  are 
marked,  the  joint  is  held  anxiously  stiff.  The 
slightest  movement  is  painful,  but  the  swelling 
is  less  than  in  empyema.  The  contours  of  the 
joint  can  no  longer  be  made  out;  the  spindle- 
shaped  swelling  reaches  all  the  way  around  the 
limb.  There  is  periarticular  edema  above  and 
below  the  joint,  but  the  borders  of  the  capsule 
may  sometimes  be  felt  through  it  as  a  hard 
ridge.  The  skin  is  thin  and  hot,  red  or  cyanotic. 
The  muscles  are  much  wasted.  If  the  phlegmon 
is  of  long  standing,  the  region  may  be  riddled 
with  sinuses  that  pour  out  a  thin  watery  pus  and 
flakes  of  fibrin.  From  their  mouths  protrude 
thick,  glairy  granulations,  covered  with  a  firm 


membrane  that  makes  them  bleed  when  it  is 
pulled  off.  The  membrane  is  characteristic.  A 
sinus  that  discharges  much  thin  pus  and  whose 
granulations  are  covered  with  membrane  is  al- 
most pathognomonically  certain  to  lead  into  a 
joint.  The  joint  itself  is  usually  shrunken  and 
empty  rather  than  distended  with  fluid.  The  pus 
comes  mainly  from  neighboring  bursae  or  inter- 
muscular abscesses.  The  capsule  is  swollen, 
boggy,  reddened,  and  bleeds  easily.  The  joint 
cavity  is  obliterated  by  organized  fibrinous  de- 
posits. The  cartilage  is  eroded;  its  edges  are 
overgrown  by  synovial  granulations.  It  may  be 
undermined  by  them  in  places  and  exfoliate  in 
green  or  yellow  flakes,  exposing  the  granula- 
tions that  cover  the  end  of  the  bone.  If  the 
phlegmon  is  the  result  of  an  osteomyelitis  that 
has  found  its  way  into  the  joint  through  a  frac- 
ture, the  epiphyseal  marrow  may  be  full  of  pus, 
the  ends  of  the  bone  black  or  green,  dry  and  ne- 
crotic, and  the  blood  sinuses  plugged  with  dark 
clots  or  pus.  The  x-ray  will  show  decalcified 
bone;  the  corners  of  the  epiphyses  will  be  ir- 
regular and  hazy. 

As  time  goes  on  the  bursae  and  weakest  parts 
of  the  capsule  give  w7ay,  and  the  pus  pours  out 
into  certain  typical  spaces  between  the  muscles. 
It  may  appear  at  so  great  a  distance  from  the 
wound  that  one  may  never  think  of  its  articular 
origin  unless  one  has  learned  to  recognize  these 
long  tubular  pus  sacs.  A  suprapatellar  bursa, 
for  instance,  breaks  through  into  the  loose  space 
under  the  quadriceps,  makes  a  huge  abscess 
along  the  front  of  the  thigh,  and  appears  at  the 
inside  of  the  groin,  or  below  and  behind  the  tro- 
chanter. The  bursae  below  the  heads  of  the 
gastrocnemius  break  through  into  the  deep  mus- 
cular planes  of  the  leg  and  reach  the  skin  at  the 
side  of  the  Achilles  tendon,  above  the  ankle.  The 
shoulder  joint  breaks  through  along  the  biceps 
tendon  and  appears  at  the  inner  side  of  the  bi- 
ceps, above  the  elbow.  Waxy  edema  or  brawny 
infiltration  of  a  limb,  without  much  tenderness, 
should  excite  suspicion  of  this  form  of  abscess. 

The  temperature  in  capsular  phlegmon  is  con- 
tinuous, but  it  need  not  be  high.  Remissions  al- 
ternate with  exacerbations  as  new  bursae  are  in- 
volved and  fresh  abscesses  appear.  The  white 
count  is  moderately  increased — 10,000  to  18,000. 
Loss  of  sleep  and  sepsis  cause  the  men  to  fall 
away  rapidly ;  drenching  sweats,  septic  diarrheas, 
amyloid,  apathy  and  coma  signalize  the  danger 
of  death.  In  the  hip  joint  the  temperature  may 
be  continuously  high,  as  in  typhoid,  or  intermit- 
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Fm.  1. — Obliteration    of   tibio-tarsal    joint  after    osteomyelitis  of 
tibial  epiphysis.    Joint  remained  free  of  pus. 

tent,  as  in  malaria ;  the  depth  of  the  joint  con- 
ceals it  from  examination  so  that  mistakes  for 
one  of  these  diseases  are  by  no  means  impos- 
sible. 

As  the  man  recovers,  the  joints  stiffen  and  con- 
tract in  typical  positions  of  flexion.  The  swell- 
ing recedes,  the  sinuses  close,  but  muscular 
atrophy  remains,  and  all  attempts  at  restoring 
motion  by  passive  or  active  exercises  are  unavail- 
ing. 

Treatment  offers  great  difficulty.  One  will 
never  cease  to  have  patients  who,  whether  they 
recover  or  succumb,  one  would  wish  to  have 
treated  otherwise. 

A  certain  number  of  phlegmons  may  be  pre- 
vented ;  all  of  them,  perhaps,  if  the  men  were 
treated  immediately  after  injury  by  sacrificing 
numerous  joints.  The  indications  in  the  two 
extremes  are  simple ;  empyemas — the  lighter 
cases,  may  be  prevented  from  going  on  to  a 
phlegmonous  course  by  proper  early  treatment 
as  outlined  above ;  in  the  graver  cases — obvious- 
ly infected  joint  fractures — the  joint  should  be 
sacrificed  from  the  beginning.  It  should  be 
opened    widely   as   soon   as    practicable,  the 


path  of  the  projectile,  shreds  of  fascia  and 
blood-soaked  tissues  excised  and  foreign  bodies 
extracted.  The  ends  of  the  bone  should  be  in- 
spected ;  loose  fragments  and  those  attached  by 
slight  shreds  of  periosteum,  whose  life  appears 
improbable,  should  be  removed.  The  joints  will 
be  stiff  at  best.  If  we  leave  bone  that  is  likely 
to  die  we  stand  a  good  chance  of  having  a  sup- 
puration that  will  cost  life  or  limb.  The  joint 
should  be  filled  with  an  antiseptic  or  irrigated 
with  the  Carrel-Dakin  solution.  If  this  solution 
is  not  used  multiple  drains  should  be  led  out  of 
the  dependent  parts,  i.e.,  the  back,  and  the  cap- 
sule loosely  closed  in  front.  The  limb  should  be 
immobilized  in  a  splint  or  fenestrated  cast  and 
kept  quiet  until  danger  of  sepsis  has  passed.  It 
should  not  be  disturbed  for  unnecessary  dress- 
ings— too  many  are  as  bad  or  worse  than  too 
few. 

The  cases  which  are  hard  to  know  how  to 
treat  are  those  lying  between  these  extremes,  but 
where  the  phlegmon  is  well  established.  We  are 
beset  by  difficulties  at  every  turn.  If  we  wait 
too  long  we  lose  the  man.  If  we  amputate  too 
early  we  lose  a  limb  which  might,  perhaps,  have 
been  saved.  If  we  immobilize  it  is  difficult  to 
watch  the  joint.  If  we  do  not,  sepsis  continues. 
We  are  between  many  fires ;  certain  general 
principles  of  treatment,  however,  apply  every- 
where. 

A  phlegmonous  joint  should  be  securely  fixed 
in  slight  flexion  by  a  well-fitting  splint,  or  by  a 
circular  plaster  cast  fenestrated  widely  enough 


Fig.  2. — Changing  east  for  injur}'  of  knee. 
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for  the  limb  to  be  watched  and  kept  immovable 
during  dressings.  An  interrupted  bridge  cast, 
which  leaves  the  joint  free  all  around,  is  not  as 
good  as  a  circular  one.  The  joint  sags  down  be- 
tween the  two  halves  of  the  cast.  If  the  plaster 
or  splint  has  to  be  removed,  the  joint  should  be 
kept  quiet  by  slings  suspended  from  a  frame  or 
slipped  over  the  shoulders  of  an  assistant,  so 
that  the  patient  may  not  move  it  while  under  the 


^^^^^^^^ 


Treatment  varies  with  different  joints.  Sep- 
sis in  the  upper  extremity  is  not  so  dangerous  to 
life  or  limb  as  sepsis  in  the  hip,  knee  or  ankle ; 
on  the  other  hand,  resection  in  the  arm  is  not 
nearly  so  crippling  as  in  the  leg,  and  usually  re- 
sults in  mobile  joints. 

The  shoulder,  unless  the  bone  is  splintered, 
mostly  heals  without  resection,  often  with  a 
good  movable  joint.    It  should  be  treated  in  ab- 


_Flc.  3.  Gunshot  wound  of  elbow;  a,  b,  x-rays  five  weeks  after  injury;  c,  extension  and  supination;  d,  flexion  and  pronation  after  con- 
servative treatment. 


anesthetic.  A  glance  at  Fig.  2  will  explain.  If 
provision  is  not  made  for  keeping  the  joint  quiet 
during  operation,  the  patient's  struggles  may  so 
spread  infection  that  the  operation  may  do  more 
harm  than  good.  Every  movement  is  followed 
by  an  exacerbation  of  fever  and  local  symptoms. 
Unnecessary  transportation  to  and  from  bed 
should  be  avoided.  Small  abscesses  may  be  in- 
cised under  local  anesthesia  without  removing 
the  splint  or  taking  the  man  from  bed. 


duction  so  that  pus  may  not  sink  down  along  the 
biceps,  and  so  that  if  the  joint  stiffens,  the  man 
may  still  abduct  by  using  his  scapula. 

The  elbow  is  so  complex  a  joint,  and  suppura- 
tion in  it  is  so  tedious  that  it  is  best  to  resect 
moderately  early,  say  in  two  to  four  weeks,  if 
fever  and  phlegmon  have  not  disappeared  by 
then.  If  the  radius  is  broken  at  the  neck  the 
head  becomes  necrotic  and  sequestrates,  but  ordi- 
narily the  classical  resection  of  both  radius  and 
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Fig.  4. — Late  resection  of  elbow.    "A",  head  of  radius  sequestrated 
and  eroded. 

ulna  is  better  than  a  hemi-resection  of  one  or  the 
other  bone,  even  though  only  one  of  them  be  af- 
fected. In  joint  fractures  the  elbow  almost  al- 
ways stiffens,  so  that  a  later  resection  or  some 
form  of  arthroplasty  is  necessary.  An  early  re- 
section will  save  this. 

Sepsis  in  the  wrist  and  carpus  is  obstinate. 
The  hand  long  remains  swollen  and  tender,  and 
abscesses  appear  above  and  below  the  wrist,  espe- 
cially along  the  deep  fascial  planes  of  the  fore- 
arm. Suppuration  in  the  carpal  joints  is  often 
followed  by  pyemia.   As  long  as  the  man's  gen- 


Fig.  5a — X-ray  11  days  after  injury. 


era!  condition  seems  good  one  may  wait,  keep 
the  wrist  in  dorsal  extension  in  a  splint,  bathe 
the  hand  in  hot  brine,  bake  it  and  see  whether 
the  carpals  become  necrotic  before  excising  them. 
The  wrist  stiffens,  but  the  men  have  a  fair  grip 
if  it  stiffens  in  dorsal  extension ;  even  excision  of 
the  carpals  leaves  a  useful  hand.  If  excision  is 
done  early  enough,  exartieulation  at  the  wrist 
will  rarely  be  necessary. 

Capsular  phlegmons  in  the  lower  extremity 
and  their  sequels  give  some  of  the  gravest  cases 
in  military  practice.  Septic  hips  make  long  and 
high  fever.  One  recognizes  them  mainly  by  ten- 
derness over  the  head  of  the  femur  at  Poupart's 


Fig.  56. — Gunshot  wound.  Fracture  of  head  of  femur.  Rifle  bullet 
found  in  head  of  femur.  Septic  hip  joint.  Necrotic  and  putrid 
head  removed  11  days  after  injury.  Recovery. 

ligament.  Mobility  may  be  not  much  impaired. 
If  recognized,  they  need  not  be  so  much  dreaded 
as  suppuration  in  the  knee.  A  broken  head  of 
the  femur  should  be  removed  early;  it  will  die 
and  rot  and  have  to  come  out  anyway.  The 
joints  should  be  left  well  open  after  resection 
and  drained  to  the  rear  and  outside.  Jones' 
long  frame  and  adhesive  plaster  traction  will 
hold  the  leg  quiet.  A  plaster  spica  is  almost 
impossible  to  keep  from  getting  foul  and  the  men 
develop  bed-sores  under  it.  The  joint  may  con- 
tain very  little  pus.  In  one  case  I  suspected 
suppuration  from  the  continued  fever  and  joint 
tenderness.  I  opened  the  hip,  but  could  find 
nothing  abnormal.   I  closed  the  joint.   The  man 
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Fig.  6. — Suspended  and   fenestrated  cast   for   wound  of  knee. 

got  well  and  kept  a  perfectly  movable  hip.  The 
joint  must  have  been  infected  in  spite  of  the 
apparent  absence  of  pus. 

Tbe  most  difficult  joint  phlegmons  to  treat  are 
those  of  the  knee.  I  think  one  of  two  courses  is 
best :  The  first  is  to  treat  them  conservatively, 
immobilizing  with  Thomas  splints  or  widely 
fenestrated  plaster  casts  in  a  few  degrees  of 
flexion,  suspending  the  whole  splint  from  a 
frame,  baking  the  joints  and  watching  them 
daily — not  only  the  knees  but  the  men — incising 
abscesses  as  they  appear,  irrigating  with  Dakin's 
solution,  and  continuing  this  treatment  until 
the  knee  is  quiescent.  If,  however,  the  knee  gets 
worse  and  the  general  condition  becomes  alarm- 
ing, one  will  have  to  exarticulate  or  do  a  Gritti 
operation.  In  the  Gritti  the  patella  should  be 
left  in  the  anterior  flap  and  wired  into  place 
later,  after  the  wound  is  clean.  The  disadvan- 
tage of  this  conservative  method  is  that  by  tbe 
time  one  decides  to  exarticulate,  multiple  inci- 
sions of  abscesses  have  so  spoiled  the  soft  parts 
that  one  gets  but  a  poor  stump.  The  other  plan 
is  to  do  an  early  resection  with  posterior  drain- 
age or  with  the  Carrel-Dakin  irrigations.  This 
procedure  is  the  one  to  follow  in  shell  wounds 
complicated  by  fracture.  To  be  of  use,  the  op- 
eration should  be  done  before  para-articular  ab- 
scesses  have  burrowed  their  way  up  and  down 
the  limb.  Once  the  pus  has  traveled  away  from 
the  joint,  resecting  the  ends  of  the  bone  will  not 
save  the  leg. 

I  can  heartily  warn  you  against  the  other 
method  of  treatment — the  method  of  opening 


the  joint  wide,  cutting  across  the  crucial  liga- 
ments and  splitting  open  all  the  bursae.  It  looks 
beautiful  when  you  have  done  operating;  the 
joint  is  wide  open,  everything  is  exposed,  and  if 
you  put  on  a  few  pounds  of  traction  you  may 
separate  the  femur  and  the  tibia  for  an  inch  or 
more,  but — the  men  all  lose  their  legs.  The  back 
of  the  tibia  becomes  rough  and  erodes  the  pop- 
liteal artery,  and  it  bleeds,  or  abscesses  burrow 
up  and  down,  and  you  have  to  amputate  any- 
way. 

There  remain,  of  course,  early  amputations 
and  exarticulations.  Military  exigencies  may 
force  one  to  them,  but  they  should  not  be  done 
if  there  is  a  chance  of  watching  the  man  while 
his  limb  is  in  danger. 

Suppuration  in  the  ankle  and  the  tarsals  is  as 
tedious  and  painful  as  it  is  in  the  hand,  and 
more  dangerous.  Suppuration  in  the  foot  seems 
prone  to  make  all  sorts  of  unforeseen  complica- 
tions— thrombophlebitis  and  encephalitis  and 
pulmonary  infarcts,  and  other  rare  sources  of 
anxiety.   Apart  from  these  complications,  if  one 


Fig.  7. — I>oose  bone  removed  at  prophylactic  resection  of  knee  four 
days  after  injury. 
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Femoral  condyle 


Flap  of  quae: 
riceps  indue 
ing  patella.  ) 


FIG.  S. — Capsular  phVj;nion  of  knee  with  intermuscular  abscesses  :  joint  opened  widely.    Open  wound  treatment.    Subsequently  erosion 
of  popliteal  artery,  fulminating  hemorrhage,  exarticulation,  finally  recovery. 


keeps  the  foot  quiet  in  a  splint  or  cast,  bakes  it 
or  soaks  it  in  hot  brine,  it  tends  to  get  well. 
Para-articular  abscesses  appear,  or  rather,  con- 
ceal themselves  in  the  sole,  where  the  thick  skin 
and  fascia  hide  them,  unless  one  watches  closely. 
They  should  be  incised  from  the  inner  side  of 
the  foot,  so  that  the  man  may  not  tread  on  the 
scar  afterwards.  If  suppuration  does  not  cease, 
the  astragalus  may  be  resected  with  benefit  and 
without  doing  much  harm  to  the  foot.  One  cer- 
tainly should  not  amputate  without  trying  both 
this  and  all  other  kinds  of  atypical  tarsal  resec- 
tions. Any  kind  of  a  misshapen  elephantine 
foot,  if  it  is  sound  and  has  good  skin  and  fat  on 
the  sole,  is  better  to  walk  on  than  no  foot  at  all. 

Now  we  have  not  considered  wounds,  but  trau- 
matic infections  of  the  joints.  Are  there  no 
joint  wounds  that  are  not  infected?    Yes,  some 


perforating  gunshot  wounds  heal  perfectly  asep- 
tically  under  conservative  treatment.  Some 
even  with  foreign  bodies,  especially  rifle  bullets, 
may  be  treated  as  though  they  were  aseptic  if 
one  gets  them  early.  As  soon  as  circumstances 
permit  of  aseptic  operating,  the  wound  of  the 
soft  parts  should  be  excised,  the  joint  opened, 
the  foreign  body  extracted,  and  the  joint  closed. 
If  asepsis  is  doubtful  the  synovia  should  be 
closed,  but  the  skin  and  other  soft  parts  left 
open  or  sewed  together  quite  ioosely;  or  the 
joint  itself  may  be  drained  with  a  glass  tube  for 
24  hours.  A  few  days  of  fever,  102°  or  so, 
either  before  or  after  operation,  do  not  spell  dis- 
aster. All  these  men  have  temperatures  which 
often  drop  if  the  limb  is  immobilized  and  the 
patient  left  alone. 

Aseptic  cases,  like  empyemas,  should  be  allowed 


Fig.  9.— Shell  wound  of  knee ;  fracture  of  patella.   Synovia  closed  by  suture.    Recovery  of  function  four  weeks  after  injury 
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Fig.  10. — Piece  of  steel  imbedded  in  posterior  part  of  external 
semilunar  for  three  years.  Chronic  arthritis ;  lipping  of  upper 
edge  of  patella  and  upper  edge  of  rear  of  femoral  condyles. 

active  motion  as  soon  after  operations  as  fever, 
pain  and  tenderness  permit.  Capsular  phleg- 
mons should  be  kept  quiet.  Endeavors  to  re- 
establish motion  by  manipulation  are  quite  fu- 
tile and  cause  the  patients  needless  pain. 

Foreign  bodies  should  be  removed,  even  if 
they  heal  into  a  joint  aseptically.  It  is  true 
that,  take  it  all  in  all,  more  harm  than  good  has 
been  done  in  the  present  war  by  hunting  for 
bullets,  and  that  extraction  operations  have 
caused  much  needless  mutilation  and  suffering. 
A  joint,  however,  is  no  place  for  a  foreign  body. 
An  aseptic  piece  of  steel  will  wear  off  the  carti- 
lage when  the  joint  is  moved,  cause  roughening 
and  incongruity  of  the  articular  surfaces,  and 
end  in  a  chronic  deforming  arthritis.  A  case  in 
point:  A  man  who  had  injured  his  knee  by  a 
blow  from  a  steel  wedge  three  years  previously 
had  had  recurrent  attacks  of  inflammation  and 
hydrops.  Flexion  and  extension  were  consider- 
ably impaired.  An  x-ray  showed  a  chip  of  steel 
in  the  posterior  capsule,  although  the  man  had 
no  knowledge  that  anything  had  entered  the 
knee  at  the  time  of  injury.  On  opening  the 
knee  a  spot  bare  of  cartilage  was  seen  on  the 
inner  femoral  condyle.  All  about  it  were  signs 
of  deforming  arthritis.  In  places  the  cartilage 
was  peeling  off ;  in  others  it  had  peeled  off  and 
flakes  lay  free  in  the  joint.    The  steel  chip  was 


Fig.  11a. — Old  gunshot  wound  of  knee.     Subsynovial  deposits  of 
lead.    Severe  deforming  arthritis. 


Fig.  116. — Same  case  as  11a.  X-ray  of  resected  femoral  and  tibial 
condyles.  Lead  in  synovial  tissues.  Erosion  of  bone  by  synovial 
granulations. 


Erosion 


Lead 


Fig.  11c. — Same  case  as  11a.  X-rays  of  resected  femoral  and  tibial 
condyles.  Lead  in  synovial  tissues.  Erosion  of  bone  by  synovial 
granulations. 


Fio.  lie. — Same  case  as  above.     Sections  of  subsynovia,  showing  lead  deposits. 
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'!;.  12.— Localization  of  foreign  body  by  needle  method  of  fluoroscopy.  (Holzknecht)  a.  Shell  fragment  in  semilunar  cartilage.  6. 
J  n  t  needle  has  missed  fragment,  c.  Second  needle  has  struck  it;  x-ray  in  axis  of  needle,  d.  X-ray  perpendicular  to  axis  of  needle, 
c.  Shell  fragment  removed.    Recovery.    Subacute  arthritis  with  considerable  limitation  of  knee  motion. 
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found  imbedded  posteriorly  in  the  external 
semilunar  and  removed.  The  joint,  however, 
was  so  changed  that  it  will  never  regain  free 
motion. 

Lead  (from  pistol  bullets  or  shrapnel)  is  par- 
ticularly dangerous.  It  seems  partly  to  dis- 
solve in  the  synovial  exudate  and  to  settle  as  a 
grayish-white  deposit  under  the  capsule.  It 
may  be  seen  in  sections  as  black  grains  lying  in 
the  subsynovial  tissues.  Several  men  who  had 
carried  aseptic  pistol  bullets  in  their  joints  for 
a  number  of  years  have  developed  an  uncom- 
monly severe  hypertrophic  arthritis. 

Extraction  operations  should  not  be  entered 
upon  lightly.  They  should  be  done  with. compe- 
tent assistance,  under  good  asepsis  and  with  a 
good  x-ray  apparatus.  The  foreign  body  may 
be  very  difficult  to  find.  It  often  traverses  the 
joint  and  is  stopped  by  hard,  thick  capsule  or 
cartilage.  If  it  lies  in  tissue  of  this  consistency 
the  finger  cannot  feel  it  even  when  a  millimeter 
or  two  from  it.  One  may  approach  very  closely 
with  the  scalpel  and  yet  miss  finding  it.  Radio- 
graphic plates  by  the  MacKenzie-Davidson,  or 
one  or  another  localizing  method,  do  not  help 
nearly  as  much  as  the  fluoroscopic  screen.  If 
the  hospital  is  equipped  for  aseptic  fluoroscopic 
operations  the  body  may  be  extracted  directly 
under  the  screen ;  if  not,  a  needle  may  be  intro- 
duced down  onto  it  under  the  fluoroscope  after 
the  method  of  Holzknecht  and  the  projectile  re- 
moved by  cutting  down  on  the  needle,  which  is 
left  in  situ  as  a  guide. 

Removal  may  be  particularly  difficult  in  the 
knee,  where  foreign  bodies  are  quite  typically 
found  buried  in  the  posterior  attachment  of  the 
semilunar  cartilage.  If  a  lateral  x-ray  plate 
(like  Figs.  10  and  12a.)  shows  the  body  just 
above  the  rear  edge  of  the  top  of  the  tibia,  re- 
moval should  not  be  attempted  without  the  aid 
of  a  screen.  A  body  imbedded  in  the  cartilage 
may  be  impossible  to  locate  without  it. 

The  best  time  for  removal  is  early — within 
the  first  twelve  hours  after  injury.  Later,  if 
the  joint  enters  an  acute  inflammatory  stage,  it 
should,  if  the  body  is  small,  be  immobilized  and 
treated  conservatively  with  baking  and  com- 
presses until  the  inflammation  has  subsided. 
The  trauma  of  extraction  will  set  up  a  strong 
reaction  during  the  acute  stage.  Acute  gener- 
alized inflammation  will  often  quiet  down  after 
immobilization ;  four  or  five  days  after  the  fever 
falls,  the  foreign  body  may  be  removed  and  the 
joint  closed  loosely  over  a  glass  drain. 
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CONCLUSIONS. 

1 .  Sources  of  joint  infection  are  : 
(a).  Direct,  from  without. 

(6).  Indirect,  from  a  communicating  suppu- 
ration. 

(c)  .  Secondary,  by  extension  of  a  neighbor- 
ing process. 

(d)  .  Metastatic. 

2.  Infections  may  be  : 

(a).  Empyematous — prompt  treatment  will 
save  the  joint. 

(6).  Phlegmonous — the  joint  will  stiffen. 

3.  Leaving  a  joint  wide  open  is  harmful. 
Treatment  shoidd  strive  to  preserve  the  synovia. 

4.  Foreign  bodies,  especially  lead,  induce  de- 
forming arthritis,  and  should  be  removed. 
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TRENCH  SANITATION.* 

By  Captain  C.  E.  Burt,  M.R.C., 

First  Lieutenant,  Medical    Corps,    U.S.A.;  Surgeon, 
183rd  Infantry  Brigade,  Camp  Grant,  Illinois. 

In  the  consideration  of  a  subject  so  important, 
it  is  to  be  regretted  that  more  literature  is  not 
available.  Physicians  who  have  the  subject  from 
first-hand  information  are  all  more  or  less  en- 
gaged in  the  work  of  the  war,  and  have  little 
time  to  write.  The  Advisory  Committee  of  Na- 
tional Defense  is  taking  up  these  subjects  most 
essential  to  us,  and  is  having  manuals  printed, 
revised  from  the  English  and  French,  which  will 
soon  be  in  the  hands  of  the  members  of  the 
Medical  Corps.  This  paper  will  deal  with  the 
most  important  subjects,  with  a  short  descrip- 
tion of  the  most  particular  methods  that  the 
peculiar  environment  abroad  has  developed  in 
modern  trench  warfare,  which  I  have  collected 
from  those  who  have  written,  and  conditions 
which  I  have  personally  observed  as  battalion 
surgeon  of  the  trenches  in  the  training  camp. 
I  assure  you,  however,  that  I  make  no  claim  for 
personal  originality,  but  give  due  credit  to  those 
wrho  have  been  able  to  write. 

You  are  all  much  better  acquainted  with 
trench  conditions  from  your  readings  and  from 
the  lectures  by  the  Allied  officers  than  I  am,  so 
that  you  can  easily  draw  upon  your  vivid  imagi- 
nations to  realize  the  difficulties  encountered  in 
dealing  with  this  most  important  subject. 

*  Read  at  a  meeting  of  brigade  officers  at  the  request  of  the  com- 
manding general. 
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The  vital  things  to  be  considered  in  sanitation 
of  the  trenches  can  be  divided  into  five  headings, 
namely:  (1)  Food,  (2)  Water,  (3)  Conservancy, 
(4)  Personal  Habits,  (5)  Prevention  of  Special 
Diseases. 

(1)     THE  POOD  SUPPLY. 

The  food  supply  is  brought  to  the  supply 
depot  by  animal  carriage.  From  there  it  is 
drawn  as  required  by  hand  carriage  to  the 
kitchen,  where  it  is  prepared  for  consumption, 
and  placed  in  jacketed  hot  boxes,  which  are  car- 
ried to  the  troops  in  the  firing  line  trenches  by 
hand.  The  one  idea  in  the  preparation  of  food 
is  the  use  of  the  heat-retaining  type  of  cooker — 
"tireless  cookers" — which  give  en  route  no 
smoke  which  might  draw  the  enemy's  fire,  there- 
fore the  present  vogue  of  the  traveling  kitchen 
or  field  cooker  in  the  zone  of  the  advance.  This 
cooker  consists  of  ovens  and  hot- jacketed- boilers 
arranged  around  a  central  furnace,  all  contained 
in  the  body  of  a  wagon.  The  limber  contains 
hot-jacketed  receptacles,  compartments  for  ra- 
tions, utensils,  food,  etc.  It  can  be  detached 
from  the  body  and,  being  drawn  by  one  horse, 
is  used  for  food  distribution  while  the  body  con- 
tinues the  cooking.  The  whole  is  drawn  by  two 
horses,  weighs  twenty-four  hundred  pounds  and 
cooks  for  two  hundred  and  fifty  men  and  their 
officers.  On  the  march  it  travels  with  the  first 
line  of  transports.  From  these,  or  from  impro- 
vised dugouts  conveniently  situated,  food  is 
carried  by  hand  in  jacketed  boxes  and  covered 
tins  through  the  communicating  trenches  to  the 
troops  at  the  front.  The  medical  officer  is 
charged  with  the  following  details : 

Quality,  variety,  and  cleanliness  of  rations 
and  stores. 

Quality  and  variety  of  cooking. 

Cleanliness  in  delivery,  preparation  and 
sources  of  food. 

Health  of  all  persons  issuing,  preparing  or 
serving  food. 

Kitchens  protected  from  dirt  or  dust. 

Towels  require  most  detailed  daily  inspection. 

Instead  of  screening  the  entire  kitchens, — 
which  was  our  former  plan, — it  is  found  that  the 
screening  of  food  itself  is  a  better  substitute  and 
the  fly  nuisance  better  controlled.  Screened 
cupboards  or  safes  are  used  for  meat,  bread, 
jam,  open  tins,  or  other  food  attractive  for  flies. 
Eating  utensils  are  kept  covered.  Simple  muslin 
squares,  weighted  at  the  corners  can  be  used 
for  much  of  this  work.    Covered  barrels  or  tins 


are  employed  for  the  bestowal  of  refuse  previous 
to  incineration.  Flies  have  been  very  trouble- 
some in  France.  This  is  due,  to  a  considerable 
extent,  to  the  dead  bodies  in  front  of  the 
trenches  in  "no  man's  land,"  and  as  the  condi- 
tion cannot  be  prevented  in  trench  warfare,  flies 
must  be  present,  and  measures  must  be  taken 
against  them.  Fly  poisons  are  not  effective  un- 
less the  trenches  are  free  from  water.  All 
debris  must  be  collected  in  bags  and  carried  to 
the  rear  at  intervals.  No  food  should  be  thrown 
away  or  allowed  to  collect,  as  this  attracts  rats 
and  flies. 

The  kitchens  should  be  constructed  in  shelters 
large  enough  to  accommodate  the  rolling  kitch- 
ens. The  stove  pipe  should  project  somewhat 
above  the  top  of  the  shelter,  to  secure  good  draft. 
In  addition,  numerous  ventilating  holes  must  be 
made.  Small  fires  built  of  dry  wood  in  the  bot- 
tom of  deep  trenches  do  not  betray  their  position. 
There  are  stoves  in  the  support  trenches  in 
which  a  certain  amount  of  cooking  can  be  done, 
and  where  socks,  etc.,  can  be  dried. 

Grease  in  sullage  water,  resulting  from  cook- 
ing processes,  is  often  quite  a  nuisance,  and  a 
simple  method  of  getting  rid  of  it  has  been  de- 
vised in  the  form  of  a  grease  trap.  A  box  is 
filled  to  a  depth  of  several  inches  with  clean 
sand,  and  a  vertical  partition  placed  in  the  mid- 
dle, which  dips  down  at  its  lower  edge  for  a 
couple  of  inches  into  the  sand,  making  two  com- 
partments. The  sullage  introduced  into  one  side 
filters  through  into  the  other  under  the  partition, 
leaving  most  of  the  grease  behind.  The  effluent 
disposal  is  usually  not  difficult.  The  tax  on  the 
sand  is  lessened  if  the  sullage  be  first  freed  by 
passing  it  through  such  material  as  hay  or 
chopped  straw  (tibbin)  ;  this  plug  entangles  the 
floating  grease,  and  the  whole  mass  can  be  re- 
moved and  burned.  The  sand  must  be  period- 
ically renewed,  and  this  should  be  done  at  in- 
tervals not  exceeding  a  week,  the  sand  being 
burned  and  replaced  if  scarce. 

(2)  WATER. 

The  minimum  of  three  gallons  of  water  is  re- 
quired by  each  man  when  no  clothing  is  washed. 
Of  this  amount  only  three  pints  is  used  for 
drinking  purposes.  Water  tanks  are  set  up  at 
distances  of  one  thousand  yards  or  more  from 
the  first  line  trenches,  obtaining  their  supplies 
from  pipes  when  such  a  system  is  available,  or 
otherwise  from  casks.  The  men  in  the  trenches 
have  their  water  bottles,  which  are  replenished 
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from  a  supply  of  water  brought  up  by  hand. 
The  water  should  be  sterilized  by  boiling  or  with 
calcium  hypochlorite.  The  Lister  bag  may  be 
used.  The  chemical  requiressupervision  and  ex- 
amination from  time  to  time  by  titration  meth- 
ods to  see  that  it  has  not  lost  its  strength.  From 
the  tanks,  the  water  is  carried  in  kerosene  tins 
by  hand  through  the  communicating  trenches 
and  stored  as  a  reserve  in  dugouts  back  of  the 
support  trench.  The  soldiers'  water  bottles  are 
filled  there.  Cavalry  soldiers  are  supplied  with 
sterilizing  tablets  for  use  in  the  bottles  them- 
selves. Impure  water  may  cause  typhoid,  dys- 
entery, cholera,  and  other  diseases. 

It  is  not  expected  that  real  baths  can  be  taken 
in  the  trenches,  but  there  is  no  reason  why  some 
provision  cannot  be  made  for  washing.  A  rea- 
sonable amount  of  water  should  be  carried  to 
the  trenches  for  washing,  and  basins  may  be 
provided.  Even  shower  baths  should  be  in- 
stalled in  a  deep  shelter  or  a  cave  shelter.  A 
simple  arrangement  is  to  provide  one  or  two 
kettles  for  heating  water,  tubs  or  casks  for  stor- 
ing it,  placed  about  nine -feet  above  the  ceiling 
of  the  shelter.  The  casks  should  be  connected 
with  a  pipe  fitted  with  sprinklers  properly 
spaced.  There  should  be  a  grating  on  the  floor, 
and  the  bottom  of  the  approach  trench  should 
have  a  steep  slope  toward  a  drainage  pit. 

(3)  CONSERVANCY. 

The  extraordinary  developments  of  trench 
warfare  have  created  the  need  for  so  many  new 
devices  to  meet  the  consequent  new  conditions 
that  their  demands  for  detailed  comment  far 
exceed  the  time  at  my  disposal.  The  conditions 
to  be  met  with  are  practically  those  of  a  siege. 
Many  methods  have  been  tried :  one  of  the 
earliest, — an  unofficial  one, — one  of  the  simplest, 
a  sort  of  a  reversion  to  the  old  stink-pot  idea  of 
the  Chinese.  It  consists  in  placing  excreta  in 
empty  tins  and  lobbing  them  into  the  enemy 
trenches  which  happen  to  be  near  enough.  Re- 
prisals were  found  so  unpleasant  that  appar- 
ently this  method  has  been  abandoned  by  mu- 
tual consent —  to  say  nothing  of  the  disagreeable 
and  unsanitary  results  in  first-line  fire  trenches. 

Next  the  feces  were  buried  in  latrine  trenches 
dug  as  offshoots  from  the  trench  system, — the  so- 
called  trench  within  a  trench  system.  The  prob- 
able length  of  occupation  and  the  onset  of  rains 
soon  led  to  this  method  being  abandoned.  Here 
soil  pollution  and  flooding  were  the  principal  ob- 
jections. 


The  next  modification  consisted  of  a  filth 
trench  constructed  behind  rising  ground  or 
other  shelter,  and  approached  by  a  transverse 
trench  cut  as  an  offshoot  from  the  main  trench 
system,  but  this  proved  unsuccessful  owing  to 
the  fact  that  it  was  too  frequently  shot  up. 

The  only  practicable  solution  of  this  impor- 
tant problem  has  been  found  in  the  system  of 
disposal  employed  at  present  by  the  British, 
which  is  to  use  bomb-proof  pits  or  dugouts 
leading  out  of  the  communicating  trenches.  The 
dugout  should  be  deep  enough  to  protect  against 
any  missiles  except  high  explosive  shells.  Here 
is  dug  a  pit  and  covered  with  a  latrine  seat.  In- 
cineration is  impossible,  for  lack  of  fuel  and 
because  it  would  give  the  range  to  artillery.  The 
method  adopted  has  been  to  collect  excreta  in 
small  buckets,  empty  gasoline  tins,  and  similar 
receptacles.  These  are  set  in  boxes  with  a  slid- 
ing cover,  or  else  have  a  detachable  seat  with 
supports  front  and  back  for  keeping  seat  firm, 
and  have  a  cover  hinged  with  leather,  making 
them  fly  proof.  The  receptacles  when  about 
two-thirds  full,  are  replaced  by  clean  ones.  The 
buckets  are  removed  by  the  relieved  troops,  who 
bury  the  contents  and  bring  the  buckets, 
cleaned,  back  with  them  on  their  return.  The 
buckets  are  best  cleaned  over  a  concrete  plat- 
form, and  with  the  aid  of  dilute  cresol  solution, 
followed  by  the  use  of  dry  sawdust  and  a  stiff 
brush.  If  fuel  is  available,  the  cans  containing 
the  excreta  are  preferably  burned  in  an  incin- 
erator at  the  rear.  If  the  cans  are  buried  in 
deep  pits,  they  should  be  well  covered,  first 
using  lime  or  iron  sulphate  or  crude  oil  to  cover 
the  excreta.  A  combined  incinerator  and  deep 
filth  trench,  ten  by  twelve  feet  square  by  four 
and  one-half  feet  deep,  called  the  "American  oil 
pit,"  has  been  used  with  satisfactory  results. 
The  buckets  are  emptied  into  the  trench,  and 
some  straw,  waste  paper,  rubbish,  etc.,  are 
thrown  in.  Kerosene  oil  is  poured  over  the  ma- 
terial contained  in  the  pit  and  the  whole  burned 
over.  The  heat  generated  serves  to  evaporate 
the  liquids.  When  the  contents  have  reached 
within  about  three  feet  of  the  surface,  the  pit  is 
filled  in  with  earth  and  a  new  one  dug. 

The  commander  of  the  platoon  must  have 
latrines  dug  within  half  an  hour  after  reaching 
the  trenches,  and  not  the  following  morning.  A 
man  of  the  medical  department,  detailed  for 
that  duty,  should  disinfect  the  latrines  daily. 
This  man  should  be  sent  for  if  he  does  not  come. 
The  disinfectants  employed  are  sulphate  of  iron, 
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10%  ;  cresol,  5%  ;  and  unslacked  lime  or  milk 
of  lime.  The  health  of  the  troops  demands  very- 
careful  sanitary  arrangements  and  scrupulous 
cleanliness  in  trenches,  which  may  have  to  be 
occupied  for  a  considerable  length  of  time.  A 
supply  of  chlorate  of  lime  should  be  kept  in  all 
trenches. 

When  the  level  of  the  subsoil  permits,  the 
urine  soakage-pits  and  funnels  are  as  useful 
here  as  elsewhere,  or  even  more  so.  The  urine 
may  be  handled  by  separate  urine  buckets  and 
disposed  of  as  already  mentioned.  A  urine  ab- 
sorption pit  may  be  dug  in  a  convenient  place 
in  the  bomb-proof  pit.  A  pit  is  dug  four  to  six 
feet  deep  and  four  feet  square,  loosening  the 
earth  at  the  bottom  and  then  filling  up  with 
stones  or  perforated  tin  cans  to  near  the  top.  A 
layer  of  brush  or  grass  or  sacking  is  placed  over 
the  stones,  and  the  whole  filled  with  earth,  level 
with  the  surface  of  the  ground.  Funnels  paint- 
ed white,  six  inches  in  diameter  at  the  top, 
tapering  to  two  inches  at  the  bottom,  may  be 
built  into  the  four  corners,  or  a  galvanized  iron 
trough,  conveniently  situated  to  catch  the  urine, 
may  be  led  into  it.  Loose  plugs  of  hay  should 
be  placed  in  the  funnels.  All  soiled  areas,  as 
well  as  the  funnels  or  trough,  should  be  treated 
twice  daily  with  a  5%  cresol  solution.  There 
should  be  a  grating  for  the  men  to  stand  on,  and 
the  floor  of  the  trench  should  have  a  decided 
slope  for  drainage. 

In  the  disposal  of  human  bodies,  the  method 
of  incineration  is  most  sanitary,  and  generally 
satisfactory.  However,  the  British,  for  senti- 
mental reasons,  have  not  adopted  it  in  the  pres. 
ent  war,  and  I  understand  they  have  had 
no  particular  trouble  in  carrying  out  the  usual 
methods  of  disposal  by  burial.  It  is  probable 
that  we  shall  carry  out  their  example. 

(4)     PERSONAL  CLEANLINESS. 

Out  of  evil  comes  good,  so  in  this  war  we 
medicos  have  discovered  the  important  fact 
that  the  body  louse  is  the  transmitting  agent  of 
typhus  fever.  Prevailing  conditions  in  north- 
ern France  and  Belgium,  plus  overcrowding, 
make  it  impossible  to  banish  the  louse  entirely. 
Therefore,  every  attempt  must  be  made  to  re- 
duce this  pest  to  a  minimum.  Individual  per- 
sonal cleanliness  of  the  body  and  clothing  is  the 
only  preventive  or  palliative  method.  The  San- 
itary Corps  must  do  everything  possible  to  af- 
ford facilities  for  the  necessary  delousing  by 
the  wholesale  of  the  troops.    It  is  essential  that 


provision  for  systematic  bathing  be  made  for 
these  men  when  they  return  to  camp  for  their 
period  of  recuperation.  On  the  Western  front, 
bathing  and  delousing  are  carried  out  with  the 
division  as  the  unit.  The  necessity  for  system 
will  be  seen  when  it  is  stated  that  one  hundred 
and  sixty  men  must  be  bathed  and  deloused  per 
hour  for  nine  hours  a  day  if  each  man  in  the 
division  is  to  receive  a  bath  every  two  weeks. 
This  is  certainly  not  an  excessive  requirement, 
and  bathing  must  at  least  be  as  frequent  as  this. 
Ironing  of  the  clothes  is  relied  upon  to  rid 
them  of  lice.  The  clothes  are,  of  course,  disin- 
fected by  sterilization  by  the  Thresh  disinfect- 
or,  or  the  field  box  disinfector,  or  the  "Serbian 
barrel." 

The  personal  use,  beside  frequent  bathing, 
changing  and  washing  of  the  clothing,  of  cer- 
tain local  applications,  has  been  proved  by  the 
British  to  be  quite  effective.  For  killing  adults, 
a  powder  known  as  the  N.C.I,  is  dusted  on  the 
underclothing.  This  powder  is  composed  of 
naphthalene,  96  parts ;  creosote,  2  parts ;  iodo- 
form, 2  parts.  About  two-thirds  of  an  ounce  is 
required  for  each  man.  A  special  ointment  has 
been  found  to  have  the  effect  of  asphyxiating 
the  young  as  they  hatch  out  of  the  ova.  This 
is  rubbed  into  the  interior  seams  of  the  various 
articles  of  clothing  in  the  quantity  of  about 
one  ounce  a  week.  It  is  composed  of  crude  min- 
eral oil,  9  parts;  soft  soap,  5  parts;  and  water, 
1  part.  The  body  from  the  neck  down  may  also 
be  anointed  with  this  paste.  Recently  a  method 
said  to  be  successful  is  to  impregnate  articles  of 
underclothing  by  dipping  and  wringing  them 
out  in  a  solution  of  1%  each  of  naphthalene  and 
sulphur  in  benzine  or  gasoline.  This  is  the 
English  "antiparasitic"  vest  and  is  not  espe- 
cially irritating  to  the  skin.  Let  eternal  vigi- 
lance be  your  motto ! 

(5)     PREVENTION  OF  SPECIAL  DISEASES, 

Nearly  all  epidemic  diseases  are  transmitted 
by  water,  the  soil,  or  from  man  to  man.  Large 
commands  crowded  into  a  small  area  are  par- 
ticularly liable  to  infectious  diseases  and,  there- 
fore, all  sanitary  measures  prescribed  must  be 
rigorously  enforced.  We  must  not  forget  that 
trench  life  is  very  monotonous  and  trying,  and 
therefore  company  commanders  must  use  every 
effort  to  keep  their  men  comfortable  and  cheer- 
ful. 

Trench  feet,  due  to  prolonged  exposure  to 
the  cold  and  wet  on  dependent  limbs,  can  be 
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prevented  to  large  extent  by  the  following  pre- 
cautions : 

1.  Boots  and  shoes  should  be  at  least  a  size 
too  large,  so  that  two  pairs  of  socks  may  b 
worn. 

2.  Rubber  hip  boots  should  be  furnished  if 
there  is  standing  water  in  the  trenches. 

3.  General  circulation  must  be  kept  up  by 
keeping  body  warm  and  dry.  Wear  waterproof 
clothing,  especially  in  rains. 

4.  Every  24  hours  the  boots  should  be  re- 
moved, the  feet  rubbed,  and  dried,  and  dry 
socks  put  on. 

5.  Thorough  rubbing  into  the  feet  and  legs 
of  whale  oil  or  anti-frostbite  grease. 

6.  If  rubber  boots  are  not  worn,  the  boots 
should  be  well  oiled  or  greased. 

7.  Drainage  of  trench  or  dry  standing  pro- 
vided.  Avoid  standing  still  as  much  as  possible. 

8.  Keeping  the  legs  elevated  while  resting, 
and  the  avoidance  of  the  sitting  posture  in 
sleeping. 

9.  Avoid  fatigue  by  keeping  up  the  physical 
condition  of  the  soldiers  by  proper  nourish- 
ment and  warmth.  Frequent  use  of  hot  soups 
and  rum  fills  the  bill. 

10.    Puttees  should  be  loosely  applied. 

Trench  fever  is  another  of  the  developments 
of  the  peculiar  environmental  conditions  of  the 
war  "over  there."  This  is  a  relapsing  fever,  re- 
sulting in  considerable  impairment  of  efficiency, 
although  there  have  been  practically  no  fatal 
cases.  It  is  believed  to  be  transmitted  by  the 
bite  of  the  infected  lice,  aided  by  cold,  wet  and 
fatigued  troops. 

Trench  nephritis  is  probably  brought  about 
by  the  inevitable  conditions  of  the  military  life 
at  the  front.  Fortunately,  it  appears  in  a  mild 
form  and  has  a  favorable  prognosis.  Symptoms, 
soon  yield  to  rest  in  bed  and  a  milk  diet. 

Tetanus  seems  to  be  a  question  of  soil  pollu- 
tion plus  wounds.  All  victims  of  wounds,  of 
whatever  nature,  simple  scratches  included,  are 
given  at  the  earliest  possible  moment  after  the 
receipt  of  the  wound,  a  prophylactic  subcuta- 
neous injection  of  500  U.  S.  Army  units  of 
tetanus  antitoxin  contained  in  about  3  cc.  of 
horse  serum.  In  case  of  severe  wounds  a  second 
dose  of  the  same  strength  is  given  on  arrival  at 
the  base  hospital. 

Another  unpleasant  and  often  dangerous  com- 
plication of  wounds,  also  owing  to  soil  infection, 
has  given  rise  to  most  serious  trouble.    Most  of 


these  infections  are  due  to  the  Bacillus  aerog- 
enes  capsulatus  of  Welch,  usually  called  by  the 
British  B.  perfringens.  Prophylactic  treatment 
depends  on  loose  bandaging  of  the  limb,  fre- 
quent changing  of  dressings,  sufficient  drainage 
of  the  wound,  and  the  introduction  of  an  anti- 
toxin. 

The  infectious  diseases — typhoid,  paratyphoid, 
dysentery,  diphtheria,  cholera,  cerebrospinal 
meningitis — should  be  constantly  watched  for 
and  guarded  against.  It  is  by  early  detection 
and  prompt  action  that  an  outbreak,  which  may 
have  serious  and  far-reaching  consequences, 
should  be  prevented. 

Recently  I  saw  an  order  from  the  Headquar- 
ters of  the  American  Expeditionary  Forces, 
reading  as  follows :  "In  all  cases  of  venereal 
diseases,  charges  will  be  preferred  as  a  matter  of 
course,  regardless  of  the  circumstances  of  the 
case,  or  the  supposed  character  of  the  man  in- 
volved. It  is  not  intended  to  allow  subordinate 
commanders  any  discretion  whatever  as  to 
whether  charges  shall  be  preferred.  Courts- 
martial  of  this  command  will  not  accept  as  a 
defense  in  cases  of  this  kind  the  fact  that,  at 
some  specified  time  or  times,  prophylactic  treat- 
ment has  been  taken.  Upon  proof  that  the  dis- 
ease exists,  punishment  will  be  awarded."  This 
ruling  has  done  much  to  stamp  out  this  enemy. 

In  closing  let  me  ask  for  cooperation  and  team 
work  between  the  line  officers  and  the  Medical 
Corps,  that  efficiency  and  loyalty  may  ever  be 
maintained. 
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PREVENTION  IN  PUBLIC  HEALTH.* 
By  D.  M.  Lewis,  M.D.,  New  Haven,  Conn., 
Epidemiologist,  Board  of  Health. 

The  title  suggests  to  you,  gentlemen,  that  I  am 
going  to  talk  to  you  in  terms  of  the  usual  ex- 
pressions, like  "cover  your  sneeze  and  prevent 
infection  for  others. ' '  If  now  you  are  interested 
in  internal  medicine,  and  especially  in  heart  dis- 
eases, you  obtain  by  an  instrument  of  precision 
the  usual  circulatory  curves  and  the  abnormal 
ones  by  means  of  the  electro-cardiograph,  and 
then  base  your  treatment  on  the  reading  of  those 

*  Read  before  the  County  Public  Health  Association,  March  7, 
1918. 
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curves.  That  there  are  also  curves  in  public 
health  work  in  terms  of  communicable  diseases 
may  be  shown,  and  that  by  treatment  based  on 
such  curves,  records  expressed  as  preventograms 
may  be  as  exact  a.s  those  based  on  heart  study. 

By  charting  in  terms  of  100,000  population 
the  deaths  under  age  5  (Chart  1),  for  the  three 
largest  cities  in  the  State  (the  figures  gained 
from  the  State  Board  of  Health  Reports),  there 
w  ill  be  seen  a  very  definite  pulse  wave  for  1906, 
with  subsidiary  waves  for  1909,  1912,  1914,  and 
1916  in  the  record  for  New  Haven.  That  for  the 
other  two  cities  is  not  dissimilar  in  the  case  of 
Bridgeport,  though  that  for  Hartford  loses  its 
similarity  during  1908  and  1909.  As  this  is  also 
in  common  in  all  the  charts,  I  will  explain  that 
at  this  time  as  being  a  jump  in  population  in 
1907  from  98,490  to  101,150  in  1908,  103,808  in 
1909,  while  the  population  comes  back  to  98,915 
in  1910,  and  from  then  on  is  again  in  rising 
ratio  with  the  other  cities.  This  excess  popula- 
tion, then,  during  those  years  gives  apparent  ab- 
sence of  similarity.  The  peak  for  this  city  in 
1916  is  explained  by  the  abnormal  number  of 
deaths  from  poliomyelitis  of  non-residents 
brought  to  our  isolation  hospital.  If  now  you 
examine  our  wheel  of  fortune  (?),  now  labelled 
that  of  certainty  (see  illustration,  this  Journal, 
April  11,  1918)  you  will  see  that  these  curves 
are  exactly  the  years  of  measles  frequency  in 
terms  of  deaths.  That  there  is  no  peak  for  1917, 
when  there  were  more  deaths  than  the  last  pre- 
vious maximum  of  1906,  constitutes  what  I  am 
pleased  to  call  a  preventogram.  When  we  ex- 
amine the  deaths  under  age  1  per  1000  births, 
you  will  see  the  same  peaks  of  maximum  and 
subsidiary  waves  for  the  same  years.  You  will 
note  the  absence  of  a  peak  for  1917,  and  there 
stands  out  more  prominently  a  remarkable  drop 
in  the  curve  for  1907  and  1908,  not  simulated 
either  previously  or  later  in  this  city  nor  at  any 
time  in  the  curve  of  the  pther  two  cities.  I  have 
shown  that  this  is. the  expression  of  our  work  in 
beginning  municipal  milk  examination  for  the 
purpose  of  feeding  babies  and  infants,  fresh,  raw 
uninfected  milk,  the  results  of  which  have  ap- 
peared in  other  articles.  This  also  then  repre- 
sents a  preventograph  curve.  I  have  added  the 
curve  of  the  City  of  New  York  to  show  that, 
while  they  lay  their  preventive  work  to  pasteur- 
ized milk  and  infant  welfare,  this  city,  which 
lias  been  said  to  have  done  nothing  for  infant 
welfare  work,  has  a  record  that  as  yet  has  not 
been  distanced. 


Chart  No.  1. 

Bureau  of  Communicable  Diseases. 
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Upper  part  of  chart  shows  deaths  under  age  5  per  100,000  popula- 
tion.   I-ower  part  shows  deaths  under  age  1  per  1000  births. 

If  now  we  study  the  chart  for  communicable 
diseases,  to  which  there  is  added  diarrheal  dis- 
eases under  age  2,  as  being  to  me  definitely  com- 


Vol.  CLXXVIII,  No.  17]       BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


573 


Chart  No.  2. 
Bukeau  of  Communicable  Diseases. 
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Upper  part  of  chart  shows  deaths  from  communicable  diseases  per 
100,000  population.  Lower  part  shows  deaths  from  diarrheal 
diseases,  under  age  2,  per  100,000  population. 

municable,  as  well  as  to  lift  the  curve  sufficiently 
above  the  diarrheal  curve  as  not  to  cross  it,  as  it 
would  do  if  studied  without  it,  you  will  see  a 
very  different  curve  record.  The  maximum 
wave  is  for  1905,  with  subsidiary  waves  for 
1911,  1914  and  1916.  Turning  again  to  our 
wheel,  you  will  see  that  1905,  1911  and  1916 
were  grippe  years;  so  were  1908  and  1913,  but 
of  not  sufficient  intensity  to  give  curve  peaks.  I 
have  termed  them  the  waves  of  respiratory  dis- 
eases. There  follows  on  these  waves  each  suc- 
ceeding year  thereafter  very  nearly  proportion- 


ate measles  waves  accompanied  and  followed  by 
increase  of  diphtheria,  whooping  cough  three 
times  out  of  four  accompanying  the  measles.  I 
would  say  here  that  it  is  more  than  a  coincidence 
that  after  a  measles  epidemic  you  placard  in  the 
later  season  for  that  disease  the  individuals 
whom  you  previously  placarded  for  measles.  I 
wish  to  call  attention  to  the  approximate  ob- 
literation of  curves  in  this  period — 1914-1917 — 
in  terms  of  the  other  two  cities  as  showing  true 
preventograms,  based  on  my  field  work,  the  re- 
sults of  which  in  terms  of  separate  diseases  you 
are  familiar  with  from  my  previous  talks  to  you. 
Remember  also  that  the  excess  non-resident 
deaths  in  poliomyelitis  for  1916  would  turn  the 
peak  of  the  slight  curve  in  reverse.  There  is 
one  especially  notable  point,  namely,  that  the 
rate  for  communicable  diarrheal  disease  for  this 
city  exceeds  but  slightly  the  rate  for  diarrheal 
diseases  only  of  another  city.  It  is  in  such  terms 
that  you  may  figure  -  my  statements  in  our 
monthly  Board  of  Health  Bulletin  that  we  are 
saving  300  lives  over  other  cities  in  the  State 
who  are  expending  two  and  two  and  one-half 
times  the  per  capita  rate  for  health  work. 

The  curves  for  diarrheal  diseases  under  age  2 
run  exactly  parallel  to  communicable  diseases 
from  1905  on  until  1911,  when  again  the  measles 
curves  again  exceed  the  grippal  curves  for  the 
reason  mentioned. 

I  am  on  record  that  the  control  of  respiratory 
diseases  will  control  all  of  our  problems  of  in- 
fections that  we  of  the  Public  Health  are  work- 
ing against.  The  charts  are  in  accord  for  this 
city,  as  are  the  measures  taken  by  me  during  the 
past  four  years,  in  comparison  with  our  sister 
cities,  whose  curves  are  shown  mainly  for  com- 
paring what  I  have  called  the  preventograms. 
Is  there  any  practical  application  for  you  as 
health  officers,  irrespective  of  the  size  of  your 
community?  There  is,  and  it  is  this — any  fre- 
quency of  respiratory  disease  should  be  investi- 
gated by  you  as  to  the  one  ill  and  the  individuals 
who  are  the  contacts  of  that  one.  Grippal  at- 
tacks may  be  the  pneumococcus,  varying  strepto- 
cocci, the  meningococcus,  as  well  as  other  organ- 
isms. Find  from  cultures  of  the  nose  or  phar- 
ynx of  the  one  ill  and  from  the  nasal  discharge 
of  the  contact  who  has  other  than  an  ordinary 
cold,  who  is  the  probable  carrier,  what  organism 
you  are  dealing  with.  By  measures  of  isolation 
of  the  carrier,  you  may  prevent  illnesses  in  oth- 
ers. It  is  not  uncommon  for  me  to  find  in  a 
house  the  following:  An  infant  dead  of  whoop- 
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ing-cough  and  pneumonia  ;  of  several  older  chil- 
dren, one  with  an  unusual  pussy  irritant  nasal 
discharge  prompts  me  to  culture  that  nose.  It 
is-  a  Gram-positive  diploeoccus  and,  failing  the 
laboratory  facilities  to  prove  it  such,  I  am  war- 
ranted in  isolating  her  and  curing  that  dis- 
charge. Again,  a  boy  sent  out  of  school  on  ac- 
count of  an  irritating  unilateral  discharge,  shows 
the  same  diploeoccus.  I  find  in  his  home  a 
younger  boy  who  is  in  bed  with  a  bronchitis. 
One  week  later  the  former  boy's  culture  shows 
K-L  as  well.  Thinking  this  possibly  a  mix-up  of 
cultures,  I  take  another,  with  the  same  finding. 
One  week  later  the  attending  physician  sends  me 
a  culture  from  the  nose  and  throat  of  the  boy 
previously  ill  with  bronchitis,  with  the  diagnosis 
of  nasal  diphtheria.  The  nose  culture  was  posi- 
tive ;  the  throat  culture  was  negative.  The  boy 
was  now  a  nasal  carrier,  made  so  by  his  brother, 
who  had  given  him  his  first  illness  also. 

If  now  you  will  also  read  into  the  reports 
which  are  coming  out  from  camps,  the  successive 
crops  of  meningitis  cases  in  terms  of  "pharyn- 
gitis" and  "sore  throats"  of  the  first  set,  and 
then  look  for  the  pathologic  picture  in  one  or 
more  of  the  contacts  of  the  cases,  you  will  find, 
not  the  one  who  picked  up  the  organism  from 
contact  of  the  sick,  but  who,  because  he  is  a 
true  carrier,  made  one  or  more  sick.  I  have 
shown  you  that  in  diphtheria ;  it  will  be  proven 
so  in  pneumonia.  Practically,  you  who  have  no 
advantages  of  a  fully-equipped  laboratory  for 
proving  what  organism  you  are  dealing  with, — 
and  we  are  as  yet  in  the  same  condition,— may 
obtain  preventograms  for  your  community  by 
searching  for  and  isolating  all  abnormal  nasal 
discharges.  You  will  get  ahead  of  reported 
cases  of  various  diseases. 


PROGRESS  IN  GYNECOLOGY. 
P.y  Stephen  Rush  more,  M.D.,  Boston. 

(Concluded  from  page.  539.) 

Myoma — Operation  and  Radiation. 

Case14  compares  the  operative  with  the  "radio- 
therapeutic  treatment"  of  uterine  myomas. 
Since  the.  effect  of  the  gamma  rays  of  the  radium 
and  the  hard  roentgen  rays  are  about  the  same, 


radiotherapy,  as  a  whole,  may  properly  be  com- 
pared and  contrasted  with  operative  treatment. 
It  may  be  accepted  that  radiotherapy  is  success- 
ful in  the  treatment  of  certain  cases  of  myoma 
of  the  uterus,  and  the  question  now  is,  "What  are 
the  relative  merits  of  radiation  and  operation? 
The  operative  mortality  in  simple  cases  (for 
which  alone  radiotherapy  is  indicated)  is  under 
one  per  cent.  The  scar  following  operation  is 
now  not  considered  of  particular  moment,  and 
shock  of  operation  is  infrequent.  There  is  some 
nausea  and  vomiting  and  discomfort  from  opera- 
tion. But  taking  into  account  the  length  of  time 
radiation  is  necessary  and  the  at  present  unavoid- 
able after-effects  of  radiation,  which  sometimes 
amount  to  physical  distress  for  24  hours,  Case 
estimates  that  one-third  of  radiated  patients  suf- 
fer as  much  as  the  patients  operated  upon.  The 
well-known  immediate  and  late  post-operative 
complications  have  a  counterpart  in  the  narrow- 
ing of  the  vagina,  which  often  occurs  after 
radiation,  occasional  irritation  of  the  skin,  in- 
testinal disturbances  (diarrhea  and  rectal 
tenesmus)  and  occasionally  vesical  tenesmus.  In 
a  number  of  eases  late  injuries  to  the  skin  have 
occurred,  sometimes  in  the  form  of  a  malignant 
ulcer.  As  to  cure,  the  figures  are  about  100% 
for  operation,  not  over  ninety  for  radiation. 

A  serious  difficulty  is  in  determining  the  pres- 
ence of  an  uncomplicated  intramural  myoma. 
If  this  is  the  condition  present  there  is  pretty 
general  agreement  that  radiation  is  the  treatment 
of  choice.  But  the  error  of  diagnosis  is  large, 
and  the  impossibility  of  excluding  malignant 
disease  in  a  certain  number  of  cases  presents  a 
definite  danger. 

The  expense  is  about  the  same  for  radiation 
as  for  operation. 

Case's  conclusions  are  that  "only  cases  of  un- 
complicated intramural  fibroids  or  cases  in  which 
operation  is  declined  or  contraindicated  by 
serious  organic  disease,  should  be  subjected  to 
ray  treatment.  Possibly  there  are  some  ex- 
tremely neurotic  individuals  for  whom  the  rays 
would  also  be  preferable.  The  ray  treatment 
should  not  be  used  when  time  is  a  factor,  and  it 
cannot  be  used  with  safety  in  rapidly  growing 
tumors,  in  fibroid  complicating  pregnancy,  or 
where  serious  disease  exists  in  the  tubes  or 
ovaries.  The  rays  should  never  be  used  in  any 
case  where  complete  preliminary  curettage  with 
microscopic  examination  of  the  curettings  is  not 
feasible. ' ' 
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Radium. 

Newcomet,1-'  in  a  review  of  the  literature  on 
the  use  of  radium,  gives  a  summary  of  the  re- 
sults in  pelvic  disease.  Radium  appears  to  be 
•raining  in  favor  in  treating  cancer  of  the  cervix 
uteri,  and  the  number  of  symptomatic  cures, 
while  not  large,  is  increasing.  Relief  of  symp- 
toms, as  hemorrhage,  discharge  and  pain,  nearly 
always  follows  its  use.  Opinion  is  divided  as  to 
the  advisability  of  operation  following  radiation. 
Following  operation,  radium  used  judiciously 
will  do  no  harm,  and  may  do  good,  and  in  the 
case  of  recurrences  should  always  be  used.  The 
disease  may  symptomatically  subside  completely. 
"It  must  not  be  forgotten  that  there  are  certain 
individuals  who  do  not  show  this  favorable  re- 
sponse to  the  application  of  radium,  and  not  a 
few  authors  call  attention  to  a  certain  number 
in  their  list  who  not  only  fail  to  respond,  but 
show  a  decided  change  for  the  worse.  The  radia- 
tion of  the  tissue  sometimes  causes  a  more  ac- 
tive growth  of  the  disease;  and  this  must  be  re- 
membered where  radium  is  to  be  applied  to  early 
or  borderline  cases. ' ' 

Favorable  reports  of  treatment  of  benign  tu- 
mors or  myomata  have  been  made  by  a  number 
of  writers,  and  some  take  the  advanced  view 
that  radium  should  be  considered  the  method 
of  election,  and  should  it  fail,  as  it  will  in  a 
few.  operation  for  removal  can  then  be  consid- 
ered. 

"During  the  past  year  a  few  cases  have  come 
under  observation  where  malignant  disease  fol- 
lowed the  removal  of  a  fibroid  tumor,  and  yet 
operation  has  been  recommended  to  circumvent 
this  very  condition.  •  Had  radium  been  employed 
previous  to  the  removal,  no  doubt  this  sequela 
would  not  have  occurred."  The  preferred 
technic  is  to  dilate  the  uterine  canal,  remove  a 
specimen  for  examination,  and  insert  tube  of 
radium,  filtered  as  needed,  in  accordance  with 
the  amount  used. 

He  concludes  that  there  is  very  little  evidence 
that  radium  or  any  of  the  radioactive  substances 
will  ever  be  a  specific  in  the  treatment  of  malig- 
nant disease,  but  it  has  been  proved  to  be  a 
valuable  asset  in  the  treatment  of  individual 
malignant  cases. 

Cancer  and  X-Ray. 

Holding1"  considers  that  improved  cancer 
prognosis  is  justified  by  deep  roentgen  treat- 
ment.   His  conclusions  are  based  on  a  wide  ex- 


perience with  cases  of  cancer  subjected  to  nu- 
merous forms  of  treatment,  and  studied  in  many 
instances  with  unusual  care.  He  is  inclined  to 
believe,  with  others,  that  the  morphology  of  a 
tumor  is  related  to  its  resistance  to  radiation 
and  that  embryonal  types  of  tissue  are  particu- 
larly susceptible.  For  the  gynecologist  it  is 
interesting  to  note  that  Holding  regards  carci- 
noma of  the  uterus  and  squamous  celled 
epithelioma  as  lesions  which  do  not  respond  to 
x-ray  or  radium,  or  give  only  palliation,  and 
adenocarcinoma  of  the  ovary  as  a  lesion  which 
does  respond. 

Radium  Therapy  in  Cancer. 

Ewing"  discusses  some  aspects  of  radium 
therapy  which  deserve  attention.  His  valuable 
presentation  is  rather  compact  and  to  be  ap- 
preciated must  be  read,  but  he  emphasizes  the 
need  of  scientific  criteria  in  testing  radium 
therapy,  and  the  dangers  of  its  use  except  in 
skilled  hands.  It  is  in  the  early  stage  of  its 
evolution  and  its  actual  value  should  be  de- 
termined by  experts,  who  are  fortified  by  a 
knowledge  of  pathology,  as  well  as  by  an  ade- 
quate supply  of  radium,  and  skill  in  the  technic 
of  its  use. 

Cancer  of  Cervix:  Cautery  Amputation. 

Dickinson18  advocates  a  revival  ol  the  Byrne 
cautery  method  for  treatment  of  cancer  of  the 
cervix.  He  maintains  that,  for  all  practical  pur- 
poses, cases  of  cancer  of  the  cervix  that  are 
curable  are  curable  by  cautery  amputation.  His 
chief  reasons  for  advocating  the  older  method 
are  its  undoubted  efficacy  in  certain  cases  where 
the  growth  is  restricted,  and  the  low  morbidity 
and  mortality  following  its  use.  His  view  is, 
therefore,  very  pessimistic  with  reference  to 
what  operation  can  accomplish.  In  order  to  get 
a  fairer  idea  of  the  operation  than  from  his  own 
use  of  it  alone,  he  visited  the  clinics,  both  abroad 
and  in  this  country,  where  the  extended  opera- 
tion was  performed. 

The  "enlarged  Byrne  operation"  is  performed 
with  an  electric  cautery,  of  low  voltage  and 
high  amperage,  with  a  large  blade  and  heavy 
connecting  cables.  Good  exposure  is  obtained  by 
means  of  Schuchardt  incision  and  relatively 
small  retractors.  "Two  retractors,  acting  just 
where  the  operator  is  working,  usually  suffice. 
Big  or  water-cooled  specula  seem  to  me  clumsy 
and  unnecessary."  All  the  paravaginal  and 
paracervical  tissue  that  can  be  safely  removed  is 
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taken  away,  and  the  cautery  incision  is  pro- 
longed upward  into  the  body  of  the  uterus,  remov- 
ing a  cone-shaped  mass,  including  much,  if  not 
all,  of  the  endometrium.  If  the  gloved  finger  is 
placed  in  the  rectum  and  the  "thermometer  or 
little  finger  in  the  bladder,"  a  guide  is  furnished 
for  deeper  work.  In  certain  cases  the  abdomen  is 
opened  and  the  uterus  is  held  in  the  gloved  hand 
of  an  assistant  as  a  control. 

It  is  important  to  avoid  charring.  "Cooking 
 until  the  tissue  is  like  horn"  is  to  be  de- 
sired. 

At  the  end  of  the  operation  the  cavity  is 
packed  with  zinc  oxide  gauze,  dusting  the  vagina 
and  vulva  with  bicarbonate  of  soda.  The  gauze 
is  to  be  removed  only  when  loose,  after  a  week 
or  more,  to  avoid  secondary  hemorrhage.  While 
healing  is  slow,  as  suppuration  and  granulation 
go  on  for  many  weeks,  the  convalescence  is  quick, 
as  far  as  the  general  strength  and  getting  up  are 
concerned. 

Sterilization  of  Female. 

Culbertson19  describes  a  new  method  of  sterili- 
zation of  the  human  female,  which,  while 
thorough,  permits  the  subsequent  restoration  of 
fertility,  according  to  his  claims. 

The  broad  ligament  is  punctured  from  in 
front  backward  an  inch  or  so  below  the  round 
ligament.  By  pulling  up  the  round  ligament  a 
clear  space  is  seen  through  which  the  puncture 
may  be  made.  The  fimbriated  extremity  of  the 
tube  is  then  drawn  through  the  puncture  wound 
and  stitched  to  the  peritoneum.  The  fundus  is 
attached  to  the  anterior  abdominal  wall  (muscle 
and  fascia)  by  two  linen  thread  mattress  sutures 
which  emerge  well  below  the  lower  end  of  the  in- 
cision. One  of  these  sutures  on  each  side  of  .the 
median  line  is  sufficient.  Before  the  mattress 
sutures  are  tied,  the  round  ligament  on  each  side 
is  attached  to  the  anterior  abdominal  wall  from 
the  internal  ring  to  the  mattress  suture  of  that 
side,  by  a  continuous  catgut  suture.  On  tying 
the  mattress  sutures  the  peritoneal  cavity  is 
divided  into  an  upper  and  lower  portion  and 
the  fimbriated  extremities  are  thus  completely 
separated  from  the  ovaries. 

The  operation  has  been  performed  one  hun- 
dred and  twenty-five  times  with  success,  but  so 
far  no  occasion  has  arisen  for  attempting  res- 
toration of  fertility. 

Hemorrhage  from  Ovary. 

Tn  the  female,  intraperitoneal  hemorrhage 
from  the  pelvis  is  usually  regarded  as  originat- 


ing from  an  ectopic  pregnancy.  It  is  well 
known,  however,  that  it  may  have  some  other 
source  and  Novak20  reports  one  of  these  un- 
usual cases  and  briefly  reviews  the  literature. 

Novak's  patient  was  an  unmarried  girl  of  15, 
with  normal  menstrual  history,  who  was-  seized 
suddenly  with  violent  pain  in  the  right  iliac 
fossa,  nausea  and  vomiting.  When  seen  eight 
hours  later  there  was  definite  rigidity  of  the 
right  rectus,  pain  still  localized  in  the  right 
iliac  fossa,  and  the  patient  was  pale  and  pros- 
trated. Temperature  99°,  pulse  120.  By  the 
time  the  patient  could  be  prepared  for  operation 
shock  was  pronounced,  pulse  138,  temperature 
100°.  Blood  examination:  leucocytes  20,000 
with  90%  polymorphonuclears,  hemoglobin  45%. 

At  operation  the  peritoneal  cavity  contained 
a  large  amount  of  blood.  The  left  tube  was 
normal,  except  for  a  bluish  dilatation  about  one 
centimeter  in  diameter.  The  left  ovary  and 
right  tube  were  normal,  the  right  ovary  showed 
a  small  cystic  follicle,  two  and  one-half  centi- 
meters in  diameter,  ruptured  and  containing 
blood  clots  which  were  also  adherent  to  the  ex- 
ternal surface. 

On  account  of  the  patient's  poor  condition 
operation  was  limited  to  suturing  the  right 
ovary,  removing  the  left  tube  and  closure  of  the 
abdomen.  The  patient's  convalescence  was  un- 
eventful. Careful  microscopical  examination 
of  the  left  tube  (F.  P.  Mall)  showed  tubal  preg- 
nancy, apparently  of  rather  long  standing,  with 
no  sign  of  recent  bleeding. 

About  forty  similar  cases  of  hemorrhage  from 
the  ovary  have  been  reported,  some  with  rup- 
tured ectopic  pregnancy,  but  this  seems  to  be 
the  first  noted  with  unruptured  pregnancy. 

The  point  of  origin  of  the  bleeding  in  some 
of  these  cases,  at  least,  is  the  thecal  vessels  of 
structures  derived  from  the  graafian  follicles.  It 
may  be  from  an  atretic  follicle,  but  more  fre- 
quently from  a  corpus  luteum  or  corpus  luteum 
cyst. 

In  a  number  of  cases,  trauma  seems  to  be  a 
possible  factor  in  the  etiology.  The  principal 
predisposing  factors  are  conditions  which  bring 
about  hyperemia  of  the  ovary  with  engorgement 
of  its  vessels,  but  the  histories  of  the  cases  re- 
ported are  too  incomplete  to  determine  the  re- 
lation to  menstruation. 

The  degree  of  hemorrhage  is  variable  from 
"two  tablespoonf uls "  to  "cataclysmic,"  as  in 
some  fatal  cases. 

The  diagnosis  generally  made  before  operation 
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is  acute  appendicitis,  as  in  Novak's  case,  or 
ectopic  pregnancy.  A  correct  diagnosis  is  diffi- 
cult and  may  be  impossible. 

Pharmacology  of  the  Vagina. 

Waddell21  reports  -the  results  of  a  study  of 
the  ''pharmacology  of  the  vagina."  The  ex- 
cised organs  of  non-pregnant  nulliparous  and 
multiparous  animals  were  used  for  experiment 
of  dogs,  cats,  rabbits,  rats,  guinea  pigs,  cows, 
sheep  and  hogs.  The  drugs  employed  were  epine- 
phrine, nicotine,  arecoline,  physostigmine,  pilo- 
carpine, atropine,  scopolamine,  ergot,  Hydras- 
tis, ergotoxine,  morphine,  cocaine,  pituitary  ex- 
tract and  barium  chloride.  They  were  examined 
with  reference  to  their  effects  on  both  the  longi- 
tudinal and  the  transverse  sections  of  the  vagi- 
nae of  one  or  all  of  the  above  mentioned  species. 

He  finds  that  spontaneous  rhythmic  contrac- 
tions are  exhibited  by  both  the  circular  and 
longitudinal  musculatures  of  the  excised  vaginae, 
when  suspended  in  oxygenated  Tyrode's  solu- 
tion at  body  temperature.  The  application  of 
drugs  produces  on  the  circular  musculature  the 
same  response  as  on  the  longitudinal.  There 
are  numerous  other  interesting  findings,  the 
practical  value  of  which  is  not  yet  clear,  but  it 
is  especially  interesting  to  note  that  the  excised 
vagina  of  the  non-pregnant  animal  reacts  to 
drugs  in  most  cases  like  the  uterus  of  its  species. 

Tissue  Tone. 

Huggins22  calls  attention  to  the  fact  that  there 
is  at  present  no  way  of  determining  what  he 
calls  the  "horse  power"  of  the  patient  to  be 
subjected  to  operation.  Independent  of  some- 
what obvious  contra-indications  to  operation, 
such  as  damaged  kidneys  or  lungs,  and  marked 
cardiac  disease,  there  is  a  condition  which  is 
characterized  by  poor  tone  throughout  the  en- 
tire muscular  system,  including  the  heart,  which 
is  most  difficult  to  measure.  Careful  study  sug- 
gests a  flabby  heart.  If  this  condition  of  flab- 
biness  seems  present  throughout  the  body  it  is 
of  great  prognostic  importance.  The  condition 
may  best  be  described  as  one  of  chronic  fatigue, 
and  the  strain  of  a  major  operation  may  be  more 
than  the  patient  can  stand. 

Many  causes '  operate  to  bring  on  this  condi- 
tion of  reduced  vitality  which  is  an  important 
factor  often  overlooked.  Suitable  rest  and 
building  up  of  the  patient  perhaps  for  several 
weeks  before  operation  may  make  the  difference 
between  recovery  and  death  to  the  patient. 


Determination  of  the  presence  of  this  reduced 
vitality  may  tax  the  diagnostic  skill  of  the  sur- 
geon. The  reaction  of  the  heart  to  graduated 
exercise,  as  indicated  by  the  change  in  pulse 
pressure,  Huggins  considers  a  valuable  indica- 
tion. If  exercise  diminishes  the  pulse  pressure 
markedly,  operation  is  unsafe  or  distinctly  con- 
traindicated.  A  functional  kidney  test  should 
not  be  neglected  and  the  electrocardiogram  may 
reveal  suspected  disease. 

There  is  another  danger  signal  for  the 
gynecologist  to  which  Huggins  calls  attention. 
It  is  the  occurrence  of  loss  of  tissue  tone  and 
flabby  heart  muscle  with  prolapse  of  the  uterus, 
a  coincidence  which  Huggins  now  regards  as 
ominous.  It  is  particularly  true  when  the  pro- 
lapse develops  suddenly,  the  patient  seeking  re- 
lief a  few  weeks  from  its  onset.  The  predispos- 
ing factors  following  the  trauma  of  childbirth 
have  been  present  for  years,  but  suddenly,  for 
no  well  defined  reason,  the  uterus  becomes  pro- 
lapsed to  the  second  or  third  degree. 

Huggins  reports  three  deaths  following  opera- 
tion for  relief  of  uterine  prolapse.  In  the  first 
the  clinical  diagnosis  of  the  cause  of  death  was 
weakness  of  the  muscular  structure  of  the  heart, 
and  of  the  intestines  as  well.  In  the  second,  it 
was  paralytic  ileus.  In  the  third,  about  two 
weeks  after  operation,  the  patient  began  to  com- 
plain of  some  shortness  of  breath  and  dyspnea 
when  talking.  After  several  days  the  patient 
died  suddenly  without  any  aggravation  of  these 
symptoms.    There  were  no  necropsy  reports. 

Huggins'  paper  is  a  plea  for  a  more  careful 
study  of  the  patient's  general  condition  before 
undertaking  a  major  operation,  and  an  attempt 
to  improve  the  condition  by  rest  and  general 
building  up.  If  the  patient  does  not  respond 
to  this  treatment  the  advisability  of  operation 
becomes  doubtful,  at  least. 

Pulmonary  Fat  Embolism. 

Bissell's23  study  of  fat  embolism  as  a  cause  of 
postoperative  death  is  a  valuable  contribution. 
His  conclusions  are  as  follows:  (1)  Deaths 
clinically  supposed  to  be  due  to  surgical  shock 
are  due,  in  so  far  as  this  experience  goes,  to 
pulmonary  fat  embolism  and  its  attendant  blood 
pressure  phenomena.  (2)  Pulmonary  fat  em- 
bolism causes  a  lowering  of  arterial  blood  pres- 
sure and  an  elevation  of  venous  blood  pressure, 
which  may  be  sufficient  to  cause  death.  (3)  In- 
travenous infusions  are  contraindicated  because 
of  the  increased  pressure  on  the  right  heart,. 
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(4)  By  simple  methods  pulmonary  fat  embolism 
is  easily  demonstrated  at  necropsy. 

In  eight  months  six  instances  of  fatal  post- 
operative fat  embolism  were  observed  in  the 
necropsy  service  of  the  Mayo  Clinic.  Three  fol- 
lowed breast  amputation,  one  ventral  herniot- 
omy, one  craniotomy  for  brain  tumor,  and  one 
laminectomy  for  spinal  cord  tumor.  Three  of 
these  cases,  herniotomy  and  two  breast  ampu- 
tations, are  reported  in  detail.  The  micro- 
photographs  give  striking  pictures  of  extensive 
accumulation  of  fat  in  the  lungs.  While  the 
sub-title  of  the  paper,  "a  frequent  cause  of  post- 
operative death,"  should  be  regarded  as  an 
opinion  rather  than  as  a  conclusion  legitimately 
drawn  from  the  evidence  submitted,  the  evi- 
dence does  show  that  perhaps  fat  embolism  in 
the  obese  or  following  operations  in  fatty  tissue 
with  considerable  trauma  is  a  very  serious  dan- 
ger, for  it  sometimes  causes  death.  The  suscepti- 
bility of  the  obese  to  shock  has  long  been  recog- 
nized, and  Bissell  has  shown  the  anatomical 
basis  for  clinical  manifestations  so  well  de- 
scribed years  ago  by  Roswell  Park.  Park's  con- 
clusions are  worthy  of  repetition  now.   He  said  : 

"1.  Fat  embolism  in  varying  degrees  of 
severity  is  not  an  uncommon  complication  of 
surgical  accidents  and  operations. 

"2.  It  may  be  so  mild  as  to  be  lost  sight  of 
in  the  general  condition  of  shock,  or,  perhaps, 
more  properly  speaking,  it  is  one  factor  of  a 
condition  of  prolonged  shock. 

"3.  Our  knowledge  of  the  subject  will  be 
greatly  increased  when  we  appreciate  the  possi- 
bilities of  its  occurrence  and  observe  our  cases 
more  closely,  watching  for  the  appearance  of 
fat  in  the  urine,  or  slight  dyspnea,  etc. 

"4.  When  prostration  and  loss  of  blood  have 
been  great,  a  moderate  amount  of  embolic  dis- 
turbance of  this  kind  may  serve  to  turn  the 
scales  against  a  patient  who  would  have  other- 
wise recovered. 

"5.  By  a  proper  understanding  of  this  sub- 
ject, certain  deaths  may  be  explained  which 
otherwise  seem  inexplicable. 

"6.  Treatment  can  be  only  symptomatic,  but 
may  accomplish  something. 

"7.  Autopsies  should  be  so  conducted  as  to 
reveal  this  condition  when  present." 
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Pocket  Formulary.  By  E.  Quin  Thornton, 
M.D.  Eleventh  edition.  Revised.  Philadel- 
phia and  New  York:  Lea  and  Febiger.  1918. 

This  is  the  eleventh  edition  of  a  most  useful 
formulary,  which  has  been  revised  in  accordance 
with  recently  developed  knowledge  of  the  value 
of  salvarsan,  human  blood  serum,  antimeningitis 
serum,  curative  sera  of  all  kinds,  bacterial  vac- 
cines, etc.  The  work  is  not  a  mere  collection  of 
prescriptions.  There  has  been  an  earnest  en- 
deavor to  summarize  the  best  therapeutic  knowl- 
edge of  the  day,  excluding  no  drug  on  account  of 
its  age,  and  including  none  by  reason  of  its  nov- 
elty. The  text  has  been  arranged  in  the  most 
convenient  fashion  possible.  Diseases  are  ar- 
ranged alphabetically,  and  under  each  are  given 
what  are  believed  to  be  the  most  efficacious  pre- 
scriptions for  simple  cases  as  well  as  for  the  va- 
rious stages  and  complications.  A  valuable  fea- 
ture of  the  work  is  found  in  the  annotations  as 
to  the  use  of  each  formula. 

Lectures  on  Medicine — A  Handbook  for  Nurses. 
By  Chalmers  Watson,  M.D.,  F.R.C.P.E. 
New  York :  William  Wood  and  Company. 
1918. 

This  book  consists  of  a  series  of  clinical  lec- 
tures for  nurses,  written  by  the  Lecturer  on 
Clinical  Medicine  of  Edinburgh  University. 
An  attempt  has  been  made  to  present  an  epitome 
of  the  principles  and  practice  of  medicine  in  a 
form  appropriate  to  nurses.  The  purpose  of  the 
book  is  to  increase  the  nurse's  medical  knowl- 
edge so  that  she  may  be  able  to  render  as  much 
assistance  as  possible  to  the  physician  in  the  in- 
vestigation of  the  less  known  diseases,  and  to 
secure  her  intelligent  and  effective  cooperation  in 
the  management  and  care  of  her  patients.  The 
major  disorders  of  the  human  system  are  ana- 
lyzed, symptoms  described,  illustrative  examples 
given,  and  general  treatment  outlined.  A  chap- 
ter is  devoted  to  dietation  for  various  kinds  of 
diseases,  and  a  collection  of  sick-room  recipes 
given. 
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MEDICAL  RESERVE  CORPS. 

The  following  self-explanatory  letter  has 
been  received  from  Surgeon-General  Gorgas: 

War  Department, 

Office  of  the  Surgeon-General, 
Washington,  April  8,  1918. 
"1.  I  wish  to  call  to  the  attention  of  the 
profession  at  large  the  urgent  need  of  addi- 
tional medical  officers.  As  the  war  progresses 
the  need  for  additional  officers  becomes  each 
day  more  and  more  apparent.  Although  the 
medical  profession  of  the  country  has  respond- 
ed as  has  no  other  profession,  future  response 
must  be  greater  and  greater.  The  Department 
has  almost  reached  the  limit  of  medical  officers 
available  for  assignment. 

2.  I  am,  therefore,  appealing  to  you  to 
bring  to  the  attention  of  the  profession  at  large 
the  necessity  for  additional  volunteers.    So  far 


the  United  States  has  been  involved  only  in 
the  preparatory  phase  of  this  war.  We  are 
now  about  to  enter  upon  the  active,  or  the 
fighting  phase, — a  pbase  which  will  make  enor- 
mous demands  upon  the  resources  of  the  coun- 
try. The  conservation  of  these  resources,  espe- 
cially that  of  man-power,  depends  entirely 
upon  an  adequate  medical  service.  The  morn- 
ing papers  publish  a  statement  that  by  the  end 
of  the  year  a  million  and  a  half  of  men  will  be 
in  France.  Fifteen  thousand  medical  officers 
will  be  required  for  that  army  alone.  There 
are  today  on  active  duty  15,174  officers  of  the 
Medical  Reserve  Corps. 

3.  Within  the  next  two  or  three  months  the 
second  draft  will  be  made.,  to  be  followed  by 
other  drafts,  each  of  which  will  require  its 
proportionate  number  of  medical  officers. 
There  are  at  this  time  on  the  available  list  of 
the  Reserve  Corps,  an  insufficient  number  of 
officers  to  meet  the  demands  of  this  draft. 

4.  I  cannot  emphasize  too  strongly  the  su- 
preme demand  for  medical  officers.  Will  you 
give  the  Department  your  assistance  in  obtain- 
ing these  officers'?  It  is  not  now  a  question  of 
a  few  hundred  medical  men  volunteering  for 
service,  but  it  is  a  question  of  the  mobilization 
of  the  profession,  that  in  the  large  centers  of 
population  and  at  other  convenient  points,  as 
wyell  as  at  all  Army  camps  and  cantonments, 
boards  of  officers  have  been  convened  for  the 
purpose  of  examining  candidates  for  commis- 
sion in  the  Medical  Reserve  Corps  of  the  Army. 
An  applicant  for  the  Reserve  should  apply  to 
the  board  nearest  his  home. 

5.  The  requirements  for  commission  in  the 
Medical  Reserve  Corps  are  that  the  applicant 
be  a  male  citizen  of  the  United  States,  a  grad- 
uate of  a  reputable  school  of  medicine,  author- 
ized to  confer  the  degree  of  M.D.,  between  the 
ages  of  22  and  55  years,  and  professionally, 
morally  and  physically  qualified  for  service. 

W.  C.  Gorgas. 
Surgeon-General,  U.  S.  Army." 

In  conjunction  with  the  appeal  from  Major 
Simpson,  published  in  last  week's  issue  of  the 
Journal,  the  importance  of  this  communica- 
tion from  General  Gorgas  is  obvious.  The  se- 
riousness of  the  present  war-crisis  in  Europe 
makes  it  imperative  to  hasten  the  dispatch  of 
troops,  and  the  raising  of  further  draft  armies, 
from  this  country.  This  means  more  medical 
officers  urgently  needed  in  the  Army  and  the 
Navy  at  home  and  abroad.  The  time  has  come 
when  every  physician,  within  the  age-limits, 
should,  if  humanly  practicable,  offer  himself 
for  service  to  his  country  in  whatever  profes- 
sional capacity  he  can  be  most  expediently  em- 
ployed. 
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ANNUAL  REPORT  OP  THE  CANCER  COM- 
MISSION OF  HARVARD  UNIVERSITY. 

The  fifth  annual  report  of  the  Collis  P. 
Huntington  Memorial  Hospital  and  the  Can- 
cer Commission  of  Harvard  University  has 
been  submitted  for  the  year  ending  June  30, 
1917.  Since  the  Commission  first  decided  to  ex- 
pand its  work  from  that  made  possible  by  the 
Croft  bequest  to  a  larger  field  of  usefulness,  it 
has  obtained  funds  which  have  enabled  it  to 
build  and  conduct  a  hospital  of  twenty-five  beds 
for  a  period  of  about  five  years,  and  to  estab- 
lish a  plant  which  now  represents  a  valuation 
of  about  six  hundred  thousand  dollars,  and  in- 
volves an  annual  expenditure  of  nearly  fifty 
thousand  dollars.  With  these  funds  it  has 
been  enabled,  not  only  to  support  the  hospital, 
but  to  conduct  investigations  into  the  origin 
and  treatment  of  cancer.  For  this  purpose  the 
Commission  has  organized  a  hospital  staff,  con- 
sisting of  experts  in  the  care  and  treatment  of 
the  disease.  It  has  also  brought  together  a 
group  of  scientific  investigators  engaged  in  re- 
search into  the  problems  which  the  progress  of 
the  work  brings  forward  from  time  to  time  for 
solution. 

The  most  recent  activities  of  the  Commission 
have  been  concerned  with  the  problems  which 
the  discovery  of  radium  and  other  forms  and 
applications  of  light  rays  have  brought  into 
prominence.  Under  the  supervision  of  Prof. 
"William  Duane,  there  has  been  conducted  for 
the  past  five  years  a  systematic  study  of  the 
action  of  light  rays  upon  cancer,  and  their  in- 
cidental effects  upon  normal  tissues.  Professor 
Duane 's  work  has  been  chiefly  concerned  in  the 
perfection  of  a  method  of  obtaining  the  "ema- 
nation" from  radium  in  a  pure  state,  and  pre- 
paring it  in  a  form  serviceable  for  therapeutic 
purposes.  Dr.  W.  T.  Bovie's  research  work  on 
the  action  of  rays  of  light  upon  the  living 
cell  in  a  state  of  active  division  has  a  most 
important  bearing  upon  the  underlying  condi- 
tions of  cancer  and  growth  in  general. 

The  Commission  has  suffered  from  the  loss  of 
active  workers,  who  have  been  called  into  the 
service  of  a  country  at  war.  Many  valuable  in- 
vestigations have  been  curtailed  for  this  reason. 

The  amount  of  radium  in  the  possession  of 
the  Commission  has  more  than  doubled  during 
the  past  year,  and  now  amounts  to  one  gram, 
representing  a  value  of  about  one  hundred 
thousand  dollars. 


The  expansion  of  the  work  of  the  Commis- 
sion has  shown  the  importance  of  the  construc- 
tion of  a  new  building  or  annex  to  the  Hos- 
pital, specially  designed  for  this  original  work. 
The  Hospital  itself  has  a  constantly  increasing 
service,  and  the  large  number  of  out-patients 
calls  for  additional  accommodations.  Designs 
are  being  prepared  for  an  addition,  where  the 
valuable  radium  plant,  a  new  x-ray  machine, 
and  specialized  chemical  laboratories  can  be 
suitably  housed. 

During  the  year  plans  have  been  made  to 
supply  the  State  of  Massachusetts  with  what  is 
called  a  Free  Diagnosis  Service.  One  of  the 
difficulties  in  obtaining  accurate  statistics  of 
cancer  is  due  to  the  frequent  lack  of  accurate 
pathological  investigation  of  the  supposed  can- 
cer tissue.  A  microscopic  examination  by  a 
competent  authority  is  often  wanting.  The 
Commission  has,  therefore,  planned  to  supply 
this  service  for  the  physicians  and  hospitals  of 
Massachusetts,  to  whom  it  is  not  otherwise 
available.  Such  aid  from  the  Commission  can- 
not fail  to  be  of  great  practical  value  to  the 
State  in  favoring  the  early  recognition  and  the 
effective  treatment  of  cancer.  Too  much  stress 
cannot  be  laid  upon  the  importance  of  the  fact 
that  it  is  in  its  early  stages  that  cancer  is  a 
curable  disease. 

The  work  of  the  Commission  has  shown  dur- 
ing the  past  year  that  a  slow  but  steady  prog- 
ress is  being  made  towards  the  solution  of  the 
proper  method  of  treating  cancer.  No  panacea 
has  yet  been  discovered,  but  a  backward  glance 
gives  ample  evidence  that  much  has  been  ac- 
complished. In  the  more  superficial  forms  of 
the  disease,  such  as  are  seen  so  frequently  on 
the  face,  many  cures  are  effected  by  radium, 
and  in  some  of  the  internal  forms  of  malignant 
disease  the  results  of  radiotherapy  are  encour- 
aging. 


METHODS  FOR  FIELD  STUDY  OF  INDUS- 
TRIAL FATIGUE. 

From  the  Public  Health  Report  for  March 
15,  1918,  comes  an  interesting  statement  con- 
cerning industrial  fatigue  investigation.  Field 
investigation  into  industrial  fatigue  means  in- 
vestigation carried  out  in  the  factory  itself, 
where  fatigue  is  produced  by  ordinary  work, 
as  contrasted  with  experiments  carried  on  in 
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the  laboratory,  where  fatigue  is  produced  arti- 
ficially. These  field  investigations  fall  into 
two  classes, — investigations  which  measure  or- 
dinary natural  fatigue  by  means  of  artificial 
"tests,"  such  as  tests  of  reaction  time  or  tests 
of  sense  acuity,  and  investigations  which  meas- 
ure fatigue  by  the  ordinary  events  of  indus- 
trial life,  such  as  output  (quantity  and  qual- 
ity) ,  accidents,  power  consumption,  sickness, 
labor  turnover.  The  most  usual  measure  to 
take  is  that  of  quantity  of  output,  wherever 
this  does  not  depend  exclusively  on  the  speed  of 
the  machine.  The  data  of  the  investigator  are 
here  either  found  ready  for  him  in  factory  rec- 
ords kept  for  purposes  of  checking  wages  or 
measuring  efficiency,  or  the  investigator  may 
observe  and  record  the  industrial  processes 
himself. 

The  test  of  the  "hourly  output  curve"  is  a 
new  and  successful  method  of  testing  fatigue. 
The  output  of  a  certain  number  of  machines  is 
observed  from  one  to  seven  days  each,  and  the 
output  for  each  hour  (8  to  9,  9  to  10,  etc.), 
added  up  in  a  total,  10  working  hours  being 
compared.  Fatigue  consists  in  a  diminution  of 
activity  that  is  itself  caused  by  activity.  As 
activity  proceeds  activity  falls,  and  the  theory 
is  that  a  comparison  of  the  output  of  consecu- 
tive hours  will  show  exactly  to  what  extent  the 
unrelaxed  tension  of  activity  will  result  in 
fatigue  toward  the  end  of  a  spell  and  toward 
the  end  of  the  working  day,  and  exactly  how 
far  rest  pauses,  meal  intervals,  and  a  night's 
sleep  will  allow  human  capacity  to  gain  recov- 
ery. 

There  are  several  advantages  of  the  hourly 
output  test.  The  record  of  the  output  is 
usually  easy  to  secure  every  hour.  Foremen 
often  keep  it  for  their  own  benefit  in  estimat- 
ing at  any  given  time  how  the  day's  work  is 
progressing.  Often  there  are  automatic  regis- 
ters on  machines  which  record  the  hourly  out- 
put. The  output  curve  can  be  accompanied 
by  curves  in  other  very  significant  events  of 
factory  life,  as  accidents  and  the  consumption 
of  power.  The  evidence  of  fatigue  cannot  be 
judged  from  the  number  of  accidents  and  the 
amount  of  electrical  power  consumed  except  by 
hourly  curves.  By  comparison  of  the  curve  of 
output  with  the  curves  of  accident  and  power 
consumption,  measured  by  hours,  a  very  accu- 
rate gauge  of  fatigue  in  the  factory  may  be 
obtained.     The  hourly  curve  brings  out  the 


subtle  distinction  between  the  fatiguing  effect 
of  different  types  of  work  and  possibly  of  dif- 
ferent types  of  conditions  also.  It  has  been 
demonstrated  that  monotonous  work — work  re- 
quiring attention  and  work  involving  muscular 
strain — might  yield  curves  of  different  shapes. 

There  is  one  disadvantage  of  the  hourly 
curve  method.  It  does  not  make  clear  just 
what  conditions  are  wrong.  If  an  output  or 
power  consumption  curve  should  fall  or  an  ac- 
cident curve  rise  steeply,  conditions  are  ob- 
viously wrong,  but  what  conditions  may  lead  to 
better  results  is  not  directly  indicated  by  the 
figures.  If  a  sufficient  number  of  observations 
are  made,  however,  comparisons  between  fac- 
tories are  made  possible.  If  the  output  curve 
in  one  factory  drops  heavily  as  the  work  in- 
creases in  length,  while  in  another  factory  on 
the  same  operation  the  output  curve  continues 
steadily,  then  we  may  conclude  that  the  latter 
factory  has  so  arranged  its  hours  and  condi- 
tions of  work  that  the  workers  do  not  suffer 
from  undue  fatigue  at  the  end  of  their  day. 


THE  PRESENT  SMALLPOX  SITUATION. 

The  Monthly  Bulletin  of  the  Health  Depart- 
ment of  Boston  for  February  states  that  small- 
pox has  been  very  prevalent  in  the  United 
States  this  season.  Comparatively  few  cases 
have  been  discovered  in  Massachusetts,  but  a 
widespread  epidemic  has  prevailed  in  Maine. 
Several  cases  were  discovered  in  Boston  early 
in  December.  They  occurred  in  well-to-do  in- 
dividuals, and  exposed  a  large  number  of  peo- 
ple to  the  danger  of  infection  before  the  na- 
ture of  the  disease  was  recognized.  Every 
agency  at  the  command  of  the  Health  Depart- 
ment was  promptly  employed  to  locate  exposed 
persons,  vaccinate  them,  and  keep  them  under 
observation,  but  it  was  impossible  to  locate 
them  all.  All  the  cases  had  traveled  extensively 
about  the  city  while  in  a  contagious  stage  of 
the  disease,  and  had  exposed  other  persons  to 
infection  in  street  cars,  restaurants,  and  barber 
shops.  Investigation  showed  that  these  cases  of 
smallpox  must  have  been  contracted  in  Boston 
or  vicinity  from  other  cases  of  smallpox  which 
were  never  discovered.  A  few  more  cases  of 
smallpox  have  since  been  discovered  in  or  about 
Boston,  all  but  one  of  which  were  attributable 
to  infection  from  undiscovered  local  cases.  The 
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one  exception  occurred  in  an  individual  who 
had  been  kept  under  supervision  of  the  Health 
Department  after  known  exposure  to  another 
case. 

The  Health  Department  wishes  to  make  pub- 
lic the  danger  from  smallpox.  Persons  who 
have  not  been  vaccinated  within  seven  years 
are  advised  to  be  vaccinated.  Over  50,000  per- 
sons have  already  been  vaccinated,  including 
especially  the  class  of  people  among  whom 
cases  of  smallpox  have  occurred,  the  well-to-do, 
those  whose  business  takes  them  into  other 
States,  and  those  whose  occupations  bring  them 
into  close  contact  with  persons  coming  into  the 
city  from  elsewhere,  employees  of  transporta- 
tion companies,  hotels,  department  stores  and 
other  large  corporations.  This  vaccination  may 
have  helped  Boston  to  avoid  the  outbreak  of  a 
serious  epidemic  of  smallpox  during  the  win- 
ter. Physicians  have  been  on  the  lookout  for 
symptoms  of  smallpox,  and  actual  cases  of  the 
disease  have  been  promptly  recognized  and 
treated.  The  prevalence  of  smallpox  in  other 
parts  of  the  country  presents  a  danger  to  Bos- 
ton which  is  not  to  be  disregarded.  Everyone 
familiar  with  conditions  in  Boston  knows  that 
the  city  is  ripe  for  a  serious  smallpox  epi- 
demic, even  though  it  may  be  escaped  this 
year.  Boston  has  an  unusually  large  unvacci- 
nated  population.  The  last  outbreak  occurred 
in  1901-02,  when  there  were  1528  cases  re- 
ported, with  190  deaths.  Whether  Boston  is 
going  to  see  a  repetition  of  one  of  these  epi- 
demics will  depend  upon  the  people  themselves, 
upon  the  extent  of  their  willingness  as  individ- 
uals to  adopt  well-recognized  measures  for  per- 
sonal self-protection. 

The  highest  number  of  cases  of  smallpox  of- 
ficially reported  in  the  United  States  (from 
October  1,  1917,  to  January  20,  1918,  occurred 
in  the  following  states : 

Ohio   2755 

Nebraska   1974 

Indiana   1722 

Michigan   1672 

Kansas   1370 

Iowa   1140 

The  fewest  cases  were  reported  in  the  fol- 
lowing States: 

Massachusetts    12 

Vermont    9 

Connecticut    6 

Nevada   : . . . .  2 
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THIRD  ANNUAL  REPORT  OP  THE  FOR- 
SYTH DENTAL  INFIRMARY. 

The  Third  Annual  Report  of  the  Forsyth 
Dental  Infirmary  for  Children  was  presented 
in  January,  1918.  This  Infirmary  was  found- 
ed in  1910,  and  aims  to  educate  parents,  teach- 
ers, nurses,  and  children  in  the  hygienic  value 
of  healthy  mouths,  and  to  furnish  instruction 
as  to  the  best  methods  of  securing  the  same;  to 
prevent  dental  caries  by  oral  prophylaxis  and 
by  the  care  and  preservation  of  the  temporary 
teeth ;  to  investigate  the  causes  and  to  study 
the  prevention  of  oral  diseases  and  caries  of 
the  teeth ;  to  remedy,  so  far  as  possible,  existing 
conditions  of  dental  caries  and  other  oral  dis- 
eases; to  establish  and  promulgate  a  higher 
standard  of  dental  asepsis;  to  furnish  for  the 
dental  profession  an  opportunity  for  charitable 
work  and  for  the  educative  experience  of  a 
large  clinic. 

In  accordance  with  these  aims,  the  Infirmary 
has  pursued  its  work,  and  reports  that  in  1917 
a  larger  number  of  patients  have  been  cared 
for  than  ever  before,  this  being  due  largely  to 
the  cooperation  of  all  members  of  the  Infirmary 
staff.  School  nurses  have  also  helped  very 
much  in  bringing  to  the  Infirmary  various 
groups  of  children  in  need  of  dental  care.  At 
the  request  of  schools  and  societies,  lectures 
have  been  given  to  parents,  children  and  others 
in  regard  to  the  work  of  the  Infirmary  and  the 
importance  of  caring  for  the  teeth  of  young 
children. 

There  have  been  about  one  thousand  visitors 
at  the  Infirmary  throughout  the  year,  many  of 
whom  remained  several  days  to  study  methods 
of  operating  and  treating  the  children.  Several 
have  operated  for  ten  days  or  more  in  the 
Infirmary  clinics. 

With  the  declaration  of  war,  a  letter  was 
sent  to  President  Wilson,  offering  to  the  Gov- 
ernment the  use  of  the  Infirmary  with  its 
facilities  and  equipment.  The  President  re- 
plied, expressing  his  cordial  thanks,  and  saying 
that  he  was  bringing  the  offer  to  the  attention 
of  the  Secretary  of  War. 

Following  this  response  of  the  President, 
action  was  taken  to  organize  the  staff  to  oper- 
ate at  the  Infirmary  in  case  it  should  be  ac- 
cepted as  a  base  hospital  for  the  treatment  of 
face  and  jaw  injuries.  This  staff  is  under  the 
direction  of  a  general  surgeon  as  chief,  and 
represents  a  complete  unit  dealing  with  plastio 
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surgery,  bone  grafting,  treatment  of  fractured 
jaws,  making  of  special  appliances,  oral  and 
dental  surgery,  and  Contemplates  the  installa- 
tion of  three  to  five  hundred  beds,  with  the 
requisite  number  of  assistants,  nurses,  etc. 

Three  one-week  courses  were  organized  the 
latter  part  of  May  at  the  Infirmary  to  fit  den- 
tists for  service  in  the  Dental  Officers'  Reserve 
Corps;  about  six  hundred  dentists  were  regis- 
tered for  these  courses,  with  daily  session  from 
9  a.m.  to  7  p.m.  Dr.  Harold  DeWitt  Cross,  the 
Director  of  the  Infirmary,  was  appointed  Pre- 
liminary Dental  Examiner  for  the  D.R.C.,  and 
after  the  courses  were  completed,  physical  and 
professional  examination  for  appointments  in 
the  corps  were  held  at  the  Infirmary,  over 
three  hundred  dentists  being  examined. 

Much  emphasis  has  been  laid  on  the  desir- 
ability of  treating  children  of  a  very  young 
age  to  obtain  the  full  benefit  of  preventive 
dentistry.  It  has  been  the  policy  of  the  In- 
firmary to  encourage  the  attendance  of  very 
young  children,  with  the  object  of  increasing 
preventive  rather  than  reparative  work.  The 
result  has  been  that  the  number  of  such  chil- 
dren receiving  oral  treatment  is  exceeded  by  no 
other  institution  in  the  world.  The  plan  has 
been  adopted  of  requiring  that  the  majority 
of  the  cases  coming  to  the  Infirmary  should 
not  be  more  than  eight  years  of  age,  for  the 
wisdom  of  the  policy  of  giving  attention  to 
the  children  prior  to  the  destruction  of  their 
six-year  molars  and  of  eliminating  very  badly 
involved  teeth  has  been  fully  demonstrated. 


SCHOOL  OF  INSTRUCTION  ON  PUBLIC 
HEALTH. 

The  program  for  the  Convocation  and 
School  of  Instruction  on  Public  Health,  to  be 
given  by  the  Committee  on  Public  Health  of 
the  Massachusetts  Medical  Society,  is  nearing 
completion.  It  is  expected  that  special  ses- 
sions will  be  devoted  to  such  topics  as  water, 
sewage,  public  health  laboratory  methods,  pub- 
lie  health  reports,  specific  diseases,  industrial 
hygiene,  child  welfare  and  public  health  ad- 
ministration. The  program  for  Thursday,  May 
30,  will  include  an  address  by  Past  Assistant 
Surgeon  A.  J.  Lanza  of  the  U.  S.  Public 
Health  Service.  Dr.  Lanza  has  been  the  officer 
in  charge  of  the  investigation  of  industrial 


sanitation.  The  Public  Health  Service  is  co- 
operating with  the  Committee  on  Public  Health 
in  arranging  for  this  School,  and  it  is  through 
the  courtesy  of  Surgeon-General  Rupert  Blue 
that  Dr.  Lanza's  presence  is  made  possible. 

On  the  evening  of  May  30,  an  illustrated  lec- 
ture on  "Public  Health  Education  in  China" 
will  be  given  by  Dr.  W.  W.  Peter,  whose  work 
in  China  was  described  in  such  flattering  terms 
in  the  February  issue  of  World's  Work. 
Dr.  Peter  has  been  in  charge  of  public  health 
education  in  China  for  some  years.  For  the 
past  year  he  has  been  studying  public  health 
methods  in  this  country,  and  expects  to  return 
to  Shanghai  in  August.  The  lecture  will  be 
held  at  the  new  Technology  Buildings.  Ladies 
are  invited,  and  during  the  social  hour  which 
is  to  follow  the  lecture  there  will  be  an  oppor- 
tunity to  meet  Dr.  and  Mrs.  Peter. 


MEDICAL  NOTES. 

London  Death  Rates  in  1917. — Statistics  re- 
cently published  show  that  the  total  death  rate 
of  London  during  the  year  1917  was  only  14.7 
per  thousand  inhabitants  living.  Among  the 
several  districts  and  boroughs,  the  highest  an- 
nual rate  was  19.5  in  Shoreditch,  a  crowded 
East  Side  slum,  and  the  lowest  was  10.9,  in 
the  financial  and  business  region  of  the  city. 

Annual  Report  of  the  New  Jersey  State 
Hospital. — The  forty-second  annual  report  of 
the  New  Jersey  State  Hospital  for  the  Insane, 
at  Morris  Plains,  N.  J.,  has  been  submitted  for 
the  period  from  November  1,  1916,  to  October 
31,  1917,  and  the  needs  of  the  institution  for 
the  coming  year  therein  set  forth.  The  hos- 
pital has  suffered  seriously  from  overcrowding 
during  the  past  year,  having  2685  patients  in 
residence  at  the  close  of  the  year,  with  a  nor- 
mal capacity  of  about  1650,  and  with  every 
reason  to  expect  the  usual  annual  increase  in 
population.  In  order  to  treat  and  care  for  the 
insane  successfully,  it  is  necessary  -  to  house 
them  in  such  a  manner  as  best  to  promote 
their  restoration  to  health,  and  to  vmake  those 
in  whom  recovery  is  impossible  comfortable, 
and  this  is  out  of  the  question  where  over- 
crowding exists.  The  year,  from  a  financial 
standpoint,  has  been  a  strenuous  one,  present- 
ing problems  of  great  perplexity.    All  com- 
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modities  of  necessity  and  up-keep  have  soared 
in  cost,  with  no  relaxation  in  the  demands  for 
feeding  and  clothing,  and  supplying  the  neces- 
sary facilities  indispensable  to  the  proper  con- 
duet  of  the  hospital.  It  has  been  impossible 
to  command  sufficient  officers,  nurses  and  at- 
tendants and  such  help  as  is  needed  in  the 
various  divisions  of  the  medical  and  business 
departments  to  protect  properly  the  cardinal 
necessities  of  the  institution.  The  nursing 
corps  has  been  sadly  deficient,  almost  contin- 
uously threatening  the  safety  of  the  sick,  while 
the  medical  staff  lacks  five  members  to  make  it 
complete  and  in  reasonable  working  order. 

war  notes. 

Promotions  in  the  Medical  Reserve  Corps. 
— Eleven  captains  in  the  Medical  Reserve 
Corps  have  been  promoted  to  be  majors.  They 
are:  Capt.  Edward  C.  Green,  Cambridge,  301st 
Engineers;  Capt.  Charles  A.  Barron,  Phila- 
delphia, 301st  Field  Hospital;  Capt.  Robert  J. 
Carpenter,  North  Adams,  301st  Ambulance 
Company;  Capt.  T.  H.-  Dexter,  Brookline, 
303d  Field  Hospital;  Capt.  W.  J.  Collins, 
Northampton,  304th  Field  Hospital;  Capt.  H. 
A.  Lamphear,  Fitchburg,  304th  Infantry; 
Capt.  D.  M.  Unger,  New  York,  Depot  Bri- 
gade ;  Capt.  B.  M.  Cort,  Springfield,  302d  Am- 
bulance Company;  Capt.  C.  T.  Congdon, 
Nashua,  Depot  Brigade;  Capt.  John  J.  Mur- 
phy, Cambridge,  302d  Infantry;  Capt.  James 
J.  Powers,  Manchester,  N.  H.,  302d  Infantry. 

A  New  Review  on  War  Surgery. — There  has 
just  been  prepared  in  the  Office  of  the  Surgeon- 
General  a  new  pamphlet  Review  of  War  Sur- 
gery and  Medicine  (March,  1918,  Vol.  i,  No.  1). 
According  to  the  editorial  note,  this  review  is  to 
appear  monthly  and  to  be  devoted  to  abstracts 
of  war  medical  literature.  This  little  pamphlet 
will  furnish  the  medical  personnel  of  the  Army 
abstracts  of  original  papers  of  importance,  nec- 
essary information  in  a  short  compass,  and 
prompt  publication  of  reports  which  otherwise 
might  not- gain  circulation. 

In  this  first  volume  there  is  an  excellent  re- 
view of  Surgery  in  the  Zone  of  Advance,  pre- 
pared from  data  written  by  Major  George  de 
Tarnowsky,  based  upon  his  personal  observa- 
tions in  the  French  army  front.  It  is  the  best 
description  that  has  yet  appeared  in  American 
literature  of  the  war. 


This  is  followed  by  a  very  readable  and  in- 
structive review  of  the  most  recent  data  on  gas 
gangrene,  trench  foot  and  the  general  principles 
guiding  the  treatment  of  wounds  of  war. 

Copies  of  this  review  may  be  obtained  by  ad- 
dressing the  Superintendent  of  Documents,  Gov- 
ernment Printing  Office,  Washington,  D.  C,  en- 
closing ten  cents  in  stamps. 

This  review  should  be  in  the  hands  of  every 
officer  of  the  Medical  Corps  and  should  be  of 
interest  to  the  entire  medical  profession  not  in 
the  service.  The  reviews  are  very  well  written 
and,  make  most  interesting  and  profitable  read- 
ing. 

The  Good  Samaritan  Function  op  the  Med- 
ical Corps. — Major  George  de  Tarnowsky, 
M.O.R.C.  (Review  of  Surgery  and  Medicine, 
March,  1918,  Vol.  i,  No.  1,  prepared  in  the  of- 
fice of  the  Surgeon-General)  gives  one  of  the 
best  descriptions  of  the  surgery  in  the  zone  of 
advance,  from  personal  observations  on  the 
French  front.  Attention  of  all  medical  officers 
is  directed  to  the  following: 

"In  addition  to  hot  meals  which  are  carried 
to  the  soldiers  in  the  trenches,  the  Medical  Corps 
now  sends  hot  tea,  flavored  with  a  small  amount 
of  brandy,  to  the  front  lines  twice  daily — a  most 
welcome  potion,  which  the  soldiers  look  forward 
to  with  eagerness.  The  prevailing  idea  of  the 
French  Medical  Corps  is  to  make  the  fighting 
men  feel  and  know  that  their  comfort  is  being 
looked  after  and  that  everything  is  being  done 
to  mitigate  the  hardships  under  which  they  live. 
The  French  are  strong  believers  in  the  personal 
element — the  little  acts  of  kindness,  even  of  ten- 
derness, towards  the  individual  soldier  which 
have  helped  to  keep  up  both  his  fighting  spirit 
and  his  mental  serenity.  The  'tisaneries, '  as 
the  hot  tea  stations  are  called,  did  not  come  into 
existence  as  the  result  of  army  orders ;  they  rep- 
resent a  voluntary  contribution  to  the  soldier  on 
the  part  of  the  Medical  Corps.  Begun  in  a  small 
way,  it  was  soon  noticed  that,  where  the  tisan- 
eries existed  and  the  regimental  kitchens  were 
installed  near  enough  to  the  trenches  so  that  the 
food  reached  the  soldier  hot,  the  morale  and 
fighting  edge  were  of  the  finest." 

BOSTON  AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During 
the  week  ending  April  13,  1918,  the  number  of 
deaths  reported  was  268,  against  268  last 
year,  with  a  rate  of  17.82,  against  18.09  last 
year.  There  were  41  deaths  under  one  year 
of  age,  against  45  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were:  diphtheria,  70;  scarlet  fever,  24; 
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measles.  321;  whooping  cough,  43;  typhoid 
fever,  3;  tuberculosis,  60. 

Included  in  the  above  were  the  following 
cases  of  non-residents :  diphtheria,  21 ;  scarlet 
fever,  4;  measles,  6;  whooping  cough,  3;  ty- 
phoid fever,  1 ;  tuberculosis,  5. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 7;  measles,  6;  whooping  cough,  5;  tu- 
berculosis, 34. 

Included  in  the  above  were  the  following 
non-residents:  diphtheria,  2;  measles,  2;  tuber- 
culosis, 2. 

Annual  Report  op  the  Boston  Association 
for  the  Relief  and  Control  of  Tuberculo- 
sis.— The  fourteenth  annual  report  of  the  Bos- 
ton Association  for  the  Relief  and  Control  of 
Tuberculosis  for  1917  contains  the  following 
information  concerning  the  work  for  the  past 
year.    The  Association  has  been  much  affected 
by  the  war,  especially  by  the  fact  that  the  Sec- 
retary has  been  granted  leave  of  absence  to 
take  up  the  work  of  the  Boston  Committee  on 
Training  Camp  Activities.    The  active  work 
of   the   Association   in   educating   the  public 
through  the  Park  Shows  has  been  discontinued, 
as  was  the  work  of  the  Healthgram  Committee 
throughout    the    summer.     The  Prendergast 
Camp  has  continued  doing  good  work,  caring 
for  those  who  are  on  the  waiting  list  for  some 
sanatorium,  and  caring  for  those  who  have  been 
discharged  from  the  state  sanatoria  and  cannot 
find   elsewhere   the   opportunity   to  continue 
regular  rules  for  living.    The  work  of  the  Com- 
mittee on  Health  in  Industry  has  been  most 
encouraging,  and  report  is  made  that  the  atti- 
tude of  many  manufacturers,  which  was  at  first 
doubtful  or  actively  hostile,  has  changed  to 
one  of  interest  and  even  cooperation.  Boston, 
as  well  as  the  State  at  large,  has  had  an  in- 
crease both  in  its  number  of  deaths  throughout 
the   year    and    also    in   the    actual  number 
of  reported  deaths   grom   tuberculosis.  The 
increase  is  probably  due  to  greater  truth  in 
diagnosis  and  a  better  system  of  reporting. 
Reports  made  after  investigation  by  the  Boston 
Department  of  Health  show  that  there  are 
practically  no  neglected  cases  of  tuberculosis 
in  the  community.    At  the  Mattapan  Hospital 
the  Association  has  attempted  to  make  a  start 
in  providing  entertainment  for  the  patients.  It 
is  extremely  necessary  that  tuberculosis  hos- 
pitals  should   furnish   a   certain   amount  of 


recreation  to  the  people  who  are  there.  One 
cannot  realize  the  lonesomeness  and  depres- 
sion, even  desperation,  that  must  come  to 
people  who  are  obliged  to  spend  weeks  and 
months  in  an  institution  with  its  small  oppor- 
tunities for  recreation  and  change  of  thought. 
One  does  not  wonder  that  patients  often  be- 
come discontented  and  unhappy,  and  anything 
that  can  be  done  to  relieve  the  monotony  of 
their  existence  will  do  much  to  make  the  insti- 
tution popular  with  the  masses.  It  behooves 
anyone  at  all  interested  in  the  subject  of  tu- 
berculosis to  do  something  to  help  the  hos- 
pitals by  sending  fruits,  flowers,  magazines  — 
or,  best  of  all,  making  some  personal  visita- 
tion. 


<5tje  ilaflHarliuBftta  Hfobtral  £nrie!g. 


NOTES  FROM  THE  DISTRICT  SOCIETIES. 

District  Coekespon  dents. 
Berkshire,  A.  P.  Merrill,  M.D.,  Pittsfield. 
Bristol  North,  Arthur  R.  Crandell,  M.D.,  Taunton. 
Bristol  South,  Edwin  D.  Gardner,  M.D.,  New  Bedford. 
Essex  North,  T.  N.  Stone,  M.D.,  Haverhill. 
Essex  South,  H.  P.  Bennett,  M.D.,  Lynn. 
Hampden,  Laurence  D.  Chapin,  M.D.,  Springfield. 
Hampshire,  E.  E.  Thomas,  M.D.,  Northampton. 
Middlesex  South,  William  C.  Hanson,  M.D.,  Belmont. 
Norfolk  South,  Daniel  B.  Reardon,  M.D.,  Quincy. 
Plymouth,  Alfred  C.  Smith,  M.D.,  Brockton. 


Middlesex  South  District  Medical  So- 
ciety.— At  a  special  meeting  of  the  Middlesex 
South  District,  on  March  22,  1918,  the  follow- 
ing recommendations  submitted  by  the  Com- 
mittee on  War  Relief  were  adopted: 

First,  That  a  "War  Relief  Committee,  con- 
sisting of  the  president,  secretary  and  treas- 
urer, be  established,  whose  duty  it  shall  be  to 
raise,  manage  and  distribute  a  fund  for  the  re- 
lief of  those  enlisted  members  and  their  de- 
pendents that  may  need  such  aid  during  the 
war. 

Second,  Such  fund  is  to  be  raised  by  volun- 
tary contributions  of  the  profession  and  the 
public  in  such  manner  as  may  be  determined 
by  the  Committee. 

Third,  Each  member  of  the  Society  shall  be 
notified  of  the  existence  and  object  of  this 
War  Relief  Committee.  It  is  to  be  hoped  that 
the  members  will  call  the  attention  of  the  Com- 
mittee to  any  person  or  persons  who,  in  their 
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judgment,  may  need  such  assistance  as  is  in- 
tended in  this  act. 

Committees  have  heen  appointed  for  each 
district  of  the  Middlesex  South  Society,  and  all 
members  will  be  given  the  privilege  of  sub- 
scribing to  the  fund  in  the  near  future. 

The  Society  voted,  in  the  interest  of  econ- 
omy, to  omit  the  annual  dinner  this  year. 

Our  secretary,  Dr.  Lyman  S.  Hapgood,  has 
enlisted  for  the  duration  of  the  war  with  Dr. 
Lund's  unit  which  is  now  stationed  at  a  base 
hospital  at  Camp  "Wheeler,  Macon,  Georgia. 

"William  C.  Hanson, 
District  Correspondent. 


IffltBrdlami. 


SUGGESTIONS  FOR  STATE  BOARD  OF 
HEALTH  REGULATIONS. 

Approved  by  the  Surgeon -General  op  U.  S. 
Army,  Navy,  and  Public  Health  Service. 

(To  be  published  shortly  in  P.  H.  S.  Weekly 
Reports.) 

Regulations  of  the  .  .  .  State  Board  of 
Health  for  the  prevention  of  venereal  diseases. 
(Adopted  .  .  .  19.  .) 

Venereal  Diseases  Declared  Dangerous  to  the 
Public  Health. 
Syphilis,  gonorrhea  and  chancroid,  herein- 
after designated  venereal  diseases,  are  hereby 
declared  to  be  contagious,  infectious,  commu- 
nicable, and  dangerous  to  the  public  health. 

Rule  1.    Venereal  Diseases  to  be  Reported. 

Any  physician  or  other  person  who  makes  a 
diagnosis  in,  or  treats,  a  case  of  syphilis,  gon- 
orrhea or  chancroid,  and  every  superintendent 
or  manager  of  a  hospital,  dispensary,  or  char- 
itable or  penal  institution,  in  which  there  is  a 
case  of  venereal  disease,  shall  report  such  case 
immediately  in  writing  to  the  local  health 
officer,  stating  the  name  and  address  or  the 
office  number,  age,  sex,  color,  and  occupation 
of  the  diseased  person,  and  the  date  of  onset 
of  the  disease,  and  the  probable  source  of  the 
infection,  provided  that  the  name  and  address 
of  the  diseased  person  need  not  be  stated  ex- 
cept as  hereinafter  specifically  required.  The 
report  shall  be  enclosed  in  a  sealed  envelope 
and  sent  to  the  local  health  officer,  who  shall 
report  weekly*  on  the  prescribed  form  to  the 
State  Board  of  Health,  all  cases  reported  to 
him. 

*  Substitute  period   required    for   other   communicable  diseases. 


Rule  2.    Patients  to  be  Given  Information. 

It  shall  be  the  duty  of  every  physician  and 
of  every  other  person  who  examines,  or  treats 
a  person  having  syphilis,  gonorrhea,  or  chan- 
croid, to  instruct  him  in  measures  for  prevent- 
ing the  spread  of  such  disease,  and  of  the 
necessity  for  treatment  until  cured,  and  to  hand 
him  a  copy  of  the  circular  of  information  ob- 
tainable for  this  purpose  from  the  State  Board 
of  Health. 

Rule  3.    Investigation  of  Cases. 

All  city,  county,  and  other  local  health  of- 
ficers shall  use  every  available  means  to  ascer- 
tain the  existence  of,  and  to  investigate,  all 
cases  of  syphilis,  gonorrhea  and  chancroid 
within  their  several  territorial  jurisdictions, 
and  to  ascertain  the  sources  of  such  infections. 
Local  health  officers  are  hereby  empowered  and 
directed  to  make  such  examinations  of  persons 
reasonably  suspected  of  having  syphilis,  gon- 
orrhea or  chancroid,  as  may  be  necessary  for 
carrying  out  these  regulations.  Owing  to  the 
prevalence  of  such  diseases  among  prostitutes 
and  persons  associated  with  them,  all  such  per- 
sons are  to  be  considered  within  the  above 
class. 

Rule  4.  Protection  of  Others  from  Infection 
by  V enereally  Diseased  Persons. 
Upon  receipt  of  a  report  of  a  case  of  venereal 
disease,  it  shall  be  the  duty  of  the  local  health 
officer  to  institute  measures  for  the  protection 
of  other  persons  from  infection  by  such  vene- 
really  diseased  person. 

(a)  Local  health  officers  are  authorized  and 
directed  to  quarantine  persons  who  have,  or 
are  reasonably  suspected  of  having,  syphilis, 
gonorrhea,  or  chancroid,  whenever  in  the  opin- 
ion of  said  local  health  officer,  or  the  Stato 
Board  of  Health,  or  its  secretary,  quarantine  is 
necessary  for  the  protection  of  the  public 
health.  In  establishing  quarantine  the  health 
officer  shall  designate,  and  define  the  limits  of, 
the  area  in  which  the  person  known  to  have, 
or  reasonably  suspected  of  having,  syphilis, 
gonorrhea,  or  chancroid,  and  his  immediate  at- 
tendant, are  to  be  quarantined,  and  no  persons, 
other  than  the  attending  physicians,  shall  ent^r 
or  leave  the  area  of  quarantine  without  the 
permission  of  the  local  health  officer. 

No  one  but  the  local  health  officer  shall  ter- 
minate said  quarantine,  and  this  shall  not  be 
done  until  the  diseased  person  has  become  non- 
infectious, as  determined  by  the  local  health 
officer  or  his  authorized  deputy  through  the 
clinical  examination  and  all  necessary  labora- 
tory tests,  or  until  permission  has  been  given 
him  so  to  do  by  the  State  Board  of  Health  or 
its  secretary. 

(b)  The  local  health  officer  shall  inform  all 
persons  who  are  about  to  be  released  from 
quarantine  for  venereal  disease,  in  case  they 
are  not  cured,  what  further  treatment  should 
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be  taken  to  complete  their  cure.  Any  person 
not  cured,  before  release  from  quarantine,  shall 
be  required  to  sign  the  following  statement 
after  the  blank  spaces  have  been  filled  to  tho 
satisfaction  of  the  health  officer: 

I,  .  .  .  ,  residing  at  .  .  .  ;  hereby  acknowl- 
edge the  fact  that  I  am  at  this  time  infected 
with  .  .  .  ;  and  agree  to  place  myself  under 
the  medical  care  of  .  .  .  (name  of  physician  or 
clinic),  .  .  .  (address)  within  .  .  .  hours,  and 
that  I  will  remain  under  treatment  of  said 
physician  or  clinic  until  released  by  the  health 
officer  of  ...  or  until  my  case  is  transferred 
with  the  approval  of  said  health  officer  to  an- 
other regularly  licensed  physician  or  an  ap- 
proved clinic. 

I  hereby  agree  to  report  to  the  health  officer 
within  four  days  after  beginning  treatment  as 
above  agreed,  and  will  bring  with  me  a  state- 
ment from  the  above  physician  or  clinic  of  the 
medical  treatment  applied  in  my  case,  and 
thereafter  will  report  as  often  as  may  be  de- 
manded of  me  by  the  health  officer. 

I  agree,  further,  that  I  will  take  all  precau- 
tions recommended  by  the  health  officer  to  pre- 
vent the  spread  of  the  above  disease  to  other 
persons,  and  that  I  will  not  perform  any  act 
which  would  expose  other  persons  to  the  above 
disease. 

I  agree,  until  finally  released  by  the  health 
officer,  to  notify  him  of  any  change  of  address 
and  to  obtain  his  consent  before  moving  my 
abode  outside  his  jurisdiction. 

(Signature.) 

(Date.) 

All  persons  signing  the  above  agreement 
shall  observe  its  provisions,  and  any  failure 
to  do  so  shall  be  a  violation  of  these  regula- 
tions. All  such  agreements  shall  be  filed  with 
the  health  officer  and  kept  inaccessible  to  the 
public  as  provided  in  Rule  10. 

Rule  5.  Conditions  under  Which  the  Name  of 
a  Patient  is  Required  to  be  Reported, 
(a)  When  a  person  applies  to  a  physician  or 
other  person  for  the  diagnosis  or  treatment  of 
syphilis,  gonorrhea,  or  chancroid,  it  shall  be 
the  duty  of  the  physician  or  person  so  consult- 
ed to  inquire  of,  and  ascertain  from,  the  per- 
son seeking  such  diagnosis  or  treatment,  wheth- 
er such  person  has  theretofore  consulted  with, 
or  has  been  treated  by,  any  other  physician  or 
person,  and  if  so,  to  ascertain  the  name  and 
address  of  the  physician  or  person  last  consult- 
ed. It  shall  be  the  duty  of  the  applicant  for 
diagnosis  or  treatment  to  furnish  this  informa- 
tion, and  a  refusal  to  do  so,  or  a  falsification 
of  the  name  and  address  of  such  physician  or 
person  consulted  by  such  applicant  shall  be 
deemed  a  violation  of  these  regulations.  Tt 
shall  be  the  duty  of  the  physician  or  other  per- 
son whom  the  applicant  consults  to  notify  tho 
physician  or  other  person  last  consulted  of  the 


change  of  advisers.  Should  the  physician  or 
person  previously  consulted  fail  to  receive  such 
notice  within  ten  days  after  the  last  date  upon 
which  the  patient  was  instructed  by  him  to 
appear,  it  shall  be  the  duty  of  such  physician 
or  person  to  report  to  the  local  health  officer 
the  name  and  address  of  such  venereally  dis- 
eased person. 

(6)  If  an  attending  physician  or  other  per- 
son knows,  or  has  good  reason  to  suspect  that 
a  person  having  syphilis,  gonorrhea,  or  chan- 
croid is  so  conducting  himself  or  herself  as  to 
expose  other  persons  to  infection,  or  is  about 
so  to  conduct  himself  or  herself,  he  shall  notify 
the  local  health  officer  of  the  name  and  address 
of  the  diseased  person  and  the  essential  facts 
in  the  case. 

Ride  6.  Druggists  Forbidden  to  Prescribe  for 
Venereal  Diseases. 
No  druggist  or  other  person  not  a  physician 
licensed  under  the  laws  of  the  State  shall  pre- 
scribe or  recommend  to  any  person  any  drugs, 
medicines,  or  other  substances  to  be  used  for 
the  cure  or  alleviation  of  gonorrhea,  syphilis, 
or  chancroid,  or  shall  compound  any  drugs  or 
medicines  for  said  purpose  from  any  written 
formula  or  order  not  written  for  the  person 
for  whom  the  drugs  or  medicines  are  com- 
pounded and  not  signed  by  a  physician  licensed 
under  the  laws  of  the  State. 

Rule  7.  Spread  of  Venereal  Disease  Unlawful. 

It  shall  be  a  violation  of  these  regulations  for 
any  infected  person  knowingly  to  expose  an- 
other person  to  infection  with  any  of  the  said 
venereal  diseases,  or  for  any  person  to  perform 
an  act  which  exposes  another  person  to  infec- 
tion with  venereal  disease. 

Rule  8.    Prostitution  to  be  Repressed. 

Prostitution  is  hereby  declared  to  be  a  pro- 
lific source  of  syphilis,  gonorrhea,  and  chan- 
croid, and  the  repression  of  prostitution  is  de- 
clared to  be  a  public  health  measure.  All  local 
and  state  health  officers  are,  therefore,  directed 
to  cooperate  with  the  proper  officials  whose 
duty  it  is  to  enforce  laws  directed  against  pros- 
titution, and  otherwise  to  use  every  proper 
means  for  the  repression  of  prostitution. 

Ride  9.  Giving  Certificates  of  Freedom  from. 
Venereal  Diseases  Prohibited. 
Physicians,  health  officers,  and  all  other  per- 
sons are  prohibited  from  issuing  certificates  of 
freedom  from  venereal  disease,  provided  this 
rule  shall  not  prevent  the  issuance  of  necessary 
statements  of  freedom  from  infectious  diseases 
written  in  such  form,  or  given  under  such  safe- 
guards, that  their  use  in  solicitation  for  sexual 
intercourse  would  be  impossible. 

Rule  10.    Records  to  be  Secret. 

All  information  and  reports  concerning  per- 
sons infected  with  venereal  diseases  shall  be 
inaccessible  to  the  public  except  in  so  far  as 
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publicity  may  attend  the  performance  of  the 
duties  imposed  by  these  regulations  and  by  the 
laws  of  the  State. 

Note  1.  A  rule  providing  penalties  for  viola- 
tion of  these  regulations  should  be  added  if 
penalties  are  not  specified  by  statute.  It  is 
thought  preferable  that  the  statute  should  pre- 
scribe a  penalty  for  violation  of  regulations  of 
the  State  Board  of  Health.  In  any  case  the 
state  law  should  be  examined  to  make  sure 
that  it  either  prescribes  penalties  or  gives  the 
State  Board  of  Health  power  to  do  so.  The 
statutes  should  also  give  the  State  Board  of 
Health  the  powers  suggested  by  the  following 
wording:  "The  State  Board  of  Health  shall 
have  power  to  make  such  regulations  concern- 
ing venereal  diseases,  including  the  reporting 
thereof  and  quarantine  of  infected  persons,  as 
it  may  from  time  to  time  deem  advisable." 

Note  2.  It  is  recommended  that  provision 
for  intensive  treatment  in  suitable  hospitals 
while  patients  are  under  quarantine  shall  be 
made  by  the  municipalities,  counties,  or  the 
State,  at  public  expense,  and  that  adequate 
hospitals  and  clinic  facilities  of  high  standards 
shall  be  made  available  to  voluntary  and  com- 
pulsory patients. 

Note  3.  For  the  enforcement  of  these  regu- 
lations it  is  recommended  that  States  establish 
Bureaus  or  Divisions  of  Venereal  Diseases  un- 
der their  State  Boards  of  Health  and  appro- 
priate the  necessary  funds. 

Note  4.  The  issuance  of  arsphenamine  or 
equivalents  to  health  officers,  institutions,  and 
physicians  at  state  expense,  under  suitable  re- 
strictions, is  a  valuable  measure  for  preventing 
syphilis. 

Note  5.  Provision  should  be  made  for  the 
examination  of  prisoners  for  venereal  diseases 
and  their  treatment.  If  they  are  still  infec- 
tious when  their  prison  terms  have  expired, 
they  should  be  quarantined  and  treated  until 
they  can  be  released  with  safety  to  public  health. 

Note  6.  Laboratory  tests  for  syphilis  and 
gonorrhea  should  be  made  for  physicians  bv 
the  laboratories  of  the  State  Board  of  Health 
and  the  health  departments  of  large  cities. 

Note  7.  Due  provision  should  be  made  for 
follow-up  work  and  social  service  in  connection 
with  the  prevention  of  venereal  diseases. 

Note  8.  Institutions  are  needed  for  the  seg- 
regation of  persons  who  are,  or  are  almost  cer- 
tain to  become,  venereal  disease  carriers  and 
who  cannot  be  adequately  controlled  in  any 
other  way. 


SOCIETY  NOTICE. 
Massachusetts    Society    of    Examining  Physi- 
cians.— Meeting  April  2fi.  1918,  Copley  Plaza  Hotel. 

1.  Dr.  Charles  II.  Lawrence  of  the  Robert,  Brig- 
ham  Hospital.  "Methods  of  Heart  Examination  and 
Their  Values." 

2.  Dudley  Holman.  of  the  United  States  Mutual 
Life  Insurance  Co.,  "Conservation  of  Man  Power  by 
Accident  Prevention." 

Dinner  at  f5.30  p.m.    Meeting  at  8  p.m. 

James  H.  Stevens,  M.D.,  Secretary. 


MUNICIPAL  CIVIL  SERVICE  COMMISSION, 
NEW  YORK. 

The  Municipal  Civil  Service  Commission  has  an- 
nounced three  important  medical  examinations  for 
which  applications  will  be  received  at  room  1400, 
Municipal  Building,  Manhattan.  Applicants  must  be 
citizens  of  the  United  States  and  residents  of  the 
State  of  New  York. 

Assistant  Medical  Examiner. — The  duties  of  this 
position  include  making  investigations  of  violent  and 
suspicious  deaths  and  to  perform  autopsies  in  con- 
nection with  such  investigations.  Candidates  must 
be  licensed  to  practice  medicine  in  the  State  of  New 
York ;  must  also  produce  evidence  of  having  per- 
formed, in  an  official  capacity,  two  years'  work  in 
a  pathological  laboratory  of  a  recognized  school,  hos- 
pital, asylum  or  public  morgue;  and  of  having  per- 
formed autopsies.  The  examination  will  consist  of 
the  following  subjects :  Experience,  4 ;  written  paper. 
3,  practical  test,  3.  There  are  two  vacancies  in  the 
office  of  the  Chief  Medical  Examiner  of  the  City  of 
New  York.  Applicants  must  be  at  least  25  years  of 
age.  The  position  pays  a  salary  of  $3000  per  year. 
Applications  received  until  May  1,  1918,  at  4  p.m. 

Deputy  Medical  Superintendent,  Grades  3  and  k- — 
The  duties  are  to  perform  such  details  of  supervisory 
work  in  the  management  and  control  of  a  large  hos- 
pital or  a  group  of  hospitals  as  may  be  assigned  by 
the  Medical  Superintendent,  or  to  act  as  Superinten- 
dent of  a  small  hospital.  Requirements:  Candidates 
must  be  licensed  to  practice  medicine  in  the  State 
of  New  York;  they  must  be  graduates  of  a  medical 
college  offering  a  course  of  study  approved  by  the 
New  York  State  Department  of  Education  and  have 
completed  an  interneship  in  a  hospital  of  recognized 
standing,  or  other  equivalent  hospital  experience.  The 
examination  will  consist  of  the  following  subjects: 
Experience,  4;  technical,  4;  oral,  2.  There  are  two 
vacancies  in  the  Department  of  Charities,  at  a  sal- 
ary of  $2520  per  annum,  with  maintenance,  at  Sea 
View  Hospital  (exclusively  for  tuberculosis)  and  at 
Cumberland  Street  Hospital.  The  salary  of  Grade  3 
is  from  $1800  to,  but  not  including.  $2400 :  and  Grade 
4  from  $2400  to,  but  not  including.  $3000.  Applica- 
tions received  at  room  1400  until  April  29  at  4  p.m. 

Pathologist. — The  duties  are  to  exercise  independent 
judgment  in  and  to  be  responsible  for  pathological 
examinations  and  to  perform  research  work  under 
supervision.  Requirements:  Candidates  must  be  at 
least  21  years  of  age  and  possess  a  medical  degree 
granted  on  the  completion  of  a  standard  course  of 
instruction  in  a  medical  school  of  recognized  standing. 


CENSORS'  EXAMINATIONS. 

The  Censors  of  the  Suffolk  District  Medical  Society 
will  meet  to  examine  candidates  for  admission  to  The 
Massachusetts  Medical  Society,  at  8  The  Fenway,  on 
Thursday,  May  2,.  1918,  at  4  p.m. 

Candidates,  who  must  be  residents  of  the  Suffolk 
District  or  non-residents  of  Massachusetts,  should 
make  personal  application  to  the  Secretary  and  pre- 
sent their  medical  diplomas,  at  least  one  week  before 
the  examination. 

For  further  particulars,  apply  from  2  to  5  p.m.  to 
99  Commonwealth  Avenue.  Gilbert  Smith,  Secretary. 

The  Censors  of  the  Worcester  District  Medical 
Society  will  meet  for  examination  of  candi- 
dates for  fellowship,  Thursday,  May  2.  1918,  at  4  p.m., 
in  the  Reference  Department,  Worcester  Public  Li- 
brary. Candidates  should  make  application  to  the 
undersigned  a  week  before  that  date. 

Ernest  L.  Hunt,  Secretary. 

The  Censors  of  the  Essex  South  District  will  meet 
at  the  new  Salem  Hospital  Thursday.  May  2.  3.30 
p.m.,  for  the  examination  of  candidates  for  admis- 
sion to  the  Society.  All  members  throughout  the 
District  are  requested  to  bring  this  notice  to  the 
attention  of  non-members,  who  can  obtain  further  in- 
formation from  the  secretary. 

H.  P.  Bennett.  M.D..  Secretary. 
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RANDOM  REMARKS  ON  TUBERCULOSIS.* 
By  John  B.  Hawes,  2nd,  M.D.,  Boston, 

Assistant   in   Medicine,    Harvard   Medical  School; 
Assistant  Visiting  Physician,  Massachusetts 
General  Hospital;  Secretary,  Massachu- 
setts   Trustees    of    Hospitals  for 
Consumptives. 

In  fighting  any  such  insidious  and  chronic 
disease  as  tuberculosis,  it  is  important,  once  in 
a  while,  to  take  account  of  stock,  in  order  to 
find  out  exactly  where  we  stand  as  to  the  prog- 
ress we  are  making,  if  any.  It  is  for  this  pur- 
pose that  the  Framingham  experiment  is  being 
carried  on.  The  National  Tuberculosis  As- 
sociation is  trying  to  demonstrate  at 
Framingham,  by  the  use  of  every  known  modern 
health  measure,  exactly  how  much  such  meas- 
ures will  accomplish.  This  experiment  is  being 
watched  with  the  greatest  of  interest  by  all  of 
us  engaged  in  tuberculosis  and  health  work. 

For  the  past  fifteen  years,  I  have  been  in- 
timately associated  with  the  tuberculosis  cam- 
paign, both  as  a  private  physician  and  as  a 
public  health  officer.  In  my  private  practice  I 
am  meeting  with  countless  tragedies,  so  that  I 
often  feel  discouraged  over  the  outlook,  but 

*  Read  at  3  meetin§'  °f  the  Brockton  Medical  Society,  March  14, 
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when  I  see  the  progress  that  Massachusetts  has 
made  during  the  past  few  years,  I  feel  that 
after  all  we  are  really  making  progress. 

In  1907,  for  instance,  the  death  rate  for 
tuberculosis  per  100,000  was  over  150;  in  1917 
it  was  119.  Ten  years  ago,  there  was  one  state 
sanatorium,  with  350  beds,  and  practically  no 
other  beds  available  except  in  a  few  private  in- 
stitutions. In  1917  there  were  over  3,000  beds, 
with  at  least  a  thousand  more  to  be  available  in 
the  near  future.  In  1907,  with  the  exception 
of  a  few  large  out-patient  departments,  where 
only  very  mediocre  work  was  done,  there  were 
practically  no  public  health  or  tuberculosis  dis- 
pensaries. At  the  present  time  there  is  a  tuber- 
culosis dispensary  in  every  city  or  town  of  over 
10,000  inhabitants  in  this  State.  So  it  is  evi- 
dent that  we  are  making  progress. 

The  Effect  of.  Public  Health  Measures  on  the 
Private  Physician  and  his  Practice. — I  have  been 
interested  in  trying  to  find  out  the  effect  of  all 
this  state  activity  in  tuberculosis  on  the  private 
physician  and  his  work.  How  much  does  it  af- 
fect us  as  general  practitioners?  Does  the  good 
that  it  does  outweigh  any  possible  harm  or  in- 
jury to  our  practice? 

I  asked  these  questions  of  a  large  number  of. 
general  practitioners  in  Massachusetts.  One 
hundred  and  seventy-one  replied  that  this  had 
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no  effect;  seventy-eight  replied  that  it  helped 
them  in  their  work;  while  in  no  case  did  any 
physician  say  that  it  did  any  harm.  I  also  in- 
quired as  to  the  effect  of  the  tuberculosis  dispen- 
sary on  the  practice  of  the  private  physician. 
To  this  question,  one  hundred  and  forty-three 
stated  that  the  dispensary  had  no  effect ;  seventy- 
one  that  it  helped  them  in  their  practice ;  five 
that  it  did  them  harm.  I  cannot  see  how  such 
a  dispensary  can  do  harm,  and  I  can 
easily  see  how  it  can  do  much  good  if  properly 
utilized.  I  note  with  interest  that  in  one  case 
it  is  called  a  "public  health  dispensary"  rather 
than  a  "tuberculosis  dispensary."  I  feel  that 
the  leaving  out  of  the  rather  ugly  name 
"tuberculosis"  is  a  distinct  advantage. 

After  all,  whether  a  dispensary  does  or  does 
not  do  good  depends  almost  entirely  up- 
on the  qualifications  of  the  nurse  in 
charge.  If  the  nurse  in  charge  of  the  dispensary — 
and  none  such  is  worthy  of  the  name  without  a 
nurse — is  well  trained  and  tactful  and  enthusi- 
astic, a  tuberculosis  dispensary  will  be  of  distinct 
value  to  every  physician  in  his  private  practice, 
not  only  for  the  patients  whom  he  sends  direct  to 
the  dispensary,  but  also  in  helping  out  in  the 
supervision  of  patients  who  continue  to  consult 
him  privately.  Particularly  in  the  smaller 
cities,  the  tuberculosis  dispensary  fills  an  im- 
portant position,  and  should  receive  the  support 
and  encouragement  of  the  entire  medical  pro- 
fession of  the  community. 

The  Policy  of  Massachusetts  in  Regard  to 
Tuberculosis. — It  has  been  said  at  the  State 
House  by  certain  persons  not  acquainted  with 
facts,  that  Massachusetts  has  no  definite  policy 
according  to  which  it  does  its  anti-tuberculosis 
work.  Nothing  could  be  further  from  the  truth. 
Massachusetts  has  a  very  definite  policy  to  which 
it  has  adhered  faithfully  during  the  past  ten  or 
fifteen  years.  When  our  county  tuberculosis 
hospitals  are  completed,  this  State  expects  to 
have  in  operation  a  system  for  handling  tuber- 
culosis which  will  compare  favorably  with  that 
of  any  other  State  in  this  country. 

According  to  this  plan,  which  I  hope 
soon  to  see  realized,  physicians  in  their 
private  practice  or  in  the  tuberculosis  dispen- 
saries, will  be  depended  upon  to  discover  the 
cases  of  tuberculosis  and  to  make  the  diagnosis 
•  as  early  as  possible.  Incipient  and  favorable 
cases  will  be  referred  to  our  state  sanatoria.  Not 
only  Rutland,  which  has  long  been  reserved  for 


this  class  of  patients,  but  also  North  Reading, 
Lakeville,  and  Westfield  will  be  reserved 
primarily  for  patients  in  the  favorable  stages 
of  the  disease.  In  the  large  cities,  local 
tuberculosis  hospitals  will  continue  to 
occupy  the  position  that  they  do 
now,  for  patients  with  far  advanced  and 
progressive  disease,  who  should  be  near  their  fam- 
ily, home,  and  friends,  for  emergency  cases  and 
for  those  awaiting  admission  to  our  state  san- 
atoria or  elsewhere.  I  hope  and  believe  that  the 
waiting  list  for  our  state  sanatoria,  now  dis- 
tressingly long,  will  be  so  short  that  every 
physician  making  application  for  a  patient  will 
be  able  to  obtain  admission  for  him  within  a 
reasonable  period. 

The  county  tuberculosis  hospitals  will  fill  the 
gap  that  now  exists  between  the  sanatorium 
and  the  local  tuberculosis  hospital.  Emergency 
cases,  and  all  patients  from  the  scattered  agri- 
cultural communities  and  from  the  smaller 
towns  and  villages  will  be  cared  for  in  these 
county  institutions.  Early  and  favorable  cases 
needing  treatment  at  once  can  here  be  looked 
after  while  awaiting  admission  to  a  state  sana- 
torium. Patients  concerning  whose  eligibility 
for  Rutland  or  elsewhere  there  is  some  doubt  can 
here  be  placed  on  trial  and  kept  under  observa- 
tion until  they  can  demonstrate,  by  the  improve- 
ment they  make,  their  right  to  enter  a  state 
sanatorium.  I  hope  that  at  each  one  of  these 
county  institutions,  as  now  exists  at  our  four 
sanatoria,  out-patient  departments  and  dis- 
pensaries will  be  established,  where  doctors  can 
send  their  patients  from  miles  around  for  ob- 
servation and  advice,  and  where  ex-patients  can 
return  for  supervision  as  often  as  necessary.  I 
likewise  hope  that  some  provision  for  children 
will  be  made  at  these  county  hospitals,  so  that 
there  will  not  be  the  long  delay  that 
now  exists  before  a  child  can  be  admitted 
to  "Westfield  to  get  the  treatment  and  schooling 
of  which  he  is  so  urgently  in  need.  Every 
physician  should  realize  that  these  new  county 
hospitals  are  not  to  be  isolated  institutions,  but 
that  they  are  part  of  a  definite  and  carefully 
thought  out  plan  according  to  which  Massachu- 
setts expects  to  handle  its  tuberculosis  problem 
efficiently  and  well. 

There  are  many  physicians  who  criticize  our 
present  plan  of  action,  or  who  say  we  have  no 
definite  plan.  There  are  likewise  many  who 
criticize  our  existing  institutions,  and  who 
doubtless  will  criticize  the  county  hospitals  now 
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in  the  process  of  construction.  In  asking  nearly 
250  physicians  whether  or  not  they  used  the 
state  sanatoria,  and  if  not,  why  not,  I  received 
a  variety  of  replies.  Of  those  who  answered  this 
question  definitely,  71  stated  that  they  used  the 
sanatoria  for  all  of  their  patients  that  could  be 
admitted ;  17  used  them  occasionally ;  20  used 
them  very  little,  and  8  said  they  never  sent 
their  patients  to  a  state  sanatorium.  Some  gave 
as  their  reason  for  not  advising  sanatorium 
treatment  that  the  waiting  list  was  so  long  that 
both  patient  and  physician  get  discouraged.  To 
this  I  have  no  answer,  except  to  deplore  the  fact, 
and  to  hope  that  the  county  hospitals  will  less- 
en the  strain  and  relieve  the  situation. 

Not  a  few  doctors  stated  that  the  food  was 
bad.  To  this  I  would  at  once  reply  that  I  would 
urge  any  doctor  who  feels  this  way  to  go  to  the 
nearest  state  sanatorium  and  sample  the  food 
for  himself,  or  to  find  out  more  details  and  more 
facts  concerning  it  before  accepting  such  a  state- 
ment from  his  patient. 

A  few  doctors  complained  that  discrimination 
was  used  in  the  admission  of  patients.  I  can 
simply  reply  to  this  that  every  patient  is  ad- 
mitted from  the  central  office  at  the  State  House ; 
that  the  Board  of  Trustees,  of  which  I  am 
secretary,  has  entire  charge  of  the  admitting  of 
patients,  and  that  during  the  ten  years  that 
this  Board  has  been  in  existence,  at  no  time 
has  discrimination  been  used.  The  medi- 
cal profession  must  bear  in  mind  that  the  only 
information  we  have  to  act  on  concerning  these 
patients  is  that  given  on  the  application  blank, 
and  that  no  matter  how  accurately  this  may  be 
filled  out  it  cannot  give  an  accurate  mental 
picture  of  the  patient  himself,  and  his  exact 
condition.  For  instance,  when  a  doctor  makes 
application  for  a  patient  in  the  advanced  stages 
of  the  disease  who  he  nevertheless  feels  is  suit- 
able for  sanatorium  treatment,  notwithstanding 
the  fact  that  he  knows,  or  should  know,  that  we 
do  not  accept  advanced  cases,  he  should  write 
a  note  to  that  effect.  If  he  would  do  this, 
describing  the  patient's  condition  and  stating 
that  although  the  signs  in  his  lungs  are  ex- 
tensive and  he  must  therefore  be  classified  as  ad- 
vanced, his  condition  on  the  whole  is  very  good 
and  that  he  is  up  and  around  every  day  and 
not  a  bed  case,  etc.,  an  exception  would  be 
made  in  his  case.  Such  information  as  this  is 
seldom  given ;  were  this  done  more  frequently, 
it  would  save  much  trouble  and  do  away  with 


considerable  undeserved  criticism  of  our  method 
of  admitting  patients  to  our  sanatoria. 

There  are  a  few  instances — and  1  am  glad  to 
note  a  very  few — where  doctors  have  persistently 
made  application  for  patients,  classifying 
them  as  incipient,  although  the  patient  was  in 
the  advanced  stages.  This,  if  it  happens  once 
or  twice,  can  be  condoned.  If,  however,  it  hap- 
pens as  a  rule,  it  is  necessary  either  to  refuse 
to  accept  the  applications  from  such  a  physician, 
or  to  have  his  report  confirmed  from  another 
source.  I  should  like  to  have  it  definitely  un- 
derstood, however,  that  there  is  no  discrimina- 
tion used  at  this  office;  that  the  patient  or  the 
doctor  who  knows  no  one  at  the  State  House  re- 
ceives exactly  as  fair  and  just  treatment  as  the 
patient  who  knows  innumerable  Senators  and 
Representatives;  that  the  patient's  name  is 
placed  upon  the  waiting  list  in  the  order  of  the 
filing  of  the  application ;  that  I  am  acting  under 
definite  instructions  not  to  admit  far  advanced 
and  progressive  cases  to  our  sanatoria,  and  that 
no  one  regrets  the  length  of  our  waiting  list  and 
the  consequent  delay  in  admission  more  than  I. 

The  Diagnosis  of  Pulmonary  Tuberculosis. — 
There  is  very  little  new  to  be  said  on  this  sub- 
ject. While  there  is  no  doubt  that  the  medical 
profession  in  Massachusetts  ranks  high  in  its 
ability  to  diagnose  tuberculosis  in  its  early 
stages,  there  is  still  room  for  vast  improvement. 
I  am  meeting  with  two  types  of  mistakes :  First, 
there  is  the  group  of  patients  in  whose  lungs 
the  signs  are  vague  and  indistinct  and  who  are 
therefore  assured  by  their  physicians  that  they 
have  no  pulmonary  disease,  despite  the  fact  that 
the  constitutional  signs  and  symptoms,  such  as 
loss  of  weight  and  strength,  fever,  rapid  pulse, 
etc.,  demonstrate  only  too  clearly  that  the  patient 
is  sick,  and,  in  all  probability,  sick  with  tubercu- 
losis. Next,  there  is  a  large  group  of  patients 
with  acute  and  sub-acute  pulmonary  infections, 
usually  at  the  base  of  the  lung,  of  pneumococcus 
or  streptococcus  origin,  that  have  been  so  preva- 
lent during  the  past  year,  whom  physicians, 
generally  the  younger  and  more  enthusiastic 
ones,  who  are  on  the  hunt  for  tuberculosis,  are 
diagnosing  as  consumptives.  I  would  urge, 
therefore,  as  I  have  many  times  before,  that 
every  physician  remember  that  thoroughness  and 
common  sense  on  his  part  are  the  chief  factors 
in  the  correct  diagnosis  of  tuberculosis; 
that  facts  obtained  from  the  history  of 
the    patient    and    constitutional    signs  and 
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symptoms  are  of  more  importance  than  local 
signs  in  the  lungs,  and,  finally,  that  in  many 
cases  the  diagnosis  cannot  be  made  at  once,  but 
that  only  after  careful  study  can  we  arrive  at 
the  truth,  and  finally  that  it  is  unnecessary,  un- 
wise, and  unjust  to  tell  the  patient  that  he  is 
a  consumptive  until  we  know  that  we  are  tell- 
ing him  the  truth. 

Home  versus  Sanatorium  Treatment  of  Tu- 
berculosis.— Prior  to  the  construction  of  our 
newer  sanatoria  at  North  Reading,  Lakeville, 
and  Westfield,  and  the  various  local  tuberculo- 
sis hospitals,  home  treatment  was  practically  the 
only  kind  of  treatment  of  consumption  that  was 
available  for  the  vast  majority  of  patients  in 
this  state.  There  was  nearly  ten  thousand  con- 
sumptives in  need  of  active  institutional  treat- 
ment, and  only  four  or  five  hundred  beds. 

Dr.  Joseph  H.  Pratt,  of  Boston,  has  shown  us 
what  home  treatment  really  is,  and  what  it  can 
accomplish.  I  have  spoken  on  this  subject  in 
practically  all  the  cities  and  many  of  the  towns 
of  this  state  during  this  period  ten  or 
fifteen  years  ago  when  so  few  beds  were 
available,  urging  home  treatment,  accord- 
ing to  the  methods  outlined  by  Dr.  Pratt,  and 
describing  how  it  could  be  done.  This  did  not 
mean  then,  nor  does  it  mean  now,  that  I  would 
use  home  treatment  as  a  substitute  for  sanator- 
ium treatment  except  in  the  rarest  of  instances. 

In  numerous  articles,  Dr.  Pratt  has  tried  to 
prove  that  home  treatment  is  more  efficient  and 
more  economical  than  sanatorium  treatment.  He 
has  based  his  conclusions  on  two  or  three  hun- 
dred cases  that  have  been  in  his  class  under  his 
own  personal  supervision.  I  do  not  feel  that  he 
has  made  it  sufficiently  clear  that,  although  his 
patients  are  not  selected  according  to  the  stage 
of  the  disease,  they  are  selected  in  a  far  more 
important  sense  of  the  word,  in  that  no  one  Is 
admitted  to  his  class  who  is  not  willing  and  able 
to  carry  out  treatment  according  to  his  direc- 
tions and  to  attend  to  every  minute  detail  for  as 
long  as  Dr.  Pratt  deems  it  necessary.  This 
means  a  grade  of  intelligence  and  faithfulness  on 
the  part  of  the  patient  which  we  cannot  demand 
in  our  state  work,  where  we  deal  with  patients 
by  the  thousands  and  not  in  small  groups,  and 
where  over  50%  are  of  foreign  parentage  and 
of  a  very  low  grade  of  mentality.  Could  the 
work  of  Dr.  Pratt,  including  his  own  boundless 
enthusiasm  and  energy,  and  his  willingness  to 
give  all  the  necessary  time  to  this  work,  be  end- 


lessly multiplied,  along  with  a  wealthy  church 
to  provide  certain  necessary  funds,  I  have  no 
doubt  that  home  treatment  might  play  a  vastly 
more  important  part  in  our  anti-tuberculosis 
campaign  than  it  does  at  present  in  Massachu- 
setts. This  is  manifestly  impossible,  however. 
Of  250  doctors  answering  the  question  as  to 
whether  they  preferred  home  treatment  as  a 
substitute  for  sanatorium  treatment,  179  said 
emphatically  "No;"  26,  "Yes;"  while  over  50 
qualified  their  remarks  by  stating  that  they  pre- 
ferred home  treatment  in  certain  cases  where 
there  was  sufficient  intelligence,  and  where  the 
financial  situation  made  it  possible. 

At  a  recent  meeting  of  the  City  of  London 
Medical  Society,  this  subject  of  home  versus 
sanatorium  treatment  was  considered  by  emin- 
ent authorities.  The  consensus  of  opinion 
was  very  definite  that  sanatorium  treat- 
ment, followed  by  efficient  after-care,  was 
by  all  means  the  best  and  most  efficient  weapon 
we  have  in  handling  our  consumptive  patients 
in  particular  and  the  tuberculosis  campaign  in 
general. 

Personally,  I  am  firmly  convinced  that  prac- 
tically every  tuberculous  patient  at  some  time  or 
other  should  have  the  training  that  sanatorium 
treatment  alone  can  give,  and  that  home  treat- 
ment should  be  carried  on  only  after  the  pa- 
tient has  had  such  training. 

The  Present  Stahis  of  Tuberculin  and  Arti- 
ficial Pneumothorax  in  Treatment. — I  use  tu- 
berculin in  the  treatment  of  pulmonary  tuber- 
culosis little  if  any.  I  firmly  believe  that  it  has 
its  place,  and  that  Dr.  Trudeau  during  his  life- 
time demonstrated  that  patients  with  pulmonary 
disease  who  had  been  through  a  course  of  tuber- 
culin treatment  had  fewer  relapses  than  those 
who  had  not  had  such  treatment.  Tuberculin, 
however,  is  a  very  potent  agent  for  harm  as 
well  as  for  good,  and  I  do  not  believe  that  it 
should  be  given  unless  the  patient  is  under  ab- 
solute supervision  in  a  hospital,  sanatorium,  or 
its  equivalent.  The  majority  of  my  patients 
who  can  afford  to  do  so,  I  send  to  Saranac  Lake, 
and  I  leave  the  question  of  tuberculin  entirely 
to  the  physician  in  charge.  I  do  not  believe  that 
the  average  general  practitioner  should  use  tu- 
berculin either  in  diagnosis  or  treatment  of  pul- 
monary tuberculosis.  The  question  of  tubercu- 
lin in  non-pulmonary  disease  is  an  entirely  differ- 
ent one.  but  too  large  a  subject  to  be  discussed 
here.    Briefly,  my  position  as  regards  its  use 
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in  non-pulmonary  tuberculosis  is  to  be  sure  that 
it  does  no  harm.  In  many  cases  I  know  that  it 
does  good. 

Concerning  artificial  pneumothorax  in  pul- 
monary cases,  my  feeling  is  very  much  the  same 
as  it  is  in  regard  to  the  use  of  tuberculin.  I  have 
never  used  this  method,  nor  do  I  intend  to  use 
it  until  I  have  a  sanatorium  of  my  own,  where 
my  patients  can  be  under  absolute  and  constant 
supervision.  Here,  again,  when  I  send  a  patient 
to  Saranac  Lake  or  to  one  of  our  state  sanatoria, 
I  leave  the  question  of  the  use  of  artificial  pneu- 
mothorax entirely  in  the  hands  of  the  doctor  to 
whom  I  refer  the  case.  "While  I  do  agree  that 
in  certain  hemorrhage  cases  and  in  certain 
others  that  have  come  to  a  standstill  by 
other  methods  of  treatment,  collapsing  the  lung 
may  do  a  great  deal  of  good,  I  do  not  feel  at  all 
sure  that  the  good  is  permanent,  or  that  its  advan- 
tages outweigh  its  possible  dangers.  I  do  not  feel 
that  a  physician,  no  matter  how  expert,  is  justi- 
fied in  the  use  of  this  method  of  treatment  where 
his  patients  are  not  under  absolute  supervision  at 
a  sanatorium  or  hospital  all  the  time,  and  I  can- 
not help  but  feel  that  a  considerable  part  of  the 
improvement  which  has  been  attributed  to  the 
use  of  nitrogen  gas  in  collapsing  the  lung  is  due 
to  the  fact  that  the  patient  realizes  tbe  necessity 
of  absolute  rest  to  an  extent  he  has  not  realized 
before. 

Heliotherapy. — I  know  of  no  more  striking  ad- 
vance in  the  treatment  of  tuberculosis  than  in 
the  use  of  sunlight,  or  heliotherapy.  It  is  true 
that  our  New  England  climate  lends  itself  little, 
if  any,  to  this  method,  but  nevertheless  it  has 
proved  of  distinct  value  in  New  England  and 
in  other  eastern  states.  At  Buffalo  and 
Staten  Island,  N.  Y.,  Providence,  R.  I.,  and 
here  in  Boston  this  method  has  been  used  with 
success.  While  its  greatest  sphere  of  usefulness 
is  in  non-pulmonary  disease,  particularly  in  bone 
and  joint  cases,  it  may  well  be  introduced  as  an 
adjunct  to  the  hygienic  open  air  treatment  of 
pulmonary  tuberculosis.  It  is  essential  td  re- 
member, however,  that  sunlight  is  a  powerful 
agent,  and  can  do  harm  as  well  as  good.  I 
would  advise  every  physician  who  considers  us- 
ing this  method  of  treatment  to  make  a  careful 
study  of  the  work  that  has  already  been  done 
and  to  read  both  the  original  articles  of  Rollier, 
who  first  called  attention  to  it,  and  the  work  of 
others  in  this  country  on  the  subject. 


Outdoor  Sleeping   and   Outdoor  Schools. — 

While  it  is  farthest  from  my  thoughts  to  let  it 
appear  for  a  minute  that  1  am  not  a  strong  be- 
liever in  fresh  air  and  in  cold  air  in  the  treat- 
ment of  tuberculosis  in  adults  and  in  children, 
I  do  feel  that  in  certain  cases  we  are  over-em- 
phasizing the  value  of  cold  air  and  are  forgetting 
that  air  to  be  fresh  and  stimulating  need  not 
be  at  zero  temperature. 

Dr.  Henry  D.  Chadwick,  superintendent  of 
the  Westfield  State  Sanatorium,  has  under  his 
charge  over  one  hundred  and  fifty  children  of 
fourteen  years  and  under,  who  attend  an  open- 
air  school  at  his  institution.  He  has  come  to  the 
definite  conclusion  that  the  temperature  of  such 
a  school  should  not  go  below  thirty  or  thirty-five 
degrees,  He  believes  that  extreme  cold,  just  as 
extreme  heat,  saps  the  vitality  of  a  child  and 
works  for  harm  rather  than  for  good. 

While  I  firmly  believe  that  there  should  be 
more  open-air  schools  and  rooms  than  there  are 
now,  and  that  our  present  policy  of  waiting  until 
a  child  becomes  anemic,  run  down,  and  in  gener- 
ally poor  condition  before  we  give  him  the  fresh 
air  of  which  he  is  so  urgently  in  need  is  a  poor 
policy,  on  the  other  hand,  it  is  not  necessary  or 
wise  to  go  to  extremes  in  this  matter.  We  must 
use  judgment  and  common  sense  in  dealing  out 
our  fresh  air,  just  as  we  do  our  exercise  and 
rest.  I  have  seen  numerous  children  this  winter 
who,  I  believe,  have  been  harmed  rather  than 
helped  by  enthusiastic  parents  and  teachers  who 
have  insisted  that  they  remain  out-of-doors  in 
zero  weather.  The  fact  that  the  child  says  that 
he  feels  perfectly  warm  and  comfortable  is  not 
good  evidence  on  which  to  decide  such  a  matter 
as  this. 

To  a  less  degree  the  same  applies  to  adults. 
One  of  my  patients  at  Saranac  Lake  recently 
told  me  that  he  was  sleeping  out-of-doors  at  a 
temperature  of  fifty  degrees  below  zero.  Ap- 
parently it  agreed  with  him,  but  I  do  not  be- 
lieve that  it  was  with  the  entire  consent  and 
approval  of  his  physician.  Perhaps  he  was  the 
exception  who  proved  the  rule. 

Outdoor  sleeping  for  eight  months  of  the  year 
would  be  beneficial  for  every  one  of  us  and  for 
our  patients,  but  I  do  not  feel  that  it  is  always 
entirely  beneficial  for  the  remaining  four  months. 

Rest  and  Exercise. — I  am  glad  to  note  that  the 
value  of  rest  in  the  treatment  of  tuberculous 
conditions  is  being  emphasized  in  the  literature 
of  today  on  this  subject.  I  am  meeting  with 
fewer  and  fewer  patients  who  have  been  told  by 
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their  physicians  to  go  to  the  mountains,  and  to 
live  on  a  farm,  and  to  lead  a  healthy  open-air 
life  with  plenty  of  exercise. 

There  is  probably  no  factor  which  is  so  im- 
portant in  the  successful  treatment  of  a  case 
of  tuberculosis  as  rest.  One  great  difficulty  in 
this  matter,  however,  is  that  the  majority  of 
patients  and  their  friends,  and  indeed  many 
physicians,  have  little  idea  as  to  what  "abso- 
lute rest"  really  means.  I  have  seen  patients 
who  told  me  that  they  were  absolutely  at  rest, 
while  the  same  patient  was  getting  out  of  bed, 
walking  to  and  from  the  bath-room,  sitting  up- 
right in  a  chair,  and  in  other  ways  using  up 
strength  and  energy  which  he  might  have  saved. 
I  have  seen  physicians  allow  a  patient  to  cough 
ceaselessly  night  and  day,  instead  of  giving  him 
a  sedative  of  some  kind  to  check  this  cough,  or 
trying  to  concentrate  the  coughing  spells  and  the 
raising  of  sputum  into  a  few  definite  periods. 

Absolute  rest,  in  my  opinion,  means  that  the 
patient  is  not  allowed  to  feed  himself,  that  all 
unnecessary  movements  are  forbidden,  and  that 
codeia,  or  some  other  drug,  is  used  to  prevent 
coughing  and  to  promote  sleep,  and  finally  that 
visitors  are  rarely  allowed.  Physical  and  mental 
rest  are  both  essentials  in  the  treatment  of  tu- 
berculosis. 

The  Value  of  X-ray  in  Diagnosis. — I  am  glad 
to  note  that  the  physicians  in  Boston  specializ- 
ing in  the  x-ray  have  a  very  conservative  atti- 
tude in  regard  to  its  value  in  the  early  diagno- 
sis of  tuberculosis.  In  other  cities,  x-ray  evi- 
dence is  far  too  often  rated  higher  than  that  ob- 
tained from  a  careful  clinical  examination  of  the 
patient. 

I  believe  that  x-ray  evidence  is  of  great  value 
but  that  it  should  always  be  subsidiary  to  a  care- 
ful and  painstaking  examination  of  the  patient, 
his  lungs,  his  history,  and  particularly  the  con- 
stitutional signs  and  symptoms.  . 


MEDICAL  COMPETENCE  AND  HOSPITAL 
EFFICIENCY.* 

By  Fbancis  D.  Donoghue,  M.D.,  Boston, 

Medical   Adviser   of    the   Massachusetts  Industrial 
Accident  Board. 

Competent  medical  services  must  be  the  main- 
spring of  proper  compensation. 

•  Read  at  the  Fourth  Annual  Meeting  of  the  International  Asso- 
ciation of  Industrial  Accident  Boards  and  Commissions,  at  Boston, 
AugTJSt  22,  1917. 


At  the  risk  of  repeating,  perhaps,  some  things 
that  I  have  said  before,  I  will  endeavor  to  speak 
on  hospital  efficiency  and  medical  competence. 
Many  people  might  suggest  that  it  would  be  bet- 
ter to  speak  of  medical  incompetence  and  hos- 
pital inefficiency,  but  we  should  take  the  bright 
side  of  the  shield  and  as  much  efficiency  as  we 
have  on  the  side  of  the  shield  toward  us,  and 
not  look  for  gloom.  Perhaps  in  the  beginning, 
a  consideration  of  the  medical  aspects  of  work- 
men's compensation  law  from  the  standpoint  of 
a  medical  adviser  may  be  timely. 

In  the  first  place,  it  is  inconceivable  to  my 
mind  how  a  Board  administering  an  accident  or 
injury  law  can  get  along  without  medical  ad- 
vice. I  know  that  men  can  acquire  wisdom.  I 
know  that  men  have  acquired  great  wisdom,  but 
to  know  medicine  and  its  application  to  the 
things  of  industry  without  a  technical  training 
is  absolutely  impossible. 

In  the  beginning  of  the  law,  we  had  as  little 
medicine  in  our  law  as  most  states.  The  Board, 
in  case  of  a  dispute,  could  pick  its  impartial  ex- 
aminers. It  could  pass  upon  the  reasonable- 
ness of  physicians'  fees;  it  could  pass  upon 
the  adequacy  of  hospital  treatment — all  after 
the  results  were  attained.  The  time  the  Board 
should  have  control — should  have  its  finger  in 
the  pie — is  before  the  results  are  attained,  espe- 
cially the  bad  results. 

Not  having  any  provision  in  the  law,  it  is  ad- 
visable to  take  the  advice  of  a  very  distinguished 
(one  of  the  few  distinguished)  Republican  of 
the  State  of  Texas,  who  once  said,  "What  are 
we  here  for?"  We  are  here  to  get  out  of  the 
law  all  that  is  in  it  for  the  injured  workman, 
and  in  getting  out  all  that  is  in  it  for  the  work- 
man, we  get  out  all  that  is  in  it  for  the  employ- 
er of  labor  and  the  best  for  the  community. 
If  it  be  a  poor  law,  a  good  commission  ought  to 
stretch  it  to  the  cracking  point.  If  it  be  a  good 
law  with  a  poor  commission,  it  will  have  a  poor 
result  just  the  same.  The  application  of  com- 
mon sense  to  the  law  is  a  necessary  and  desir- 
able thing,  and  the  commissioners  and  laws, 
which  are  burdened  with  legal  precedents  and 
the  decisions  of  the  House  of  Lords,  will  not  ac- 
complish nearly  as  much  for  the  rehabilitation 
of  the  injured  worker  as  the  commission  which 
has  in  mind  that  merely  paying  the  man  money 
is  never  adequate  compensation,  and  that  he  is 
only  properly  compensated  when  he  is  restored 
to  his  proper  place  in  the  community. 

In  the  absence  of  any  direct  prohibition  in 
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the  law,  we  should  go  the  limit  in  cure  and  re- 
habilitation. In  Massachusetts,  in  the  absence 
of  such  a  law,  giving  the  Accident  Board  power, 
we  have  endeavored  to  build  up,  through  a  sys- 
tem of  impartial  examinations  and  by  a  study 
of  hospital  results  in  cases  which  come  before 
the  Board,  a  procedure  which  led  first  to  exami- 
nations of  cases  by  experts  in  the  particular 
thing  which  the  man  claimed  as  his  disability, 
and  secondarily  to  treatment.  It  would  mani- 
festly be  a  joke  to  refer  an  arthritic  spine  or  an 
obscure  back  injury  to  a  general  practitioner 
whose  treatment  consists  of  sympathy  and  lini- 
ments. Our  impartial  examiners  examined  on 
the  basis  of  not  only  was  the  man  still  disabled 
when  the  case  arrived,  but  had  the  case  been 
properly  treated  before  it  arrived,  had  it  been 
properly  diagnosed  before  it  arrived,  and  if 
still  disabled,  could  it  be  cured.  The  proof  of 
the  pudding  was  the  eating,  and  our  men,  our 
impartial  examiners,  began  to  make  good  on 
what  they  said  could  and  should  be  done,  and 
the  insurance  companies  gladly  stood  for  it. 

"With  the  increasing  payments  for  medical 
and  hospital  expenses  and  compensation,  the 
agents  of  some  insurance  companies  are 
prone  to  seize  upon  some  helpful  point  in 
diagnosis  or  treatment  to  "blackhand"  an  in- 
jured employee  with  a  legitimate  claim.  Be- 
cause a  man  is  suffering  from  an  ununited  frac- 
ture received  in  his  employment,  and  a  Wasser- 
mann  is  suggested,  which  may  even  be  positive, 
that  should  not  be  a  reason  for  intimidation,  or 
worse — misrepresentation  as  to  his  rights. 

The  objection  to  impartials  being  paid  by  the 
insurance  companies  for  the  treatment  of  cases, 
under  an  agreement  between  all  parties  at  a 
conference,  is  to  my  mind  overbalanced  by  the 
positive  good  that  comes  from  the  rehabilitation 
of  the  man  and  his  restoration  to  his  place  as  a 
productive  member  of  the  community. 

The  various  forms  under  which  the  Compen- 
sation Act  is  administered  make  it  necessary  for 
you  to  take  the  principles  and  apply  them  as 
best  you  can  in  the  various  places.  The  medical 
profession  as  a  whole  did  not  in  the  beginning 
grasp  the  importance  of  the  movement  which 
was  instituted.  Men  here  and  there  picked  out 
the  essence  of  the  law  and  endeavored  to  put 
it  into  effect. 

Medical  competence: — can  it  be  obtained 
through  a  free  choice  of  physicians  or  can  it  be 
obtained  under  competent  specialists'  work? 

In  accident  work  you  heard  the  results  of 


Dr.  Clark  this  afternoon.  If  we  had  enough 
Dr.  Clarks  to  go  around,  the  problem  would  be 
solved,  but  we  must  take  and  we  must  utilize 
the  instruments  and  institutions  we  have  in 
hand  because  there  is  not  enough  money  or 
enough  time  to  furnish  immediately  what  we 
actually  need.  The  older  men  do  not  make  the 
effort  to  grasp  the  salient  points  that  are  neces- 
sary in  the  treatment  and  rehabilitation  of  the 
workman  or  in  the  settlement  of  his  claim.  The 
work  of  the  middle  group — the  family  doctor, 
so  called — who  meet  their  patients  face  to  face, 
is  limited,  but  they  can  do  most  of  the  ordinary 
accident  work  if  you  consider  that  of  the  num- 
ber of  cases  with  which  we  have  to  deal,  the 
trivial  are  the  great  percentage  of  cases.  There 
should  be  some  direct  method  by  which  the  gen- 
eral man,  who  is  a  good,  honest,  conscientious 
man,  could  be  supplied  with  the  things  he  needs 
to  remedy  his  deficiency.  In  other  words, 
there  should  be  trained  consultants  available 
under  some  form  of  administration,  and 
there  should  be  institutions  for  diagnosis  and 
for  checking  up  results.  Those  are  essential 
with  that  type  of  man,  and  perhaps,  with  all 
men. 

Shall  we  duplicate  hospitals  by  having  the 
insurance  company  or  employers  of  labor  again 
taxed  for  other  institutions? 

As  has  been  pointed  out  by  Dr.  Codman, 
there  is  already  in  Massachusetts  two  hundred 
million  dollars  invested  in  plants  for  the  pur- 
pose of  cure.  In  addition  to  this  investment, 
there  is  thirty  odd  millions  a  year  appropriated 
or  given  for  the  treatment  of  the  sick.  Is  that 
two  hundred  million  properly  handled  ?  Is  that 
thirty  or  thirty-six  millions  properly  expended  ? 
Who  knows;  and  is  there  any  way  to  check  it 
up  before  we  duplicate  these  institutions,  and 
spend  another  twenty  or  thirty  million  in  try- 
ing to  arrive  at  perfection? 

Again  this  leads  to  the  interesting  question, 
should  charitable  funds  be  used  for  industrial 
workers,  who  carry  insurance  supposed  to  pay 
for  medical  treatment  and  care? 

The  small  hospital,  of  course,  has  lack  of 
equipment.  It  has  a  narrow  staff,  as  a  rule. 
They  don't  let  anybody  in  and  they  resist  any- 
hody  with  an  idea. 

We  had  a  case  in  the  Accident  Board,  in 
which  a  man  had  been  treated  in  a  hospital  and, 
in  general,  the  diagnosis  was  made  that  he  had 
an  operative  condition  in  connection  with  a 
Charcot  joint.    I  sent  an  impartial  examiner 
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to  Fall  River  to  see  the  man,  and  our  impartial 
examiner  said  that  the  man  could  be  remedied 
by  a  brace  of  a  simple  character  applied  to  the 
leg,  and  that  it  was  not  a  "Charcot."  The  im- 
partial examiner  was  called  upon  to  make  good ; 
he  made  a  brace,  and  the  man  was  relieved 
largely  of  his  symptoms  and  got  about  on  his 
feet,  but  the  day  after  the  hearing  at  which  that 
was  determined,  the  social  service  worker  of  that 
hospital  went  to  the  man  and  said  that  he  must 
come  in  for  an  operation  or  he  could  not  come 
to  the  hospital  at  all  for  any  purpose ;  and  that 
was  a  hospital  that  was  supplied  by  the  insur- 
ance company.  Here  was  a  case  in  which  com- 
petent medical  authority  decided  he  could  be 
cured,  the  Board  said  he  could  be  cured,  and 
the  hospital  said,  "You  must  be  operated  or  you 
don 't  get  any  treatment  of  any  kind. ' ' 

Small  hospitals  and  general  hospitals  also 
have  a  disadvantage  in  that  the  men  who  have 
been  treated  by  private  practitioners,  who  are 
obliged  to  go  into  the  hospital,  are  given  not 
only  the  once  over,  but  the  once,  twice  and 
three  times  over.  "Whatever  has  been  done  for 
them,  to  the  mind  of  the  interne,  has  been 
wrong,  and  between  what  the  man  was  told  by 
his  attending  physician  and  by  what  is  known 
as  the  "pup"  in  the  hospital,  his  mind  is  some- 
what upset,  and  he  doesn't  know  whether  he  is 
going  or  coming  for  treatment. 

Shall  we  permit,  or  have  we  got  to  permit 
that,  and  for  how  long?  Injured  workmen  do 
fall  down  between  the  general  practitioner  and 
the  hospital  which  will  not  give  us  adequate 
treatment. 

Then  there  are  a  few  large  hospitals,  and  in 
this  State  they  are  good.  They  will  be  better 
and  will  do  better  work  as  times  goes  on — when 
the  workman  is  taken  into  confidence  more,  and 
explanations  made  to  him  of  the  whys  and 
wherefores  of  the  treatment;  and  when  he  is 
urged  to  go  back  to  work  he  will  feel 
that  he  is  not  being  urged  to  go  back 
to  work  from  a  selfish  standpoint,  with- 
out regard  to  his  own  physical  welfare.  Dr. 
Clark  has  suggested  that  men  go  back  to 
work,  but  under  medical  supervision;  that  a 
man  should  be  provided  to  whom  the  injured 
man  may  turn  with  his  trials  and  tribulations, 
who  will  explain  to  him  the  meaning  of  the 
things  that  may  happen  to  him  after  he  re- 
turns; display  a  little  human  interest,  and  if 
the  company  hospitals  do  that,  as  they  do  in 
Worcester  and  in  Lynn,  and  as  they  do  in  some 


measure  in  Boston,  the  old  feeling  that  the  em- 
ployer is  an  enemy  of  the  workman,  will  dis- 
appear, and  cooperation  will  result. 

A  study  of  hospital  results  showed  that  hos- 
pitals are  distinctly  undermanned  in  practi- 
cally every  instance.  In  one  of  the  largest  hos- 
pitals in  the  Commonwealth,  through  the  ac- 
tion of  the  Board  by  pressure,  but  without  law, 
that  hospital  reduced  the  number  of  beds  to 
each  visiting  surgeon  from  ninety-two  to  fifty, 
and  fifty  beds  to  a  man  giving  part  time  is  alto- 
gether too  many,  in  my  opinion,  even  today 
The  people  who  know  most  about  hospitals 
have  very  little  to  say  about  them.  The  person 
who  should  know  most  about  hospital  needs 
and  the  efficiency  of  the  hospital  is  the  doctor, 
and  the  doctor  is  seldom  a  member  of  the  trus- 
tees, and  if  he  is  a  member,  he  is  very  often 
more  concerned  with  other  things  than  hospital 
efficiency. 

In  the  program  today,  you  were  given  a  visit 
to  the  Massachusetts  General  Hospital,  one  of 
our  largest  and  oldest  institutions.  You  saw 
many  things  there.  You  saw  a  great  plant. 
There  is  little  in  that  famous  Zander  room,  so 
impressive  to  you  and  me,  which  cannot  be  du- 
plicated for  small  cost.  The  principle  involved 
in  every  one  of  those  motions  can  be  made  with 
a  discarded  bicycle,  an  old  ladder,  a  few  strips 
of  plaster,  a  wheel  tied  onto  the  wall,  an  old 
rocking  horse,  etc.,  if  you  have  somebody  to  put 
brains  into  it.  The  finest  institution  is  not  a 
substitute  for  medical  competence,  and  you 
people  who  come  from  places  where  it  is  diffi- 
cult to  get  these  expensive  equipments  need  not 
be  discouraged,  because  these  can  be  duplicated 
at  very  small  cost, — almost  no  cost.  The  black- 
smith shop,  which  you  seldom  think  of  in  con- 
nection with  a  hospital,  is  a  rare  thing  in  a  hos- 
pital, and  most  doctors  who  prescribe  braces 
and  mechanical  things  seldom  take  the  trouble 
to  go  into  the  blacksmith  shop,  and  very  often 
they  do  not  know  if  these  appliances  are  prop- 
erly made,  but  kick  if  a  brace  is  inefficient.  You 
further  saw  the  place  where  the  orthopedic  men 
went  into  the  blacksmith  shop  brace-making  de- 
partment and  learned  how  to  fit  braces. 

The  low-back  question  is  one  which  everybody 
has  difficulty  with,  and  the  question  arose  this 
afternoon  about  a  heart  case.  The  question 
often  arises  about  a  back  case,  and  sometimes 
it  is  difficult  to  decide  whether  a  condition  is  an 
accident  or  an  injury.  Massachusetts  has  a  per- 
sonal injury  law,  and  that  personal  injury  law 
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means  any  injury  which  arises  out  of  the  em- 
ployment. It  has  been  construed  liberally,  and 
an  "old  back,"  especially  when  an  employee  has 
arthritis  or  old-fashioned  rheumatism,  that  back 
when  it  is  strained — and  it  may  be  strained  by  a 
very  trivial  happening — is  an  extremely 
difficult  thing  to  cure  unless  adequate  med- 
ical attention  is  given.  Most  of  these  cases, 
in  my  experience,  except  with  some  peo- 
ple from  warm  climates,  during  cold  months, 
can  be  cured  at  a  very  much  less  cost  than  the 
cost  of  a  hearing  before  the  Accident  Board,  by 
braces  and  supportive  measures,  bearing  in 
mind  the  patient's  food,  regime,  and  method  of 
living.  Here  must  be  taught  the  need  for  select- 
ing the  kinds  of  foods  and  the  elimination  of  food 
in  addition  to  local  measures.  The  time  may  come 
when  in  industrial  centers  hospitals  will  be  pro- 
vided for  technical  industrial  cases.  I  do  not 
believe  that  this  is  necessary  today.  I  believe 
that  the  thing  that  is  more  necessary,  as  indi- 
cated this  afternoon,  and  which  I  indicated 
last  year  at  Columbus,  is  that  it  would  be  a  time 
and  money -saving  thing  if  a  man  with  a  low 
compensation  rate,  with  a  family  depending 
upon  him,  should  be  taken  out  and  put  on  an 
industrial  farm  and  allowed  to  work  out  his 
troubles  to  a  greater  degree  of  comfort,  rather 
than  to  have  the  insurance  company  pay  him 
money  indefinitely,  surrounded  by  conditions 
that  obtain  in  certain  parts  of  our  great  cities. 

The  next  thing  that  I  have  in  mind  on  the 
question  of  hospital  efficiency  is  the  rehabilita- 
tion of  workmen,  which  has  taken  on  a  new  sig- 
nificance. If  we  had  a  proper  system  in  this 
country  of  workmen's  compensation  administra- 
tion in  all  the  States  there  would  not  now  be 
the  feverish  effort  to  provide  reconstruction  hos- 
pitals for  the  wounded  that  are  to  come.  Dr. 
Patterson  this  afternoon  told  that  we  had  just 
as  many  wounded  every  day  in  the  United 
States  as  will  probably  be  in  Europe,  and  we 
have  no  adequate  centralized  system  of  taking 
care  of  these  men.  The  Massachusetts  Legisla- 
ture authorized  investigation  of  how  to  rehabili- 
tate the  injured  workmen,  and  it  was  turned 
over  to  the  State  Board  of  Education.  They 
reported  a  bill  to  the  Legislature  calling  for 
$15,000  for  social  service  workers,  but  no  doctor 
and  no  nurse.    I  think  that  speaks  for  itself. 

I  was  in  California  last  week  and  I  called  on 
Mr.  Pillsbury  the  chairman  of  the  California 
Commission,  who  started  right  by  being  born  in 
New  Hampshire,  and  he  told  me  that  in  Cali- 


fornia they  found  there  were  hospitals  and  hos- 
pitals, and  he  at  the  last  Legislature  indicated 
a  few  of  his  ideas  along  this  line,  working  for  a 
change  in  the  law.  "There  have  been  hospitals 
that  were  hospitals  in  name  only,  but  in  fact 
were  mere  bunk  houses,  rough  and  insanitary 
and  inconvenient,  and  with  a  medical  staff  that 
consisted  either  of  some  youth  who  had  just  got 
his  'shingle'  or  some  old  broken-down  practi- 
tioner who  had  not  gotten  anywhere.  With  the 
hope  of  putting  an  end  to  this  condition,  the 
Legislature,  in  Section  10  of  the  new  Act,  gave 
the  Commission  power  to  inspect  and  determine 
the  adequacy  of  hospitals  and  hospital  facilities 
supplied  by  employers,  or  by  mutual  associa- 
tions of  employees  for  the  treatment  of  injuries 
coming  within  the  provisions  of  the  Act. 
Every  hospital  supplied  by  employers  or  mutual 
associations  of  employees  must  make  reports 
from  time  to  time  to  the  Commission,  on  de- 
mand, giving  account  of  their  receipts  and  dis- 
bursements and  services  rendered  to  or  for  em- 
ployees, and  if,  in  the  judgment  of  the  Commis- 
sion, the  service  or  equipment  of  any  such  hos- 
pital is  inadequate  to  meet  the  reasonable  re- 
quirements of  medical  treatment  contemplated 
by  the  Act,  the  Commission  may,  after  notice 
and  an  opportunity  to  be  heard,  declare  such 
facilities  to  be  inadequate,  and  thereafter  in- 
jured employees  of  such  employer  may  procure 
treatment  elsewhere,  and  the  reasonable  cost 
thereof  shall  be  a  charge  against  such  employer; 
but  if,  after  finding  by  the  Commission  of  a 
condition  of  inadequacy,  the  institution  shall  be 
put  in  adequate  condition  with  an  adequate 
medical  staff,  the  former  finding  may  be  modi- 
fied or  rescinded  and  the  hospital  be  reinstated 
in  good  standing. 

"It  is  worthy  of  noting  that  no  part  of  any 
contribution  paid  by  the  employees  or  deducted 
from  their  wages  for  the  maintenance  of  such 
hospital  facilities  shall  be  devoted  to  the  pay- 
ment of  any  portion  of  the  cost  of  providing 
compensation  prescribed  by  the  Act.  It  will  be 
lawful  to  assess  employees  for  sick  benefits,  but 
the  employer  must  himself  contribute  enough 
to  the  fund,  at  least,  to  pay  for  the  care  of  all 
those  who  are  injured  in  his  service." 

That  is  the  law  of  California.  That  ought  to 
be  the  law  in  every  State;  and  if,  as  Dr. 
Brickley  indicated  in  caisson  workers,  we  struck 
before  the  effect,  everywhere  the  number  and 
causes  of  accidents  would  have  to  be  reduced. 

I  want  to  say  just  one  word  before  I  point  out 
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a  few  concrete  cases.  I  think  we  should  not  en- 
courage the  establishment  of  reconstruction  hos- 
pitals except  in  connection  with  some  already 
organized  institution.  We  have  poor  hospitals 
enough.  We  have  undermanned  hospitals 
enough.  We  have  hospitals  with  inadequate 
facilities  for  treatment.  The  money  that  is  ex- 
pended for  war  work,  if  expended  judiciously, 
and  if  the  ground  has  been  properly  broken  by 
the  accident  boards,  can  be  expended  to  greater 
advantage  along  the  line  of  perfecting  the  in- 
stitutions we  already  have  by  providing  them 
with  proper  equipment  under  conditions  of  war 
or  peace.  We  have  power  plants,  administrative- 
buildings,  wards,  out-patient  departments.  Have 
you  an  orthopedic  department  in  your  hospital? 
Have  you  a  blacksmith  shop?  Isn't  it  cheaper 
to  pay  for  the  establishment  of  an  orthopedic 
department  and  a  blacksmith  shop  than  it  is 
to  go  out  and  build  a  new  building  with  under- 
ground connections? 

The  freedom  of  choice  should  not  take  in  all 
the  paths  that  were  indicated  today  by  Dr.  Pat- 
terson. It  should  indicate  only  the  path  of 
righteousness,  and  accident  work  must  be  car- 
ried out  by  men  who  have  something  else  in 
mind  than  what  is  in  it  financially.  The  men  in 
Massachusetts  appreciate  that  they  owe  a  duty 
greater  than  the  money.  They  have  accepted 
reductions  in  fees  and  the  hospitals  have  con- 
tributed their  services  at  less  than  cost,  to  the 
end  that  the  whole :  community  might  benefit 
from  their  result,  because  the  lesson  of  medical 
efficiency  that  can  be  carried  out  under  the  Act 
with  the  opportunity  to  measure  the  time  that  it 
takes  to  cure  will  have  a  determining  influence 
upon  any  form  of  social  and  health  legislation 
that  is  to  come.  Until  the  compensation  law 
is  properly  oriented,  until  the  hospital  units 
are  properly  systematized  and  organized,  it  is 
folly  to  think  of  the  duplication  of  effort  and 
utilization  of  millions  of  dollars  more  in  health 
insurance  without  standardization.  We  have 
the  way  now,  we  have  the  machinery,  and  we 
know  what  ought  to  be  done.  The  advocates  of 
health  insurance,  which  is  bound  to  come  in 
time,  and  ought  to  come  in  time,  at  this  stage 
should  work  for  standardizing  of  hospitals,  the 
measuring  of  their  output — not  in  the  cost  per 
day  of  milk,  vegetables,  and  dressings,  but  on 
bow  many  days  it  takes  to  put  a  man  back  to 
work. 

(Dr.  Donoghue  then  showed  some  slides.) 


©rigtttal  ArttrUa. 

RADIUM  IN  THE  TREATMENT  OF  CARCI- 
NOMA OF  THE  BUCCAL  CAVITY  * 

By  Robebt  B.  Greenough,  M.D.,  Boston. 
[From  the  Cancer  Commission  of  Harvard  University.] 

The  employment  of  radium  in  the  treatment 
of  cancer  followed  shortly  after  the  discovery 
and  description  of  the  element  by  the  Curies. 
The  x-rays  had  already  been  used  with  more  or 
less  success  in  the  treatment  of  disease  of  various 
kinds,  including  malignant  disease,  and  the 
world  was  quick  to  appreciate  the  advantages  of 
a  source  of  radioactivity  so  compact  and  so  con- 
tinuous in  its  action  as  the  radium  salts.  For 
weak  superficial  application  the  radium  salts 
themselves  are  used,  spread  thin  on  a  piece  of 
metal  and  fixed  with  varnish.  Applicators  of  this 
character,  valued  at  from  $500  to  $2500,  are  in 
use  in  many  clinics  for  treatment  of  superficial 
skin  lesions,  but  are  of  little  value  in  cases  of 
carcinoma  of  the  deeper  tissues.  For  more  pow- 
erful dosage  the  gaseous  emanation  which  is  con- 
stantly given  off  from  the  radium  salts  is  used 
in  preference  to  the  salt  itself. 

Radium  element  is  constantly  undergoing  dis- 
integration, or  decay,  at  a  rate  such  that  in  sev- 
enteen hundred  years  a  given  amount  of  radium 
will  be  reduced  one-half  in  quantity.  This  dis- 
integration is  accompanied  by  a  discharge  of 
particles  from  the  atoms  of  radium  which  change 
their  character  in  such  a  way  that  several  differ- 
ent disintegration  products  can  be  recognized. 
Thus  the  first  change  is  from  radium  element  to 
radium  emanation — a  gaseous  product  which 
again  changes  rapidly  to  radium  A,  radium  A 
to  radium  B,  etc.  The  penetrating  rays  which 
are  given  off  come  from  the  disintegration  prod- 
ucts radium  A,  B  and  C,  rather  than  from  the 
radium  itself  or  from  its  emanation,  but  as  ra- 
dium A,  B  and  C  are  being  constantly  produced 
by  the  radium  and  are  being  deposited  upon  the 
tube  or  vessel  containing  the  element,  the  radio- 
activity of  a  given  quantity  of  radium  remains 
almost,  but  not  quite,  a  constant  amount,  the 
newly-formed  deposited  disintegration  products 
nearly  replacing  the  ones  which  are  destroyed. 
The  gaseous  emanation,  however,  when  removed 
from  its  source  of  supply,  undergoes  very  rapid 
decay  into  radium  A,  B  and  C,  and  in  four  days 
is  reduced  about  one-half  in  substance  and  in 

*  Read  at  a  meeting  of  the  Harriet  Newell  Lowell  Society  for 
Dental  Research,  November,  1917. 
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radioactivity.  The  life  of  radium  A,  B  and  C  is 
even  shorter,  and  the  final  result  of  this  disinte- 
gration is  an  element  similar  to  lead,  and  devoid 
of  further  radioactive  function. 

From  the  disintegration  products,  radium  A, 
B  and  C,  rays  are  given  off  of  three  different 
kinds:  a  ,  P  and  y  rays.  The  a  and  /3  rays 
are  readily  absorbed  by  tissues,  and  thus  have 
little  penetration,  but  a  good  deal  of  caustic  ef- 
fect. It  is  the  ft  rays,  especially,  which  are  used 
in  the  weak  radium  applicators  used  for  treat- 
ment of  superficial  skin  diseases,  such  as  kera- 
toses, and  the  early  and  superficial  cancer  of  the 
skin.  The  y  rays  of  radium  are  even  more  pene- 
trating than  the  x-rays,  and  it  is  these  rays 
which  are  used  for  deeper  and  more  powerful 
applications.  The  y  rays  are  less  abundant 
than  the  a  and  P  rays,  but  their  effects  can  be 
obtained  by  the  employment  of  large  amounts 
of  radium  or  of  emanation  which  has  been 
screened  by  lead  or  platinum  to  cut  off  the  a-  and 
ft  rays  and  permit  only  the  y  rays  to  reach  the 
tissues. 

At  the  Huntington  Hospital  radium  is  used 
in  the  form  of  emanation  or  gas.  This  gas  is 
derived  from  the  one  thousand  milligrams  of 
radium  which  have  been  acquired  by  the  Can- 
cer Commission  of  Harvard  University.  Every 
day  the  emanation  which  has  accumulated  is 
drawn  off  and  purified  by  a  method  devised  by 
Professor  Duane,  and  sealed  in  capillary  glass 
tubes  for  use  in  the  hospital.  These  tubes  of 
emanation  deteriorate  and  lose  half  of  their 
strength  every  four  days,  but  new  ones  are  sup- 
plied every  day,  so  that  the  amount  available 
for  treatment  is  practically  constant.  With 
these  small  capillary  tubes  an  applicator  can  be 
prepared  of  any  desired  shape  or  size  to  produce 
the  desired  effect  upon  the  tissues  to  be  treated. 

The  effect  of  radium  rays  upon  tissue  is  one  of 
a  peculiar  nature,  and  not  yet  thoroughly  un- 
derstood. In  general,  however,  it  may  be  com- 
pared to  a  cauterizing  agent.  If  the  dose  is 
strong,  immediate  effects  are  noticed,  but  if  it 
is  weaker,  the  effect  may  be  much  delayed.  No 
pain  is  experienced  at  the  time  of  the  applica- 
tion, but  the  subsequent  necrosis  of  tissue  may 
be  accompanied  by  marked  hyperemia  and  swell- 
ing of  the  surrounding  tissues,  and  a  painful 
lesion  result  which  is  very  slow  to  heal. 

It  is  believed  by  many  observers  that  a  se- 
lective action  is  present  in  radium  rays,  such 
that  tumor  tissue  is  affected  unfavorably  in  its 
growth  by  doses  which  do  not  produce  material 


effects  upon  the  normal  surrounding  tissues. 
Tli is  is  certainly  true  in  some  particular  forms 
of  tumor  tissue,  if  not  in  all,  and  has  been  at- 
tributed to  the  low  vitality  and  consequent  pre- 
disposition to  necrosis  which  tumor  cells  have 
long  been  recognized  to  possess.  Other  observ- 
ers attribute  the  beneficial  effects  of  radio- 
therapy upon  tumor  tissue  to  the  stimulation  of 
the  surrounding  connective  tissue,  and  the  re- 
sulting fibrous  tissue  formation  which  diminishes 
the  blood  supply  to  the  tumor  and  tends  to  en- 
capsulate it  and  prevent  its  further  extension. 
There  is  reason  to  believe  that  the  body  tissues  of 
themselves  exhibit  some  such  reaction  as  this,  as 
a  response  to  the  stimulus  of  the  presence  of  the 
abnormal  tumor  tissue,  and  it  is  not  impossible 
that  this  normal  reaction  may  be  increased  by 
radium.  Whatever  the  process  by  which  it  is 
accomplished  as  a  result  of  exposure  to  radio- 
activity, tumor  tissue  undergoes  changes  which 
may  extend  to  the  complete,  and,  so  far  as  we 
have  been  able  to  observe,  the  permanent  dis- 
appearance of  the  tumor  tissue.  This  is,  of 
course,  the  object  desired  in  the  treatment  of 
tumors  by  radium.  It  does  not  occur  in  every 
case.  Some  kinds  of  tumor  are  far  more  sus- 
ceptible to  radium  treatment  than  others.  In 
general,  the  milder  and  more  superficial  lesions 
are  the  ones  which  respond  most  readily,  such 
as  the  senile  keratoses,  papillomata,  and  other 
of  the  so-called  precancerous  conditions.  Super- 
ficial skin  cancer  also  is  frequently  amenable  to 
successful  treatment  with  radium,  while  the 
deeper  and  more  serious  forms  of  cancer  are 
more  refractory.  Some  of  the  tumors  of  lym- 
phatic origin  are  also  notably  responsive  to  ra- 
dium treatment,  although  the  results  in  such 
cases  are  less  lasting,  and  recurrence  of  the 
growth  is  not  uncommon. 

Carcinoma  in  and  about  the  mouth  is  one  of 
the  most  common  and  distressing  forms  of  malig- 
nant disease,  and  one  in  which  operation  has 
yielded  relatively  poor  results  in  the  way  of 
radical  cure.  This  may  be  attributed  partly  to 
the  technical  difficulties  involved  in  the  radical 
removal  in  one  piece  of  the  primary  tumor  and 
the  adjacent  lymphatics,  partly  to  the  mortality 
which  attends  extensive  operations  in  this  re- 
gion, and  partly,  as  in  so  many  other  forms  of 
cancer,  to  the  difficulty  of  early  positive  diag- 
nosis of  the  disease.  Under  these  conditions  it 
was  hoped  that  radium  might  offer  a  notable 
improvement  in  the  treatment  of  these  cases. 
This  has  proved  to  be  true  only  to  a  very  limited 
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extent,  and  in  suitable  eases  radical  operation 
still  remains  the  most  effective  treatment.  It  is 
true,  of  course,  that  the  prognosis  varies  with  the 
situation  of  the  tumor,  and  that  cancer  of  the 
lip  is  far  more  favorable  for  radical  operation 
than  cancer  of  the  tongue  or  palate.  It  is  also 
true  that  the  size  of  the  original  lesion  and  its 
rapidity  of  dissemination  vary  in  different  indi- 
viduals, so  that  generalizations  in  regard  to  can- 
cer of  any  organ  are  open  to  criticism,  yet,  in 
the  long  run,  the  cases  of  mouth  cancer  form  one 
of  the  most  discouraging  groups  of  cases  with 
which  the  surgeon  has  to  deal. 

In  the  twenty-eight  months  from  April,  1912, 
to  January,  1916,  one  hundred  and  thirty-nine 
cases  of  mouth  cancer  presented  themselves  at 
the  Huntington  Hospital.  They  were  divided 
as  follows : 

Carcinoma  of  the  Tongue.  Mouth,  etc. 

Lip    39    (Radium  19— 

Improvement  8  i 

Palate   8] 

Lower  Jaw    36  | 

Upper  Jaw    11  | 

Tongue  and  Floor  of  Mouth  33  [  (Radium  62— 

Improvement  9) 

Tousil    7  | 

Cheek  (Buccal)    5  J 

Total   139 

It  is  only  fair  to  say  that  at  the  Huntington 
Hospital  the  radical  operative  treatment  of  can- 
cer is  the  treatment  which  is  advised  and  prac- 
tised in  cases  in  which  there  is  a  reasonable 
prospect  of  success,  and  radium  or  other  pallia- 
tive treatment  is  advised  or  employed  only  in 
cases  which  for  one  reason  or  another  are  not 
suitable  for  operation.  Thus  of  the  thirty-nine 
cases  of  cancer  of  the  lip,  nine  were  considered 
suitable  for  operation ;  six  were  operated  upon 
at  tiie  Huntington  or  other  hospitals,  with  sub- 
sequent freedom  from  recurrence;  in  two  the 
results  were  unknown,  and  in  one  case  opera- 
tion failed  to  cure.  Eleven  cases  received  no 
treatment,  and  nineteen  were  given  radium 
treatment.  Of  the  nineteen  cases  treated  by 
radium,  four  showed  improvement,  and  four 
were  apparently  relieved  of  their  disease,  in 
that  their  tumors  disappeared  and  no  recurrence 
has  yet  made  its  appearance.  The  other  eleve  i 
obtained  but  little  benefit — these  being  chiefh 
cases  in  which  extension  to  the  cervical  lymph 
glands  had  taken  place.  Squamous  cell  carci- 
noma in  the  lymph  glands  of  the  neck  is  very 
refractory  to  radium  treatment,  and  with  our 
present  methods  of  treatment  we  can  give  but 
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little  hope  that  the  progress  of  the  disease  will 
be  materially  delayed  when  this  extension  has 
occurred. 

Eight  cases  of  cancer  of  the  palate,  seven  cases 
of  cancer  of  the  tonsil,  and  five  cases  of  can<-er 
of  buccal  mucosa  were  observed  during  this 
period — twenty  cases  in  all,  of  which  twelve  had 
one  or  more  radium  treatments.  No  case 
showed  anything  more  than  temporary  and 
symptomatic  benefit,  and  the  disease  progressed 
with  little  or  no  delay  toward  a  fatal  termina- 
tion. It  is  doubtful  if  radium  was  of  material 
benefit  in  any  of  these  cases,  but  in  view  of  the 
fact  that  they  offer  a  problem  little  different 
from  that  of  cancer  of  the  tongue  or  jaw,  it  is 
possible  that  larger  dosage,  and  more  aggressive 
radium  treatment  may  give  results  in  other 
cases,  which  have  not  been  obtainable  with  the 
amount  of  radium  available  during  the  period 
covered  by  this  report. 

There  were  thirty-six  cases  of  cancer  of  the 
lower  jaw,  and  eleven  cases  of  cancer  of  the  an- 
trum and  upper  jaw,  in  this  series  of  cases 
Twenty-eight  of  the  forty-seven  cases  had  one 
,or  more  radium  treatments.  The  upper  jaw 
cases  were  all  refractory,  and  the  disease  was  not 
materially  influenced  by  radium.  Six  of  the 
lower  jaw  cases  had  definite  benefit  from  ra- 
dium, however,  and  in  one  case,  a  local  recur- 
rence after  operation,  the  disease  was  destroyed 
and  no  further  recurrence  has  appeared  in 
twenty  months. 

There  were  thirty-three  cases  of  cancer  of  the 
tongue  and  floor  of  mouth ;  of  these  one  was 
suitable  for  operation  and  there  has  been  no 
recurrence  in  two  and  a  half  years.  Twenty- 
two  were  given  radium  treatment,  and  in  three 
definite  improvement  took  place,  although  the 
disease  was  not  eradicated.  In  these  cases  as  in 
all  cases  of  cancer  of  the  mouth,  the  extension 
to  the  cervical  lymphatics  determines  the  limit 
of  effective  treatment  by  radium.  The  local 
lesion  can  be  destroyed,  or  at  least  materially 
retarded  in  its  growth,  by  active  radium  treat- 
ment in  many  cases,  but  when  extension  to  the 
neck  takes  place  the  heavy  treatments  which  can 
be  used  on  the  open  ulcerated  lesion  in  the 
mouth  cannot  be  applied  over  the  neck  for  fear 
of  destruction  of  the  skin,  and  its  attendant 
complications,  such  as  secondary  hemorrhage. 
In  cases  of  this  character  we  have  lately  em- 
ployed a  combined  treatment  by  radium  and  by 
operation.  The  neck  dissection  is  done,  as  for  a 
radical  operation  for  cancer,  and  with  the  lym- 
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phatics  removed  and  a  barrier  of  scar  tissue  in 
their  place  to  limit  the  spread  of  the  disease, 
active  and  caustic  radium  treatment  is  applied 
to  the  local  lesion  in  the  mouth.  By  this  method 
it  is  hoped  that  some  cases  otherwise  hopeless 
may  he  given  benefit,  and  although  it  is  too 
early  to  report  results  the  indications  are  defi- 
nite that  this  method  is  one  of  promise  for  the 
future. 

Leukoplakia-Buccalis.  Eight  cases  of  this 
disease  occurred  in  this  series  of  eases,  and  four 
were  treated  by  radium  with  a  certain  amount 
of  success.  It  is  unquestionable  that  radium 
employed  in  sufficient  strength  can  cause  the 
disappearance  of  the  milky  mucosa,  but  only  by 
an  actual  caustic  action.  The  tissue  must  be 
burned,  and  as  the  burn  is  extremely  sensitive 
the  cure  is  attended  by  great  discomfort,  out  of 
proportion  to  the  severity  of  the  disease.-  It  is 
our  opinion  that  radium  treatment  in  leuko- 
plakia should  be  reserved  for  the  more  definitely 
thickened  and  indurated  areas  which  give  indi- 
cation of  existing  or  prospective  malignant 
transformation,  and  that  the  soft,  non-infil- 
trated lesions  can  best  be  treated  by  other  meth- 
ods, such  as  fulguration. 

Before  closing  I  feel  that  it  would  be  a  se- 
rious neglect  if  I  did  not  speak  before  this  audi- 
ence of  the  vital  importance  of  early  diagnosis 
of  these  lesions.  The  dentist  far  more  fre- 
quently than  the  physician  has  the  opportunity 
to  observe  the  early  changes  of  the  buccal  mu- 
cous membranes  which  may  later  develop  into 
malignant  disease. 

We  all  admit  that  we  do  not  pretend  to  know 
the  actual  cause  of  cancer,  and  in  many  organs 
and  situations  we  do  not  even  recognize  any 
predisposing  cause,  or  any  preexistent  lesion 
which  commonly  precedes  the  development  of 
cancer  itself.  In  some  parts  of  the  body,  how- 
ever, there  are  predisposing  or  "precancerous'' 
lesions,  as  they  are  called,  which  are  so  con- 
stantly, or  in  such  large  proportion,  the  fore- 
runners of  cancer  that  we  can  only  believe  that 
some  obscure  but  actual  causal  relation  exists.  I 
refer  to  the  lesions  produced  by  one  or  another 
form  of  chronic  irritation.  Instances  of  the 
role  played  by  chronic  irritation  in  the  incidence 
of  cancer  are  all  too  frequent.  Perhaps  the 
Kangri  cancer  of  Kashmir  is  the  most  striking 
of  many  examples.  In  this  case  a  source  of  irri- 
tation unknown  in  other  countries  is  provided 
by  the  custom  of  the  natives  of  Kashmir  of 
maintaining  the  warmth  of  their  bodies  by  a 


small  flat  stove,  heated  with  charcoal,  which 
they  wrap  in  their  clothing  and  place 
upon  the  skin  of  the  abdominal  wall.  In  other 
parts  of  the  world  the  skin  of  the  abdominal 
wall  is  practically  an  unknown  situation  for 
cancer  to  arise,  but  in  Kashmir,  as  a  result  of 
tli is  practice,  cancer  of  this  region  is  a  common 
disease.  The  so-called  smoker's  cancer  of  the 
lip,  thought  to  be  due  to  the  irritation  of  the 
hot  pipe  stem,  is  another  example,  and  the  oc- 
currence of  the  disease  in  men  about  six  times 
more  frequently  than  in  women  appears  to 
justify  this  hypothetical  relation. 

In  the  mouth  sources  of  chronic  irritation  are 
all  too  frequent :  pyorrhea,  ill-fitting  tooth- 
plates  or  jagged  teeth,  which  wound  and  keep 
irritated  the  surface  of  the  cheek,  or  of  the 
tongue,  are  familiar  examples  that  arise  in  den- 
tal practice.  Many  believe,  also,  that  tobacco  is 
a  common  source  of  irritation  to  the  buccal  mu- 
cosa, either  by  chemical  irritation  or  from  the 
heat  engendered  by  its  consumption  in  smoking. 
Leukoplakia,  that  extraordinary  form  of  chronic 
productive  inflammation  of  the  buccal  mucous 
membranes,  is  again  a  well-recognized  point  of 
origin  of  cancer  of  the  mouth.  Further  exam- 
ples are  hardly  needed  to  justify  the  statement 
that  it  is  the  duty  of  the  physician  or  the  den- 
tist who  discovers  any  one  of  the  possible  "pre- 
cancerous" conditions,  to  warn  the  patient  of 
the  grave  possibilities  of  his  condition,  and  to 
procure  for  him  appropriate  treatment  that  the 
lesion  may  be  cured  before  the  more  serious  dis- 
ease has  actually  begun. 

In  most  cases  the  exact  time  at  which  a  lesion, 
such  as  an  ulcer,  a  fissure,  or  a  patch  of  leuko- 
plakia begiiis  to  be  carcinoma  is  impossible  to 
define.  "We  see  many  doubtful  but  suspicious 
cases,  and  the  proper  treatment  of  such  cases 
offers  one  of  the  most  difficult  problems  with 
which  we  have  to  deal. 

The  best  opinion  of  the  present  day  is  opposed 
to  the  exploratory  excision  of  fragments  of  tis- 
sue for  early  cancer  diagnosis,  on  the  ground 
that  cutting,  into  cancer  tissue  tends  to  spread 
the  disease.  This  is  certainly  true  in  such  forms 
of  internal  cancer  as  cancer  of  the  breast ;  and 
under  all  circumstances  it  should  be  avoided  if 
possible,  and  if  any  tissue  is  to  be  excised  for 
diagnosis  the  whole  of  the  lesion  should  be  re- 
moved. As  a  rule,  however,  the  diagnosis  can  be 
made  by  other  methods,  and  incision  can  be 
avoided. 

The  existence  of  an  open  ulceration  in  the 
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mouth  of  more  than  two  weeks'  duration,  and 
especially  if  it  possesses  an  indurated  margin, 
raises  the  question  of  cancer.  Syphilis,  tubercu- 
losis, and  some  rarer  lesions  are  ordinarily  to  be 
considered  in  diagnosis,  as  well  as  the  "pre- 
cancerous" fissures,  dental  ulcers,  and  leuko- 
plakia. If  syphilis,  we  do  not  now  wait  for  the 
therapeutic  test,  but  we  get  a  Wassermann  test. 
Again,  with  syphilis,  one  must  remember  that 
the  presence  of  syphilis  does  not  exclude  can- 
cer. In  fact,  it  favors  the  diagnosis  of  cancer, 
for  syphilis  is  one  of  the  most  common  ante- 
cedent facts  in  the  history  of  cancer  of  the 
mouth. 

Tuberculosis  of  the  tongue  and  mouth  is  al- 
most invariably  secondary  to  tuberculosis  else- 
where, and  is  also  a  late  rather  than  an  early 
manifestation  of  the  disease. 

The  ulcer  due  to  a  jagged  tooth  or  to  an  ill- 
fitting  plate  depends  for  its  recognition  upon 
the  presence  of  such  a  tooth  or  plate.  When 
one  of  the  "precancerous"  lesions  is  present  and 
there  is  doubt  as  to  whether  cancer  has  already 
begun,  excision  of  the  lesion  by  a  good  margin 
is  the  procedure  to  be  advised.  Such  a  specimen 
may  be  examined  immediately  in  frozen  sec- 
tions, by  a  pathologist,  and  if  the  report  is  posi- 
tive that  cancer  is  present,'  the  radical  operation 
for  cancer  of  that  situation  should  be  done  at 
the  same  sitting,  and  under  one  anesthesia. 

The  radical  operations  for  cancer  of  the 
tongue,  jaw  and  palate  are  serious  and  muti- 
lating operations.  Cures  result  in  some  of  the 
early  and  favorable  eases,  but  the  best  treat- 
ment will  always  be  the  prophylactic  treatment 
which  removes  the  causes  and  the  results  of 
chronic  irritation  before  the  change  to  malig- 
nancy has  taken  place.  By  the  prophylactic 
treatment  of  these  "precancerous"  conditions 
the  dentist  has  the  opportunity  to  be  of  great 
service  to  his  fellow  men  in  preventing,  or  pro- 
curing early  treatment  for  these  most  serious 
forms  of  malignant  disease. 


A  STUDY  OF   DIPHTHERIA  CARRIERS. 

By  I).  M.  Lewis,  M.D.,  New  Haven,  Conn., 

Epidemiologist,  Board  of  Health. 

There  are  two  factors  which  should  make 
this  subject  timely:  first,  the  unappreciated 
known  fact  that  measles  is  followed  by  diph- 
theria ;  secondly,  that  a  so-called  experiment 


based  on  certain  knowledge  of  the  first  factor 
has  given  rational  results  as  well  as  demon- 
strating what  should  be  the  simplicity  of  control 
of  the  disease. 

Having  shown  results  from  consideration  of 
the  first  factor,1  namely,  lessened  cases  and 
deaths  than  the  surrounding  cities  under  similar 
conditions,  during  the  first  half  of  the  year 
1917,  I  was  much  concerned  to  find  the  months 
of  October  and  November  producing  an  in- 
creasing wave  of  reported  cases  over  the  pre- 
vious fall.  I  was  also  impressed  with  the  fre- 
quency of  demonstrable  carriers,  neighborhood 
as  well  as  house,  in  connection  with  the  report- 
ed cases.  In  that  I  have  shown  that  active  car- 
riers in  the  larger  per  cent,  are  nasal,  and  can 
be  picked  out  definitely  from  ordinary  head 
colds,  I  obtained  the  services  of  two  trained 
nurses  to  round  up  every  available  carrier. 
There  were  two  essential  points:  first,  to  make 
a  complete  survey  of  all  of  school  age ;  and,  sec- 
ondly, those  not  of  school  age  in  neighborhoods 
where  there  had  been  cases  but  no  demonstrable 
carrier  in  the  house.  Having  picked  the  two 
nurses  after  a  practical  examination  as  to  what 
could  be  seen  by  the  eyes  with  reference .  to 
three  children,  one  a  true  carrier,  one  an  ordi- 
nary head  cold,  and  the  third  a  normal  individ- 
ual, I  showed  them  how  to  take  a  nasal  culture 
and  set  them  to  work.  School  days  they  went 
through  all  the  grammar  school  grades  and  on 
Saturdays  througli  house-to-house  neighbor- 
hoods, paying  attention  only  to  noses  and  only 
to  apparently  definite  or  suspicious  diphtheria 
noses.  I  have  shown  previously  the  similarity 
of  the  streptococcus  nose  to  diphtheria,  and  the 
need  for  isolating  these ;  so  that,  while  I  killed 
two  birds  with  one  stone,  this  study  is  based  on 
true  diphtheria.  While  I  have  no  exact  figures, 
it  was  estimated  that  approximately  35,000 
children  were  seen  by  these  two  nurses  during 
the  two  months.  The  important  point  was  that 
there  were  687  cultures  taken  by  them.  There 
were  a  few  scattering  instances  where  the  diag- 
nosis was  certain,  and  either  the  child  refused 
to  allow  the  procedure,  or  where,  for  conserving 
time,  the  culture  was  taken  later  by  me  on  iso- 
lating the  individual.  The  net  result  was  34 
nasal  carriers  of  school  age,  to  which  there 
were  added  23  others  of  school  age,  found  either 
by  the  school  nurses,  physicians  or  teachers,  or 
by  the  department  in  our  work.  Approximately 
.2%  of  our  school  population  were  carriers 
then,  if  we  had  all  accounted  for.    Of  12  other 
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demonstrated  carriers  found  during  this  period. 
2  were  in  adults  and  the  remainder  in  children 
not  of  school  age.  There  was  insufficient  time  to 
more  than  scratch  the  surface  of  the  neighbor- 
hood survey,  so  that  any  comparison  with  those 
of  school  age  is  lacking.  Having  previously 
shown  the  predominant  age,  that  of  ages  5  to  15, 
I  was  assured  that  the  larger  portion  of  th° 
problem  was  solved.  The  other  months  of  1917 
had  yielded  me  47  carriers. 

Grouped  by  ages  and  sex,  these  116  carriers 
were  as  follows:  12%  males  under  age  5,  with 
13%  females;  30  and  33%,  respectively,  under 
age  10;  5%  each  under  age  20;  while  over  age 
20  there  were  2%  females. 

Of  these  carriers,  14%  were  found  in  connec- 
tion with  a  reported  case.  Of  such  carriers, 
1-V,  were  found  in  the  family,  20%  each  in 
ether  families  in  the  house  or  immediate  neigh- 
borhood, while  45%  were  non-residents,  tem- 
porarily residing  here  but  bringing  their  lesions 
with  them. 

Five  per  cent,  of  the  total  number  either  gave 
the  history  of,  or  were  known  previous  cases  of, 
the  disease.  Half  of  that  per  cent,  had  had 
cases  of  the  disease  in  the  family  during  pre- 
vious years,  although  the  carrier  had  not  had  it. 
A  very  characteristic  case  of  such  has  been  re- 
lated in  another  paper.2 

In  3  instances  the  carrier  was  one  of  a  family 
living  in  the  rear  of  the  grocery  store  run  by 
the  parents.  Similar  contact  with  dry  goods 
was  shown  by  2  instances.  The  latter  number 
was  also  found  with  reference  to  rooming- 
houses. 

In  isolated  instances  it  was  possible  to  show 
that  in  4  instances  one  carrier  had  made  one 
other  nasal  carrier;  in  8  instances  one  carrier 
had  made  2  other  carriers,  and  in  a  like  number 
1  carrier  had  made  3  further  carriers.  The 
multiple  instances  were  frequent  in  families  and 
explains,  as  I  have  shown,  the  immunity  of  cer- 
tain families. 

In  4  instances  the  carrier  was  a  recent  case  of 
measles,  2  were  known  previous  streptococcal 
grippes,  and  1  was  a  convalescent  whooping 
cough.  There  were  6  instances  where  the  his- 
tory was  that  of  a  similar  recurring  discharge 
or  they  were  carried  on  my  index  as  a  previous 
carrier.  The  balance  gave  either  no  dependable 
history  or  merely  that  the  onset  was  an  ordi- 
nary head  cold.  In  2  instances  a  most  remark- 
able finding  was  the  following :  consecutive  an- 
terior nasal  cultures  showed  a  pure  strepto- 


coccus for  upwards  of  one  week,  to  be  replaced 
by  predominating  K-L  or  pure  cultures  in  one 
case.  The  other  case  was  the  reverse.  There 
was  neither  time  relation  nor  neighborhood  fac- 
tors in  common. 

In  15  instances  there  was  patency  of  the  nares 
and  the  discharge,  as  well  as  accompanying  irrita- 
tion cleared  within  one  week  after  the  treatment, 
began.  As  contrasted  with  this  14%  mentioned, 
39%  were  clear  only  after  2  weeks,  35%  under 
4  weeks,  while  12%  lasted  six  weeks  or  over.  In 
all  cases  when  patency  of  the  nares  was  obtained 
and  the  swab  could  be  passed  into  the  posterior 
nares,  the  process  cleared  rapidly.  I  have 
shown  in  another  article3  why  such  obstinate 
carriers  are  possible. 

In  no  instance  of  this  series,  as  in  no  instance 
of  several  hundred  such  carriers  that  I  have  ob- 
served, has  any  carrier  developed  the  disease. 
In  2  instances  only,  have  young  physicians, 
fearful  from  perhaps  both  lack  of  experience 
as  well  as  the  visual  picture  of  the  condition, 
given  antitoxin.  Primary  anterior  nasal,  so- 
called  diphtheria,  is  not  a  disease.  That  the 
carrier  so  made  by  inoculation  and  one  who  has 
never  had  the  disease,  may  absorb  some  toxin  is 
apparent  in  some  babies.  In  this  series  there 
were  2  under  age  1.  Both  are  of  sufficient  in- 
terest to  record. 

Case  1.  Baby  B.,  aged  6  months.  A  culture 
from  the  father  walking  into  a  physician's  office 
showed  K-L.  As  the  patient  was  cultured  from 
routine  only,  and  not  from  clinical  aspects,  and 
was  working  in  a  large  factory,  I  made  a  visit 
to  his  residence  and  found  the  following:  With 
his  wife  and  the  baby  mentioned,  he  had  re- 
moved the  week  previously  from  a  larger  city. 
The  baby  had  a  very  typical  unilateral  excoriat- 
ing nasal  discharge  which,  the  mother  stated, 
had  been  present  some  few  weeks.  Not  really 
ill,  the  baby  had  not  had  medical  attention.  The 
throat  was  normal  and,  other  than  an  apparent 
moderate  anemia,  there  was  no  evidence  of  toxin 
absorption.  The  mother  stated  that  at  first 
there  had  been  times  when  she  thought  the  baby 
was  a  little  feverish.  With  the  institution  of 
routine  treatment  there  was  a  complete  cure  at 
the  end  of  ten  days,  with  a  return  of  improved 
color  of  mucous  membranes,  which  the  mother 
noted  as  well.  Neither  parent  had  previously 
had  the  disease  to  their  knowledge,  although 
it  is  possible  that  the  father,  who  at  this  time 
did  not  have  clinical  diphtheria,  had  had  the 
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same  previously,  and  since  had  recurring  fol- 
licular types,  of  which  the  present  attack  was 
one,  and  that  he  had  previously  infected  the 
baby. 

Case  2.  Baby  F.,  age  1.  An  older  sister,  age 
7,  had  been  found  in  the  school  a  nasal  carrier. 
Family  included  also  a  boy  age  4.  The  latter 
was  manifestly  from  the  lesion  the  oldest  car- 
rier, the  girl  ami  baby  being  recent  ones.  At 
the  time  and  during  the  month  that  it  took  to 
cure  the  baby  there  were  no  signs  of  toxin  ab- 
sorption in  the  baby. 

Proof  that  such  nasal  carriers  acquired  their 
immunity  during  the  process  could  be  obtained 
only  by  Schick  reactions  previous  to  and  follow- 
ing such  carriage.  This,  in  my  experience,  is 
the  only  value  of  the  procedure  and  is  as  im- 
practical as  are  the  other  fields  of  its  use  as 
compared  to  the  clinical  knowledge  learned  at 
first  hand  in  the  field. 

One  of  the  most  interesting  features  is  the  in- 
£(  ctiousness  of  the  carrier.  Not  having  suffi- 
cient assistance  to  painstakingly  trace  each  car- 
rier, and  that  one's  relation  to  preceding  or 
future  carriers,  with  relation  to  cases,  makes 
the  matter  one  of  practical  inference  of  repe- 
tition of  instances  rather  than  actual  statistics. 
There  is  good  clinical  evidence  that  the  recur- 
ring chronics  are  less  case-infectious  than  the 
acute  carriers  made  by  that  carrier.  It  was  the 
rule  to  find  the  second  or  third  carrier  before 
there  was  any  reported  or  found  cases,  and  the 
latter  were  more  closely  connected  with  the 
recent  carrier  as  to  being  playmates.  While  we 
generally  see  such  a  sequence  there  is  rarely  to 
be  found  the  possibility  that  primary  faucial 
diphtheria  makes  nasal  carriers.  Of  this  series 
there  were  two  such.  One  is  the  father  of 
Case  1,  and  the  other  is  related  at  length  as 
being  in  the  same  category  as  the  infected  arti- 
cles stored  for  years  in  a  house  which  finally 
give  rise  to  a  case  on  being  handled. 

(  ask  3.  While  caring  for  two  younger  chil- 
dren with  German  measles,  Mrs.  C.  had  an  ordi- 
nary follicular  tonsillitis.  One  week  later  the 
boy,  age  9,  now  ready  for  discharge  from  measles, 
had  a  nasal  discharge,  and  would  have  been 
seen  by  me  but  for  the  fact  that  his  sister,  age  6, 
was  coming  down  with  the  measles  and  the 
placard  remained  on  the  house.  Two  weeks 
later,  when  called  upon  because  the  latter  case 
was  convalescent,  L  was  told  by  the  mother  that 


the  girl  had  just  developed  a  sore  throat  which 
had  just  been  cultured  as  suspicious  of  diph- 
theria. Examination  of  the  mother  and  older 
girl  in  the  family  showed  nothing,  while  the  boy 
showed  a  unilateral  atypical  discharge.  Cul- 
tures showed  K-L  in  both  the  nares  of  the  boy 
and  the  throat  of  the  girl.  The  following  day 
I  obtained  the  history  given  of  the  mother,  as 
well  as  the  fact  that  during  the  preceding 
month  the  boy  had  had  contact  outside  the  house 
with  but  one  boy,  and  that  one  after  the  dis- 
charge began.  Further  inquiry  revealed  the 
fact  that  16  years  previously  the  mother  had  lost 
one  child  with  diphtheria.  Cultures  from  the 
older  sister  and  the  father,  as  well  as  the  boy  ac- 
quaintance mentioned,  were  negative.  That 
from  the  mother,  who  showed  no  inflammatory 
reaction  of  the  throat,  showed  a  few  very  sus- 
picious organisms.  While  an  almost  unbeliev- 
able period  for  holding  an  organism  in  the  ton- 
sil, the  following  facts  warrant  consideration :  a 
total  absence  of  sore  throats  during  the  16 
years ;  that  the  girl's  faucial  diphtheria  followed 
two  weeks  after  the  development  of  the  boy's 
nasal  discharge  rather  than  at  the  beginning  of 
that  time,  and  coincident  with  the  onset  of  the 
attack  of  her  measles;  lastly,  total  absence  of 
carriers  or  cases  of  the  disease,  previously  dur- 
ing one  and  one-half  years  and  three  months 
since,  in  that  neighborhood.  Practically,  the 
case  is  related  as  a  similar  analogy  also  to  the 
possibility  of  reinfection  of  urethritis,  which  is 
admitted  up  to  10  years,  but  raises  a  laugh 
after  that  time.  In  other  words,  there  is  need 
to  absolutely  disprove  nasal  delivery  boys,  etc.. 
as  not  having  infected  the  boy's  nose,  proving 
the  rule  rather  than  the  exception.  This  rule  is 
strengthened  by  the  fact  that  I  have  had  abso- 
lutely no  recurrent  cases  and  no  secondary  cases 
of  the  disease  during  1917,  and  but  one  recur- 
rent case  in  1916,  when  the  isolation  hospital  re- 
turned a  case,  a  visible  nasal  carrier,  though  a 
reported  double  negative  culture.  Such  also 
happened  the  preceding  year  and  once  the  pres- 
ent year. 

Treatment  of  the  carriage  is  of  the  utmost 
importance,  since  literature  abounds  with  so 
varieel  measures.  The  latter  all  depend,  un- 
fortunately, on  the  demonstration  of  the  car- 
riage as  manifested  by  the  organism  without  re- 
gard to  the  local  conditions.  I  am  on  record  a.s 
to  carriers  showing  a  pathological  picture  (Case 
3  even  as  merely  suspected  corresponds),  and 
would  show  that  the  duration  of  the  carriage 


Yen.  <  I. XXVII 1,  No.  IS]       J10STO.X  MEDICAL  AND  SURGICAL  JOURNAL 


605 


under  treatment  is  in  accord.  Personally,  be- 
ing an  unproven  though  suspected  case  of  nasal 
diphtheria  after  a  service  in  the  South  Depart- 
ment of  the  Boston  City  Hospital,  able  on  occa- 
sions to  discharge  false  membrane  from  my  left 
nares  for  a  period  of  months,  I  found  relief  only 
through  the  continuous  use  of  gum  camphor,  as 
advised  by  Dr.  Leland.  On  the  basis  that  with 
increased  resistance  the  recurrence  of  acute  at- 
tacks would  be  diminished,  both  in  frequence 
and  intensity,  I  continued  its  use  and  did  not 
have  a  septal  operation  for  the  pre-existing  de- 
formity, at  that  time  markedly  increased,  as  ad- 
vised by  others.  From  1901  until  1903  such 
treatment  continued  to  ease  numerous  acute  re- 
current attacks.  From  that  time,  with  a  knowl- 
edge of  the  use  of  euealyptol,  1  used  a.  \c/(  solu- 
tion of  both  ingredients  in  mineral  oil  with  even 
better  results.  For  the  past  ten  years  I  have 
had  an  absence  of  acute  attacks,  even  with  pos- 
sibly an  unusual  number  of  so-called  head  colds. 
From  my  appreciation  of  my  first  year's  study 
of  diphtheria  in  1914,  in  its  relation  to  my  per- 
sonal case,  1  have  used  the  solution  constantly 
in  nasal  carriers  in  the  following  manner :  con- 
stant inhalation  by  means  of  dropper,  nasal 
swab  or  atomizer  every  one  hour  in  a  1  %  solu- 
tion for  all  individuals  over  age  5.  As  fre- 
quently irritant  in  younger  individuals,  a  one- 
half  per  cent,  solution  gives  the  same  results. 
Its  therapeutic  use  is  added  cause  for  com- 
mendation as  against  using  first  a  watery  anti- 
septic and  later  an  oil  protective,  in  performing 
a  simple  operation  that  can  be  done  by  any 
mother  or  an  older  child  easily.  I  have  person- 
ally tested  out  the  hypochlorites  followed  by  oil, 
and  cannot  demonstrate  any  advantage.  I 
would  point  out  that  its  use  is  hourly  for  days 
and  weeks  as  contrasted  with  the  present-day 
literature  of  failure  with  such  antisepsis  when 
used  once  or  twice  a  day,  or  with  other  gases 
when  exposure  is  for  a  stated  exposure  once 
daily.  Incidentally  there  may  be  seen  the  same 
good  results  in  all  nasal  carriers  of  streptococci 
and  pneumococci.  For  two  years  I  have  re- 
placed formalin  fumigation  with  nasal  disinfec- 
tion with  this  solution  and  have  an  accurate 
knowledge  that  the  hundreds  of  ounce  bottles 
that  I  have  left  with  any  variety  of  respiratory 
carriers  has  been  of  great  aid  in  present  disin- 
fection and  in  future  prevention.  The  secret  at 
the  basis  is  to  saw  away  at  the  partial  or  com- 
plete blocking  of  the  anterior  nares  until  a 
passage  is  obtained.    When  obtained,  it  is  the 


rule  to  obtain  negative  cultures  repeatedly,  as 
well  as  to  have  the  local  irritation  signs  clear  up, 
clinically  giving  knowledge  as  well,  that  the  cure 
is  complete.  1  say  complete—  it  is  not  appre- 
ciated that  at  some  future  time  the  individual 
may  again  present  an  acute  picture  found  in  con- 
nection with  reported  cases  in  the  neighborhood 
or  found,  as  in  two  instances,  by  the  survey  of 
the  school  as  known  carriers  the  previous  season. 

Importance  of  Carriers.  I  have  shown  that 
secondary  and  return  cases  are  absolutely  de- 
pendent on  family  carriers.  It  is  possible  to 
assert  with  a  marked  degree  of  confidence  that 
neighborhood  secondary  cases  are  dependent 
upon  the  extra-family  or  extra-house  carrier. 
When  such  a  condition  exists,  and  from  the  fre- 
quency of  such  with  reference  to  a  reported  case 
which  has  been  shown,  there  continue  neighbor- 
hood cases  until  that  one  is  found.  I  know  of 
no  unknown  problem  or  mystery  of  infection 
that  is  not  explained  by  an  eventually  demon- 
strated carrier.  When  the  majority  or  all  in 
the  neighborhood  are  found,  one  understands 
why  each  and  every  present-day  procedure  of 
protecting  others,  whether  in  terms  of  milk  bot- 
tles, clothes  and  individuals,  fails  unless  you  have 
locked  up  in  that  house  the  carrier.  Boards 
of  health  should  be  liable  for  every  carrier. 
To  aid  in  finding  him.  medical  detectives  must 
have  as  effective  a  system  as  the  police  for 
rounding  up  burglars  before  they  do  damage  or, 
having  done  damage  to  catch  him.  If,  then, 
every  bar  of  the  present-day  procedures  is 
thrown  down  and  placards  as  well  as  restric- 
tions placed  against  the  carrier,  we  can  safely 
permit,  as  we  do  here,  conduction  of  even  raw 
food  business,  can  make  home  treatment  pos- 
sible under  any  condition,  and,  finally,  can 
teach  the  public  to  fear  a  very  definite  visible 
condition  in  the  well  individual,  rather  than  that 
inside  a  placarded  house  of  a  case — the  condition 
is  similar  to  the  summer  open  garbage  can  and 
its  million  flies.  It  makes  possible  personal  lib- 
erty; it  restores  the  rights  of  the  public.  It  is 
humiliating  to  a  sanitarian  that  the  victim  dead 
of  the  disease  must  be  placed  in  a  hermetically- 
sealed  coffin,  must  have  a  private  funeral,  while 
the  cause  of  that  illness  is  outside  among  the 
crowd  of  playmates,  friends,  and  the  morbid 
curious  who  otherwise  would  not  be  there,  and 
this  one  again  exposing  others  to  infection.  If 
the  carrier  who  made  the  one  ill  had  not  been 
previously  found  it  should  be  a  part  of  the 
health  authorities'   responsibility  to  invite  a 
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public  funeral  in  order  to  then  find  among  the 
dead's  intimates  the  carrier.  Tt  is  not  infre 
quent  that  the  exposure  was  at  a  party  where 
other  neighborhood,  and  even  other  community 
children  were  present,  and  it  has  been  impos- 
sible to  reach  all  such  children.  The  field 
work  must  be  extended  to  safe  milk,  along  the 
present-day  lines  of  safe  water  and  typhoid. 
Clean  up  and  keep  cleaned  up,  the  farms  and 
dairies  in  terms  of  individuals  who  may  be 
found  to  be  carriers.  We  used  to  grade  prem- 
ises to  control  contagious  diseases;  we  now 
grade  milk  similarly.  The  future  in  either  case 
is  to  grade  the  individuals. 

Results.  What  have  we  to  show  for  preven- 
tion? The  last  severe  epidemic  of  measles  com- 
parable to  the  one  of  1917  was  in  .1906.  During 
that  latter  year  there  was  no  especial  preva- 
lence of  diphtheria  for  the  first  seven  months ; 
then  suddenly,  without  anything  in  common, 
began  an  outbreak.  For  the  five  remaining 
months  there  were  35  deaths,  with  9  more  dur- 
ing the  next  three  months  of  1907.  During  a 
similar  period  in  1917  there  were  8  deaths,  al- 
though I  have  stated  early  in  the  paper  that 
the  frequency  of  cases  during  the  early  part  of 
the  period  was  as  alarming  as  at  the  start  of  the 
previous  epidemic.  For  the  first  three  months 
of  1918,  there  were  5  deaths,  or  a  total  of  13, 
as  against  44.  Further,  we  have  halved  the 
deaths  of  latter  1917  and  early  1918,  as  com- 
pared to  those  of  the  year  previous.  Such  posi- 
tive results  bespeak  for  the  rationality  of  the 
continuous  operation  of  detectives  for  finding- 
carriers,  when  two  months  of  such  work  can 
produce  said  results. 

Summary.  The  continuous  search  for  car- 
riers in  controlling  diphtheria  is  an  exact  san- 
itary measure  of  prevention. 

All  individuals  with  acute  catarrhal  nasal 
conditions  are  the  potential  acute  nasal  diph- 
theria carriers;  it  requires  the  presence  of  a 
chronic  carrier,  generally  also  nasal  in  type 
The  permanency  of  the  former  when  made  a 
carrier  is  dependent  on  the  degree  of  nasal  ob- 
struction. 

All  individuals  convalescent  from  any  respi- 
ratory disease,  however  mild,  constitute  the 
largest  proportion  of  nasal  carriers  of  diph- 
theria. Investigation  of  all  such  individuals 
and  their  isolation,  if  carriers,  is  the  essential 
basis  of  control  of  diphtheria. 

Tn  general,  cases  follow  the  production  of 
acute  nasal  carriers  by  chronic  ones. 


Responsibility  for  any  frequency  of  the  dis- 
ease is  solely  that  of  health  authorities. 
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A  PLEA  FOB  A  LEGITIMATE  TRIAL  OF 
SCIENTIFIC  MEDICAL  METHODS  IN 
CHRONIC  INTESTINAL  CONDITIONS 
BEFORE  RESORTING  TO  SURGICAL 
INTERFERENCE.* 

By  Mabel  D.  Okdway,  M.D.,  Boston. 

In  view  of  the  recent  popularity  of  operations 
for  removal  of  the  cecum  and  a  portion  of  the 
colon  in  conditions  where  there  is  no  foreign 
growth  and  no  serious  constipation  amounting 
to  obstipation  (in  which  conditions  the  Mayo 
Brothers  and  others  believe  operation  necessary, 
while  in  those  above  mentioned  they  consider 
it  culpable),  for  an  alleged  benefit  that  such 
procedures  have  upon  idiopathic  epilepsy  and 
other  conditions  of  nervous  system  irritability, 
it  seems  pertinent  to  offer  the  following  case. 
Although  not  studied  with  the  extreme  scientific 
accuracy  possible  in  such  institutions  as  the 
Rockefeller  Institute  or  in  our  own  Evans 
Memorial  for  Scientific  Besearch,  the  case  was 
followed  with  sufficient  intelligence  to  prove 
that  study  in  such  institutions  is  necessary  if 
progress  in  medicine  is  desirable.  Much  has 
been  said  and  still  is  to  be  said  of  the  vicious 
circle  existing  between  the  nervous  and  digestive 
systems.  There  scarcely  exists  a  neurasthenic 
or  psychasthenic,  so  called,  who  has  not  had 
a  disturbance  of  some  part  of  the  digestive 
system  at  some  period  of  his  disease.  To  break 
this  circle  is  surely  of  importance.  We  all 
know  that  in  a  neurotic  individual  sudden 
shocks  will  at  times  cause  vomiting  and 
diarrhoea,  which  rest  and  time  will  readjust, 
and  that  constipation  even  of  a  severe  type  has 
been  brought  about,  at  times  indirectly,  by 
psychic  disturbances.  The  complicated,  sympa- 
thetic nervous  system,  with  its  far-reaching  re- 
lations with  the  internal  secretory  system,  will 
continue  to  reward  us  for  our  attention  to  its 
miracles.  Of  great  value  also  are  certain  in- 
vestigations into  psychic  conditions,  with  their 

•  Itea<l  before  the  New  England  Women's  Medical  Society,  March 
21,  1918. 
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influence  through  the  sympathetic  system  up- 
on the  glandular  secretions,  which  in  turn  af- 
fect physical  and  psychic  conditions,  establish- 
ing a  harmful  or  beneficial,  vicious  or  benign 
circle.  However,  if  we  are  ever  to  work  out 
these  important  relationships,  we  must  prevent 
crude  interruptions  in  the  nature  of  un- 
necessary surgical  interference  which  affect  in- 
directly psychic,  sympathetic,  glandular  and 
again  psychic  as  well  as  the  physical  processes 
directly  affected  by  needless  removal  of  tissue. 
Undoubtedly,  intestinal  intoxication  is  an  im- 
portant pathological  condition,  but  many  care- 
ful researches  are  needed  to  prove  the  toxicity 
of  the  intestinal  contents,  its  effect  upon  the 
irritability  of  the  various  tissues  of  -the  nervous 
system,  etc. ;  for  we  must  not  accept,  as  truths, 
unproved  conclusions. 

Case.  The  patient  is  a  woman  46  years  old, 
weight  90  pounds,  height  6  feet,  best  weight  150 
pounds.  Second  attack  of  mental  excitement, 
which  has  lasted  6  months.  First  diagnosis, 
manic-depressive  insanity;  second  diagnosis, 
paranoid  dementia  precox.  Digestive  system: 
For  many  years  previous  to  mental  illness  the 
patient  suffered  from  indigestion  and  constipa- 
tion— now  for  many  months  has  been  tube  fed, 
taking  chiefly  eggs  and  milk — 2-4  qts.  milk, 
6-12  eggs  a  day.  The  patient  is  much 
emaciated — skin  and  conjunctivae  jaundiced 
appearance — tongue,  heavy  brown  coat, 
sordes  on  teeth,  no  movement  of  bowels  without 
enemata  and  at  times  manual  extraction  of 
feces  necessary.  There  is  a  double  mitral  mur- 
mur of  heart  which  is  somewhat  enlarged  and 
irregular — rate  from  110  to  120  for  many 
days — yet  bl.  pr.  110-80,  fairly  constant.  Diet 
changed  to:  Beef  juice  and  whey  for  three 
days,  then  beef  juice ;  eggs,  3  or  4  a  day ;  sugar, 
large  amounts ;  fruit  juices.  This  diet,  advised 
by  a  competent  internist,  was  followed  for  a 
week.  Then  regular  food  was  taken  for  a  week — 
eggs,  milk,  and  all  food  except  fish  and  meat.  The 
patient  seemed  to  gain,  and  bowels  acted  more 
easily  for  a  day  or  two,  only  to  fall  into  the 
previous  condition.  At  this  point,  in  view  of 
the  fact  that  there  arose  a  question  of  the  men- 
tal condition  being  due  to  a  chronic  form  of 
infectious  exhaustive  psychosis,  a  thorough  urine, 
fecal  and  blood  examination  was  made,  with  the 
following  report: 

Blood.  Hemoglobin,  85%,  reds,  4,360,000; 
white  cells,  7,400  per  em.     Dif.  count:  200 


white  cells;  red  cells,  normal  appearance;  poly- 
nuclears,  78% ;  lymphocytes,  7%  ;  mononuclears 
and  transitionals,  14%  ;  eosinophiles,  1%. 

Urine.  July  27,  1916:  Total  for  night,  200 
cc. ;  for  day,  650  cc. ;  for  24  hours,  quantity, 
850  cc.  (diminished).  The  second  specimen 
gave  day  quantity  725.  Color  high,  cloudy, 
weakly  acid  reaction;  sp.  gr.,  1021.  No  albu- 
min though  the  urine  clouds  promptly  on  heat- 
ing, due  to  the  phosphates,  but  clears  on  addi- 
tion of  acetic  acid.  No  excess  of  indican,  al- 
though the  urobilin  is  increased.  The  urea  is 
2y2%.  No  sugar  is  present.  The  sediment  con- 
tains an  enormous  number  of  calcium  phos- 
phate crystals,  together  with  a  few  red  blood 
corpuscles,  a  few  leucocytes  and  a  very  few 
granular  cells,  chiefly  from  the  renal  pelvis. 
No  casts  could  be  discovered.  This  examination 
shows  a  severe,,  so-called,  phosphaturia,  with 
consequent  mild  irritation  of  the  urinary  tract. 

Fecal  Examination.  The  stool  was  acid  in  re- 
action ;  contained  the  fine  ' '  frog  spawn ' '  mucus 
from  the  small  intestine  and  a  few  larger  shreds 
of  mucus  coming  from  the  colon,  to  which  were 
attached  many  granular  cells  whose  nuclei  could 
still  be  discovered.  The  microscope  showed  a 
mass  of  fatty  acid  needles  in  every  slide,  to 
which  the  acidity  of  the  stool  could  be  ascribed. 
No  other  food  fragments  could  be  detected. 
There  is,  then,  an  intestinal  catarrh,  most 
marked  in  the  small  intestine,  with  marked  im- 
pairment of  fat  absorption.  This  is  apparently 
not  due  to  any  interference  with  the  bile  elimi- 
nation, since  none  was  discovered  in  the  urine. 
This  phosphaturia  is  variously  ascribed  to  hy- 
peracidity and  colon  catarrh,  which  interferes 
with  the  normal  elimination  of  calcium  by  the 
colon.  I  have  found  diet  and  the  use  of  mag- 
nesia beneficial,  and  think  that  pankreon,  if  it 
can  be  procured,  would  help  the  fat  absorption. 
This  is  all  my  chemical  and  clinical  necromancy 
shows  me  in  reading  the  metabolic  conditions  of 
your  patient.  I  enclose  a  diet  list  which  I  em- 
ploy in  such  cases.   (Signed)    A.  E.  Austin. 

On  August  1,  I  find  a  note  copying  a  report 
stated  as  follows :  I  found  no  evidence  of  tuber- 
culous or  cancerous  process  in  the  intestine. 
There  was  no  blood,  nor  were  there  any  frag- 
ments which  might  come  from  a  growth  in  that 
vicinity.  What  the  reactions  are  from  which  she 
suffers  is  hard  to  say,  but  I  hope  that  on  a  modi- 
fied diet  she  will  improve. — A.  E.  A. 
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DIET  LIST  FOR  PHOSPHATURIA. 

Breakfast.  A  baked  apple  or  pear  with  cream 
and  sugar ;  picked  fish  or  bacon  cooked  crisp ; 
toast  or  stale  rolls  with  plenty  of  butter;  coffee 
with  a  little  cream  and  sugar.  After  the  meal, 
two  teaspoonfuls  of  milk  of  magnesia  are  to  be 
taken. 

Dinner.  Soup  (clear)  if  desired;  any  kind  of 
meat  cooked  in  any  way  desired,  except  liver, 
sweetbreads,  or  kidneys ;  no  vegetables  except 
white  turnip,  asparagus,  onions,  watercress,  cab- 
bage, cauliflower  and  rice.  Any  pudding  of 
rice,  sago,  tapioca,  cottage  pudding  with  apples 
or  pears  cooked  with  it.  After  the  meal  a  glass 
of  Vichy  water. 

Supper.  Cold  meat,  fish  in  any  form,  oysters 
cooked  in  their  own  juice  with  butter  or  eaten 
raw,  but  not  in  milk  stew ;  apple  sauce  or  stewed 
or  canned  pears,  or  jelly  or  marmalade  made 
from  apples,  pears  or  peaches ;  stale  rolls  or 
toast  with  plenty  of  butter;  after  the  meal,  two 
teaspoonfuls  of  milk  of  magnesia. 

Remarks.  Tea  and  cocoa  should  be  avoided; 
no  milk  or  milk  products  other  than  those  men- 
tioned should  be  taken.  These  vegetables  must 
be  avoided:  spinach,  beets,  potatoes,  green  peas, 
green  beans,  tomatoes,  celery,  as  well  as  the 
fruits,  figs,  currants,  plums,  and  strawberries 
(avoid  them  whether  fresh  or  preserved).  Milk 
and  particularly  the  yolks  of  eggs  are  to  be 
avoided. 

Obviously  this  diet  could  not  be  given 
through  a  tube,  although  gastroenterologists  of 
note  claim  that  practically  all  essential  elements, 
including  vegetable  juices,  etc.,  can  be  given  in 
that  way.  We  were,  therefore,  obliged  to  re-- 
sort  to  forced  feeding  which,  thanks  to  the  won- 
derful patience  and  cooperation  of  the  nurses 
who  were  much  interested,  we  faithfully  kept 
up,  carrying  out  the  directions  for  feeding  to 
the  letter.  The  following  report  three  months 
later  rewarded  us  for  our  effort,  considering  the 
fact  that  the  clinical  symptoms  showed  a  corre- 
sponding improvement. 

Nov.  27,  1916.  I  have  made  a  re-examination 
of  the  urine  and  feces  of  your  patient  and  find 
that  the  urine  is  now  practically  normal,  contain- 
ing no  indican  and  no  calcium  oxalate,  nor  phos- 
phates ;  in  fact,  is  absolutely  free  from  sediment 
of  any  sort.  This,  I  think,  justifies  the  diet 
which  was  suggested,  together  with  the  general 
improvement  of  the  patient,  and  at  present,  I 


see  no  reason  why  she  cannot  return  to  eggs  and 
milk,  in  spite  of  their  excess  of  calcium. 

The  stool,  however,  though  containing  no 
starch  or  meat  fibers,  does  contain  a  large 
amount  of  fatty  acid  crystals,  and  at  the  same 
time  being  so  light  in  color  that  I  am  sure  there 
is  some  deficiency  in  the  discharge  of  bile  into 
the  intestine.  This  extreme  loss  of  fat  in  the 
stool  is  probably  why  you  have  been  unable  to 
make  more  progress  in  increasing  the  weight  of 
the  patient.  As  the  fat  is  wholly  split,  we  can 
hardly  hold  the  pancreas  responsible  for  this 
condition,  but  must  attribute  it,  as  stated,  to 
deficiency  of  bile. 

The  connection  between  indicanuria  and  ox- 
aluria  and  mental  disturbances  is  not  so  clear, 
but  many  works  have  been  published  showing 
that  the  mentally  unbalanced  usually  possess  an 
increase  in  indican  and  an  increase  in  the  ethe- 
real sulphates,  which  so  often  go  together. — 
A.  E.  A. 

Our  next  duty  seemed  clear — to  endeavor  to 
increase  the  flow  of  bile  by  colalin  or  other  bile 
stimulants,  then  to  decrease  fat  in  diet  to  estab- 
lish a  fat  tolerance  as  it  were,  to  try  various 
kinds  of  fat,  since  it  might  be  supposed  that  the 
problem  of  fat  metabolism  might  bear  an  impor- 
tant relation  to  stability  of  nervous  tissue. 

Here  is  a  ease  in  which  for  long  periods  the 
physical  condition  seemed  hopeless — a  patient 
so  insane  as  to  make  cooperation  most  difficult 
in  the  beginning,  and  yet  three  months  of  en- 
forced rest  and  enforced  rational  feeding  so 
regulated  the  bowels  that  they  moved  normally 
every  day  with  no  enemata,  digestion  was  very 
good,  tongue  perfectly  clear  and  appetite  very 
good.  (Indeed,  the  patient  herself  said  that 
her  digestion  and  bowels  had  not  been  in  so 
good  a  condition  for  twenty  years.)  Had  the 
cecum  or  colon  in  part  been  removed  before 
such  an  experiment  had  been  tried,  it  would 
have  been  impossible  to  have  given  chemical  or 
physiological  treatment  a  chance.  Had  mechan- 
ical massage  been  tried,  we  might  have  over- 
valued its  effect.  Do  not  cases  of  this  sort  lead 
us  to  believe  in  an  exhaustion  of  our  medical 
methods  under  trained  observers  before  resort- 
ing to  surgical  methods? — although  in  acute  ob- 
stipation or  cancer  not  to  employ  surgical  aid 
at  once  is  equally  culpable. 

Since  the  New  England  Hospital  has  offered 
surgical  advantages  to  Massachusetts  Homeo- 
pathic Hospital  women,  may  we  not  hope  that 
the     Massachusetts     Homeopathic  Hospital 
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may  offer  to  New  England  Hospital 
women  the  advantage  of  the  point  of 
view  gained  by  the  excellently  trained  scientific 
research  workers  in  their  Evans  Memorial  for 
Clinical  Research  ?  It  should  be  added  that  this 
mere  glimpse  into  scientific  methods  would  seem 
most  crude  to  their  workers,  trained  as  they  are 
in  various  body  function  tests,  etc.,  but  as  Dr. 
Folin  once  said :  "If  you  only  have  enough 
training  to  catch  the  research  point  of  view,  you 
will  be  able  to  refer  problems  of  clinical  im- 
portance to  those  scientifically  trained  and  thus 
do  your  part  toward  the  advancement  of  med- 
ical science." 

The  present  time  is  hardly  one  to  advocate  ex- 
tensive research,  when  so  many  pressing  prob- 
lems are  upon  us,  but  let  us  then  be  temporarily 
content  to  follow  conservative  proven  methods, 
lest  for  want  of  time  and  money  and  trained 
workers,  we  lose  sight  of  truths  which  once  lost 
sight  of  are  difficult  to  see  again.  "We  can  hope, 
in  more  propitious  times  to  work  out  the  prob- 
lems which  now  we  may  merely  note  as  worthy 
of  consideration. 


(Eltnual  Srpartmpnt. 

PRIMARY  SYPHILIS  OF  EYELID,  WITH 
REPORT  OF  A  CASE. 

By  Heney  D.  Lloyd,  M.D.,  Boston. 

In  regard  to  chancre  of  the  eyelid,  Marshal1 
states:  "Most  frequently  the  chancre  is  on  the 
conjunctiva."  The  same  authority  gives  the 
order  of  frequency  as  conjunctiva  of  lower  lid, 
the  cul-de-sac,  and  lid  margin.  Following  these 
situations  in  frequency  are  the  inner  angle  of 
the  eyelids,  upper  lid,  and  cul-de-sac;  next  the 
ocular  conjunctiva;  the  cutaneous  surface  is 
the  least  common  situation.  Lloyd  Thompson 
in  his  recent  monograph,  in  discussing  extra- 
genital chancres,  places  primary  infections  of 
the  eyelids  as  fifth  in  order  of  frequency,  those 
of  lips,  tonsils,  tongue,  and  breast  occurring 
with  greater  frequency  in  the  order  named, 
while  those  of  the  fingers  are  sixth. 

REPORT  OF  CASE. 

August  14,  1917,  H.  T.  came  to  the  South 
Medical  Department,  Massachusetts  General 
Hospital,  and  upon  close  questioning  gave  the 
following  history:    Left  eye  had  bothered  him 


about  six  weeks,  possibly  longer.  Sometime  in 
June  he  went  out  on  a  "party,"  but  denies 
drinking  to  such  excess  that  he  did  not  know 
what  he  was  doing.  He  absolutely  denies  any 
sexual  exposure.  "The  morning  after"  in 
making  his  toilet  he  noticed  that  the  towel  up- 
on which  he  wiped  his  face  was  quite  dirty  and 
later  ascertained  the  fact  that  the  man  who 
previously  used  the  towel  had  the  pox.  On  or 
about  the  first  of  July  his  eye  began  to  bother 
him. 


Physical  examination  showed  a  well-developed 
and  nourished  male,  color  good.  Tongue  some- 
what coated,  mucous  membrane  of  mouth  and 
throat  not  abnormal.  Pupils  equal  and  react 
to  light  and  distance.  Knee  jerks  present  and 
equal;  normal.  Left  eye  shows  a  thickened 
upper  lid  with  a  superficial  ulceration  5x8  mm., 
situated  at  outer  canthus,  this  ulceration  oc- 
curring upon  the  skin  surface  of  the  upper  lid. 
The  pre-auricular  gland  was  enlarged  to  the 
size  of  a  large  pea,  firm,  not  tender.  There  was 
also  a  chain  of  enlarged  glands  in  the  posterior 
cervical  triangle  upon  that  side.  The  skin  showed 
a  widespread  maculo-papular  rash  of  character- 
istic color  and  distribution,  extending  upon  the 
forehead  and  into  the  scalp.  There  was  no 
sign  of  genital  primary  or  of  one  about  the 
anus.  Neither  were  the  inguinal  glands  re- 
markable. 

We  tried  to  recover  spirochaetae  pallidae  from 
the  lesion  described  above,  but  failed.  The 
Wassermann  was  strongly  positive.  The  pa- 
tient was  given  two  injections  of  diarsenol,  of 
0.4  gram  each,  intravenously,  at  weekly  in- 
tervals, and  the  perchloride  of  mercury  by 
mouth.  He  failed  to  return  for  further  treat- 
ment. Early  in  December,  1917,  after  writing 
him  several  letters  the  patient  came  to  my 
office  and  submitted  to  an  examination.  At 
this  time  there  were  no  clinical  signs  of  active 
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syphilis  and  the  left  eyelid  showed  only  slight 
thickening.  The  Wassermann  reaction  was 
still  strongly  positive.  In  spite  of  advice,  he 
has  not  returned  for  further  treatment. 

My  thanks  are  due  Doctor  C.  Morton  Smith 
for  permission  to  report  this  case. 

REFERENCE, 

'Power  and  Murphy:    System  of  Syphilis. 


BIOLOGICAL  CLUB  OF  PHILADELPHIA. 

Stated  meeting  Thursday,  February  28,  1918, 
at  8  p.m.,  held  in  Cadwalader  Hall  of  the  College 
of  Physicians  of  Philadelphia,  Professor  E.  E. 
Wildman  presiding. 

How  Can  Biologists  op  Philadelphia  Best 
Help  the  Medical  Profession  in  the 
Present  Emergency? 

the  demand  for  and  training  of  laboratory 
technicians. 

Dr.  John  A.  Kolmer  :  In  the  present  day  of 
refined  and  practical  laboratory  methods  for 
the  diagnosis  of  disease,  not  a  small  part  of  the 
education  of  the  medical  man  is  embraced  in  a 
working  knowledge  of  laboratory  methods.  Since 
the  entry  of  the  United  States  into  the  war  the 
demand  for  technicians  in  our  laboratories  is 
constantly  increasing.  It  is  probable  also  that 
such  technicians  will  be  required  in  the  hospi- 
tals for  the  wounded  and  in  the  laboratories  of 
the  cantonments.  The  object  of  this  communi- 
cation is  to  emphasize  the  importance  of  large 
laboratories,  and  particularly  those  connected 
with  teaching  hospitals,  to  undertake  the 
systematic  training  of  properly  prepared  young 
women  in  laboratory  methods  to  meet  this  de- 
mand. In  the  past  two  years  the  polyclinic  has 
prepared  more  than  seventy  young  women  for 
this  work.  In  the  course  of  instruction  the 
greater  amount  of  attention  is  devoted  to 
technic  and  practical  instruction;  the  classes 
are  small  and  the  object  is  to  give  a  broad  train- 
ing enabling  the  technician  to  cope  with  a 
varied  amount  of  work.  Candidates  for  in- 
struction must  be  high  school  graduates  or 
possess  the  equivalent  in  preliminary  education ; 
a  knowledge  of  chemistry  and  biology  is  help- 
ful but  not  essential.  In  the  Polyclinic 
Laboratories  the  first  ' course  of  instruction  in- 


cludes systematic  training  in  the  preparation  of 
the  various  culture  media,  the  methods  of  em- 
bedding and  staining  sections  of  tissue,  prep- 
aration of  stains,  sterilization  of  glassware.  A 
successful  examination  in  these  admits  the  stu- 
dent to  the  course  in  clinical  pathology.  At 
the  completion  of  this  course  I  advise  students 
to  fill  positions  for  wider  experience  and  then 
return  for  instruction  in  complement-fixation 
technic,  with  particular  references  to  the 
Wassermann  and  gonococcus  complement-fixa- 
tion tests.  Qualified  young  women  are  readily 
trained  in  the  conduct  of  the  "Wassermann  re- 
action. Instruction  is  also  offered  in  bacteri- 
ology and  the  preparation  of  bacterial  vaccines 
and  in  advanced  clinical  pathology.  The  ma- 
jority of  our  technicians  have  been  offered  sal- 
aries averaging  $900  a  year  with  maintenance. 
It  is  to  be  hoped  that  other  States  will  follow 
the  example  of  Pennsylvania  in  requiring  her 
institutions  for  the  care  of  the  sick  to  offer  ade- 
quate laboratory  facilities  for  the  modern 
diagnosis  and  treatment  of  disease  and  for  the 
instruction  and  experience  of  internes.  In  or- 
der to  meet  the  increasing  demand  for  lab- 
oratory technicians  it  is  hoped  that  teaching  in- 
stitutions will  offer  adequate  and  comprehensive 
courses  of  instruction  in  this  connection. 

I  would  emphasize  that  owing  to  the  increas- 
ing demand  for  laboratory  technicians,  by  rea- 
son of  the  fact  that  the  State  of  Pennsylvania 
requires  hospitals  to  employ  technicians,  to  fill 
vacancies  created  by  the  absence  of  bacteriol- 
ogists in  the  Federal  Service  and  because  the 
Federal  Government  is  requiring  the  aid  of 
laboratory  technicians,  biologists  of  Philadelphia 
can  aid  in  the  present  emergency  by  carefully 
selecting  young  men  and  women  for  training  as 
laboratory  technicians.  Owing  to  the  growing 
scarcity  of  physicians,  which  may  be  augmented 
if  the  war  continues,  the  biologists  of  Phila- 
delphia may  do  much  by  preparing  young  men 
and  women  for  the  study  of  medicine.  In  addi- 
tion to  these  aids,  the  biologists  of  Philadelphia 
may  be  able  to  conduct  research  work  of  dis- 
tinct benefit  to  the  country  at  large,  and  the 
Biological  Club  should  endeavor  to  cooperate 
with  the  National  Research  Council. 

HOW  CAN  THE  BIOLOGISTS  OF  PHILADELPHIA  BEST 
HELP  THE  MEDICAL  PROFESSION  IN  THE 
PRESENT  EMERGENCY? 

Dr.  Berta  M.  Meine  :  The  present  crisis,  which 
presents  unparalleled  upheavals  in  every  phase 
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of  our  work,  has  distinctly  differentiated  the 
past,  the  present,  and  the  future.  Our  best  plans 
for  progress  for  pre-war  times  belong  to  the 
past.  The  present  contributes  its  problems  of 
supplying  our  own  and  our  allied  armies  with 
medical  officers,  of  doing  the  medical  work  at 
home  and  of  supplying  physicians  for  present 
and  future  demands.  The  future  comes  after  the 
war.  Every  possible  effort  to  find  recruits  for 
our  profession  must  be  made  and  these  must 
be  trained  with  due  regard  to  the  new  knowl- 
edge and  methods  developed  by  the  war.  Dr. 
Horace  D.  Arnold  in  an  address  at  the  Medical 
Conference  on  Medical  Education  said  that 
every  effort  to  increase  the  output  of  physicians 
must  be  made,  and  that  the  modern  thorough 
training  with  its  broad  scientific  basis  should 
be  fully  maintained.  He  recommends  a  reor- 
ganization of  the  curriculum,  with  a  view  of  a 
greater  uniformity  in  the  course  of  instruction, 
the  rearrangement  and  readjustment  of  the 
course  to  include  new  and  important  knowledge 
developed  by  the  war  and  to  omit  non-essential 
details.  This  would  make  the  transferring  of 
students  from  one  school  to  another  possible 
without  the  usual  loss  of  time  required  at  pres- 
ent. Sessions  of  the  medical  schools  during  the 
summer  were  also  thought  advisable,  and  Dr. 
Arnold  suggested  that  this  method  of  time  sav- 
ing may  have  to  become  compulsory.  He  said 
that  "Medical  teachers  of  the  draft  age  play  a 
most  important  part  in  the  methods  of  medical 
education  adopted  in  recent  years.  The  induc- 
tion of  these  men  into  active  service  would  seri- 
ously impair  the  efficiency  of  medical  teaching 
unless  they  could  at  once  be  replaced  by  equally 

satisfactory   teachers."  "The  scarcity 

of  teachers  is  more  likely  to  be  felt  in  the 
laboratory  subjects.  A  possible  solution  of  this 
difficulty  may  be  found  in  the  combination  of 
the  teaching  forces  of  two  or  more  schools  in  a 
medical  center.  The  schools  should  consider 
the  feasibility  of  such  combinations,  and  should 
prepare  to  make  such  arrangements  if  they  be- 
come necessary."  It  would  appear  then  that 
the  biologist,  as  teacher  of  the  high  school  stu- 
dent, could  assist  the  medical  profession  very 
materially  in  obtaining  desirable  recruits.  He 
has  a  wonderful  opportunity  of  selecting  and 
interesting  the  suitable  young  men  and  women. 
He  could  not  only  encourage  the  student  to 
study  medicine,  but  assist  him  in  obtaining  his 
premedical  work  in  the  best  manner  and  shortest 
time.    On  the  other  hand,  advice  to  the  student 


who  thinks  he  would  like  medicine,  but  who  is 
made  for  other  things,  might  avail  much  for 
the  student  and  the  medical  instructors.  Another 
suggestion  for  helpfulness  is  that  the  medical 
profession  and  the  biologist  consider  seriously 
the  advisability  of  the  biologist  teaching  certain 
of  the  branches  of  medical  science,  such  as 
bacteriology,  chemistry,  etc.,  if  the  combination 
of  medical  teaching  becomes  imperative.  There 
are  not  enough  medical  men  beyond  the  draft 
age  to  supply  the  vacancies.  Never  before  has 
there  been  more  fully  realized  the  necessity  that 
each  individual  contribute  the  very  greatest 
amount  of  the  very  best  quality  of  work  that  he 
can  do  better  than  anything  else.  Therefore  I 
would  most  heartily  second  the  suggestions  made 
by  Dr.  Kolmer.  The  highly  trained  non-medi- 
cal research  worker  may  direct  his  attention 
to  problems  in  preventive  medicine.  He  may 
work  independently  or  with  the  physician.  As 
associates,  the  clinician  and  the  laboratory 
worker  may  produce  results  far  more  valuable 
than  either  of  them  could  independently. 
Specially  trained  persons  may  do  the  outlined 
clinical  laboratory  work  and  probably  in  some 
instances  better  than  the  more  highly  trained 
person  with  many  other  duties.  Send  us  the 
best  you  have  and  we  shall  attempt  to  train 
them  well  and  place  them  where  they  are  most 
needed. 


Hook  SlfmpuiB. 


Annual  Reprint  of  the  Reports  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  American 
Medical  Association  for  1916. 

This  volume  contains  the  reports  of  the  Coun- 
cil which  have  been  adopted  and  authorized  for 
publication  during  1916.  It  includes  reports  of 
the  Council  previously  published  in  the  Journal, 
along  with  such  editorial  comments  as  have 
accompanied  them.  In  many  instances  there 
have  been  added  to  these  reports  the  more 
strictly  scientific  matters  which,  because  of  lack 
of  space  or  because  of  their  highly  technical 
character  were  not  published  in  the  Journal.  In 
addition,  the  volume  contains  reports  of  the 
Council  which,  because  of  their  lesser  impor- 
tance, were  not  published  in  the  Journal  and 
which  as  a  matter  of  record  are  included  here. 
That  the  Council's  official  reports  may  be  made 
available  to  physicians,  chemists,  pharmacolo- 
gists and  others  interested  in  medicine,  the 
Council  authorized  publication  of  this  volume. 
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THE   FIGHT   AGAINST   VENEREAL  IN- 
FECTION. 

The  conservation  of  the  nation's  health  is  a 
subject  which  has  been  engaging  more  and 
more  study  of  late,  and  during  the  war  the 
great  drain  upon  man  power  entailed  by  vene- 
real diseases  has  brought  prophylaxis  and  pre- 
vention before  the  public.  We  ought  to  note 
here,  as  Sir  Francis  Champneys  points  out, 
that  there  is  a  distinction  between  the  two.  In 
this  view  prophylaxis  means:  (a)  the  provision 
of  disinfectants  for  use  before  and  after  ex- 
posure to  infection,  and  (b)  the  issue  of  pro- 
phylactic packets  to  men  going  on  leave ;  while 
prevention  includes  these  measures  and  early 
treatment  of  contaminated  men  and  of  those  m 
whom  syphilis  or  gonorrhea  have  manifested 
themselves.  From  the  discussion  and  adver- 
tisement of  venereal  diseases  carried  on  in  tha 
press,  the  real  nature  of  prophylaxis  is  begin- 
ning to  dawn  upon  the  public  mind. 

In  spite  of  the  publicity  of  the  discussion, 
the  Anglo-Saxon  nations  are  still  unable  to  deal 


successfully  with  the  prevention  of  venereal 
diseases.  The  practical  question  is  unsettled, — 
Which  is  the  greater  evil,  that  numbers  of  sol- 
diers should  return  with  venereal  diseases  to 
infect  future  generations,  or  that  they  should 
visit  houses  under  medical  inspection,  in  which 
the  French  and  Germans  and  other  European 
nations  see  no  harm?  It  is  true  that  the  ideal 
thing  would  be  that  soldiers  should  do  neither, 
and  many  doubtless  do  maintain  a  clean 
standard,  but  it  is  estimated  that  the  number 
is  comparatively  small.  Thus  in  a  letter  pub- 
lished in  England  it  is  stated  that  a  "million 
men  have  come  overseas.  Over  one-third  of 
that  million  becomes  infected  with  venereal  dis- 
eases every  twelve  months,  and  many  thou- 
sands are  constantly  sick  in  venereal  disease 
hospitals."  In  sober  truth  the  actual  number 
is  even  larger.  (The  Nineteenth  Century,  Sep- 
tember, 1917.) 

Now  that  American  troops  are  being  assem- 
bled for  overseas  duty  and  in  home  camps,  it  is 
obvious  that  the  only  way  of  protecting  them 
from  this  danger  is  to  create  a  public  senti- 
ment in  favor  of  prophylaxis.  Unfortunately, 
there  is  not  a  similar  clarity  as  to  the  proper 
means.  Since  the  outbreak  of  the  war  we  have 
read  a  great  many  different  opinions;  we  have 
examined  the  evidence  and  studied  the  reports 
from  France,  Germany,  Russia  and  Italy  with 
care,  and  the  impression  left  is  that  success  in 
combating  venereal  infection — we  do  not  mean 
the  diseases  when  they  have  once  declared  them- 
selves— is  essentially  one  of  discipline,  both 
military  and  national. 

Under  the  head  of  military  discipline  comes 
the  use  of  the  prophylactic  packet.  It  is  cer- 
tainly a  debatable  point,  involving  moral  and 
religious  questions  of  the  utmost  gravity.  As 
to  the  ethics  of  the  practice  of  handing  pack- 
ets to  soldiers  and  sailors,  medical  authorities 
and  high  officials  do  not  agree.    For  example : 

"The  use  of  this  packet  I  believe  to  be  im- 
moral; it  savors  of  the  panderer." — Mr.  Dan- 
iels. 

"It  should  be  resorted  to  as  soon  as  possible 
after  exposure." — Dr.  Charles  E.  Riggs,  U.S.N. 

"The  ethical  question  depends  upon  the  man- 
ner of  prophylaxis — whether  it  means  before  the 
act;  or  after  the  act,  but  before  the  disease 
shows  itself." — Sir  Francis  Champneys. 

There  seems  to  be  no  objection  anywhere  to 
the  use  of  the  packet  after  exposure,  but 
whether  it  should  be  forced  upon  soldiers  and 
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sailors  beforehand  is  a  different  matter.  If  the 
issue  of  the  packet  becomes  a  disciplinary  rule, 
so  that  every  soldier  and  sailor  is  given  the 
prophylactic,  whether  he  intends  to  use  it  or 
not,  it  obviously  tends  to  suggest  its  use,  and 
to  drive  men  from  the  class  of  abstainers  into 
those  who  deliberately  indulge  in  irregular  sex- 
ual intereouse.  The  effect,  as  a  matter  of  ex- 
perience, is  not  uniform.  As  Sir  Francis 
Champneys  well  observes:  "The  question  arises 
whether  more  medical  harm  is  done  by  adding 
to  the  number  of  those  who  expose  themselves 
under  some  protection  than  by  limiting  the  pro- 
tection to  those  exposed  to  the  risk  of  infec- 
tion." As  there  is  no  absolute  prophylactic, 
and  as  the  safest  prophylactic  of  all  is  the  avoid- 
ance of  exposure,  there  seems  to  be  as  yet  no 
final  answer  to  the  question. 

Apart  from  moral  considerations,  the  value 
of  prophylactics  is  a  question  of  discipline. 
In  the  German  and  Austrian  armies,  they  have 
been  most  useful,  and  in  many  British  regi- 
ments it  is  known  that  they  have  greatly  dimin- 
ished the  incidence  of  venereal  diseases.  But 
the  conditions  in  these  armies  are  extremely 
different.  In  the  Teuton  armies  the  conditions 
are  favorable  to  medical  and  police  inspection, 
and  a  merciless  system  of  registration  of  pros- 
titutes. In  countries  where  the  state  expects  to 
superintend  every  action  of  the  people's  lives 
from  the  cradle  to  the  grave,  it  is  obvious  that 
men  and  women  alike  will  be  allowed  little 
freedom  of  choice,  and  they  are  taught  to  obey 
sanitary  regulations  that  in  Anglo-Saxon  states 
are  still  matters  of  individual  judgment.  It 
happens  that,  owing  partly  to  discipline  and 
partly  to  national  docility,  the  scientific  mor- 
alists who  inhabit  the  Central  empires  are  as 
near  the  model  of  forced  prophylaxis  as  any 
race  is  ever  likely  to  get. 

The  extent  of  this  discipline  among  soldiers 
and  the  civilian  population  is  revealed  in  the 
army  orders  published  this  winter  in  the  Zeit- 
schrift  fiir  Bekampfung  der  Geschlecht skrank- 
heiten.  The  military  authorities  in  German 
cities,  recognizing  the  peril  from  loose  women 
that  threatened  their  men,  took  the  problem  in 
hand  with  characteristic  thoroughness  at  an 
early  stage  of  the  war,  and  published  a  list  of 
cafes,  hotels,  restaurants,  and  picture  shows 
that  were  absolutely  forbidden  to  men  in  uni- 
form. Some  quarters  of  the  towns  were  en- 
tirely closed  to  soldiers,  and  all  questionable 
female  characters  were  ruthlessly  cleared  away 


from  the  streets.  Certain  German  taverns 
where  waitresses  served  beer  and  wines,  were 
closed,  putting  an  end  to  a  social  danger.  The 
soldiers  on  leave,  and  the  sick  and  wounded, 
have  very  little  liberty.  They  are  not  only 
kept  within  the  lazaret  and  barracks,  but  are 
forbidden  to  have  any  intercourse  or  exchange 
words  with  the  people  passing  in  the  street. 

In  comparing  the  street  conditions  of  Ger- 
many and  England  and  America,  nothing 
strikes  the  medical  observer  more  than  the 
number  of  men  in  uniform  wandering  about  at 
will.  It  is  inevitable  that  there  must  be  a  con- 
siderable amount  of  clandestine  prostitution.  A 
great  obstacle  in  the  way  of  sanitary  and  moral 
prophylaxis  presents  itself  here.  It  may  be  in- 
quired how  far  the  use  of  prophylactic  packets 
will  avail.  Under  these  conditions  it  is  at  least 
doubtful  whether  men  will  go  to  the  trouble  of 
applying  calomel  cream  and  injections  of  pro- 
targol  and  permanganate  solutions.  Valuable 
as  these  are  if  properly  used,  the  evidence 
shows  that  the  social  dangers  of  the  cities  must 
be  grappled  with  in  other  ways,  that  is  to  say, 
by  disciplinary  measures.  Otherwise  there  is 
the  danger  of  falling  into  the  old  error  of  lock- 
ing the  stable  door  after  the  horse  has  been 
stolen.  Thorough-going  prophylactic  measures 
include,  besides  disinfectants,  the  protection  of 
both  sexes  from  the  risks  of  street  intercourse. 

The  more  we  examine  the  problem  the  more 
clearly  do  we  perceive  that  the  essence  of  pro- 
phylaxis is,  after  all,  moral  in  its  nature. 
That  young  men  of  healthy  physique  and  cer- 
tainly not  deficient  in  virility  can  abstain  from 
irregular  sexual  intercourse  without  harm  is  to- 
day an  established  physiological  fact.  But  to 
the  expert  in  venereal  diseases,  'it  does  not 
seem  to  follow  that  the  use  of  prophylactics  be- 
fore exposure  is  immoral.  Yet  Sir  Francis 
Champneys,  who  represents  medical  opinion  as 
well  as  the  National  Council  for  Combating 
Venereal  Diseases,  says :  "  If  there  were  no  such 
things  as  moral  considerations,  no  doubt  it 
would  be  right  to  issue  prophylactic  packets 
without  any  restriction  as  to  time,  and  to  teach 
our  children  how  to  avoid  venereal  diseases 
without  any  regard  to  morals  and  at  all 
costs.  .  .  If  'scientific  medicine'  cannot  be  sat- 
isfied unless  packets  are  given  before  the  act, 
there  is  an  absolute  deadlock,  and  a  choice 
must  be  made."  As  this  is  the  official  senti- 
timent  of  England  and  America  the  choice  is, 
indeed,  very  difficult. 
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In  this  discussion  but  little  is  said  about  such 
prophylactics  as  thorough  washing  with  soap 
and  water  before  and  after  exposure.  It  seems 
somewhat  inconsistent  that  these  measures  are 
not  regarded  as  immoral.  They  are  among  the 
most  practical,  and  in  European  clinics  both 
sexes  are  taught  their  value.  They  have  one 
great  advantage.  The  influence  of  alcohol,  un- 
der which  so  much  irregular  sexual  intercourse 
occurs,  does  interfere  with  the  use  of  a  packet, 
and  of  such  remedies  as  calomel  ointment, 
tubes,  and  injections,  but  ablutions  with  soap 
and  water  are  so  much  a  matter  of  convenience 
that  a  man,  unless  he  be  very  drunk,  will  take 
such  simple  measures  of  cleanliness. 

In  view  of  the  dangers  of  venereal  diseases, 
of  the  facts  that  syphilis  ranks  third  or  fourth 
among  the  killing  diseases,  that  gonorrhea  is 
the  cause  of  sterility  and  nameless  suffering 
among  women,  that  gonorrhea  and  syphilis  are 
the  causes  of  blindness  and  insanity  in  the  off- 
spring, it  does  not  seem  immoral  to  avoid  these 
miseries,  even  at  the  risk  of  suggesting  vice  to 
some  who  are  inclined  to  it.  Most  medical 
men,  we  believe,  take  this  view,  though  they 
may  differ  as  to  the  relative  value  of  medical 
prophylactics  and  the  best  way  of  using  them. 


ANNUAL  REPORT  OP  THE  STATE  DE- 
PARTMENT OP  HEALTH. 

The  annual  report  of  the  State  Department 
of  Health  of  Massachusetts  has  been  submitted 
for  1916.  The  Department  is  organized  in 
seven  divisions,  all  of  which  have  done  efficient 
work  throughout  the  year.  The  Division  of 
Sanitary  Engineering  has  given  advice  to  one 
hundred  and  fifty-four  cities  and  towns  through 
the  year,  in  regard  to  water  supplies  and  sew- 
age. All  sewer  outlets  discharging  into 
the  sea  or  tidal  waters  were  examined  during 
the  year,  and  over  300  sources  of  water  supply 
for  towns,  cities,  and  fire  districts  controlled  by 
analyses.  Sewerage  systems  have  been  in- 
spected, and  continued  supervision  maintained 
over  water  courses  to  protect  against  pollution. 

The  Division  of  "Water  and  Sewage  Labora- 
tories performs  all  laboratory  work  required 
under  the  statutes  governing  the  purity  of  in- 
land waters.  It  also  makes  extensive  investi- 
gations, and  does  analytical  work  in  problems 
•of  water  supply,  sewage  disposal,  and  trades 


wastes  disposal.  In  the  past  year  over  6000 
samples  of  water,  sewage,  effluents,  factory 
wastes,  etc.,  were  analyzed  in  these  laboratories, 
and  bacteriologic  examinations  of  over  4000 
samples  were  made. 

The  Division  of  Food  and  Drugs  continued 
its  commendable  work  under  the  statutes  cov- 
ering food  and  drugs,  including  milk,  cold-stor- 
age products  and  meat-slaughtering  inspection. 
Over  11,000  samples  of  milk,  food,  and  drugs 
were  examined  during  the  year.  A  large 
amount  of  work  was  done  in  attempting  the 
manufacture  of  dioxy-diamino-arseno-benzol,  or 
allied  substances  for  the  treatment  and  cure  of 
syphilis.  The  researches  promise  success,  and 
if  successful  will  have  a  greater  effect  upon  the 
problem  of  syphilis  than  any  other  known  pro- 
cedure. 

The  Division  of  Communicable  Diseases  has 
made  notable  improvements  during  the  year  in 
the  methods  of  control  over  communicable  dis- 
eases. In  this  Division  there  is  now  established 
an  endemic  index  for  each  of  the  important  dis- 
eases for  each  community  in  the  Commonwealth. 
By  a  glance  at  this  index  any  unusual  preva- 
lence is  apparent,  and  prompt  investigation  re- 
veals whether  it  is  a  mere  coincidence  or  the 
beginning  of  an  outbreak.  Much  better  report- 
ing by  physicians  is  evident,  and  calculations 
based  on  the  ratio  of  deaths  to  reported  cases 
seem  to  indicate  that  Massachusetts  physicians 
report  more  thoroughly  than  those  of  other 
States.  Over  22,000  specimens  were  examined 
by  this  Division  during  the  past  year,  at  an  av- 
erage cost  of  26  cents  per  specimen. 

The  scope  of  the  work  of  the  Division  of 
Biologic  Laboratories  was  enlarged  during  the 
year.  The  work  of  examination  of  dogs  for 
rabies,  and  the  complement-fixation  test  for 
glanders,  have  been  done  for  the  Bureau  of 
Animal  Industry.  There  were  distributed  by 
this  Division  during  the  year  about  175,000 
doses  of  diphtheria  antitoxin,  1696  doses  of 
anti-meningitis  serum,  130,000  doses  of  vaccine 
virus,  and  46,000  doses  of  typhoid  prophylac- 
tic. For  the  Bureau  of  Animal  Industry  over 
1000  tests  were  made.  Over  25,000  tests  for  the 
Wassermann  reaction  were  made  during  the 
year,  at  a  cost  of  less  than  20  cents  per  test. 

Over  60%  of  the  health  officer's  problems 
may  be  attributed  to  diseases  which  can  be  re- 
duced in  prevalence  only  by  means  of  educa- 
tion in  personal  hygiene.  Educational  methods 
alone  promise  results  in  infant  mortality,  can- 
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cer,  and  diseases  of  the  circulatory  aud  urinary 
systems.  Reduction  of  the  death  rates,  there- 
fore, depends  almost  entirely  upon  education  of 
the  individual  citizen,  and  this  work  is  carried 
on  by  the  Division  of  Hygiene.  All  recognize 
the  danger  from  communicable  diseases,  and 
the  value  of  efforts  to  prevent  them.  All  do 
not  yet  realize  in  equal  degree  the  economic  loss 
resulting  from  sickness  in  general,  the  high  in- 
fant death  rate,  children  poorly  born  and 
handicapped  in  physical  and  mental  develop- 
ment, school  children  below  par  and  unable  to 
keep  up  with  the  normal  child,  individuals  need- 
lessly incapacitated  by  organic  diseases  of  the 
heart,  blood  vessels  and  kidneys,  in  consider- 
able part  the  result  of  faulty  living,  and  the 
loss  to  the  community  of  lives  from  such  dis- 
eases as  tuberculosis  and  cancer  because  of  the 
failure  to  detect  these  diseases  in  their  early 
stages,  when  prospect  of  recovery  is  most  prom- 
ising. This  knowledge  must  be  brought  to  the 
people  in  general,  and  by  means  of  lectures,  ex- 
hibits, and  pamphlets  the  Division  seeks  to  do 
it.  During  the  year,  628  lectures  were  given, 
and  nearly  100,000  attended  them.  Moving 
picture  health  films  were  exhibited  372  times, 
and  the  child  welfare  health  exhibit  shown  in 
24  cities  and  towns. 

Statistics  show  that  the  infant  mortality  rate 
is  steadily  decreasing,  but  this  is  largely  due 
to  good  work  in  the  large  cities.  Forty  per 
cent,  of  infant  deaths  occur  in  the  first  month, 
showing  that  prenatal  causes  are  a  potent  fac- 
tor. More  prenatal  work  must  be  done,  espe- 
cially in  small  communities,  where  the  rate  is 
far  too  high.  "Work  for  school  hygiene  is  often 
unsystematic  and  poor.  There  should  be  a 
physical  and  mental  survey  of  every  school 
child  made  at  least  once  a  year  and  recorded  on 
a  card,  together  with  the  outline  or  prescrip- 
tion of  hygienic  treatment  necessary  to  bring 
the  child  to  normal  or  maintain  it  at  normal. 
Not  only  children  with  defects  should  be  pre- 
scribed for,  but  also  those  below  normal  in 
physique  or  mental  equipment.  The  tubercu- 
losis campaign  of  the  Department  has  made 
great  strides  in  the  past  year.  The  greatest 
possibility  in  the  prevention  of  tuberculosis, 
that  is,  through  the  school  child,  will  not  be 
realized  until  there  is  a  uniform  scientific  sys- 
tem of  inspection  of  school  children.  All  cities 
and  towns  of  more  than  10,000  population  are 
now  complying  with  the  law  to  provide  a  tu- 
berculosis dispensary  satisfactory  to  the  Depart- 


ment. In  the  ordinary  diseases  of  childhood — 
measles,  whooping  cough,  and  scarlet  fever- 
health  officials  are  doing  everything  possible  in 
an  official  way,  so  that  still  further  reduction 
in  these  diseases  depends  largely  on  the  educa- 
tion of  the  individual.  Diphtheria  should  be 
reduced  more  rapidly,  in  view  of  the  fact  that 
a  specific  exists,  which  if  given  sufficiently 
early  and  in  proper  dosage,  makes  a  fatal  is- 
sue almost  impossible.  Failure  to  call  a  phy- 
sician in  time  to  administer  the  antitoxin  ef- 
fectively most  frequently  causes  death  from 
diphtheria,  therefore  the  remedy  must  be  edu- 
cational. Pneumonia,  taken  collectively  in  all 
forms,  is  the  greatest  single  factor  in  our  death 
rate.  Lobar  pneumonia  alone  causes  over  3000 
deaths  in  Massachusetts  annually,  and  ranks 
second  only  to  tuberculosis  among  the  commu- 
nicable diseases  as  a  cause  of  death.  It  should 
be  placed  on  the  list  of  diseases  whose  report- 
ing is  compulsory,  as  it  is  a  dangerous  com- 
municable disease.  The  Department  advises 
the  manufacture  and  distribution  of  an  anti- 
pneumococeic  serum  to  physicians  for  use  in 
Massachusetts.  To  combat  syphilis  effectually, 
facilities  for  the  diagnosis  thereof  must  be 
placed  at  the  disposal  of  hospitals,  dispensaries, 
health  boards  and  physicians.  Effective  treat- 
ment should  be  made  available,  either  free  or 
at  a  reasonable  price. 


SECRETARIES  FOR  PHYSICIANS. 

In  the  past  secretaries  to  physicians  have  had 
no  special  qualifications  for  the  particular  serv- 
ices they  are  expected  to  render.  They  have 
been  good  stenographers,  and  if,  perchance, 
their  training  has  been  ample  in  general  sci- 
ence they  have  sooner  or  later  picked  up  certain 
parts  of  the  routine  of  the  medical  laboratory 
as  well  as  the  office  work. 

Two  years  ago  Simmons  College  inquired  of 
one  hundred  representative  physicians  whether 
a  specialized  training  for  a  medical  secretary 
should  turn  out  a  worker  of  special  value  for 
busy  physicians  and  for  hospitals  and  dispen- 
saries, and  their  opinion  was  sought  on  what 
would  constitute  an  ideal  course.  The  re- 
sponses demonstrated  definitely  that  a  secreta- 
rial and  technical  training  should  lead  to  a 
useful  and  special  vocation  for  which  a  want 
was  felt. 
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With  the  design  of  meeting  this  need,  the 
suggestions  given  were  carefully  considered, 
and  a  course  of  training  was  adopted  which  in- 
cluded practically  all  of  the  technical  secreta- 
rial work  of  stenography,  typewriting,  filing, 
cataloguing,  and  bookkeeping  given  to  the  reg- 
ular secretaries,  and,  in  addition,  familiarity 
with  the  medical  vocabulary,  special  medical 
German  and  abstracting,  and  courses  in  general 
chemistry,  bacteriology,  and  applied  routine 
medical  laboratory  work.  This  June  the  first 
class  completing  this  special  course  will  grad- 
uate and  be  eligible  to  demonstrate  the  special 
services  they  are  qualified  to  render.  It  is 
confidently  believed  that  the  combination  secre- 
tarial-technician will  soon  prove  her  merit  to  a 
new  vocation,  and  that  hospitals,  clinics  and 
specialists,  who  may  have  certain  routine  lab- 
oratory work,  as  urine  or  blood  analysis,  or  the 
culturing  or  microscopic  examination  of  patho- 
logic specimens,  will  find  her  of  exceptional 
value.  By  writing  to  Simmons  College  further 
information  may  be  obtained  regarding  the 
training  and  the  special  qualities  of  the  gradu- 
ating students. 


MASSACHUSETTS    FREE    SCHOOL  ON 
PUBLIC  HEALTH. 

The  Committee  on  Public  Health  of  the 
Massachusetts  Medical  Society  has  determined 
upon  the  following  topics  for  the  various  ses- 
sions of  the  Four  Day  Free  School  on  Public 
Health,  which  it  is  to  hold  May  28-31st,  in  co- 
operation with  State  and  Federal  public  health 
organizations : 

Tuesday  a.m. — Water  and  Sewage. 

Tuesday  p.m. — Public  Health  Laboratory. 

Wednesday  a.m. — Public  Health  Reports. 

Wednesday  p.m. — Specific  Diseases. 

Thursday  p.m. — Industrial  Hygiene. 

Thursday  evening. — Dr.  Peter's  lecture  on 
Public  Health  Education  in  China,  followed  by 
a  social  hour. 

Friday  a.m. — Child  Welfare. 

Friday  p.m. — Public  Health  Administration. 

Some  of  the  best-known  men  in  public  health 
work  will  address  these  sessions  and  at  each 
session  there  will  be  an  opportunity  to  ask 
questions  regarding  particular  problems. 


MEDICAL  NOTES. 

Meeting  op  the  American  Public  Health 
Association. — The  next  meeting  of  the  Amer- 
ican Public  Health  Association  will  be  held  in 
Chicago,  October  14-17,  1918.  The  central 
theme  of  the  meeting  will  be,  "The  Health  of 
the  Civil  Population  in  War  Time." 

Annual  Meeting  op  the  National  Tubercu- 
losis Association. — The  National  Tuberculosis 
Association,  which  is  the  newly  incorporated 
successor  of  the  National  Association  for  the 
Study  and  Prevention  of  Tuberculosis,  will  hold 
its  fourteenth  annual  meeting  in  Boston,  June 
6,  7,  and  8,  1918,  with  headquarters  at  the 
Copley-Plaza  Hotel.  The  meeting  is  to  be  di- 
vided into  three  sections:  the  Clinical  Section, 
with  Walter  R.  Steiner,  M.D.,  of  Hartford, 
Conn.,  as  chairman ;  the  Pathological  Section, 
with  M.  C.  Winternitz,  M.D.,  of  New  Haven, 
Conn.,  as  chairman ;  and  the  Sociological  Sec- 
tion, with  James  Minnick,  of  Chicago,  111.,  as 
chairman.  Subjects  dealing  with  all  branches 
of  anti-tuberculosis  work  are  to  be  discussed. 

London  Death  Rates  in  February. — Statis- 
tics recently  published  show  that  the  total  death 
rate  of  London  in  February  was  16  per  thou- 
sand inhabitants  living.  Among  the  several  dis- 
tricts and  boroughs,  the  highest  rate  was  27.9 
in  Shoreditch,  a  populous  east  side  slum,  and 
the  lowest  was  10.9,  in  Hampstead,  an  open 
suburb  on  the  north. 

Oleomargarine  in  Public  Institutions. — In 
a  letter  to  the  City's  legislative  representative 
at  Albany,  the  New  York  City  Commissioner  of 
Health  advocates  the  passage  of  a  bill  now  be- 
fore the  legislature  removing  the  restrictions 
which  now  prohibit  the  use  of  oleomargarine  in 
institutions  maintained  wholly  or  in  part  by 
public  moneys: 

"The  Department  of  Health  wishes  to  ex- 
press its  approval  of  the  proposed  measure  on 
the  ground  that  the  excessive  price  which  the 
City  of  New  York  has  to  pay  for  butter  places 
an  undue  burden  upon  the  taxpayers  by  pro- 
hibiting the  City  authorities  from  purchasing  a 
wholesome  and  nutritious  substitute  therefor. 

The  repeal  of  the  prohibition  against  pur- 
chasing butterine  and  oleomargarine  will  vest 
discretionary  power  in  the  officials  in  charge 
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of  institutions  to  determine  whether  or  not  it 
would  be  advisable  to  supply  the  inmates  of 
public  institutions  with  butter  or  a  wholesome, 
nutritious  substitute.  Public  officials  should 
have  such  discretional  power,  and  the  repeal 
of  the  present  law  would  accrue  to  the  benefit 
of  the  taxpayers  without  detriment  to  inmates 
of  public  institutions." 

WAR  NOTES. 

American  Surgical  Team  Wounded. — An 
announcement  from  the  War  Office  in  London 
on  April  11  makes  the  following  statement : 
"In  the  recent  fighting  and  retirement  along 
the  western  front,  a  certain  number  of  medical 
units,  such  as  casualty  clearing  stations,  fell 
into  the  hands  of  the  enemy.  All  the  medical 
and  nursing  personnel  of  these  units  and  the 
patients  were  safely  evacuated,  none  of  them 
falling  into  the  hands  of  the  enemy.  It  is  re- 
gretted that  in  the  process  of  evacuating  the 
casualty  clearing  stations  a  number  of  cas- 
ualties occurred  among  the  medical  and  nurs- 
ing personnel.  This  was  inevitable  as  the 
units  had  to  be  cleared  out  at  short  notice  un- 
der, in  many  cases,  a  heavy  fire.  A  surgical 
team,  which  very  generously  had  been  sent  to 
one  of  our  casualty  clearing  stations  by  a 
Philadelphia  hospital,  was  heavily  bombed,  and 
two  officers  and  one  nurse  were  wounded."  It 
is  believed  that  the  two  officers  and  the  nurse 
mentioned  in  the  London  dispatch  as  wounded 
are  Dr.  Edward  B.  Hodge,  Dr.  Henry  Dillard, 
Jr.,  and  Miss  Isabella  Stambaugh,  all  attached 
to  a  base  hospital  unit  sent  out  by  a  Phila- 
delphia hospital.  Word  that  they  had  been 
wounded  was  cabled  to  Philadelphia  early  in 
April  by  the  medical  director  of  the  unit. 

Typhoid  Danger  to  Army  Ended. — Official 
figures  obtained  at  the  office  of  the  Surgeon- 
General  show  that  there  have  been  only  eight 
deaths  from  typhoid  fever  in  army  camps  in 
the  United  States  since  September  21,  1917. 
Dysentery  has  been  stamped  out  for  the  first 
time  since  wars  began.  There  has  not  been  a 
single  death  from  the  cause,  and  there  are  no 
cases  now  under  observation.  The  records  to- 
day show  that  but  a  single  suspected  case  of 
typhoid  is  under  observation.  The  sick  and 
death  rates  from  this  disease  are  so  small  as 
to  be  considered  negligible.  Reports  by  offi- 
cers of  the  Surgeon-General's  office  show  that 
during  the  Spanish- American  war  the  death 
rate  from  typhoid  Avas  8.79  per  thousand.  If 


that  rate  was  effective  today,  the  American 
armies,  on  the  basis  of  1,500,000  men  in  the 
service,  would  have  lost  13,000  to  15,000  men 
from  this  disease  alone. 

A  campaign  is  now  being  conducted  to  pre- 
vent the  outbreak  of  an  epidemic  of  dysentery 
in  the  camps  during  the  summer,  and  the  of- 
ficials are  confident  that  it  can  be  held  in  check. 
It  is  believed  that  the  danger  of  a  large  num- 
ber of  deaths  from  typhoid  has  been  definitely 
averted  as  a  result  of  the  advanced  methods 
adopted.  Here  are  the  annual  death  rates 
from  special  diseases  per  thousand  for  the  six 
months  ending  March  8,  1918:  pneumonia,  5.2; 
meningitis  (all  kinds),  1.04;  measles,  0.096; 
scarlet  fever,  0.049;  tuberculosis,  0.15;  diph- 
theria, 0.042.  The  death  rate  from  typhoid  is 
withheld  because  its  publication  would  make 
known  the  number  of  men  who  have  been  in- 
ducted into  the  military  service. 

War  Relief  Funds, — On  April  15  the  totals 
of  the  principal  war  relief  funds  reached  the 
following  amounts: 


Halifax  Fund   $698,895.25 

Belgian  Fund    667,910.08 

French  Wounded  Fund    346,955.42 

Armenian-Syrian  Fund    300,823.03 

Italian  Fund    161,383.60 

French  Orphanage  Fund    ]  65,851.48 

Polish  Fund    105,626.52 

Home  Service  Fund    13,718.00 


Review  of  War  Surgery  and  Medictne. — 
In  the  Review  of  War  Surgery  and  Medicine 
for  April,  issued  from  the  office  of  the  Sur- 
geon-General, are  to  be  found  several  very  in- 
structive articles  on  subjects  important  in  sur- 
gical and  medical  practice  at  the  front.  Such 
subjects  as  practical  points  on  use  of  immo- 
bilization in  war  surgery,  dealing  with  proper 
construction  of  splints  and  use  of  traction ; 
the  treatment  of  wounds,  involving  a  discus- 
sion of  flavine  as  an  antiseptic ;  the  use  of  soap 
solution  for  similar  purposes ;  and  the  value  of 
excision  and  primary  suture  are  touched  upon. 
Further  articles  describe  a  surgical  treatment 
of  war  wounds  of  the  abdomen,  wounds  of  the 
joints,  repair  of  face  and  jaw  injuries.  There 
are  abstracts  from  otolaryngological  literature, 
and  from  ophthalmological  literature,  labora- 
tory studies  of  pneumonia  and  meningitis,  and 
short  reviews  on  the  subjects  of  vaccines  and 
parasites.  Copies  of  this  interesting  manual 
may   be    had    for    ten    cents    each,    by  ad- 
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dressing  the  Government  Printing  Office, 
Washington,  D.C.,  and  it  is  recommended  that 
medical  officers  thus  secure  copies  for  them- 
selves. 

A  New  American  Hospital  in  England. — 
The  American  Ambassador  to  England  on 
March  26  opened  the  American  Red  Cross  Hos- 
pital No.  24  (the  fifth  to  be  opened  in  Eng- 
land), at  24  Kensington  Palace  Gardens.  This 
hospital  has  been  presented  and  equipped  and 
will  be  maintained  by  Mr.  and  Mrs.  A.  Chester 
Beatty,  of  New  York. 

The  hospital  is  auxiliary  to  the  Military  Or- 
thopedic Hospital  at  Shepherd's  Bush,  and  for 
the  present  will  accommodate  British  and  Do- 
minion officers  until  it  is  needed  for  Amer- 
icans. The  medical  and  nursing  staffs  are  en- 
tirely American.  There  are  eight  wards,  and 
accommodation  for  36  orthopedic  cases.  The 
color  scheme  of  eider  downs  and  screens  is  pale 
blue  in  some  wards,  golden  brown  in  others, 
and  rose  in  the  remainder,  and  the  walls  are 
oyster  white.  The  wards  bear  the  names  of 
famous  Americans — George  "Washington,  Stone- 
wall Jackson,  Robert  E.  Lee,  U.  S.  Grant, 
Abraham  Lincoln,  Alexander  Hamilton,  Thom- 
as Jefferson,  and  Benjamin  Franklin. 

Appointment  in  the  Medical  Reserve 
Corps.— Dr.  William  K.  S.  Thomas,  F.A.C.S., 
a  practising  physician  of  Cambridge,  Mass., 
has  been  appointed  a  captain  in  the  Medical 
Reserve  Corps.  Dr.  Thomas  was  born  in  Dux- 
bury,  graduated  from  Harvard  in  1901,  and 
from  the  Boston  University  School  of  Medicine 
in  1903.  He  was  then  assigned  to  duty  in  the 
Massachusetts  Homeopathic  Hospital.  Capt. 
Thomas  has  been  assigned  to  the  hospital  unit 
at  Camp  Dix,  N.  J.,  and  he  expects  to  be  sent 
to  France  in  May. 

Army  Health  Good. — Health  of  all  troops  in 
the  United  States  continues  good,  the  War  De- 
partment announces  in  a  report  covering  the 
week  ending  April  12.  Both  hospital  admission 
and  death  rates  were  lower  than  in  the  preced- 
ing week.  The  highest  rates  were  at  National 
Army  cantonments,  probably  because  of  the 
mobilization  of  large  numbers  of  drafted  men. 
The  total  number  of  deaths  at  all  camps  was 
285,  as  against  290  the  week  before.  Pneu- 
monia continues  in  all  the  larger  Northern 
camps,  with  some  increase  in  the  number  of 


new  cases  reported.  No  other  disease  is 
classed  as  generally  prevalent. 

American  Medical  Officer  Cited  for  Cross. 
— Report  from  Army  Headquarters  in  France 
on  April  19  states  that  Lieut.  Theodore  Hig- 
gins  Sweetser  of  the  United  States  Army  med- 
ical service  was  recommended  for  the  British 
military  cross,  following  his  official  citation 
"for  conspicuous  gallantry  and  devotion  to 
duty  near  Passchaendaele  (in  Flanders)  on 
March  13,  1918." 

The  citation  continues:  "When  the  head- 
quarters of  another  battalion  received  a  direct 
hit  from  a  gas  shell  all  occupants,  including  the 
medical  officer  attached  to  the  battalion,  suf- 
fered from  the  effects  of  gas,  Lieutenant  Sweet- 
ser rendered  valuable  and  gallant  assistance  to 
more  than  forty  cases,  and  continued  to  do  so 
when  his  two  non-commissioned  officers  suc- 
cumbed, although  suffering  himself  at  the 
time. 

Lieutenant  Sweetser  also  rendered  valuable 
and  most  gallant  assistance  to  a  party  of  sol- 
diers, the  entrance  of  whose  dugout  had  been 
struck  by  a  gas  shell.  He  roused  forty  men, 
forcing  tubes  and  respirators  into  their  mouths 
and  applying  the  gas  mask  clips  to  their  noses. 
But  for  his  prompt  action,  a  large  number  of 
men  would  have  succumbed." 

Red  Cross  Sends  Aid  to  the  Holy  Land. — 
Report  from  Washington  has  it  that  the  Red 
Cross  has  made  comprehensive  plans  for  the  re- 
lief of  the  people  of  the  Holy  Land,  who  for 
centuries  have  suffered  under  Turkish  rule  and 
who  recently  were  rescued  through  the  British 
conquest  of  Jerusalem.  "For  some  time,"  says 
the  announcement,  "the  American  Red  Cross 
has  had  under  consideration  the  best  way  to 
relieve  conditions  in  Palestine.  All  reports  in- 
dicate that  they  are  peculiarly  deplorable. 
Famine  and  disease  have  enacted  heavy  toll. 
Typhoid  and  cholera  were  and  are  epidemic.  In 
no  part  of  the  world  into  which  the  war  has 
been  carried  is  the  condition  of  the  civilian  pop- 
ulation worse  than  in  the  land  of  the  Bible. 

Dr.  E.  St.  John  Ward  of  Springfield,  Mass., 
professor  of  surgery  in  the  American  Univer- 
sity at  Beirut,  Syria,  in  an  exhaustive  report 
submitted  a  plan  of  relief.  The  War  Council 
appropriated  $390,000  as  a  beginning.  The 
work  is  to  be  done  in  connection  with  the  Brit- 
ish Syria  and  Palestine  Relief  and  the  Amer- 
ican Armenian  and  Syrian  Relief  Committee, 
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which  already  have  been  doing  what  they  could. 

The  initial  work  of  the  Bed  Cross  Commis- 
sion will  establish  in  Palestine  four  medical 
units  to  combat  typhus,  cholera  and  other  dis- 
eases. A  fully  equipped  hospital  will  be  estab- 
lished at  a  point  to  be  selected.  Dispensaries 
and  village  work  will  be  established  in  the  less 
populated  districts.  The  lay  assistants  attached 
to  the  medical  unit  will  devote  their  time  to 
general  civilian  relief,  such  as  the  distribution 
of  clothing  and  food,  and  the  rehabilitation  and 
reconstruction  of  devastated  areas.  Appropria- 
tions so  far  made  by  the  Red  Cross  are  intend- 
ed to  cover  a  period  of  six  months. ' ' 

Others  of  the  commission  besides  Dr.  Finley 
include  Dr.  Ward,  Jesse  K.  Marden,  Boston; 
Giles  S.  Pease,  Worcester,  Mass.;  A.  Edward 
Kelsey,  Portsmouth,  B.  I.;  and  Jacob  Norman, 
Maiden,  Mass. 

BOSTON   AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During  the 
week  ending  April  20,  1918,  the  number  of 
deaths  reported  was  286,  against  255  last  year, 
with  a  rate  of  19.02,  against  17.22  last  year. 
There  were  43  deaths  under  one  year  of  age, 
against  35  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were:  diphtheria,  71;  scarlet  fever, 
37 ;  measles,  326 ;  whooping  cough,  61 ;  tubercu- 
losis, 62. 

Included  in  the  above  were  the  following 
cases  of  non-residents:  diphtheria,  20;  scarlet 
fever,  9 ;  measles,  1 ;  tuberculosis,  24. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 6;  measles,  4;  whooping  cough,  4;  tu- 
berculosis, 27. 

Included  in  the  above  were  the  following 
non-residents:  measles,  1. 

Appointment  of  a  New  Medical  Examiner. 
— Dr.  Vernon  C.  Stewart  has  been  named  re- 
cently by  Governor  McCall  as  medical  exam- 
iner for  the  Woburn  district,  to  succeed  Dr. 
William  H.  Keleher,  whose  term  soon  expires. 
Dr.  Stewart  was  born  in  St.  John,  N.B.,  grad- 
uated from  the  High  School  at  Canton,  111., 
and  from  Columbia  College  of  Physicians  and 
Surgeons  at  Columbia.  He  has  been  a  resident 
of  Woburn  for  fourteen  years,  has  been  chair- 
man of  the  local  board  of  health  and  school 
physician.  Dr.  Stewart  is  a  member  of  the 
Massachusetts  Medical  Society,  the  Middlesex 


East  District  Medical  Association,  and  the 
Woburn  Medical  Society. 

Examination  op  Domestic  Water  Supplies. 
—The  Public  Health  Bulletin  for  February, 
1918,  makes  the  following  statement  in  regard 
to  examination  of  domestic  water  supplies  dur- 
ing the  past  year: 

In  July,  1917,  the  State  Department  of 
Health  of  Massachusetts,  acting  under  the  au- 
thority of  a  resolve  passed  by  the  Legislature 
earlier  in  the  year,  announced  that  it  would 
undertake  the  examination  and  analysis  of 
well  and  spring  waters  used  as  a  source  of  do- 
mestic supply. 

During  the  balance  of  the  year,  69  requests 
for  such  analyses  were  received  from  various 
parts  of  the  State.  . 

The  majority  of  supplies  for  which  requests 
were  received  have  been  inspected,  and  samples 
taken.  Owing  to  a  shortage  of  engineers,  it 
has  thus  far  been  impracticable  to  visit  all  the 
places  requested.  These  will  receive  attention 
later. 

A  study  of  the  inspection  reports  and  analy- 
ses made  discloses  conditions  which  may  well 
lead  every  householder  dependent  upon  a  pri- 
vate domestic  water  supply  to  consider  se- 
riously the  possibility  of  its  pollution.  This 
conclusion  is  reasonable,  even  though  the  num- 
ber of  supplies  examined  was  comparatively 
small,  since  they  were  taken  in  27  different 
cities  and  towns,  from  all  parts  of  the  State, 
showing  that  the  conditions  noted  were  not 
confined  to  any  particular  locality. 

About '  three-quarters  of  the  supplies  were 
shown  to  be  badly  polluted.  Factors  which 
contributed  to  such  pollution  were  near-by 
privies  and  cesspools,  sink  drains  running  near 
the  water  supply,  the  close  proximity  of  barn- 
yards and  manure  piles,  pollution  from  surface 
drainage. 

The  only  excuse  for  many  of  the  conditions 
noted  would  seem  to  be  that  purity  of  water 
supply  and  its  relation  to  health  fulness  had 
been  wholly  disregarded  for  the  sake  of  con- 
venience and  accessibility. 

The  work  thus  far  carried  out  would  seem  to 
indicate  that  in  some  communities,  owing  to 
underlying  ledge,  character  of  soils,  and  prox- 
imity of  buildings,  the  securing  of  a  safe  do- 
mestic water  supply  is  questionable  or  impos- 
sible ;  that  in  any  case  the  location  of  the  cess- 
pool or  privy  and  other  sources  of  pollution 
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should  be  carefully  considered  in  their  relation 
to  possible  pollution  of  domestic  water  sup- 
plies. 

The  general  elimination  of  polluted  supplies 
such  as  have  been  found  during  these  exami- 
nations would  diminish  rural  typhoid,  and,  to 
judge  from  experience,  would  also  tend  to  less- 
en the  amount  of  sickness  in  general  among 
the  users  of  such  polluted  supplies. 

Annual  Meeting  op  the  Massachusetts 
Homeopathic  Society. — Clinical  demonstra- 
tions were  a  feature  of  the  seventy-eighth  an- 
nual meeting  of  the  Massachusetts  Homeo- 
pathic Society,  held  recently  at  the  Homeo- 
pathic Hospital.  Hon.  Charles  P.  Batchelder, 
formerly  of  the  Philippines,  gave  an  address 
on  "Problems  of  the  Far  East."  The  200 
members  attending  the  meeting  dined  at 
Young's  Hotel  in  the  evening.  The  following- 
named  officers  were  elected:  Dr.  William  H. 
Watters,  president;  Dr.  "Wesley  T.  Lee,  first 
vice-president ;  Dr.  George  N.  Lapham,  second 
vice-president ;  Dr.  Edward  S.  Calderwood,  re- 
cording secretary ;  Dr.  Benjamin  T.  Loring, 
corresponding  secretary;  Dr.  Thomas  M. 
Strong,  treasurer;  and  Dr.  Alonzo  G.  Howard, 
chairman  of  the  board  of  censors. 

Meeting  op  the  Anti-Tuberculosis  League. 
Dr.  Vincent  Y.  Bowditch,  president  of  the 
Massachusetts  Anti-Tuberculosis  League,  in 
opening  the  annual  meeting  of  the  society,  held 
recently  at  3  Joy  Street,  stated  that,  though 
hampered  by  a  reduction  of  active  workers  on 
account  of  the  war,  the  League  had  done  its 
best  and  had  made  material  progress.  The 
speaker  referred  to  the  recently  completed 
"workshop  and  recreation  building"  at  Rut- 
land, under  the  auspices  of  the  Rutland  Pri- 
vate Sanatorium  Association  for  the  benefit  of 
patients  who  are  obliged  to  live  in  Rutland, — 
a  scheme  which  marks  an  important  advance  in 
the  methods  of  meeting  the  tuberculosis  ques- 
tion. Miss  Mary  A.  Abel,  educational  assist- 
ant of  the  community  health  demonstration  at 
Pramingham,  read  a  paper  on  "Complete 
Community  Organization  for  Health."  Prof. 
Curtis  M.  Hilliard  of  Simmons  College,  in  a 
talk  on  "Relative  Values  in  Anti-Tuberculosis 
"Work,"  declared  that  the  most  important  part 
of  the  work  of  the  public  health  nurse  is  that 
of  education. 

At  the  business  meeting  the  following  offi- 


cers were  elected:  president,  Dr.  Vincent  Y. 
Bowditch,  Boston;  vice-presidents,  Dr.  Carl  A. 
Allen,  Holyoke ;  Miss  Louisa  P.  Loring,  Prides 
Crossing;  Dr.  Walter  P.  Bowers,  Clinton;  Dr. 
George  L.  Schadt,  Springfield;  Rev.  William 
B.  Geoghegan,  New  Bedford;  Dr.  Arthur  K. 
Stone,  Boston;  Dr.  Eugene  R.  Kelley,  Boston; 
Mr.  Charles  0.  Tyler,  Abington;  secretary, 
Seymour  H.  Stone;  acting  secretary,  Miss 
Ethel  M.  Spofford,  Boston;  treasurer,  Arthur 
Drinkwater;  acting  treasurer,  Romney  Spring, 
Boston. 

•  Mrs.  Anna  M.  Staebler,  secretary  of  the  Mas- 
sachusetts Committee  on  Health  in  Industry, 
read  a  report  on  the  conservation  of  man  pow- 
er. Miss  Bernice  W.  Billings  described  fol- 
low-up work  in  the  small  towns  of  Massachu- 
setts. Her  paper  was  discussed  by  Miss  Mary 
Beard  of  Boston,  and  by  Dr.  Vanderpoel 
Adriance  of  Williamstown,  Mass.  Dr.  Charles 
J.  Hatfield,  executive  secretary  of  the  national 
association,  gave  statistics  regarding  "the  ter- 
rible increase  in  the  amount  of  tuberculosis  in 
the  warring  countries,"  and  described  plans 
now  in  operation  for  combating  the  disease  at 
home  and  abroad.  A  full  account  of  the  pro- 
ceedings at  this  meeting  will  be  published  in  a 
later  issue  of  the  Journal. 

Annual  Report  op  the  Consumptives' 
Hospital  Department. — The  Annual  Report 
of  the  Consumptives'  Hospital  Department  of 
Boston  was  submitted  recently  for  the  year  end- 
ing January  31,  1918.  In  common  with  all 
hospitals  throughout  the  country,  the  Boston 
Consumptives'  Hospital  has  felt  the  effects  of 
the  war  through  deficiencies  in  the  staff.  Dur- 
ing the  year  a  closer  affiliation  with  local  med- 
ical schools  has  been  brought  about,  and  defi- 
nite arrangements  have  been  made  with  the 
Harvard  Medical  School  and  the  Tufts  Med- 
ical School  whereby  advanced  students  in 
medicine  are  admitted  to  the  wards  in  small 
groups  under  strict  supervision,  to  have  the 
advantage  of  the  splendid  clinical  material 
there.  Plans  for  work  for  patients  of  the  Hos- 
pital are  now  going  forward,  and  an  attempt 
is  being  made  to  establish  a  night  clinic  for 
consumptive  men  who  are  able  to  continue 
their  regular  occupations.  A  new  x-ray  equip- 
ment has  been. set  up,  and  a  small  chemical  lab- 
oratory equipped  for  research  work  on  renal 
function.  There  is  great  need  for  a  nurses' 
home,  as  at  present  nurses  are  housed  in  very 
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crowded  conditions  in  the  building  intended 
for  employees  other  than  nurses.  Caring  for 
the  child  is  the  most  important  thing  in  the 
crusade  against  tuberculosis,  for  it  is  necessary 
to  make  the  resistance  so  strong  against  the 
disease  that  it  will  win  in  the  fight.  This 
means  proper  and  sufficient  care  of  the  child, 
and  especially  the  child  of  a  tuberculous  fam- 
ily. While  the  child  is  still  surrounded  by  the 
opportunity  for  constant  infection,  and  living 
in  poverty,  the  chance  of  sufficiently  strength- 
ening the  resistance  is  exceedingly  poor.  Much 
has  been  done  elsewhere  by  removing  these 
children  for  some  time  to  country  homes,  sana- 
toria and  preventoria.  Boston  has  no  such  op- 
portunity for  her  children,  therefore  the  trus- 
tees call  attention  to  the  great  need  for,  and 
the  economic  value  of,  such  a  home,  and  trust 
that  it  will  be  provided.  The  war  will  prob- 
ably lead  to  a  demand  for  beds  for  consump- 
tives much  in  excess  of  the  present  number. 
This  has  been  the  experience  of  all  the  coun- 
tries at  war.  The  trustees  believe  that  the 
present  hospital  can  be  very  much  increased  in 
bed  capacity  at  no  great  cost. 

Hospital  Bequests. — By  the  will  of  Tim- 
othy Smith,  a  well-known  merchant  of  Rox- 
bury,  the  following  hospitals  receive  be- 
quests :  City  Hospital,  Brockton,  $5000 ;  Bos- 
ton Nursery  for  Blind  Babies,  $5000;  Chil- 
dren's Hospital,  $1000;  Boston  Floating  Hos- 
pital, $3000;  Talitha  Cumi  Maternity  Home, 
$2000;  Cullis  Consumptive  Home,  $5000;  Per- 
kins Institute  for  the  Blind,  $2000;  Boston 
Emergency  and  General  Hospital,  $5000;  Rox- 
bury  Homeopathic  Dispensary,  $3000 ;  Massa- 
chusetts Homeopathic  Hospital,  for  a  free 
bed,  $5000. 

By  the  will  of  Susan  E.  Tyler  of  Lowell, 
Mass.,  the  Lowell  General  Hospital  receives  a 
bequest  of  $1000. 

NEW  ENGLAND  NOTES. 

Manchester  Physicians  Missing. — Recent 
casualty  lists  report  that  two  physicians  of 
Manchester,  N.  H.,  are  missing.  Lieut.  Benja- 
min R.  Burpee  enlisted  in  the  Medical  Corps 
soon  after  the  United  States  entered  the 
war,  and  was  commissioned  lieutenant  in  the 
M.O.R.C.  After  going  abroad  he  was  assigned 
to  duty  with  the  British  forces,  with  whom  he 
has  been  in  active  service  up  to  the  time  of  the 
recent  German  offensive.  Lieut.  Samuel  Miller 
was  also  assigned  to  the  British  forces,  and 


after  a  short  service  at  the  base  hospital  went 
to  the  front  line  at  his  own  request. 


ahr  IflaBBorlmartis  ittrutral  ^urirtu. 


NOTES  FROM  THE  DISTRICT  SOCIETIES. 


District  Correspondents. 
Berkshire,  A.  P.  Merrill,  M.D.,  Pittsfleld. 
Bristol  North,  Arthur  R.  Crandell,  M.D.,  Taunton. 
Bristol  South,  Edwin  D.  Gardner,  M.D.,  New  Bedford. 
Essex  North,  T.  N.  Stone,  M.D.,  Haverhill. 
Essex  South,  H.  P.  Bennett,  M.D.,  Lynn. 
Hampden,  Laurence  D.  Chapin,  M.D.,  Springfield. 
Hampshire,  E.  E.  Thomas,  M.D.,  Northampton. 
Middlesex  South,  William  C.  Hanson,  M.D.,  Belmont. 
Norfolk  South,  Daniel  B.  Reardon,  M.D.,  Quincy. 
Plymouth,  Alfred  C.  Smith,  M.D.,  Brockton. 


Hampden  District  Medical  Society. — The 
following  members  have  so  far  (April  15, 
1918)  entered  the  Army  and  Navy: 

W.  J.  Bostick,  J.  M.  Birnie,  H.  F.  Budding- 
ton,  H.  F.  Byrnes,  E.  H.  Burke,  O.  R.  Blair, 
P.  M.  Cort,  J.  M.  Claffy,  E.  B.  Corcoran,  W.  A. 
R.  Chapin,  E.  L.  Davis,  E.  C.  Dubois,  J.  H.  C. 
Gallagher,  A.  H.  Galvin,  E.  A.  Gates,  G.  D. 
Henderson,  D.  E.  Harriman,  M.  B.  Hodskins, 
P.  Kilroy,  C.  F.  Lynch,  F.  D.  LaRochelle, 
P.  M.  Moriarty,  V.  S.  Merritt,  J.  M.  Maloney, 
L.  E.  Mannix,  W.  E.  Mulcahy,  H.  C.  Martin, 
J.  H.  Quinn,  R.  A.  Rochford,  S.  D.  Rumrill, 
J.  F.  Streeter,  M.  J.  Stoddard,  G.  L.  Schadt, 
J.  M.  Tracy,  W.  R.  Weiser. 

L.  D.  Chapin, 
District  Correspondent. 

Springfield  Academy  op  Medicine. —  The  an- 
nual meeting  of  the  Springfield  Academy  of 
Medicine  was  held  on  Tuesday  evening,  April 
9,  1918.  Officers  for  1918-19  were  elected  as 
follows:  president,  Dr.  A.  O.  Squier;  vice- 
presidents,  Drs.  W.  C.  Leary  and  E.  H.  Guild; 
secretary,  Dr.  L.  D.  Chapin;  treasurer,  Dr. 
A.  G.  Rice;  directors  (additional),  Drs.  F.  B. 
Sweet,  R.  S.  Benner,  E.  A.  Bates,  H.  W.  Van 
Allen,  R.  B.  Ober,  G.  L.  Schadt,  T.  S.  Bacon, 
J.  M.  Birnie,  J.  B.  Comins,  W.  R.  Weiser;  cen- 
sors, Drs.  F.  A.  Woods,  H.  C.  Martin,  E.  L. 
Davis,  R.  A.  Kinloch,  H.  L.  Smith. 

The  names  of  thirty-seven  members  who  have 
entered  the  Army  and  Navy  during  the  past 
year  were  read. 

Dr.  Paul  P.  Swett  of  Hartford  read  a  very 
interesting  paper  on  "Recent  Advances  in  Bone 
Surgery,"  illustrated  with  lantern  slides. 

An  open  meeting  was  held  at  the  Academy 
on  Tuesday  evening,  April  16,  at  which  Dr. 


622 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[May  2,  191S 


Willard  Bartlett  of  St.  Louis  kept  a  large  at- 
tendance enthusiastic  until  a  late  hour.  His 
subject  was  "Certain  Phases  of  the  After- 
Treatment  of  Surgical  Patients." 

L.  D.  Chapin, 
Correspondent,  Hampden  District. 


A  LETTER  FROM  THE  TRENCHES. 

France,  March  12,  1918. 

Mr.  Editor: — 

I  am  very  fortunate  to  be  with  one  of  the  first  in- 
fantry regiments  to  face  the  Germans,  and  to  be  the 
battalion  surgeon  of  the  battalion  that  helped  to  go 
over  and  get  a  few  German  prisoners.  I  had  the 
pleasure  of  dressing  a  wounded  German  prisoner,  if 
not  the  first  in  our  division,  then  nearly  the  first, 
I  think.  I  was  in  the  front  line  post  for  three  weeks 
during  which  time  there  were  five  medical  reliefs, 
and  all  were  royal,  good  and  courteous  gentlemen. 
I  have  fallen  into  luck  wherever  I  have  been,  both  as 
to  opportunity  of  service  and  the  personnel  that  I  have 
met.  Even  now  I  have  a  most  beautiful  station,  not 
on  the  front  line,  but  near  it, — near  enough  for  me, 
having  had  two  or  more  shells  landed  over  us  about 
noon,  a  piece  of  one  of  them  coming  within  a  few  feet 
of  me.  It  is  spring  here,  with  skylarks  singing  in  early 
morning  and  dandelions  showing  their  little  circles 
of  yellow  on  the  sides  of  and  around  shell  holes. 
Indeed,  it  is  the  first  time  since  last  October  that  I 
have  been  able  to  see  any  reason  for  seeing  this  sunny 
France.  It  is  beautiful  even  now  that  the  terrible 
blast  of  war  has  torn  every  tree  and  every  human 
structure  to  pieces.  What  must  it  have  been  before? 
Certainly  "la  belle  France." 

With  kindest  regards,  I  am. 

Sincerely  yours, 

Frank  Piper,  M.R.C. 


NOTICE. 

UNITED   STATES  CIVIL  SERVICE  EXAMINATION. 

Acting  Assistant  Surgeon  (Female),  $l,800-$2,500. 
Public  Health  Service,  May  21,  1918. 

The  United  States  Civil  Service  Commission  an- 
nounces  an  open  competitive  examination  for  acting 
assistant  surgeon,  for  women  only.  Vacancies  in  the 
Public  Health  Service,  at  salaries  ranging  from 
$1,800  to  $2,500  a  year,  and  in  positions  requiring 
similar  qualifications,  at  these  or  higher  or  lower 
salaries,  will  be  filled  from  this  examination,  unless 
it  is  found  in  the  interest  of  the  service  to  fill  any 
vacancy  by  reinstatement,  transfer,  or  promotion. 
Certification  to  fill  the  higher-salaried  positions  will 
be  mnflc  from  those  attaining  the  highest  average  per- 
centages in  the  examination. 

Tn  filling  vacancies  in  this  position  certification  will 
be  made  of  the  highest  elicihles  residing  nearest  the 
vicinity  of  the  place  at  which  the  iippolntee  is  to  he 
employed,  except  that  upon  the  request  of  the  De- 
partment certification  will  he  made  of  the  highest 
eligihles  fin  the  register  for  the  entire  country  who 
have  expressed  willingness  to  accept  appointment 
where  the  vacancy  exists. 

Appointees  to  certain  wsitions  will  he  expected  to 
make  physical   examination  of  female  workers  and 


immigrants,  conduct  sanitary  surveys,  and  perform 
.other  duties  of  routine  character. 

Applicants  must  have  graduated  from  a  medical 
school  of  recognized  standing,  and  must  show  that 
they  have  had  experience  which  has  rendered  them 
proficient  in  infant  welfare  work,  school  and  com- 
munity hygiene,  and  analogous  problems. 

Applicants  must  have  reached  their  twenty-first  but 
not  their  forty-fifth  birthday  on  the  date  of  the  ex- 
amination. 

Applicants  must  submit  with  their  applications  their 
photographs,  taken  within  two  years.  Tintypes  or 
proofs  will  not  be  accepted. 

The  medical  certificate  in  the  application  form  must 
be  executed  by  an  officer  of  the  Public  Health  Service, 
except  that  when  this  requirement  would  work  a 
hardship  upon  an  applicant  because  of  her  distance 
from  such  officer  she  may  have  the  certificate  executed 
by  any  physician.  In  this  event,  however,  she  may 
be  required  to  pass  a  physical  examination  before  an 
officer  of  the  Public  Health  Service  before  appoint- 
ment. 

This  examination  is  open  to  all  female  citizens  of 
the  United  States  who  meet  the  requirements. 

Applicants  should  at  once  apply  for  Form  1312, 
stating  the  title  of  the  examination  desired,  to  the 
Civil  Service  Commission.  Washington,  D.  C. ;  the 
Secretary  of  the  United  States  Civil  Service  Board, 
Customhouse,  Boston.  Mass.,  New  York.  N.  T..  New 
Orleans,  La.,  Honolulu,  Hawaii;  Post  Office.  Phila- 
delphia, Pa.,  Atlanta,  Ga.,  Cincinnati,  Ohio.  Chicago, 
111.,  St.  Paul.  Minn..  Seattle,  Wash.,  San  Francisco, 
Oal. ;  Old  Customhouse.  St.  Louis,  Mo.:  Administration 
Building.  Balboa  Heights.  Canal  Zone;  or  to  the 
Chairman  of  the  Porto  Rican  Civil  Service  Commis- 
sion. San  Juan,  P.  R. 

Applications  should  he  properly  executed,  excluding 
the  county  officer's  certificate,  and  must  be  filed  with 
the  Civil  Service  Commission.  Washington.  D.  C, 
prior  to  the  hour  of  closing  business  on  May  21,  1918. 


SOCIETY  NOTICES. 

Essex  North  District  Medical  Society. — The  An- 
nual Meeting  of  this  Society  will  be  held  Wednes- 
day, May  1,  1918,  at  Y.M.C.A.,  40  Lawrence  Street, 
Lawrence.    (Tel.  1260.) 

Dinner  will  be  served  at  12.30  sharp. 

The  business  meeting  and  papers  will  follow  im- 
mediately.   The  Vice-President  has  arranged  the  fol- 
lowing interesting  papers: 
"Control  and  Cure  of  Cancer" 

by  Edw.  Reynolds,  M.D.,  of  Boston  (40  minutes). 
"German  Lies  and  German  Spies" 
by  Rev.  J.  Franklin  Babb,  of  Haverhill  (30  minutes). 

The  next  meeting  of  the  Censors  will  be  held  at 
Hotel  Bartlett,  Haverhill,  Thursday,  May  2,  1918,  at 
2  p.m.  sharp.    Candidates  should  bring  diploma. 

T.  R.  Healy,  M.D.,  President, 

J.  Forrest  Burnham,  M.D.,  Secretary. 

Norfolk  South  District  Medical  Society. — Annual 
Meeting  at  United  States  Hotel,  Boston,  Thursday, 
May  2.  1918,  at  11.30  a.m. 

Election  of  officers. 

Annual  address  by  the  President.  . 

Censors  will  meet  at  2  p.m.  to  examine  candidates 
for  fellowship.  Candidates  should  make  application  to 
the  Secretary  a  week  before  examination. 

F.  H.  Merriam.M.D.,  Secretary. 

The  Censors  of  the  Essex  South  District  will  meet 
at  the  new  Salem  Hospital  Thursday,  May  2.  3.30 
p.m.,  for  the  examination  of  candidates  for  admis- 
sion to  the  Society.  All  members  throughout  the 
District  are  requested  to  bring  this  notice  to  the 
attention  of  non-members,  who  can  obtain  further  in- 
formation from  the  secretary. 

H.  P.  Bennett.  M.D..  Secretary. 
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O^rujtnal  ArttrUa. 

MENINGOCOCCUS  CARRIERS :  PRELIMI- 
NARY REPORT  FROM  FIRST  NAVAL 
DISTRICT. 

By  Assistant  Surgeon  William  R.  Redden, 
T'.S.N.R.F.,  Naval  Hospital,  Chelsea,  Mass. 

The  detection,  isolation  and  treatment  of 
meningococcus  carriers,  both  in  army  and 
navy  units,  continues  to  be  a  problem,  in  spite 
of  the  extensive  work  already  done.  Hence  it 
seems  quite  worth  while  to  present  additional 
data,  especially  since  it  comes  from  a  district 
previously  unreported.  Moreover,  the  relation 
of  carriers  to  contacts  and  non-contacts,  the  in- 
fluence of  hygienic  conditions  and  occupation, 
as  well  as  the  matter  of  temporary  and  perma- 
nent carriers,  etc.,  seems  to  be  worthy  of  con- 
sideration. Therefore,  besides  the  contact 
groups  there  are  included  six  control  groups  of 
non-contacts. 

Before  giving  the  results  of  the  work,  a  brief 
outline  of  the  methods  employed  will  be  enu- 
merated. 

Media.  Fresh  plates  are  made  from  3.5% 
beef  infusion  agar,  to  which  is  added  1.0% 
dextrose  and  a  small  amount  of  fresh-laked 
defibrinated  sheep's  blood. 


Swabs  and  Swabbing.  At  first,  curved  wood- 
en throat  sticks  were  used,  but  these  have  been 
replaced  by  "West  tubes  containing  wire  swabs. 
Formerly  the  posterior  pharyngeal  wall  was 
swabbed,  then  the  plate  smeared  with  the  con- 
vex surface  of  the  cotton.  Later,  the  tip  of  the 
wooden  throat  stick  was  thrust  up  toward  the 
roof  of  the  naso-pharynx,  and  then  the  cotton 
tip  alone  was  touched  to  the  plate.  However,  in 
swabbing  the  contacts  reported  here  the  "West 
tube  was  used  because  it  slipped  into  the  naso- 
pharynx more  readily,  it  caused  less  gagging 
and  discomfort,  but  more  especially  because  it 
gave  a  better  direction  to  the  wire  swab  as  the 
latter  was  pushed  toward  the  roof  of  the  naso- 
pharynx. The  swab  is  not  drawn  into  the  tube 
again;  first,  because  it  is  not  necessary  since 
there  is  little  danger  of  contaminating  the  tip, 
if  the  tube  is  properly  withdrawn;  and,  second, 
because  drawing  the  swab  into  the  tube  scrapes 
whatever  secretions  that  may  be  on  the  sides  of 
the  cotton  onto  the  tip.  After  the  tip  of  the 
swab  has  touched  the  region  of  the  roof  of  the 
naso-pharynx,  the  tube  is  withdrawn  quickly, 
the  tip  is  touched  to  the  culture  media,  and  the 
deposit  carefully  distributed  over  the  whole 
surface  by  means  of  a  platinum  wire. 

Care  of  Cultures.  The  cultures  thus  taken 
and  planted  immediately  are  transported  to  the 
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laboratory  in  an  insulated  wooden  box  which  is 
heated  by  a  copper  tank  containing  hot  water, 
and  has  a  capacity  of  100  plates.  This  outfit 
mas,  designed  by  Assistant  Surgeon  Keegan, 
U.S.N.R.P.,  of  the  Naval  Hospital,  Chelsea. 
Usually  cultures  are  in  the  incubator  within 
an  hour  of  the  time  when  taken. 

Examination  of  Plates.  A  preliminary  ex- 
amination of  plates  is  made  at  the  end  of  18  to 
24  hours'  incubation,  and  at  this  time  all  plates 
containing  no  suspicious  colonies  are  discarded. 
Experience  here  has  shown  that  about  half  the 
number  of  plates  taken  on  a  group  of  men  in 
close  contact  with  a  known  case  of  meningitis 
can  be  put  aside  as  negative.  It  has  also  indi- 
cated that  more  than  this  number  can  be  ex- 
cluded in  like  manner  when  plates  from  groups 
of  non-contacts  are  examined.  This,  of  course, 
has  no  reference  to  groups  already  isolated  as 
carriers.  From  the  remaining  plates  suspi- 
cious colonies  are  then  treated  as  follows: 


ig/  v^/  v> 

V®/  VOW  \^ 


Fig.  1. — A,  Crescents  made  with  a  wax  pencil.  These  prevent  serum 
from  spreading  and  from  running  down  the  slide  when  the  latter 
is  held  up  for  a  better  view  of  agglutinations ;  B,  Material 
from  a  single  suspected  colony;  CI,  a  drop  of  1/10  dilution, 
Normal  Horse  Serum ;  C2,  a  drop  of  1/50  dilution  Polyvalent 
Anti-meningitis  Serum;  CS,  a  drop  of  1/10  dilution  Polyvalent 
Anti-meningitis  serum. 

Preliminary  Agglutination  Tests.  For  carry- 
ing out  these  tests  on  a  slide,  the  latter  is  pre- 
pared with  a  wax  pencil,  as  indicated  in  Fig.  1. 
After  the  culture  material  and  sera  are  placed 
as  in  Fig.  1,  a  platinum  wire  is  touched  to  the 
normal  horse  serum  diluted  1/10  (e1)  and  an 
emulsion  is  made  with  the  serum  thus  obtained 
and  the  culture  material  above  it.  After  a 
smooth  emulsion  is  thus  made,  the  remainder  of 
serum  c1  is  mixed  with  it,  and  the  whole  stirred 
from  time  to  time.  In  like  manner  the  immune 
sera  c2  and  c3  are  mixed  with  the  respective 
bits  of  culture  material.  Some  suspicious  colo- 
nies fail  to  rub-up  into  a  smooth  emulsion  in 
the  preliminary  mixing  of  culture  material,  but 
break  up  immediately  into  coarse  granules. 
Since  meningococcus  colonies  never  break  up  in 
this  way,  such  colonies  are  considered  negative. 

For  picking  colonies,  making  sub-cultures, 
and  for  repeatedly  stirring  the  three  suspen- 
sions on  the  slide,  a   rod  having  a  platinum 


needle  and  two  platinum  loops,  as  shown  in 
Fig.  2,  has  proved  convenient,  because  all  three 


C 


Fig.  2. 

wires  can  be  flamed  at  once  and  no  further 
sterilization  is  necessary  until  another  colony  is 
to  be  studied. 

At  the  time  a  suspicious  colony  is  picked 
a  short  streak  is  made  with  the  needle  on  the 
same  plate  to  give  a  sub-culture  for  future  use. 

The  results  of  the  macroscopic  agglutination 
tests  made  as  above  indicated  group  themselves 
as  follows : 

Normal  Horse     anti-meningitis  Anti-meningitis 


1. 
2. 
3. 
4. 


Serum 
1/10 

+ 
+ 


Serum 
1/10 

+ 
+ 
+ 
+ 


Serum 
1/50 

+ 
+ 


No.  1  is  excluded  as  being  negative. 

No.  2  is  examined  as  follows :  A  second  col- 
ony similar  to  the  first  is  further  studied  in  ex- 
actly the  same  way,  except  that  a  fourth  sus- 
pension is  introduced,  namely,  a  salt  solution 
control  without  serum.  Usually  this  excludes 
the  colony  as  being  agglutinable  in  salt  solution. 
However,  under  these  circumstances  a  colony 
may  not  agglutinate  in  salt  solution,  so  higher 
dilutions  of  normal  horse  serum  are  introduced 
until  it  is  shown  that  the  organism  is  either  ag- 
glutinating in  horse  serum  as  such,  or  only  up 
to  a  certain  point,  and  then  specifically  in 
anti-meningococcus  serum.  Fortunately,  this 
last  type  is  not  common. 

Nos.  3  and  4  constitute  presumptive  posi- 
tives. 

When  an  organism  agglutinates,  as  in  Nos.  3 
or  4,  or  specifically  in  No.  2,  smears  are  made 
from  the  1/10  anti-meningococcus  serum  agglu- 
tinated suspensions,  and  later  the  Gram  stain  is 
applied.  Such  smears  show  the  agglutination 
microscopically,  the  character  of  the  organisms 
morphologically  and  their  staining  quality. 

These  studies  show  that  there  is  a  marked 
difference  in  the  rapidity  of  the  agglutination 
reaction  both  in  control  cultures  and  in  "un- 
knowns." At  times  slight  warming  hastens  the 
process. 

I  have  stated  that  about  half  of  the  original 
plates  taken  on  contacts  show  no  suspicious 
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colonies,  hence  can  be  excluded  from  further 
consideration.  In  addition  to  this,  about  half  of 
the  remaining  plates  can  be  excluded  by  failure 
of  colonies  to  agglutinate  specifically  in  a  high 
titre  polyvalent  anti-meningococcus  serum. 
Hence,  within  about  24  hours  of  the  swabbing 
time,  approximately  70%  of  the  contact  suspects 
can  be  released  from  temporary  quarantine.  All 
plates  are  then  returned  to  the  incubator  for  a 
second  24-hour  period.  This  has  proved  to  be 
essential  in  order  to  rule  out  as  far  as  possible 
the  ehromogenic  Groups  I,  II,  and  III.  This 
process  usually  eliminates  5  or  6%  more  of  the 
original  group. 

Gross  Agglutinations  in  Tubes.  From  the 
sub-cultures  made  at  the  end  of  the  first  24-hour 
period,  transplants  are  made  for  gross  aggluti- 
nation in  tubes  at  55°  C.  for  12  hours,  and  then 
in  the  ice  box  for  12  hours.  Experience  has 
shown  that  results  from  this  method  follow  so 
closely  the  slide  method  that  they  rarely  change 
the  positive  report  made  on  the  basis  of  the 
latter. 

Briefly,  then,  all  plates  which  show  no  sus- 
picious colonies  are  discarded.  All  those  hav- 
ing suspicious  colonies  which  do  not  l-ub-up 
into  a  smooth  emulsion  in  the  sera  but,  from  the 
start,  form  a  granular  suspension,  are  elimi- 
nated. All  colonies  which  move  en  masse 
.across  the  media  when  touched  with  the  needle, 
and  those  showing  marked  chromogenesis,  are 
•excluded.  And,  finally,  all  colonies  which  ag- 
glutinate in  salt  solution,  or  non-specifically  in 
normal  horse  serum,  are  discarded,  or  set  aside 
for  further  study.  Then  there  is  left  a  definite 
group  of  colonies  which  agglutinate  specifically 
in  anti-meningococcus  serum.  Such  are  re- 
ported as  positive. 

The  basis  of  judgment  as  to  chromogenesis, 
general  appearance  of  colonies,  etc.,  lies  in  a 
careful  study  of  stock  strains  of  meningococci, 
para  meningococci,  and  intermediates  Nos.  6, 
10,  30,  32,  62,  63,  and  81,  transplanted  to  the 
media  used  for  isolation,  together  with  a  num- 
ber of  strains  recently  isolated  from  cases  of 
cerebrospinal  fever.  Some  of  the  stock  strains 
tend  to  show  a  yellow  tinge  after  48  hours' 
growth,  but  not  so  marked  as  in  the  chromo- 
fj-enic  group. 

Control  transplants  of  known  meningococcus 
cultures  are  made  on  each  batch  of  plates  used 
and  incubated  during  the  same  time  as  the  un- 
known cultures  in  order  to  give  fresh  cultures' 
for  testing  out  the  sera  to  be  used,  and  to  give  a 


fair  idea  of  the  appearance  of  colonies  on  the 
particular  batch  of  media  used. 

With  the  above  method  over  3000  plates  have 
been  examined  during  a  period  of  about  seven 
weeks.  From  this  number  over  300  positive 
cultures  from  different  throats  have  been  stud- 
ied. Of  this  group  of  positives,  40%  agglu- 
tinated specifically  on  the  slide  in  1/10  anti- 
meningococcus  serum  alone,  and  about  60%  as 
high  as  the  1/50  dilution. 

Gross  agglutinations  in  tubes  done  on  a  hun- 
dred of  the  above  group  showed  results  indi- 
cated by  Table  I.    The  same  lot  of  sera  used  . 
for  agglutinations  on  slides  was  used  in  this 
series. 


o      o  °~% 
<  o 
K     "  £ 

«  g   «  E  "  i 


Table  I. 

b.  •  ss  m  => 

rt  O  to 
■< 

Number  of  Cultures  Agglutinated  in  the  «  ga^ 
Dilutions    op    Anti-meningococcus    Serum  sgi.    g  j 
Indicated  B  g  z  ^  o  g 

s|»g|S|i/50    1/100    1/200    1/400    1/800   1/1600  =  1 

100       0         1       20       25       32       16       6  0 


The  agglutination  titre  of  the  anti-meningo- 
coccus serum  used  in  the  above  gross  aggluti- 
nations was  checked  up  by  the  use  of  stock 
strains  of  meningococci,  Nos.  6,  30,  63,  10,  32, 
62,  81.  Frequently  the  above  agglutinations 
were  confirmed  by  second  and  third  cultures 
from  the  same  carrier. 

In  comparing  agglutinations  in  the  1/10  and 
1/50  anti-meningococcus  serum  on  the  slide 
with  the  gross  agglutinations  in  tubes,  it  ap- 
pears that  colonies  agglutinating  in  the  1/50 
anti-meningococcus  serum  on  the  slide,  agglu- 
tinate in  higher  dilutions  in  the  tubes  than  do 
the  1/10  anti-meningococcus  serum  aggluti- 
nators.    However,  this  is  not  always  the  case. 

Now  turning  to  the  carriers  themselves,  some 
interesting  facts  have  come  to  light  from  fre- 
quent and  repeated  examinations.  For  conven- 
ience, only  the  first  hundred  carriers  isolated 
will  be  considered.  Table  II  shows  the  number 
and  percentage  of  positive  cultures  found  from 
such  a  group  on  repeated  examinations  at  five- 
day  intervals. 


No.  of  Carriers 


100 


Table  II. 

No.  and  Percentage  of  Positives  on  Repeated 
Examinations 


2nd 
exam. 

57 


3rd 
exam. 

59 


4th 

exam. 

55 


5th  6th 
exam.  exam. 

52 


34 


One  will  see  at  a  glance  that  the  above  fig- 
ures do  not  refer  directly  to  successive  cultures 
on  anv  one  carrier. 
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For  the  purpose  of  illustrating  how  the  per- 
sistence of  successive  positive  cultures  may  oc- 
cur in  a  group  of  carriers,  Table  III  is  intro- 
duced. 

Table  III. 

No.  of  Carriers     No.  and  Percentage  op  Carriers  Having  Suc- 
cessive Positive  Cultures  at  5-Day  Intervals 

2  3  4  5  6 

positives  positives  positives  positives  positives 

100  57        45        28        22  13 

One  would  expect  from  the  above  figures 
about  half  the  isolated  carriers  might  be  re- 
leased from  quarantine  at  the  end  of  the  re- 
quired 21  days  minimal  period.  However,  as 
a  matter  of  fact,  only  16  were  ready  for  dis- 
charge within  that  time.  The  reason  for  this 
will  be  demonstrated  by  Table  IV,  which  exem- 
plifies the  so-called  "intermittent  carrier" 
condition.  In  order  to  make  the  situation  clear- 
er, the  examples  are  taken  at  random,  from 
the  isolated  group,  rather  than  from  only  the 
first  hundred. 

Table  IV. 

Record  of  the  Positive  and  Negative  Cultures  found 
on  Carriers  Cultured  at  5-Day  Intervals. 

Patient's  Examination 

No.       1st    2nd   Srd    4th    5th    6th    7th    8th    9th   10th  11th 

7  +  +  +  +  +  +  +  +  +  —  — 
9  +  +  +  —  —  —  +  —  —  —  — 
12  +  —  —  —  +  +  —  +  —  —  — 
27  +  —  —  +  —  —  —  — 
37  +  +  +  —  +  —  +  +  —  —  + 
60  +  —  +  +  —  +  —  —  —  — 
01        +    —    —    —  — 

No.  7  represents  a  group  of  four  permanent 
carriers.  No.  61  represents  a  group  of  sixteen 
or  more  who  showed  no  positive  cultures  after 
isolation.  Nos.  9  and  12  represent  a  group  of 
six  from  whom  a  positive  culture  was  obtained 
after  three  successive  negatives.  Nos.  37  and 
60  represent  a  group  of  forty-nine  who  showed 
positive  cultures  after  one  or  more  negatives. 
Experience  here,  as  elsewhere,  would  indicate 
that  meningococcus  carriers  may  be  classified  as 
permanent  or  persistent,  intermittent,  and  tem- 
porary. It  may  be  that  the  temporary  group 
is  only  a  phase  of  the  intermittent  group. 
Furthermore,  it  is  possible  that  the  intermit- 
tent group  represents  men  who  have  become  re- 
infected from  other  carriers,  rather  than  men 
who  are  in  fact  carriers,  but  whose  cultures  fail 
to  show  up  positive  on  some  examinations.  Tn 
this  connection  it  seems  quite  worth  while  to 
note  the  fact  that  at  one  time  a  carrier  may 
show  a  pure  culture  on  one  examination  and  on 
the  next  show  only  one  or  two  colonies  along 
with  numerous  other  organisms,  then  on  a  third 


or  fourth  examination  a  second  pure  culture 
of  meningococci. 

Treatment.  Various  measures  have  been 
tried  to  clear  up  the  carriers.  These  include 
a  variety  of  sprays  and  also  steaming.  But  re- 
sults do  not  seem  to  indicate  consistent,  if  any, 
success.  Out  of  about  half  of  the  isolated  car- 
riers who  received  no  treatment,  a  much  larger 
number  has  been  discharged  than  is  true  of 
those  treated.  Moreover,  out  of  a  group  of 
twenty  who  had  shown  four  successive  positive 
cultures,  ten  were  treated  during  a  ten-day 
period,  and  ten  were  untreated.  An  equal 
number  from  each  group  showed  negatives  after 
two  cultures  taken  during  that  period.  Treat- 
ment was  suspended  for  24  hours  before  each 
culture  was  taken. 

It  is  interesting  to  note  that  during  the 
past  two  weeks  of  warm  weather  a  sharp  de- 
cline in  the  number  of  positive  cultures  from 
the  carriers  in  quarantine  has  taken  place. 

Discussion.  I  certainly  do  not  believe  the 
method  of  slide  agglutination,  supplemented  by 
gross  agglutination  in  tubes,  is  infallible,  since 
I  have  found  some  definite  chromogenic  organ- 
isms which  agglutinate  as  high  as  1/200  in 
anti-meningococcus  serum  and  not  in  either  1/50 
normal  horse  serum  or  physiological  salt  solu- 
tion. But  it  seems  to  me  if  one  familiarizes 
himself  with  the  cultural  characteristics  of  a 
number  of  strains  of  meningococci  and  uses 
discretion  in  picking  suspicious  colonies,  and 
in  making  up  a  preliminary  suspension  on  the 
slide  before  allowing  the  agglutination  to  take 
place;  if,  furthermore,  one  allows  for  a  second 
reading  of  plates,  at  the  end  of  a  48-hour  in- 
cubation period,  to  rule  out  markedly  chromo- 
genic organisms,  that  this  method  should  be 
sufficient  to  isolate  carriers.  All  the  100 
strains  mentioned  in  the  above  tables  were  cul- 
tured and  sub-cultured  over  two  to  three  weeks, 
and  none  showed  growth  at  room  temperature 
on  the  media  used  for  isolation.  Many  were 
transferred  to  plain  agar,  where  they  grew 
poorly  or  not  at  all,  even  at  37°  C.  If,  in  ad- 
dition then,  one  puts  proper  emphasis  on  the 
microscopic  appearance  of  the  smears  and  on 
the  lack  of  growth  of  the  organism  at  room 
temperature  on  proper  media,  just  so  much 
more  evidence  is  added  to  strengthen  this  be- 
lief. 

Epidemiology.  "We  now  come  to  the  consid- 
eration of  groups  of  contacts  and  non-contacts 
in  their  relation  to  the  number  and  percentage 
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of  positive  meningococcus  carriers.  Table  V 
presents  an  outline  of  the  facts.  This  is  fol- 
lowed by  a  discussion  of  each  one  of  the  groups. 


Group  3.  Is  really  made  up  of  two  groups, 
one  from  a  cooking  school  of  which  the  patient 
was  a  member  for  a  short  time.    The  other 


Table  V.  (Part  One). 


NO.  OF 

No.  OF 

Date 

Group 

Place 

Cultures 

Carriers 

Per  Cent. 

Remarks 

Jan. 

28 

i 

Training  ship 

45 

4 

8—% 

Not  close  contacts 

Feb. 

1-5 

2 

A  cruiser 

8 

2 

29% 

Close  contacts 

3 

Receiving  ship.  A  pier 

135 

12 

8—% 

Not  close  contacts 

Feb. 

5-11 

4 

Receiving  ship.  A  pier 

176 

41 

22—% 

Close  contacts 

Feb. 

7 

5 

A  hospital.  One  case  isolated  in, 

32 

2 

6—% 

No   special  contacts  ex- 

room,   others    on    open  ward. 

cept  doctors  and  nurses 

Nurses,  doctors  and  lab.  workers. 

in  immediate  attendance 

Feb. 

19-21 

6 

A  collier 

157 

28 

17—% 

Moderately  close  contacts 

Feb. 

23-24 

7 

A  cruiser 

376 

31 

21% 

Whole  ship  taken  because 

of  second  case 

Feb. 

26 

8 

A  cruiser 

37 

13 

35—% 

Well  chosen  contacts 

Feb. 

27 

9 

Guard  on  oiler 

8 

1 

12—% 

Close  contacts  under  ideal 

hygienic  conditions  . 

Mar. 

7 

10 

Receiving  ship.  A  pier 

20 

5 

25% 

Close  contacts 

Mar. 

20 

11 

Gov't  school  contacts 

75 

9 

H—% 

Company  from  which  a 

case  was  taken 

Mar. 

21 

12 

Battleship 

50 

8 

16—% 

Moderately  well  chosen 

Mar. 

27 

13 

Receiving  ship.    A  pier 

72 

17 

20% 

Close  contacts 

NON-CONTACTS. 


Table  V.  (Part  Two). 
The  Following  Groups  Were  Taken  as  Controls. 


NO.  OF 

No.  OF 

Date 

Group 

Place 

Cultures 

Carriers 

Per  C 

Mar. 

4 

A 

Hingham  control  non-contacts 

100 

9 

9% 

Mar. 

9 

B 

A  receiving  ship,  a  pier.  Non- 

100 

26 

26% 

contacts  as  far  as  known. 

Mar. 

13 

C 

Group   of  college    women,  non- 

100 

1 

1% 

contacts 

Mar. 

11 

D 

First-   and   second-year  medical 

100 

1 

1% 

students 

Mar. 

12 

F 

Group  of  infants 

45 

1 

.2% 

Mar. 

28 

F 

Gov't  school 

79 

8 

9% 

Remarks 

Recruits   living  under 
good  conditions 
Recruits  living  in  crowd- 
ed quarters 

Students  living  at  home 
or  in  small  groups 
Students  living  at  home 
or  in  boarding  places 
Living  in  an  ideal  hos- 
pital 

Recruits  attending  a  gov- 
ernment school,  living  in 
barracks,  under  good  con- 
ditions. 


A  BRIEF  EXPLANATION  OF  THE  GROUPS  RECORDED 
IN  TABLE  V. 

Group  1.  Represents  part  of  a  ship's  crew. 
The  patient  was  a  carpenter  detailed  to  work  on 
the  ship,  but  aside  from  working  hours  had 
nothing  to  do  with  the  crew.  He  spent  two  or 
three  nights  a  week  at  home  and  the  other 
nights  at  two  different  stations.  He  took  his 
meals  at  three  or  four  places.  For  these  rea- 
sons I  do  not  consider  this  a  "close  contact" 
group,  but  only  moderately  close  at  best. 

45  cultures — 4  positive  =  8%. 

Group  2.  Is  made  up  of  eight  men  who  were 
intimately  associated  with  the  patient  at  mess, 
in  sleeping  quarters  and  at  work.  One  of  the 
carriers  was  the  intimate  friend  of  the  patient, 
hence  these  are  called  "close  contacts." 

8  cultures — 2  positives  =  29%. 


group  was  taken  at  random  from  a.  large  num- 
ber of  men  who  in  all  probability  never  asso- 
ciated with  the  patient.  However,  this  patient 
gave  positive  meningococcus  cultures  from  the 
naso-pharynx  on  repeated  examination.  The 
organisms  agglutinated  in  polyvalent  anti-men- 
ingitis serum  beyond  a  1/1600  dilution.  It  is 
interesting  to  note  that  the  patient  was  sent  to 
the  hospital  with  a  diagnosis  of  pneumonia  and 
remained  there  six  or  seven  days  before  signs 
indicative  of  cerebrospinal  fever  developed.  In 
spite  of  the  fact  that  the  patient  was  shown 
to  be  a  definite  carrier,  one  would  not  consider 
this  group  as  being  any  more  than  "moderately 
close"  contacts. 

135  cultures — 12  positive  =  8%. 

Group  4.  Consists  of  guards  who  were  mess- 
mates of,  and  who  occupied  the  same  quarters 
with  the  patient.     All  lived  under  crowded 
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conditions.  For  these  three  reasons  they  are 
considered  "close  contacts." 

175  cultures — 41  positive  =  22%. 

Group  5.  Is  made  up  of  patients  in  an  open 
ward  in  a  hospital,  and  of  nurses,  doctors  and 
laboratory  workers.  Two  of  the  doctors  and 
two  of  the  nurses  were  in  charge  of  the  case  of 
meningitis  spoken  of  in  Group  3.  The  patient 
was  in  an  isolation  room  off  the  open  ward,  so 
that  there  was  no  real  contact  between  him 
and  the  one  patient  in  the  ward  who  proved  to 
be  a  carrier,  nor  was  there  any  known  con- 
tact between  him  and  the  hospital  apprentice, 
who  was  the  second  carrier  found  in  the  group. 
Here,  then,  is  a  group  which  might  well  repre- 
sent conditions  found  in  almost  any  well-con- 
ducted hospital,  and  concerning  which  one 
would  scarcely  apply  the  term  "close  contact," 
since  isolation  in  regard  to  meals  and  sleeping 
quarters  was  excellent,  and  since  general  hy- 
gienic conditions  were  the  best  obtainable. 

32  cultures — 2  positive  =  6%. 

Group  6.  Consists  of  the  whole  crew  of  a 
collier  from  which  a  case  was  taken,  but  the 
patient  was  an  electrician,  first  class,  hence  did 
not  come  in  close  contact  with  more  than  a 
small  group.  Therefore  I  have  considered  this 
group  as  only  "moderately  close"  contacts. 

157  cultures — 28  positive  =-- 17%. 

Group  7.  Represents  practically  the  whole 
crew  of  the  ship  from  which  Group  2  cultures 
were  taken  three  weeks  before.  This  wholesale 
culturing  seemed  justified  because  of  the  sec- 
ond case.  It  may  be  of  interest  to  know  that 
only  13  of  the  81  carriers  of1  this  group  were 
sent  to  quarantine,  while  the  others  were  iso- 
lated on  the  boat  from  the  rest  of  the  crew  as 
far  as  meals  and  quarters  were  concerned.  The 
boat  sailed  a  few  days  later  and  the  carriers 
aboard  were  to  be  cultured  again  at  the  next 
port.  None  of  the  Group  2  men  appeared  as 
carriers  in  this  group  although  all  were  cul- 
tured both  times.  I  consider  this  a  "close  con- 
tact" group. 

376  cultures— 81  positive  =  21%. 

Group  8.  Here  is  a  group  of  37  men  chosen 
from  over  1400  members  of  a  ship 's  crew.  They 
represent  the  men  who  were  most  intimately 
associated  with  the  patient,  either  as  messmates, 
hospital  apprentices,  or  friends.  In  other 
words,  this  is  the  most  carefully  picked  group 
of  close  contacts  in  the  list. 

37  cultures— 13  positive  =  35%. 

Group  9.    Represents  a  guard  squad  of  an 


oiler,  living  under  ideal  hygienic  conditions, 
separated  from  the  ship's  crew.  However,  since 
these  men  were  messmates,  occupied  the  same 
sleeping  quarters  and  work  together,  they 
must  be  considered  "close  contacts,"  especially 
since  the  patient  was  known  to  have  been  sick 
for  considerably  over  a  week  before  he  was 
sent  to  the  hospital. 

8  cultures — 1  positive  =  12%. 

Group  10.  Represents  a  well-chosen  group 
of  men  in  the  same  mess,  living  in  the  same 
quarters  and  doing  the  same  work  as  the  pa- 
tient. Hence  it  must  be  considered  a  well- 
chosen  group  of  "close  contacts." 

20  cultures — 5  positive  =25%. 

Group  11.  Is  a  company  of  young  men  at- 
tending a  government  school.  These  men  for 
the  most  part  attend  the  same  mess,  sleep  in 
the  same  quarters  and  pursue  the  same  course 
of  studies.  Their  physical  work  amounts  to 
about  one  hour  to  an  hour  and  a  half  drilling  a 
day.  Some  additional  facts  in  regard  to  the 
patient  are  of  interest.  It  was  discovered  that 
the  patient  had  been  sleeping  away  from  quar- 
ters about  six  nights  a  week  for  some  time  be- 
fore he  was  taken  sick,  and  that  he  took  most 
of  his  meals  at  places  other  than  the  mess  hall. 
Under  these  conditions  it  seems  reasonable  to 
call  this  group  "moderately  close"  contacts  at 
best.  Living  under  good  hygienic  conditions 
and  not  exposed  to  physical  hardship. 

75  cultures — 9  positive  =  11%. 

Group  12.  Is  a  moderately  well-chosen  squad 
of  men  from  a  crew  of  1400  on  shipboard.  Here 
hygienic  conditions  were  good,  though  contact 
was  close. 

50  cultures — 8  positive  =  16%. 

Group  13.  Represents  men  in  the  same  divi- 
sion and  section  as  two  patients.  They  were 
messmates,  slept  in  the  same  quarters,  and 
lived  under  conditions  which  would  be  consid- 
ered crowded.  One  patient  was  a  negro.  Three 
out  of  four  negroes  in  the  same  group  gave 
positive  cultures  from  the  naso-pharynx.  Two 
of  these  showed  pure  cultures  of  meningococ- 
cus. This  is  considered  a  "close  contact" 
group. 

72  cultures— 17  positive  =  20%. 

Non-contact  Groups.  In  order  to  gain  some 
idea  of  the  prevalence  of  carriers  under  vary- 
ing conditions  of  housing,  age  and  occupation, 
the  groups  shown  in  Table  V  (part  2)  were 
taken. 

Group  A.    Represents  a  non-selected  group 
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of  men  living  in  barracks  under  good  hygienic 
conditions,  eating  at  the  same  mess,  and  doing 
fairly  hard  physical  work,  out  of  doors.  The 
length  of  service  is  measured  by  weeks  rather 
than  months.  No  case  of  cerebrospinal  fever 
has  been  found  in  this  camp  at  any  time. 

100  cultures — 9  positive  =  9%. 

Group  B.  Is  made  up  of  any  hundred  men 
from  a  number  of  thousand  living  in  crowded 
quarters,  and  eating  at  a  common  mess,  but  do- 
ing various  kinds  of  work.  It  was  taken  from 
the  same  place  as  the  contact  groups  3,  4,  10, 
and  13  recorded  in  Table  I  (part  1).  After 
careful  inquiry  it  was  found  that  all  but  about 
three  of  the  cases  of  cerebrospinal  fever  in 
this  district  occurred  in  men,  either  at  this 
crowded  station  or  recently  transferred  from 
it  to  ships  or  other  places,  so  that  this  control 
group  of  supposedly  non-contacts  in  reality 
represents  conditions  where  possibility  of  con- 
tact with  actual  cases  of  cerebrospinal  fever  was 
greatest.  Moreover,  three  groups  of  "contacts" 
previously  taken  from  here  showed  from  20  to 
25%  carriers.  One  can  readily  see  that  with 
20  to  25%  carriers  as  "seeding"  groups,  and 
crowded  quarters  as  opportunity  for  sowing, 
this  receiving  ship  offers  the  best  opportunity 
for  the  spread  of  meningococci.  Little  wonder, 
then,  that  ten  out  of  thirteen  of  the  cases  in 
this  district  came  directly  or  indirectly  from 
this  place. 

100  cultures— 26  positive  =  26%. 

Group  C.  Consists  of  college  women  between 
the  ages  of  18  and  22.  Some  live  in  dormi- 
tories, others  at  home.  Some  take  their  meals 
together,  others  at  various  places. 

100  cultures — 1  positive  =  1%. 

Group  D.  This  is  a  group  of  first  and  sec- 
ond year  medical  students,  not  doing  hospital 
work.  They  have  no  common  living  or  eating 
quarters. 

100  cultures — 1  positive  =  1%. 

Group  E.  This  is  a  group  of  infants,  in  a 
hospital,  where  hygienic  conditions  were  excel- 
lent. One  member  of  the  group  had  cerebro- 
spinal fever,  but  was  well  isolated  from  the 
others. 

45  cultures — 1  positive  =  1%. 

Group  F.  Is  a  company  of  men  from  the 
same  place  as  Group  11,  in  the  preceding  chart. 
Conditions  of  living,  the  matter  of  age  and  oc- 
cupation are  the  same.  Hence  this  represents 
a  real  control  "non-contact"  group. 

79  cultures — 8  positive  =  9%. 


DISCUSSION. 

One  can  readily  see  from  the  data  given  in 
connection  with  the  above  groups  how  impos- 
sible it  is  to  draw  fixed  lines  between  "close" 
contact  groups  and  groups  of  only  "moder- 
ately" close  contacts,  and  how  worthless  mere 
percentage  would  be  if  conditions  of  living  and 
occupation,  etc.,  were  not  considered.  How- 
ever, by  looking  at  the  groups  critically,  I  be- 
lieve certain  points  of  interest  are  evident. 

Considering  the  groups  of  "moderately 
close"  contacts,  1,  3,  4,  5,  6,  and  11,  one  finds 
that  the  one  which  came  from  the  most  crowded 
quarters  shows  the  highest  percentage,  namely, 
22%,  and  that  the  one  that  came  from  a  collier, 
where  hard  work  and  exposure  to  extremes  of 
heat  and  cold  were  important  factors,  showed 
17%,  as  against  8  to  11%  shown  by  Groups  1, 
3,  5,  11,  where  the  possibilities  of  contact  were 
about  the  same,  but  where  there  was  no  crowd- 
ing in  quarters,  no  severe  work,  no  particular 
exposure  to  extremes  of  heat  and  cold. 

Let  us  now  consider  the  groups  of  "close" 
contacts.  We  will  first  consider  those  groups 
taken  from  ships,  namely,  2,  7,  8,  9,  and  12. 
Group  9,  which  shows  the  lowest  percentage, 
11%,  represents  only  eight  men  who  were  living 
under  the  best  hygienic  conditions,  and  whose 
work  was  guard  duty.  Group  12,  which  shows 
the  next  lowest  percentage,  namely  16%,  was 
not  carefully  chosen,  hence  cannot  be  consid- 
ered "close"  contacts  as  far  as  the  case  is  con- 
cerned. Groups  2,  7,  8,  which  show  the  high- 
est percentage,  i.e.,  from  20  to  35%,  represent 
almost  similar  conditions  of  living  and  work, 
the  chief  variable  being  closeness  of  contact 
with  a  known  case.  Here  it  will  be  seen  that 
the  group  which  was  most  carefully  selected,. 
Group  8,  shows  the  highest  percentage,  namely, 
35%.  The  remaining  two  groups  of  "close" 
contacts,  Groups  10  and  13,  also  represent  ap- 
proximately the  same  conditions  of  work  and 
living,  and  give  25  and  20%,  respectively. 

From  the  study  of  the  non-contact  groups,  it 
is  evident  that  26  may  represent  the  carrier 
percentage  among  large  groups  of  recruits  who 
live  in  crowded  quarters.  In  contrast  to  this, 
9%  may  represent  the  number  of  carriers  among 
recruits  who  have  not  come  in  contact  with  a 
known  case,  and  who  are  living  under  good 
hygienic  conditions.  This  same  percentage, 
9%,  may  also  fairly  represent  the  carriers 
among  recruits  who  are  students,  living  in  bar- 
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racks  under  good  hygienic  conditions.  Leaving 
the  military  groups,  it  is  quite  evident  that  a 
much  lower  percentage,  even  as  low  as  1%, 
may  represent  the  number  of  carriers  among 
groups  of  students,  both  men  and  women,  of 
about  the  same  age  as  the  recruits,  but  who 
live  either  at  home,  or  in  small  groups. 

Probably  1  to  2%  represents  the  number  of 
carriers  among  infants  in  a  well-conducted  in- 
fants' hospital. 

QUARANTINE. 

The  carriers  for  this  district  are  isolated  at 
the  Government  Quarantine  Station,  Gallop's 
Island. 

The  men  themselves  have  helped  in  the  cook- 
ing, carpenter  work,  etc.  More  recently  they 
have  helped  to  repair  the  roads. 

The  Special  Aid  Society,  through  Mrs.  Bar- 
rett Wendell,  has  supplied  a  phonograph  and 
records,  magazines,  daily  papers,  and  books. 
The  Y.  M.  C.  A.  and  others  have  contributed  a 
piano,  tobacco,  etc. 

Thus  far  no  carrier  has  been  discharged  in 
less  than  the  21-day  limit  set  by  the  Navy  De- 
partment. No  carrier  has  come  down  with  the 
disease.  No  man  in  any  of  the  groups  cultured 
has  come  down  with  the  disease.  In  other 
words,  the  cases  have  always  been  men  not  pre- 
viously cultured. 

SUMMARY. 

Meningococcus  carriers  in  this  district  have 
been  isolated  on  the  basis  of  agglutinations  in 
1/10  or  1/50  dilutions  of  polyvalent  anti-men- 
ingococcus  sera  on  slides,  followed  by  gross  ag- 
glutinations in  tubes,  the  final  readings  being 
taken  after  twelve  hours  in  the  incubator  at 
55°  C.  and  twelve  hours  in  the  ice  box.  This 
has  been  supplemented  by  a  careful  study  of 
cultural  characteristics. 

Over  three  thousand  cultures  have  been  exam- 
ined, of  which  about  three  hundred  have  been 
positive  for  meningococci.  Of  this  group  about 
40%  agglutinated  specifically  in  1/10  anti- 
meningococcus  serum,  and  about  60%  as  high 
as  the  1/50  dilution  on  the  slide. 

Experience  has  shown  that  results  of  gross 
agglutination  in  tubes  rarely  alters  the  positivo 
findings  obtained  on  slides. 

Repeated  examinations  of  a  group  of  100  car- 
ri'rs  showed  that  only  16^  were  ready  for  dis- 
charge at  the  end  of  the  minimal  isolation  pe- 
riod of  21   days;  that  7%   remained  positive 


over  forty  days;  that  6%  showed  positive  cul- 
tures after  three  successive  negatives ;  that  49% 
showed  positive  cultures  after  one  or  more 
negatives,  thus  demonstrating  a  persistent,  and 
an  intermittent  type  of  carrier;  that  a  carrier 
may  show  a  pure  culture  of  meningococci  on 
one  examination,  on  the  next  only  a  few  scat- 
tered colonies  in  a  mixed  culture,  and  on  the 
third  a  pure  culture  of  meningococci. 

Treatment  has  been  of  no  value  in  our  hands. 
A  sharp  decline  in  the  number  of  positive  cul- 
tures from  the  carrier  group  has  been  noted 
during  the  past  two  weeks  of  warm  weather. 

A  study  of  1 3  groups  of  so-called  ' '  contacts. ' ' 
and  6  groups  of  "non-contacts"  brings  out  the 
following  facts: 

Under  good  hygienic  conditions,  groups  of 
naval  men  in  this  district,  if  only  moderately 
well  selected  on  the  basis  of  possible  contact 
with  a  known  case  of  cerebrospinal  fever,  show 
from  6  to  8%  carriers.  If  hygienic  conditions 
are  poor,  that  is,  if  men  are  in  crowded  quar- 
ters, are  subjected  to  severe  physical  labor  un- 
der extremes  of  heat  and  cold,  such  groups  may 
show  from  17  to  22%  carriers. 

Among  groups  of  naval  man  well  selected  on 
the  basis  of  possible  contact  with  a  known  case 
of  cerebrospinal  fever  and  living  in  close  con- 
tact with  each  other  either  on  shipboard  or  in 
crowded  quarters,  20  to  35%  appear  to  be  car- 
riers, the  upper  limit  representing  the  most 
carefully  chosen  group.  But  when  only  a  small 
group  of  guards,  isolated  from  the  rest  of  a 
crew,  is  considered,  only  11%  appear  positive. 

One  group  of  100  men  taken  at  random 
from  a  camp  where  there  had  been  no  case  of 
cerebrospinal  fever,  and  where  living  condi- 
tions are  excellent,  showed  9%  carriers  as  con- 
trasted with  26%  which  appeared  in  a  group 
of  100  taken  from  barracks  where  men  were 
decidedly  overcrowded  and  from  which  a  num- 
ber of  cases  had  been  taken,  also,  where  20  to 
25%  carriers  had  been  found  on  previous  ex- 
aminations. 

Another  non-contact  group  of  79  men  repre- 
senting a  naval  student  body  living  in  barracks 
under  good  hygienic  conditions,  showed  9%  as 
contrasted  with  the  1%  found  among  100 
women  students  of  Simmons  College,  and  the 
1%  found  among  the  first  and  second  year  Har- 
vard medical  students. 

In  these  last  three  groups  about  all  the  fac- 
tors were  common,  but  the  naval  group  ate  at  a 
common  mess  and  lived  in  barracks,  whereas 
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the  others  lived  chiefly  at  home  or  in  small 
groups. 

Hence  it  is  evident  that  the  important  fac- 
tors which  change  the  number  of  carriers  from 
as  low  as  1  to  2%  among  civilians  to  as  high  as 
20  to  35%  among  recruits  are:  contact  with 
known  cases  of  cerebrospinal  fever;  unhygienic 
conditions  such  as  come  from  crowded  bar- 
racks; severe  physical  labor,  coupled  with  ex- 
posure to  extremes  of  heat  and  cold ;  and, 
finally,  contact  with  carriers  of  meningococci. 

When  this  work  was  being  organized,  Sur- 
geon Milton  J.  Rosenau,  U.S.N.R.F.,  during  a 
visit  to  four  or  five  laboratories,  received  per- 
sonal information  which  has  been  freely  used 
in  the  meningococcus  carrier  work  done  here. 
Hence,  through  him  I  am  indebted  chiefly  to 
Dr.  P.  K.  Olitsky,  of  the  Rockefeller  Institute, 
for  suggestions  as  to  methods  and  media,  but 
also  to  Dr.  Anna  W.  Williams  and  Dr.  Charles 
Krumwiede,  Jr.,  of  the  Research  Laboratory, 
New  York  City  Department  of  Health ;  Dr. 
G.  W.  McCoy,  Director  of  the  Hygienic  Labor- 
atory, U.  S.  Public  Health  Service,  Washing- 
ton, D.  C. ;  and  Admiral  E.  R.  Stitt,  Director  of 
the  Naval  Medical  School,  Washington,  D.  C. 

Anti-meningococcus  serum  and  stock  meningo- 
coccus strains  were  furnished  by  Dr.  R.  Kohn, 
of  the  Antitoxin  and  Vaccine  Laboratory,  Mas- 
sachusetts State  Department  of  Health,  and 
Dr.  Olitsky,  of  the  Rockefeller  Institute. 

The  laboratory  work  was  done  at  the  Har- 
vard Medical  School,  in  the  Department  of  Pre- 
ventive Medicine  and  Hygiene,  at  Dr.  Rose- 
nau 's  invitation,  since  the  new  laboratories  at 
the  U.  S.  Naval  Hospital,  Chelsea,  were  not 
available  at  the  time. 


WITH  THE  R.A.M.C.  IN  FRANCE. 

By  M.  A.  Harrington,  M.B.,  New  York  City, 

Psychiatric  Institute,  Ward's  Island. 

For  one  year  I  served  with  the  Royal  Army 
Medical  Corps,  and  my  purpose  in  writing 
what  follows  is  merely  to  tell  something  of  the 
life  of  the  medical  officer  with  the  British 
armies  in  France,  as  I  found  it.  I  pass  from  the 
preliminary  stages, — the  signing  up  at  the  War 
Office,  the  time  spent  in  camps  in  England,  the 
trip  from  England  to  Havre,  and  from  Havre 
up  to  the  line, — and  proceed  at  once  to  tell  of 


my  first  job  in  France,  which  was  with  a  field 
ambulance. 

A  field  ambulance  is  a  sort  of  movable  hos- 
pital, situated,  as  a  rule,  some  distance  back  of 
the  lines,  but  within  reach  of  the  enemy 's  long- 
range  guns.  I  found  the  ambulance  at  which  I 
was  ordered  to  report,  located  in  an  orchard, 
j  It  consisted  of  a  collection  of  portable  huts, 
j  tents  and  improvised  structures  of  one  kind  or 
another,  which  overflowed  from  the  orchard 
into  an  open  field  across  the  road.  Narrow 
I  walks  had  been  laid  down,  making  it  possible  to 
get  from  one  building  or  tent  to  another,  but 
if  a  man  had  the  misfortune  while  passing  along 
one  of  these  walks,  to  step  off  the  edge,  he  at 
once  sank  into  unplumbed  depths  of  mud;  that 
is,  unless  the  weather  happened  to  be  quite 
cold  and  the  ground  frozen  hard. 

The  officers'  quarters  consisted  of  two  Nissen 
huts — contrivances  named  after  their  inventor, 
and.  supposed  to  be  portable.  One  of  these 
huts  was  used  for  sleeping  quarters,  and  al- 
though the  weather  was  at  times  very  cold,  it 
was  not  heated  in  any  way.  We  should  not 
have  minded  this  so  much  if  it  had  not  been 
extremely  damp.  On  returning  at  night  we 
would  find  beads  of  moisture  glistening  on  our 
blankets,  except  in  cold  weather,  when  they 
were  replaced  by  crystals  of  frost.  My  pajamas 
were  always  wet  and  clammy  when  I  put  them 
on  at  night,  and  my  shirt  had  gotten  into  the 
same  condition  by  the  time  I  came  to  put  it  on 
in  the  morning.  After  a  short  time  I  grew 
weary  of  changing  into  wet  garments  twice  a 
day,  and  adopted  the  practice  of  sleeping  in 
my  shirt,  taking  it  off  only  on  the  rare  occa- 
sions when  I  indulged  in  the  luxury'  of  a  bath 
and  change  of  underwear. 

Our  other  Nissen  hut  served  as  a  mess  and 
was  comparatively  comfortable,  being  heated- by 
means  of  a  stove  improvised  from  an  old  oil 
drum.  Aside  from  the  stove,  the  only  furniture 
the  mess  contained  was  a  rough  board  table 
which  our  carpenter  had  made  and  a  couple  of 
long  benches  upon  which  we  sat  at  meals,  and 
which  we  drew  up  before  the  stove  as  we  gath- 
ered around  it  for  warmth  in  the  evenings. 

For  the  accommodation  of  our  patients,  we 
had  two  large  huts,  one  of  which  served  as  a 
surgical  and  the  other  as  a  medical  ward.  I 
had  charge  of  the  medical  ward.  It  contained 
about  thirty  or  forty  beds  a  row  along  each,  side 
of  the  hut,  with  an  aisle  down  the  middle.  The 
beds  were  merely  frames  of  rough  scantling 
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covered  with  "chicken  netting,"  on  which 
blankets  were  spread,  there  being  no  mattr  sses 
or  sheets.  The  patients  in  these  wards  were  all 
men  likely  to  be  fit  for  duty  in  a  week  or  ten 
days,  more  serious  cases  not  remaining  with  us 
but  being  sent  on  as  quickly  as  they  came  in  to 
the  casualty  clearing  station,  which  was  at  rail 
head.  We  had  no  nurses;  all  the  work  was 
done  by  medical  orderlies.  Also,  no  facilities 
were  provided  for  anything  beyond  the  sim- 
plest kind  of  operative  work.  For  anything 
more  elaborate  cases  had  to  wait  until  they 
reached  the  C.  C.  S.,  where  there  were  trained 
nurses  and  a  well-equipped  operating  room. 

My  first  work  in  the  morning  was,  usually,  to 
make  rounds  on  my  ward.  After  this  there 
would  be  various  odd  jobs  to  do,  and  all  day 
patients  were  coming  in  from  the  line  who  had 
to  be  examined  and  admitted,  or  else  sent  on 
by  motor  car  to  the  CCS.  In  the  evening, 
after  dinner  had  been  cleared  away,  the  day's 
outgoing  mail  was  dumped  upon  the  table  and 
everybody  took  part  in  the. work  of  censoring 
it.  The  pile  was  always  a  large  one,  for  we  not 
only  handled  the  letters  of  the  men  belonging 
to  our  unit,  but  those  of  our  patients  as  well. 
They,  not  being  very  ill,  spent  most  of  the  day 
writing  letters,  which  the  unfortunate  medical 
officers  had  to  read  in  the  evening.  There  was 
one  amorous  youth  who  had  five  girls  in  Eng- 
land to  whom  he  wrote  regularly.  I  will  say 
this  for  him,  however, — he  played  no  favorites, 
for,  barring  only  the  difference  in  names,  the 
five  letters  which  he  sent  out  each  day  were 
exactly  alike. 

After  a  short  time  in  the  ambulance  I  was 
sent  forward  to  an  advance  dressing  station. 
An  A.D.S.  is  a  post  close  up  behind  the  lines, 
to  which  the  sick  and  wounded  are  brought  in 
order  that  they  may  receive  first  aid  and  then 
be  sent  back  by  motor  car  to  a  field  ambulance 
or  casualty  clearing  station.  I  found  our  dress- 
ing station  in  a  pretty  little  village  which 
nestled  in  a  valley.  Along  the  crest  of  a  hill 
overlooking  this  valley  were  the  German 
trenches.  Old  Fritz,  sitting  up  there  and  look- 
ing down  upon  us,  could  have  wiped  us  off  the 
map  at  any  time.  He  did  not  do  it  because  he 
had  better  use  for  his  ammunition,  and  because, 
moreover,  we  could  have  retaliated  by  wiping 
out  one  or  more  of  his  villages,  which  lay  simi- 
larly exposed  to  our  guns. 

In  charge  of  this  dressing  station  were  an- 


other doctor  and  myself;  we  occupied  part  of  a 
rather  fine  old  house,  a  French  family  occu- 
pying the  rest  of  it.  The  Germans  had  a  nasty 
habit  of  raking  the  road  in  front  of  us  with 
their  machine  guns  at  odd  intervals  during  the 
night,  in  the  hope  of  catching  any  traffic  which 
might  be  going  up  under  cover  of  the  darkness. 
Sometimes  their  bullets  pattered  on  the  walls 
of  our  house,  and  as  the  room  we  used  for  our 
mess  faced  toward  their  trenches,  it  was  neces- 
sary to  wall  up  the  windows  with  sandbags.  This 
left  the  room  in  almost  complete  darkness,  and 
so  we  had  to  keep  a  candle  burning  whenever 
we  occupied  it.  The  shells  from  the  German 
batteries  roared  overhead  both  day  and  night, 
but  as  they  were  usually  aimed  at  targets  far 
in  our  rear,  they  gave  us  less  annoyance  than 
one  of  our  own  six-inch  howitzer  batteries 
which  was  hidden  in  a  wood  just  behind  us  and 
fired  directly  over  our  heads.  We  had  no  glass 
in  our  windows  ;  in  fact,  I  doubt  if  there  was  a 
whole  pane  of  glass  left  anywhere  in  the  vil- 
lage. Instead,  we  had  pieces  of  cloth  tacked 
onto  the  window  frames.  Every  time  the  bat- 
tery behind  the  house  fired,  the  force  of  the 
blast  would  blow  in  our  flimsy  cotton  window 
coverings  and  we  would  have  to  go  around  and 
nail  them  all  up  again. 

As  in  nearly  all  the  billets  in  France,  we 
suffered  a  good  deal  here  from  the  cold.  For 
our  personal  use,  we  received  daily  one  scuttle 
full  of  black  dust,  euphemistically  referred  to 
as  coal.  Whenever  we  tried  to  build  a  fire  of 
this  stuff  most  of  it  would  fall  at  once  through 
the  grate  and  be  lost  in  the  ashes.  Because  we 
had  such  a  limited  supply,  we  seldom  lit  a  fire 
in  the  morning.  We  escaped  the  cold  at  break- 
fast time  by  having  our  breakfast  brought  to 
us  in  bed  and  at  lunch  we  wore  our  greatcoats. 
Then  in  the  evening  we  were  able  to  have  our 
fire  lit  and  dine  in  comparative  comfort. 

In  addition  to  attending  the  sick  and  wound- 
ed who  came  to  the  dressing  station,  it  was  part 
of  my  duty  to  visit  daily  several  aid  posts,  small 
advanced  stations  manned  only  by  orderlies. 
This  meant  a  walk  of  several  miles,  part  of  it 
over  open  roads  that  were  sometimes  shelled, 
and  part  of  it  through  the  trenches.  Of  course, 
I  always  wore  a  helmet  and  carried  my  gas 
mask.  When  in  a  forward  position  no  sensible 
man  ever  permits  himself  to  be  separated  from 
his  mask.  We  made  it  a  practice  not  to  go  even 
from  one  room  of  the  house  to  another  without 
taking  our  masks  along  and  placing  them  in  a 
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convenient  position  where  they  could  be  slipped 
on  at  a  moment's  notice. 

I  shall  spare  the  reader  all  account  of  my  ex- 
periences while  serving  as  a  regimental  M.  0. 
with  a  brigade  of  field  artillery,  and  after  that 
with  a  battalion  of  infantry,  positions  which  I 
held  only  for  a  very  short  time,  and  shall  pass 
on  to  my  last  job,  which  was  that  of  M.  0.  to  a 
group  of  heavy  artillery.  This  is  regarded  in 
the  army  as  a  "cushy  job."  The  duties  are 
light  and  the  living  conditions  comparatively 
comfortable.  Moreover,  it  allows  of  a  great 
deal  of  personal  independence  and  freedom 
from  red  tape. 

When  I  first  joined  the  heavy  artillery  we 
were  billeted  in  a  village  around  about  which 
our  batteries  were  stationed.  It  was  my  busi- 
ness to  visit  these  batteries  daily  in  order  to 
attend  the  sick  and  to  see  that  the  sanitary  and 
living  conditions  generally  of  the  troops  under 
my  care  were  kept  up  to  the  highest  possible 
level.  To  enable  me  to  do  this,  I  was  provided 
with  a  motorcycle.  When  the  roads  were  too 
muddy  for  the  motorcycle,  I  used  a  horse,  and 
where  a  horse  couldn't  go,  I  walked. 

I  had  never  ridden  either  a  motorcycle  or  a 
horse  before  entering  the  army.  The  first  week 
or  so  that  I  attempted  to  use  the  motorcycle  I 
fell  off,  at  least  once  every  time  I  went  out  with 
it,  returning  home  plastered  with  mud.  After 
a  while,  however,  I  began  to  gain  control  over 
my  machine,  and  by  the  time  I  left  France,  T 
considered  myself  quite  a  skilful  rider.  With 
my  horse,  the  story  was  very  different.  I  had 
allotted  to  me  an  old  gray  mare  which  had  no 
respect  whatever  for  my  wishes  or  opinions. 
She  always  wanted  to  travel  in  an  opposite  di- 
rection to  that  in  which  I  had  planned  to  go 
and  she  usually  wanted  to  travel  at  a  lively 
pace.  Now  painful  experience  has  demon- 
strated the  fact  that  for  me  a  very  gentle  trot 
is  best;  when  the  speed  is  increased  my  style 
tends  to  deteriorate,  and  I  do  not  present  a 
dignified  appearance  to  the  troops  which  are 
continually  passing  on  the  road.  In  going  my 
daily  rounds  I  had  to  pass  along  a  road,  on  one 
side  of  which  were  a  number  of  batteries.  As  I 
rode  past  these  guns  they  would  frequently  be- 
gin to  fire,  and  when  that  happened  my  mare 
would  at  once  begin  to  get  up  speed.  When  this 
happened,  the  first  thing  I  did  was  invariably 
to  lose  my  stirrups,  and  as  I  strove  frantically 
to  recover  them,  I  would  be  bounced  merci- 
lessly about,  and  every  time  I  came  down  in 


the  saddle  I  seemed  to  hit  it  in  a  new  place ;  at 
the  same  time  my  steel  helmet  would  rattle  and 
pound  on  the  top  of  my  head,  being  prevented 
from  flying  off  altogether  only  by  the  strap, 
which  I  always  took .  good  care  to  fasten  se- 
curely under  my  chin  before  mounting;  then 
my  reins  would  become  entangled,  and  as  I 
instinctively  humped  forward  in  my  saddle, 
the  gas  mask,  which  I  carried  slung  over  my 
shoulder,  would  swing  around  in  front  of  me, 
and  get  mixed  up  with  the  reins  or  pound  me 
in  the  stomach.  In  this  plight  I  would  pass 
groups  of  Tommies  in  the  road  who  would  line 
up  and  salute  as  I  went  by,  concealing  derisive 
grins  behind  their  upraised  hands. 

The  cases  which  I  had  to  see  in  the  course  of 
my  rounds  were  seldom  of  a  serious  nature. 
There  were  teeth  to  pull  and  boils  to  lance; 
there  were  coughs  and  colds  and  chilblains,  and 
also  German  measles.  Diiring  one  period  T  used 
to  spend  about  half  my  day  inspecting  billets 
and  contacts  quarantined  because  of  this  child- 
ish ailment. 

For  some  time  after  I  joined  the  heavy  ar- 
tillery we  were  billeted  in  villages  close  behind 
the  lines,  but  following  the  big  battle  on  Easter 
Sunday  of  last  year,  the  enemy  fell  back  and 
we  moved  up  into  a  country  where  there  were 
no  villages,  only  shapeless  heaps  of  brick  and 
rubbish.  Here  we  lived  out  in  the  open.  At 
first  I  occupied  a  Nissen  hut,  but  later  con- 
structed for  myself  a  tiny  dugout  in  an  old 
German  trench.  Then,  as  the  weather  grew 
warmer,  I  built  outside  the  door  of  my  dugout 
a  sort  of  veranda  with  a  roof  of  corrugated  iron 
and  walls  of  canvas,  which  ordinarily  were  kept 
rolled  up  out  of  the  way,  but  could  be  left  down 
when  it  rained.  As  things  grew  quieter  in  that 
part  of  the  line,  having  very  little  to  do,  I 
amused  myself  by  digging  up  wild  flowers  in 
the  neighboring  fields  and  planting  them 
around  my  veranda.  As  the  season  advanced, 
these  flowers  grew  large  and  formed  a  pretty 
screen  about  it.  Here,  during  the  summer  af- 
ternoons, I  used  to  lie  on  an  improvised  couch, 
and  write  letters  or  read.  Behind  me  was  an 
observation  balloon  and  frequently,  as  I  lay 
reading,  the  Germans  would  begin  to  fire  at  it, 
their  shrapnel  bursting  directly  over  my  head. 
However,  as  it  was  very  high  up  and  the  bullets 
carried  a  long  distance  before  they  reached  the 
ground,  I  was  in  no  danger  from  it,  and  so  it 
did  not  interfere  with  either  my  reading  or 
my  peace  of  mind. 
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I  also  slept  on  the  veranda.  During  that 
time  the  Canadians  were  attacking  Lens,  which 
was  some  distance  to  the  north  of  us,  and  after 
I  had  turned  in  at  night,  I  could  lie  and  watch 
the  continuous  flashing  of  their  guns  as  they 
boomed  away  in  the  distance  until,  becoming 
drowsy,  I  would  roll  over  and  drop  off  to  sleep. 

I  remained  with  the  heavy  artillery  until 
autumn,  when  I  received  my  discharge,  and 
after  a  short  stay  in  England,  returned  to 
America.  As  I  look  back  upon  my  period  of 
service  with  the  British  Army  I  feel  that  it  was, 
on  the  whole,  a  pleasant  one.  I  did  not  gain 
much  in  the  way  of  professional  knowledge, — 
the  medical  officer  in  the  line  never  does.  The 
conditions  he  has  to  treat  are,  for  the  most  part, 
simple  ailments.  When  he  has  a  serious  case 
he  never  treats  it  himself,  but  sends  it  back  at 
once  to  the  hospital.  As  a  rule,  he  is  not  very 
busy.  During  a  big  attack  he  may  be  worked 
very  hard,  but  big  attacks  are  few  and  far  be- 
tween, and  in  the  long  intervals  which  inter- 
vene, his  life  is  rather  leisurely  and  humdrum. 
On  the  other  hand,  he  has  an  excellent  oppor- 
tunity to  observe  the  great  game  of  war  as  it 
is  being  played  in  Northern  France  today.  He 
lives,  as  a  rule,,  a  wholesome  outdoor  existence, 
and  along  with  this  there  is  a  zest,  a  freedom 
about  the  life  which  makes  a  return  to  the  nar- 
row round  of  duties  and  petty  restrictions  of 
civilian  life  extremely  irksome.  After  all,  the 
human  race  has  been  almost  constantly  engaged 
in  warfare  from  the  beginning  of  history.  Man 
has  evolved  under  conditions  where  it  has  been 
necessary  always  to  fight.  The  soft-sheltered 
conditions  of  our  present  civilization  date  only 
from  yesterday,  and  it  is  not  surprising  that 
men  readjust  themselves  very  readily  to  the  old 
primitive  life  and  that,  notwithstanding  the 
dangers  and  discomforts,  come,  after  a  short 
time,  really  to  enjoy  it.  When  the  longed-for 
peace  comes,  and  the  men,  returning  from  over- 
seas, take  up  again  their  former  occupations, 
many  a  one  will  long  for  the  old  days  of  active 
service  with  all  their  hardship  and  danger. 


American  Proctologic  Society. — Owing  to 
conditions  brought  about  by  the  war,  the  Amer- 
ican Proctologic  Society  has  decided  not  to  hold 
its  meeting  in  Chicago  on  June  10  and  11.  The 
Society  will  probably  not  meet  again  until  after 
the  war  is  over. 


HOSPITALS  AND  VOCATIONAL  TRAIN- 
ING* 

By  Richard  P.  Borden,  Fall  River,  Mass., 

Secretary,  War  Service  Committee,  American  Hospital 
Association. 

The  problem  of  vocational  training  for  the 
disabled  is  one  which  directly  concerns  hos- 
pitals and  is  largely  dependent  upon  their  co- 
operation. While  the  immediate  need  is  for 
soldiers  and  sailors,  its  value  is  equally  great 
for  those  incapacitated  in  civilian  pursuits. 
Preparation  .should,  therefore,  be  for  perma- 
nent installation  of  vocational  training  for 
therapeutic  and  rehabilitation  purposes.  Civil- 
ian hospitals  should  be  considered  as  the  cen- 
ters of  vocational  training  and  properly 
equipped  therefor  as  in  this  way  only  may  per- 
manency be  assured. 

"The  average  program  for  a  man  incapaci- 
tated for  further  military  service  overseas  may 
be  described  as  follows: 

First,  a  period  of  acute  illness  or  surgical 
care;  second,  a  period  of  convalescence,  fre- 
quently of  long  duration ;  third,  vocational  re- 
education. These  stages  may  merge  imper- 
ceptibly into  one  another  or  they  may  be  sepa- 
rate or  distinct.  In  many  instances  one  or  two 
of  the  stages  may  be  altogether  omitted."  (Re- 
port, p.  11.*) 

As  will  be  seen  later,  vocational  therapy 
should  begin  as  soon  as  the  patient's  condition 
will  permit,  and  both  therapeutic  and  rehabili- 
tating teaching  should  be  done  in  consultation 
with  the  physician.  All  stages  of  the  patient's 
progress,  therefore,  should  be  provided  for  in 
his  initial  location  after  his  return  to  this 
country. 

"While  many  of  the  patients  will  have  the 
opportunity  to  complete  the  training  begun  in 
the  curative  workshop  in  the  vocational  school, 
many  others  will  be  able  to  go  directly  into 
wage-earning  occupations.  The  period  of  oc- 
cupational therapy  must,  therefore,  be  used  to 
prepare  and  adjust  many  patients  to  civilian 
life."    (Page  13.) 

Therefore  the  hospital  should  be  located  in 
the  neighborhood  of  industrial  facilities  and,  as 
the  desired  result  is  permanent  occupation,  in 
the  place  where  the  patient,  his  family,  and 
friends  reside — in  other  words,  in  the  patient's 
home  town.  This  is  emphasized  by  the  follow- 
ing: 

"Canadian  figures  show  that  80%  of  the  dis- 
abled men  are  able  to  return  to  their  former  in- 

*  An  Analysis  of  the  Report  of  the  Federal  Board  for  Vocational 
Training  entitled :  "Rehabilitation  of  Disabled  Soldiers  and  Sailors 
— -Teachers'  Training  for  Occupational  Therapy"  (Senate  Docu- 
ment 167)  in  its  relation  to  hospitals. 
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dustry  without  vocational  training,  that  10% 
need  complete  vocational  re-education,  and 
10%  partial  reeducation.  It,  therefore,  follows 
that  80%  of  the  men  receive  no  further  instruc- 
tion after  leaving  the  curative  workshop,  and 
that  20%  receive  varying  degrees  of  vocational 
re-education."    (Page  18.) 

"Whenever  possible,  the  man  should  be  di- 
rected into  a  former  occupation  so  that  all  pos- 
sible use  may  be  made  of  his  past  experience." 
(p.  60.) 

"When  a  new  occupation  is  selected  it  should 
be  one  whose  processes  are  kindred  to  the  old 
trade  and  whose  tools  and  raw  materials  will  be 
as  familiar  to  the  worker  as  practicable." 
(p.  61.) 

Industries  frequently  are  grouped  in  certain 
cities.  For  instance,  the  steel  industry,  machin- 
ery, boots,  textiles,  etc.,  etc.  Opportunities  for 
resuming  a  former  industry  or  some  branch 
thereof  are  greater  in  the  man's  original  hab- 
itat. 

"Even  technical  schools,  with  a  variety  of 
equipment,  are  not  always  able  to  teach  all  of 
the  skilled  trades,  and  the  student  must,  in 
many  instances,  get  his  final  instruction  in  the 
factory  itself . "    (p.  33.) 

The  desirability  of  assigning  patients  to  hos- 
pitals in  the  vicinity  of  their  homes  is  accepted 
in  the  report. 

"Since  the  reconstruction  hospitals  will  be 
located  in  different  sections  of  the  country,  and 
the  patients  will  be  sent  to  the  hospitals  suited 
to  their  needs  nearest  their  homes,  it  will  not  be 
necessary  to  install  all  lines  of  occupations  in 
industry,  commerce,  and  agriculture  in  every 
hospital.  For  instance,  the  hospital  in  the  Mid- 
dle West  would  need  agricultural  opportunities 
rather  than  the  textile  trades  of  New  England. 
'  Those  occupations  should  be  taught  which  are 
typical  in  the  area  to  which  the  patients  will 
return."    (p.  33.) 

The  economic  and  efficiency  value  of  such 
apportionment  of  patients  is  suggested  in  the 
above.  Few  men  can  be  obtained  who  can  mas- 
ter and  teach  all  industrial  occupations  or 
learn  the  various  opportunities  of  each  for  the 
disabled.  Yet  they  must  know  the  opportu- 
nities and  risks  of  the  trade  which  they  advise 
and  prepare  their  patients  to  follow.  (See  Re- 
port, p.  61.) 

While  it  is  desirable  that  the  patient  should 
be  discharged  from  the  hospital  as  soon  as  his 
condition  permits,  from  the  physician's  point  of 
view,  in  order  that  he  may  not  acquire  the  hos- 
pital habit,  become  a  malingerer  or  hospitalized, 
nevertheless, 

"Permanent  provision  must  be  made  for  the 
medical  treatment,  vocational  training,  place- 


ment, and  follow-up  work  for  the  disabled 
men."    (p.  65.) 

Thus  the  need  of  using  permanent  institu- 
tions is  apparent.  The  patient  should,  in  case 
of  recurrence,  be  enabled  to  return  to  his  accus- 
tomed hospital,  where  his  histories  are  available, 
his  constitutional  condition  known,  and  his 
needs  best  recognized.  Moreover,  in  such  a  per- 
manent institution  only  can  proper  "following 
up"  be  done.  Often  patients  do  not  recognize 
the  opportunity  for  improvment,  and  are 
averse  to  further  treatment.  They,  therefore, 
will  not  return  for  examination,  advice  and  fur- 
ther treatment  unless  properly  followed.  On 
the  other  hand,  many  patients  in  pain  or  dis- 
tress voluntarily  seek  aid  in  the  hospital  from 
which  they  were  discharged. 

It  cannot  be  expected  that  general  military 
hospitals  will  be  maintained  in  the  number  re- 
quired for  war  after  peace  ensues.  When  such 
hospitals  are  abandoned  their  former  patients 
will  know  of  no  place  to  go  and  there  will  be 
no  following  up.  By  the  use  of  existing  hos- 
pitals for  military  purposes,  the  problem  is 
quickly  solved.  After  the  patient  is  discharged 
from  military  service  he  can  return  to  the  same 
hospital,  near  his  home,  under  the  auspices  of 
the  War  Risk  Insurance  Bureau,  and  thus  his 
opportunities  for  medical  and  vocational  treat- 
ment will  be  made  continuous. 

In  this  connection  it  should  be  borne  in  mind 
that  both  the  Army  and  Navy  men  will  need 
vocational  treatment;  that  the  provision  for 
such  treatment  should  not  be  duplicated,  be- 
cause of  the  cost  of  equipment  and  the  scarcity 
of  trained  teachers,  and  that  the  assignment  of 
an  occupational  teaching  force  and  a  common  vo- 
cational school  to  a  group  of  civilian  hospitals 
will  make  such  facilities  available  to  both  serv- 
ices. 

"The  disabilities  of  industrial  accidents  have 
many  points  in  common  with  the  disabilities  of 
war,  and  if  occupational  therapy  is  a  war  meas- 
ure necessary  for  the  returned  soldier  and  sail- 
or, it  would  seem  to  be  just  as  urgent  for  the 
victims  of  civil  disabilities,  who  outnumber  the 
military  victims  by  a  conservative  estimate  of 
thirty-eight  times."    (p.  68.) 

It  is  necessary  for  the  War  Risk  Insurance 
Bureau  to  make  use  of  civilian  hospitals  for  the 
treatment  of  discharged  men  who  come  under 
its  jurisdiction.  No  other  plan  is  practicable, 
and  it  is  understood  that  arrangements  with 
hospitals  for  this  purpose  are  already  in  prog- 
ress.    Moreover,   as  noted    above,  industrial 
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needs  for  vocational  training  after  injury  even 
exceed  those  of  the  military  services  and,  there- 
fore, as 

"It  was  stated  in  the  minutes  of  the  first  two 
meetings  of  the  committee  for  reeducation  of 
war  cripples,  held  in  Paris  in  July,  1917, 
that — 

' '  The  institutions  would  not  cease  to  exist  with 
the  conclusion  of  peace,  but  would  then  take  up 
all  questions  relating  to  victims  of  accidents  at 
work. ' ' 

"Prof.  Jules  Amar  has  said: 

'The  war  will  be  over,  but  the  industrial 
work  and  the  necessity  for  the  scientific  study 
and  physical  organization  of  it  will  be  with  us 
forever.'  " 

"There  will  always  be  the  need  for  rehabili- 
tation of  the  damaged  human  material  discard- 
ed from  the  industrial  world. 

The  economic  and  social  problems  which  are 
crystallizing  in  the  present  emergency — as  T.  B. 
Kidner  has  pointed  out — are  only  made  more 
apparent  through  their  being  forcibly  brought 
to  our  attention  by  the  urgency  of  the  disabled 
soldier  problem ;  if,  for  instance,  any  doubts  ex- 
ist as  to  the  necessity  for  a  broad  and  generous 
scheme  of  industrial  training  for  the  nation, 
the  contrast  in  the  outlook  for  the  future  be- 
tween the  disabled  men  who  have  been  trained 
thoroughly  in  technical  lines  before  enlistment 
and  those  whose  only  commodity  was  un- 
skilled labor,  should  remove  them.  On  the  one 
hand,  confidence  and  calm  serenity;  on  the 
other,  fear  and  dread  of  the  future.  "We  are 
already  hearing  of  preparedness  for  the  'war 
after  the  war.' 

Occupational  therapy  touches  all  those  vital 
problems  and  must  be  utilized  in  the  future,  not 
only  in  healing  and  alleviating  more  extensively 
those  whom  it  now  touches,  but  in  reaching  all 
classes."    (p.  68.) 

In  the  interest  of  economy  and  efficiency,  as 
well  as  for  the  ultimate  welfare  of  the  citizen 
soldier,  is  it  not  evident  that  the  plan  of  util- 
izing civilian  hospitals  should  be  given  serious 
consideration  with  adequate  investigation  and 
study  of  all  the  elements  involved? 

The  average  daily  number  of  beds  unoccupied 
in  general  hospitals  in  the  United  States  is  40,- 
000.  True,  a  large  proportion  of  these  are  un- 
available for  military  use,  but  it  is  believed  that 
with  this  foundation  the  number  of  beds  which 
can  be  temporarily  added  to  the  existing  insti- 
tutions, plus  those  which,  for  one  reason  or  an- 
other, must  be  provided  in  purely  military  hos- 
pitals, would  meet  all  requirements  for  general 
hospitals. 

The  experience  of  Canada  indicates  that  for 
every  1,000,000  men  sent  overseas,  10%  are  re- 


turned home  as  unfit  for  service,  and  about 
30,000  of  these  will  be  in  hospitals  at  one  time. 
(Report,  p.  15.)  The  blind,  tuberculous,  conva- 
lescent, and  neurasthenic  should  be  placed  in 
special  hospitals,  and  surely  the  remainder  could 
easily  be  accommodated  by  utilizing  the  well- 
organized,  constructed  and  equipped  hospitals 
in  our  principal  cities  in  addition  to  the  purely 
military  hospitals  necessary  in  certain  localities. 

No  attempt  has  here  been  made  to  point  out 
the  many  other  reasons  for  adopting  the  plan 
of  utilizing  existing  hospitals  for  military  pur- 
poses. Suffice  it  to  say  that  from  every  point 
of  view  excepting  the  necessity  for  military  con- 
trol, the  arguments  favor  the  proposition,  and 
that  this  sole  objection  is  not  insuperable  is 
shown  by  experience  in  the  past,  as  well  as  the 
present  war  period.  Surely  the  authority  of 
military  discipline  is  broad  and  elastic  enough 
to  cover  the  situation. 

"Inasmuch  as  the  period  of  adjustment  to 
civilian  life  is  difficult,  and  since  only  about 
20%  of  the  men  have  the  opportunity  to  adjust 
themselves  during  the  period  of  vocational  edu- 
cation, it  is  evident  that  some  kind  of  prepara- 
tion for  civilian  life  must  be  offered  to  the  80% 
who  will  be  able  to  return  to  their  former  work 
after  convalescence  without  further  training. 
The  curative  workshop,  like  the  other  depart- 
ments of  the  hospital,  must  be  under  military 
discipline.  Authority  is  necessary  during  con- 
valescence so  that  the  men  shall  not  retard  or 
even  permanently  prevent  their  recovery  by  ex- 
cessive exercise  or  rest,  wrong  food,  or  bad  hab- 
its. The  'work  prescription'  must  be  enforced 
just  as  rigidly  as  any  other  kind  of  prescrip- 
tion. Beyond  this  point,  and  except  in  rare  in- 
stances, there  should  be  no  recourse  to  military 
discipline. 

The  greatest  benefit  derived  by  the  men  is  the 
hardening  of  the  mind  and  muscle  in  prepara- 
tion for  civilian  life."    (p.  64.) 

Military  discipline  will  be  needed  in  the 
"general  reconstruction,'*  tuberculosis  and  con- 
valescent hospitals  for  two  purposes,  viz. :  to  pre- 
serve order  and  to  enforce  the  regimen.  With  a 
proper  system  of  punishment  and  the  slight  ma- 
chinery necessary  to  carry  it  into  effect,  there 
should  be  no  difficulty.  A  hospital  for  the  un- 
ruly might  be  desirable  or  there  may  be  other 
ways  of  obtaining  the  desired  result.  The  fear 
of  punishment  is  the  army  as  well  as  the  civilian 
way  of  preserving  order,  and  it  may  be  made  to 
follow  men  in  hospitals  as  well  as  in  camps  or 
on  liberty.  But,  as  pointed  out,  the  hospital 
should  be  used  as  a  place  to  wean  back  the  sol- 
dier to  the  responsibilities  of  civilian  life,  and 
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the  gradual  slackening  of  military  guardianship 
will  be  beneficial. 

Hospitals  have  already  begun  to  develop  the 
plan  of  occupational  training. 

In  the  report  of  the  Social  Service  Depart- 
ment of  the  Lakeside  Hospital,  Cleveland,  for 
1915,  it  is  said  "We  should  like  to  enter  a  plea 
for  an  employment  bureau  equipped  solely  for 
handicapped." 

The  Modern  Hospital  for  June,  1917,  is 
largely  devoted  to  a  history  and  discussion  of 
the  subject. 

Many  hospitals  have  begun,  or  are  consider- 
ing the  advantages  of,  such  work.  The  civilian 
hospitals  are,  undoubtedly,  ready  to  cooperate 
if  given  the  opportunity. 

SUMMARY. 

To  insure  permanency  in  vocational  training, 
civilian  hospitals  should  be  utilized. 

The  need  for  such  training  will  continue 
after  discharge  from  military  service. 

Military  hospitals  should  be  located  where 
there  are  industrial  facilities. 

The  training  should  be  in  the  line  of  former 
occupation,  therefore  men  should  be  returned 
to  hospitals  near  their  homes. 

There  will  be  need  of  recurrent  treatment,  so 
the  hospital  should  continue  within  reach  of  the 
patient. 

The  "general  reconstruction"  hospital 
should  be  permanent. 

There  should  not  be  unnecessary  duplication 
for  the  Army  and  Navy. 

The  money  spent  in  establishing  vocational 
schools  should  not  be  wasted.  They  should  be 
continued  for  industrial  needs,  and  thus  be  per- 
petuated for  possible  future  military  service ; 
like  universal  military  training,  an  element  of 
preparedness. 

Civilian  hospitals  used  for  military  purposes 
are  available  for  discharged  men  under  the 
War  Risk  Insurance  Bureau  and  the  U.  S. 
Workmen's  Compensation  Bureau.  The  voca- 
tional schools  established  in  such  would  be 
available  for  triple  use. 

Economy  and  efficiency  are  satisfied. 

Civilian  hospitals  can  be  made  to  meet  capac- 
ity requirements. 

Military  discipline  can  be  preserved. 

Hospitals  are  ready  to  cooperate  in  voca- 
tional training. 


SPONTANEOUS  PNEUMOTHORAX  COM- 
PLICATING PULMONARY  TUBERCU- 
LOSIS. 

By  Herbert  F.  Gammons,  M.D.,  Carlsbad,  Tkxas. 

The  diagnosis,  treatment  and  prognosis  of 
spontaneous  pneumothorax  is  dependent  upon 
whether  the  pneumothorax  is  complete  or  par- 
tial, and  whether  the  opening  in  the  ruptured 
area  is  open  or  valvular,  or  whether  it  has 
closed. 

The  partial  pneumothorax  is  the  result  of  ad- 
hesions limiting  the  escape  of  air  to  the  pleural 
cavity  and  is,  therefore,  localized,  and  if  the 
opening  is  not  valvular,  the  prognosis  is  good, 
and  the  treatment,  rest.  If  there  is  a  valvular 
opening,  it  is  often  necessary  to  withdraw  the 
air  in  left-sided  cases  especially,  and  where 
there  is  much  discomfort. 

In  the  complete  type  with  a  valvular  opening, 
we  have  at  times  a  very  troublesome  complica- 
tion, especially  when  the  rupture  is  on  the  left 
side. 

Spontaneous  pneumothorax  is  very  infre- 
quent in  ordinary  life,  although  in  war  times 
we  must  expect  the  number  of  cases  to  be 
greatly  increased.  Marshark  and  Craighead1 
review  the  literature  and  report  a  number  of 
cases  of  recurrent  ruptures,  and  in  summariz- 
ing, they  find  that  the  greatest  number  of  re- 
currences occurred  in  people  who  showed  no 
demonstrable  tuberculosis,  and  the  majority  of 
them  recovered.  Wallgren2  has  met  this  com- 
plication in  two  cases  as  a  result  of  needle  punc- 
ture during  administration  of  artificial  pneu- 
mothorax. 

I  have  seen  only  six  cases  out  of  approxi- 
mately six  thousand  studied  from  one  to  twelve 
months.  It  is  quite  possible  and  probable  that 
many  partial  ruptures  have  been  overlooked  in 
the  far-advanced  cases  where,  on  account  of  ad- 
hesions, the  rupture  did  not  produce  much  dis- 
comfort. 

Following  is  a  brief  history  of  these  cases : 

Case  1.  Male,  moderately  advanced  case,  up- 
per two-thirds  of  left  lung  infected  and  scat- 
tered areas  in  right.  Complained  of  sharp  pain 
in  left  lung  at  the  top,  appeared  very  nervous, 
dyspneic,  and  was  cyanotic.  Examination  showed 
complete  valvular  pneumothorax  of  the  left 
side,  with  the  heart  pushed  over  to  the  right 
chest  entirely.    Patient  died  two  days  later. 

Case  2.  Female;  advanced  case,  both  lungs 
entirely  infected.    During  a  coughing  attack 
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experienced  severe  pain  in  the  right  lung,  was 
very  dyspneie  and  nervous.  Patient  died  in 
twenty-four  hours. 

Case  3.  Male.  Advanced  case;  right  lung 
entirely  infected,  with  areas  scattered  in  the 
left.  After  a  severe  coughing  spell  expecto- 
rated small  amount  of  blood  and  complained  of 
severe  pain  in  the  right  chest ;  dyspnea  marked, 
very  nervous  and  temperature  and  pulse  ele- 
vated. Examination  showed  right  complete 
pneumothorax.  Patient  gradually  improved 
and  six  months  later  developed  an  effusion  in 
the  right  pleural  cavity,  which  was  allowed  to 
remain  for  some  time,  but  eventually  was  with- 
drawn. Patient  gradually  declined,  and  the 
area  at  the  site  of  operating  did  not  heal.  Pa- 
tient died  short  time  after. 

Case  4.  Male.  Moderately  advanced  case 
right  lung,  upper  two-thirds  infected;  left,  few 
scattered  areas  of  infection.  After  severe 
coughing,  complained  of  severe  pain  in  the  right 
chest,  dyspnea,  rapid  pulse,  elevated  temperature 
and  marked  nervousness.  After  a  few  hours,  pa- 
tient had  developed  a  subcutaneous  emphysema 
of  the  upper  part  of  the  body  on  the  right 
side  and  was  markedly  dyspneie.  Examination 
showed  a  complete  pneumothorax  with  a  val- 
vular opening  on  the  right  side.  A  large 
cannula  and  trochar  were  inserted  over  the  rup- 
ture and  the  chest  bound  down  with  adhesive 
plaster.  Patient  made  good  improvement  and 
six  months  later  had  an  operation  for  empyema. 
At  present  is  doing  well. 

Case  5.  Male.  Moderately  advanced;  left 
lung  has  scattered  infection  throughout,  with  a 
possible  cavity  in  the  lower  third.  Right  lung, 
few  scattered  areas  of  infection.  After  severe 
coughing  attack,  experienced  a  severe  pain  in 
the  left  chest  in  the  area  of  possible  cavitation; 
markedly  dyspneie,  cyanotic,  and  temperature 
and  pulse  elevated.  Examination  showed  left 
pneumothorax,  with  probable  valvular  opening. 
Air  was  removed  at  different  intervals.  An  ef- 
fusion developed  and  was  withdrawn,  and  the 
pleural  space  was  filled  with  air.  Patient  doing 
well,  but  effusion  persists. 

Case  6.  Male.  Moderately  advanced;  both 
lungs  infected  in  upper  halves.  After  a  severe 
coughing  attack  developed  severe  pain  in  the 
left  side,  with  marked  dyspnea  and  cyanosis. 
Examination  showed  a  complete  pneumothorax 
of  the  left  side  with  a  valvular  opening.  Air 


was  withdrawn,  using  the  apparatus  recently 
described3  by  connecting  the  tubing  to  the  inlet 
tube  and  using  the  water  suction.  Patient  was 
much  relieved,  and  after  three  withdrawals  of 
air  is  doing  well. 

In  withdrawing  air  it  is  best  to  withdraw  as 
much  as  possible  and  not  go  by  the  manometric 
readings,  as  often  in  these  cases  the  manometer 
shows  marked  negative  pressure ;  at  the  same 
time  the  patient  is  very  dyspneie  and  cyanotic. 

The  first  few  cases  that  were  cited  occurred  a 
number  of  years  ago,  before  the  artificial  pneu- 
mothorax apparatus  was  used  very  extensively, 
and  it  was  considered  that  interference  in  any 
other  way  would  not  be  beneficial. 

Lately  we  realize  the  good  that  can  be  ob- 
tained by  withdrawing  air  in  these  rupture 
cases,  and  while  formerly  the  spontaneous  rup- 
ture of  the  lung  was  considered  a  fatal  compli- 
cation in  pulmonary  tuberculosis,  still  now  the 
prognosis  in  these  cases  is  much  better,  although 
many  cases  develop  an  effusion  which  in  a  num- 
ber of  cases  becomes  purulent.  Properly  treat- 
ed, the  complete  pneumothorax  of  the  left  side 
is  very  favorable. 
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RECENT  PROGRESS  IN  PSYCHIATRY. 
By  Henry  R.  Stedman,  M.D.,  Brookline,  Mass. 
THE  TEACHING  OP  PSYCHIATRY. 

Meyer1  thus  summarizes  the  present  trend  of 
teaching  psychiatry: 

1.  Psychiatry  cannot  limit  itself  to  the  tra- 
ditional asylum-diseases.  It  has  become  the 
medical  study  of  all  types  and  forms  of  disorders 
or  involvements  of  the  total  behavior  and  menta- 
tion, from  the  simplest,  we  might  say  normal, 
defects  and  difficulties  of  adaptation,  to  the  more 
sweeping  affections,  some  of  which  may  dis- 
qualify the  patient  for  being  his,  or  her,  own 
safest  guide  and  adviser,  and  then  may  enter 
the  category  or  temporary  phase  of  committable 
disorders. 

2.  The  second-year  course  of  the  medical  stu- 
dent includes  the  methods  of  recording  a  medi- 
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cally  useful  biography,  of  using  the  standard 
tests  of  intelligence  and  motor  performance,  of 
making  out  the  principal  facts  and  determining 
factors  of  a  normal  individual's  make-up  and 
reactive  tendencies. 

3.  The  third-year  course  deals  with  the  stand- 
ard reaction-types  or  reaction-complexes  of 
psychopathology  and  the  factors  entering  into 
them. 

4.  The  fourth-year  course  takes  up  the  gen- 
eral routine  of  cases,  and  the  study  of  special 
problems  and  an  individual  study  of  at  least 
six  cases  by  each  student. 

5.  The  principal  departure  from  tradition  is 
the  inclusion  of  normal  psychobiologic  adaptive 
problems,  and  the  getting  away  from  the  dog- 
matic notion  of  "one  person,  one  disease,"  dic- 
tated by  a  classification-ridden  tradition,  and 
from  a  nosology  which  neglects  too  many  points 
important  for  the  understanding  and  treatment 
of  the  actual  patient. 

6.  Hence,  we  should  say  that  the  student  is 
led  to  recognize  the  facts  and  factors  entering 
into  the  simple  entities  and  combining  in  the 
more  complex  disorders,  so  that  he  may  get  a 
dynamic,  as  well  as  a  structural,  conception  of 
the  patients  whom  he  is  called  on  to  treat. 

One  of  the  principal  consequences  of  this  mode 
of  instruction  is  that  the  students  frequently 
find  patients  in  other  divisions  of  the  hospital 
who,  according  to  their  impressions,  should  be 
referred  to  the  psychopathologic  or  psychiatric 
department,  especially  many  of  those  patients 
who,  according  to  the  internist  or  surgeon,  "have 
nothing  the  matter  with  them,"  but  who  should 
not  be  sent  away  without  a  study  of  their 
psychobiologic  adaptation.  It  is  probably  not 
practicable  to  transfer  all  these  patients;  hence, 
why  not  get  accustomed  to  use  the  psychologic 
training  wherever  it  is  needed?  We  have  to 
realize  that  in  all  branches  of  medicine, 
physicians  are  expected  to  apply  psychopatho- 
logic methods,  just  as  modern  psychiatrists 
make  use  of  all  the  methods  and  experience  pre- 
sented by  the  other  departments  of  medicine, 
even  if  the  patients  have  mainly  psychopatho- 
logic problems. 

Another  consequence  is  that  quite  a  few  stu- 
dents begin  to  see,  in  conditions  which  are  looked 
on  as  normal  or  as  merely  nervous,  possibilities 
of  readjustment  which  may  become  of  inestim- 
able value  to  the  patient  and  in  the  interest  of 
preventive  medicine  and  hygiene  because  the 
worker  is  put  into  the  position  which  enables 


him  to  deal  with  the  component  factors  before 
the  full-fledged  traditional  pictures  have  estab- 
lished themselves,  and  have  begun  to  overawe 
both  patient  and  physician. 

RELATION  OF  SYPHILIS  AND  TABES. 

• 

If  it  be  true,  as  Church  holds,  that  one  man 
in  every  five  is  syphilitic,  then  of  no  less  import, 
according  to  Throckmorton,2  is  a  further  state- 
ment that  every  case  of  syphilis,  from  the  very 
incipiency  of  the  infection,  is,  once  and  for  all, 
primarily,  a  case  of  nervous  syphilis.  These 
statements,  to  say  the  least,  are  astounding,  and 
if  valid,  cannot  help  but  have  great  bearing  on 
the  future  consideration  of  this  disease. 

The  predilection  of  syphilis  for  nervous  tissue 
is  well  known,  and  to  a  degree  may  be  satis- 
factorily explained  on  strictly  embryologic 
grounds.  Every  syphilographer  and  dermat- 
ologist knows  well  that  syphilis  is  a  disease  which 
clinically,  in  characteristic  cases,  is  potent  to 
form  well-marked  skin  lesions.  This  point,  then, 
on  the  selective  action  of  the  disease,  would 
appear  to  be  well  taken  when  one  considers  that 
both  nervous  and  skin  tissues  have  their  origin 
from  ectoderm,  the  outer  layer  of  blastodermic 
membrane.  In  a  further  consideration  of  the 
selective  action  of  syphilis  on  the  body  tissues, 
it  would  not  be  unreasonable  to  assume  that, 
in  those  cases  manifesting  the  latent  effects 
of  syphilitic  action  on  nervous  tissue,  disorders 
of  the  skin  and  mucous  membranes  are  insig- 
nificant or  entirely  absent.  In  other  words,  the 
so-called  secondary  symptoms  of  syphilis  would 
appear  to  play  an  exceedingly  minor  role  in 
those  cases  which,  later,  are  so  prone  to  develop 
the  late  or  so-called  tertiary  manifestations  of 
the  disease.  The  truth  of  this  statement  will  be 
amply  borne  out  by  those  who  have  carefully 
considered  the  histories  of  patients  suffering 
from  tabes  or  paresis.  Here,  the  absence  of 
marked  secondary  phenomena  would  appear  to 
be  the  rule  rather  than  the  exception.  This 
leads  to  the  natural  conclusion  that  the  battle 
waged  by  the  products  of  syphilis  in  such  cases 
is  one  mostly,  if  not  entirely,  against  nervous 
tissue,  allowing  the  cutaneous  structures  a  re- 
spite against  the  invasion  of  so  formidable  an 
adversary.  The  occurrence  of  conjugal  tabes 
or  paresis  is  merely  a  strengthening  link  in  the 
chain  of  evidence,  showing  that  the  spirochetes 
are  capable  of  variation,  and  that  under  circum- 
stances, perhaps  not  as  yet  well  understood, 
strains  are  transmitted  which  are  capable  of 
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producing  those  destructive  lesions  of  the  central 
nervous  system  sometimes  encountered  even  in 
the  conjugal  state. 

PERSONALITY  IN  PARESIS. 

Osnato,3  under  this  head,  points  out  that  for 
many  years  psychiatrists,  and  other  clinicians, 
have  been  puzzled  by  the  fact  that,  of  the  great 
number  of  persons  who  are  infected  with 
syphilis,  only  a  few,  probably  less  than  3  per 
cent,  of  the  total  number  of  syphilitics,  eventu- 
ally end  as  paretics.  If  we,  therefore,  postulate 
in  these  patients  the  presence  of  a  defect  in  the 
nervous  system,  particularly  the  brain,  which  ex- 
ists either  as  a  hereditary  or  as  an  acquired  weak- 
ness, then  Adler's  conception  of  organic  in- 
feriority helps  to  explain  the  problem.  Adler 
conceives  that  the  neurotic  is  somatically  in- 
ferior, also  that  this  inferiority  affects  more  than 
one  organ  and  that,  as  an  over-compensation 
medium,  the  central  nervous  system  is  always 
involved.  In  other  words,  if  we  can  prove  that, 
before  the  onset  of  his  psychosis,  the  psychotic 
paretic  is  practically  always  a  neurotic,  then 
we  can  go  further  and  say  that  paresis  has  de- 
veloped in  him  because  the  central  nervous  sys- 
tem is  an  inferior  organ  and  the  inferiority 
serves  to  determine  the  location  of  the  charac- 
teristic destructive  process  caused  by  his 
syphilitic  infection. 

PSYCHOTHERAPY  IN  CHRONIC  INTERNAL  DISEASES. 

Yarotzky4  pleads  for  the  physician  to  realize 
that  his  connection  with  a  case  of  chronic  in- 
ternal disease  is  not  restricted  to  giving  the  pa- 
tient directions  as  to  food,  drugs,  exercise,  etc., 
to  enable  him  to  keep  up  under  his  chronic  dis- 
ease and  postpone  the  fatal  outcome  as  long  as 
possible.  The  physician  should  realize  what  it 
means  for  a  man  who  has  lived  mainly  for  the 
pleasures  of  the  table,  for  example,  to  be  obliged 
to  restrict  himself  to  the  housing  and  diet  neces- 
sary with  severe  chronic  kidney  disease.  He 
keeps  transgressing  the  doctor's  directions,  and 
the  doctor  gives  him  up  as  doomed.  Instead  of 
this  the  physician  should  step  in  and  aid  the 
patient  to  acquire  an  entirely  new  view  of  life 
and  attitude  of  mind ;  live  for  others,  cultivate 
a  love  of  art  and  of  science,  interest  himself  in 
his  environment — in  short,  instill  idealism,  al- 
truism, as  a  physiologic  factor.  In  his  practice 
he  has  noticed  that  persons  who  develop  pneu- 
monia or  diabetes  have  almost  invariably  passed 


recently  through  some  severe  emotional  stress  or 
financial  worry. 

The  fear  of  death,  which  acts  like  a  whip  in 
acute  disease,  grows  dulled  in  the  chronic,  and 
the  patient  debates  whether  mere  living  is  worth 
all  the  trouble.  Here  is  the  field  for  psychothe- 
rapy, as  an  adjunct  to  all  that  medical  skill 
can  suggest  in  the  special  case.  It  is  indispen- 
sable to  enable  the  patient  to  profit  by  the 
physician's  skill  otherwise.  Yarotzky  claims 
that  the  physician  can  train  the  patient's  feel- 
ings, ideas  and  ideals,  just  as  he  can  train  an 
organ  to  strengthen  it.  The  lack  of  this  sus- 
taining psychotherapy  is  what  drives  so  many 
to  Eddyism  and  other  fads  which  make  their 
appeal  to  the  mind.  Altruism,  idealism,  public 
questions  and  service,  photography  and  other 
hobbies — interests  of  this  kind  are  a  potent  fac- 
tor in  keeping  well  and  in  aiding  in  the  struggle 
against  disease. 

Yarotzky  takes  up,  in  turn,  chronic  disease 
of  the  various  internal  organs,  showing  the  in- 
fluence of  the  mind  in  their  course  and  even  on 
their  inception,  especially  excessive  secretion  of 
hydrochloric  acid  with  its  evil  train.  He  empha- 
sizes that  the  physician,  with  his  examinations 
and  directions,  focusses  the  patient's  attention 
on  some  organ  and  thus,  by  suggestion  plus  auto- 
suggestion, may  induce  exacerbation  of  existing 
derangement.  He  urges  the  physician  to  trust 
more  to  his  intuitions,  explaining  how  these  are 
the  crystallization  of  a  lifetime  of  subconscious 
impression  from  the  environment.  The  wear- 
ing out  of  organs  is  merely  a  subordinate  factor 
in  old  age.  The  richness  or  the  poverty  of  the 
individual's  mental  life  is  the  predominant  fac- 
tor. In  conclusion,  Yarotzky  reiterates  that  the 
physician  is  too  apt  to  pay  scant  attention  to 
the  patient's  psychic  life,  and  yet  this  is  the 
key  to  success  for  his  other  measures  in  some 
cases. 

ALIENISTS  AND  PSYCHIATRISTS. 

Southard5  proposes  that  the  term  alienist  be 
used  of  experts  in  the  forensic  or  medicolegal 
subdivision  of  mental  hygiene,  dealing  with 
insanity,  and  that  the  term  psychiatrist  be  used 
of  medical  experts  concerned  with  mental  dis- 
eases. As  a  minor  point  in  nomenclature,  it  is 
proposed  to  distinguish  the  alienistics  of  a  case 
from  the  psychiatry  thereof.  As  insanity  stands 
to  mental  disease,  so  alienistics  would  stand  to 
psychiatry.  Alienistics  would  be  primarily  a 
branch  of  law,  psychiatry  a  branch  of  medicine. 
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Five  or  six  subdivisions  of  mental  hygiene 
are  mentioned  as  existent  or  developing.  Public 
mental  hygiene  has  the  two  well-established  sub- 
divisions, institutional  and  medicolegal.  Social 
mental  hygiene  has  produced  effective  social 
service.  It  is  a  question  how  far  character 
handicap  work  can  go;  but  there  are  signs  of  a 
specialty  in  mental  hygiene  here  also,  using 
practical  psychiatric,  social-service  and  social- 
psychological  categories.  Personal  or  individual 
(medical)  mental  hygiene  is  founded  on  the 
achievements  of  practical  psychiatry  which  may 
now  be  regarded  as  a  specialty  independent  of 
institutional  mental  hygiene  and  of  ' '  alienistics. ' ' 
But  metric  psychiatry  is  gaining  ground,  fol- 
lowing the  work  of  Binet,  and  "mental  tests" 
promise  to  be  of  value,  not  only  in  "mind-lack" 
and  "mind-loss"  questions  of  practical  psychia- 
try, but  also  (at  least  negatively)  in  the  field 
of  character  handicap  work  in  employment  and 
vocational  choice. 

THE  VALUE  OF  THE  WASSERMANN  REACTION. 

Symmers  and  Darlington's'  investigations 
lead  them  to  the  following  conclusions  as  re- 
gards the  value  of  this  reaction: 

1.  Depending  on  the  antigen  employed,  the 
Wassermann  reaction  in  the  living  patient,  as 
carried  out  at  Bellevue  Hospital,  gives  a  nega- 
tive result  in  from  31  to  56  per  cent,  of  331 
cases  in  which  the  characteristic  anatomic  signs 
of  syphilis  are  demonstrable  at  necropsy. 

2.  The  Wassermann  reaction  in  the  living 
patient  is  positive  in  at  least  30  per  cent,  of 
cases  in  which  it  is  not  possible  to  demonstrate 
any  of  the  anatomic  lesions  of  syphilis  at 
necropsy. 

Military  Psychiatry, 
functions  of  an  army  psychiatry  clinic. 

In  the  matter  of  advanced  psychiatric  cen- 
ters Crinon7  urges  the  importance  of  recording 
on  the  wounded  man's  card,  from  the  very  first, 
the  notice  of  nervous  or  mental  upset.  Psychic 
changes  should  be  recorded  as  scrupulously  as 
the  organic.  It  is  now  officially  ordered  that 
the  concussion  syndrome  has  to  be  specified  on 
the  card.  The  "psychically  disabled"  should 
have  their  record  as  complete  from  the  first  as 
is  the  rule  for  the  physically  maimed.  This 
would  permit  also  suitable  measures  from  the 
very  first,  when  they  are  much  more  likely  to 
prove  effectual.  The  influence  on  the  brain  of 
physiologic  disturbances  from  shell  shock  or 


toxi-infections  should  be  arrested  as  early  as 
possible.  To  neglect  this  allows  the  psychic 
changes  to  deepen  and  crystallize  into  delirium 
or  confusional  states.  All  this  requires  advanced 
psychiatric  stations.  Their  existence  is  still  fur- 
ther justified  by  the  important  task  of  sifting 
out  the  men  to  be  sent  to  the  nerve  centers  and 
the  psychiatry  centers  farther  back  from  the 
front.  Many  men  only  lightly  affected  could 
do  well  in  them  and  be  promptly  restored  to  full 
duty.  Sent  back  into  the  interior,  their  psychic 
disturbances  become  more  and  more  confirmed 
and  durable.  At  the  best,  the  men  are  returned 
after  months  of  convalescence  when,  if  they  had 
been  given  specialist  treatment  close  to  the  front, 
they  would  have  been  in  the  ranks  again  in  much 
less  than  a  month.  Toxic  delirium  of  alcoholic 
origin  is  often  mistaken  for  a  more  permanent 
trouble.  It  requires  only  a  special  course  of  in- 
ternment and  treatment  which  is  as  available 
in  a  well-equipped,  advanced  psychiatric  sta- 
tion as  elsewhere.  Men  subject  to  convulsions 
can  also  be  kept  under  observation  here,  and  the 
nature  and  number  of  their  attacks  determined. 
Crinon  thinks  it  is  as  absurd  to  exempt  men 
from  service  on  account  of  a  single  epileptic 
seizure — which  is  now  the  regulation — as  to  ex- 
empt those  who  have  not  good  teeth. 

NEUROTICS  IN  MILITARY  SERVICE. 

Gordon8  directs  attention  to  the  fact  that 
types,  varieties,  and  subvarieties  of  neurotics 
are  many.  "While  all  are  unfit  for  actual  mili- 
tary work  at  the  firing  line,  some  of  them  never- 
theless are  capable  of  performing  some  duties 
of  a  nature  different  from  fighting.  A  good  num- 
ber of  them  could  be  utilized  for  work  of  a  sec- 
ondary character  behind  the  firing  line  and  thus 
release  the  men  who  are  more  fit  to  face  the  en- 
emy. A  large  contingent  of  good  and  strong 
men  will  thus  be  added  to  the  fighting  force.  The 
home  examining  psychiatrist,  after  a  profound 
study  of  the  recruit 's  personality,  will  determine 
the  variety  of  the  neurosis  and  the  degrees  of 
its  development,  and  will  thus  be  able  to  make 
suggestions  and  recommendations  to  the  mili- 
tary authorities  as  to  the  kind  of  work  a  given 
neurotic  individual  could  be  assigned  to.  A 
systematic  plan  can  be  worked  out  by  which  the 
examining  psychiatrist  will  familiarize  himself 
with  the  multifarious  duties  incidental  to  mili- 
tary service  in  wartime  so  as  to  be  able  to  make 
the  proper  recommendation  in  behalf  of  those 
neurotic  men  who  are  not  totally  rejected. 
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WAR  NEUROSES  IN  WAR  PRISONERS. 

Lust"  cites  Morchen's  report  that  he  found 
only  five  cases  of  war  neuroses  among  the  40,000 
war  prisoners  at  the  Darmstadt  prisoners'  camp. 
The  majority  reached  the  camp  within  three 
days  of  having  been  taken  prisoner,  and  a  num- 
ber came  from  the  Verdun  region.  There  is 
every  reason  to  assume  that  they  had  been  sub- 
jected to  the  same  kind  of  mechanical  and  emo- 
tional stress  as  the  German  soldiers,  and  yet 
the  hysteric  nervous  disturbances,  so  common 
among  the  soldiers,  were  found  only  in  one 
among  each  8,000.  Lust  has  also  recently  re- 
viewed 20,000  war  prisoners  to  select  those  to 
exchange,  and  he,  too,  found  the  war  neuroses 
rare  among  both  military  and  civilian  prisoners 
of  war.  He  calls  attention  to  this  as  disproving 
certain  prevailing  theories  as  to  the  mechanical 
and  psychic  causes  of  war  hysteria. 

EXHAUSTION  PSEUDOPARESIS. 

Hunt10  describes  a  fatigue  syndrome  simulat 
ing  early  paresis,  developing  under  intensive 
military  training.  His  cases  were  characterized 
by  certain  somatic  symptoms  strongly  suggestive 
of  early  paresis,  namely,  the  pupillary  changes, 
the  tremors,  and  the  disturbances  of  articula- 
tion. This  triad  of  symptoms  was  so  manifest, 
and  resembled  so  closely  those  observed  in  the 
early  stages  of  paresis,  that  the  clinical  diagno- 
sis appeared  reasonably  centain — an  interpreta- 
tion which  seemed  all  the  more  probable  as  he 
had  already  demonstrated  cases  with  appar- 
ently similar  symptoms  in  which  the  diagnosis 
had  been  confirmed  by  serologic  tests  of  the 
blood  and  cerebrospinal  fluid.  It  was  a  surprise, 
therefore,  when  the  serologic  reports  were  re- 
turned negative  and  the  various  symptoms  grad- 
ually subsided  under  appropriate  rest  and 
treatment.  The  gradual  abatement  and  final  dis- 
appearance of  all  suspicious  symptoms  at  the 
end  of  a  week's  rest  would  indicate  an  exhaus- 
tion of  the  cerebral  centers  as  the  probable  cause. 
Under  still  greater  provocation  of  stress  and 
strain  it  is  not  improbable  that  such  fatigue 
symptoms  might  even  be  the  forerunner  of  a 
more  serious  type  of  exhaustion  neurosis  or 
neuropsychosis. 

EXPERIMENTAL  SHELL  SHOCK. 

Mai  ret  and  Durante"  reproduced,  with  rabbits, 
the  violent  shock  from  explosion  of  a  large  shell 
in  the  close  vicinity  without  direct  contact  with 
particles  of  the  shell.  Five  of  the  twelve  animals 
died  in  the  course  of  five  minutes,  one  hour,  or 


one  to  thirteen  days.  The  others,  after  a  brief, 
stunned  condition,  with  acceleration  of  the  res- 
piration, and  transient  agitation,  rapidly  recover- 
ed and  were  slaughtered  later.  Minute  hemor- 
rhages were  found  numerous  in  the  lungs,  spinal 
cord  and  nerve  roots,  and  a  number  of  small  ves- 
sels in  the  gray  substance  of  the  cortex  had  rup- 
tured into  the  sheaths  of  lymphatics.  The  small- 
ness  of  these  hemorrhages  and  the  fact  that  they 
did  not  diffuse  testify  that  they  occurred  instan- 
taneously in  consequence  of  the  depression  which 
followed  the  compression.  These  histologic  hemor- 
rhages entail  anemia  of  the  smaller  territories  be- 
yond them,  which  explains  the  areas  of  softening 
to  which  Jumentie  and  Claude  have  called  atten- 
tion. These  very  numerous,  but  very  restricted, 
lesions  correspond  to  the  symptomatology  of  men 
suffering  from  shell  shock,  especially  the  amnesia 
which  may  result  from  the  anemia  in  certain 
small  areas,  the  neuralgia,  and  the  pains  at  the 
emerging  points  of  the  nerves.  The  latter  cor- 
respond to  the  intraradicular  hemorrhages  found 
in  the  rabbits.  This  may  also  be  the  explana- 
tion of  certain  cases  that  have  been  published,  in 
which  the  clinical  picture  of  tabes  came  on  sud- 
denly after  shell  shock,  with  negative  Wasser- 
mann  reaction  and  a  rapid  course.  It  may  also 
explain  the  galloping  course  of  general  paralysis 
after  concussion  from  an  exploding  large  shell. 

A    DISTRICT    ASYLUM    AS    A    WAR    HOSPITAL  FOR 
MENTAL  INVALIDS. 

Hotchkis,"  after  showing  the  administrative 
changes  necessitated  by  the  conversion  of  an 
asylum  into  a  war  hospital,  gives  an  analysis  of 
cases  admitted  during  the  first  year  to  the  Ren- 
frew District  Asylum.  Of  these,  111  were  non- 
expeditionary,  and  831  had  served  in  one  or 
other  of  the  expeditionary  forces.  The  paper 
deals  with  the  latter  class  alone,  which  included 
five  German  prisoners.  The  analysis  of  these 
was  as  follows: 

Manic-depressive — 188  cases  (21  per  cent.V 
Mania,  melancholia  and  stupor.  Resembled 
civilian  cases  in  their  symptoms,  modified  by 
the  experiences  they  had  passed  through.  A 
great  many  had  had  previous  attacks. 

Alcoholic  Insanity — 152  cases  (18  per  cent,). 
The  delirium  tremens  cases  exhibited  two  types — 
one  who  broke  down  as  soon  as  the  alcohol  was 
cut  off  on  going  on  board  the  leave  boat,  the 
other  showed  no  signs  till  again  in  the  firing 
line.  In  contrast  to  these  were  the  chronic  de- 
lusional cases — generally  elderly  men  stationed 
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at  the  base.  Another  class  exhibited  various 
symptoms:  confusion,  depression,  excitement, 
and  generally  always  hallucinations.  The  cam- 
paign precipitated  the  mental  breakdown  in  all 
these  alcoholic  cases,  and  18  of  them  were  cases 
of  cut  throat. 

Mental  Deficiency — 151  cases  (18  per  cent.). 
Included  all  degrees  of  weak-mindedness,  and 
divisible  into  those  who  were  vicious  or  moral 
imbeciles  (37 — mostly  habitual  criminals)  and 
ordinary  defectives — these  latter  proved  useless 
and  often  dangerous  (loading  their  rifles  with- 
out orders)  to  their  comrades.  Some  of  these 
cases  exhibited  confusion,  acute  excitement  or 
depression  from  which  they  recovered. 

Confusional  Insanity — 134  cases  (16  per 
cent.).  Twenty-seven  exhibited  acute  symptoms. 
Many  were  irritable,  had  tremors  and  hysterical 
symptoms.  The  majority  of  these  cases  occurred 
on  active  service,  from  mental  or  physical  strain, 
and  their  appearance  suggested  a  neurotic  tem- 
perament. 

Dementia  Precox — 118  cases  (14  per  cent.).  Of 
these  93  were  simple,  11  catatonic,  and  14  para- 
noid. (Many  of  the  manic-depressive  cases  may 
ultimately  prove  to  be  really  cases  of  this  affec- 
tion.) Some  of  these  cases  broke  down  before 
they  had  reached  the  firing  line.  It  is  impos- 
sible to  say  whether  the  patients  in  this  group 
would  have  carried  on  in  civil  life  without  a 
breakdown. 

Paranoia — 44  cases  (5  per  cent.).  Here  the  de- 
lusions had,  in  many  cases,  been  present  before 
enlistment  and  the  campaign  accentuated  them. 

General  Paralysis — 22  cases  (2  per  cent.).  The 
ordinary  symptoms  were  present.  In  a  few  of 
these  cases  the  progress  of  the  disease  was  not 
materially  affected  by  the  campaign. 

Other  Organic  Brain  Conditions — These  were 
single  cases  of  tuberculous  meningitis,  hemi- 
plegia, destruction  of  brain  tissue  from  a  kick 
from  a  mule,  cerebral  abscess  secondary  to  a  gun- 
shot wound,  and  syphilitic  meningitis. 

Few  cases  of  head  injury  exhibited  mental 
symptoms. 

Epilepsy — 7  cases.  All  except  one  had 
epilepsy  prior  to  enlisting. 

Secondary  Dementia — 7  cases.    All  transfers. 

Not  Insane — 4  cases.  One,  a  malingerer  with 
aphonia,  was  anesthetized  three  times  with  ether 
and  wakened  when  shouting,  but  resumed  si- 
lence on  realizing  that  he  was  speaking.  He  ad- 
mitted recovery  prior  to  the  fourth  anesthetiza- 
tion. 


Mental  Instability — A  useful  term  to  apply  to 
recovered  cases  who,  on  account  of  previous  at- 
tacks, should  return  to  civil  life. 

500  expeditionary  cases  were  discharged. 
Of  these  155  returned  to  duty,  139  were 
sent  to  asylums,  40  recovered,  and  111 
were  removed,  "relieved,"  by  their  friends. 
Forty-two  were  removed  to  other  hospitals  for 
treatment  of  their  bodily  condition ;  11  died,  and 

2  escaped. 

"stress  op  campaign." 

In  an  interesting  article,  under  this  title,  giv- 
ing the  reactions  of  the  different  forms  of  mental 
disease  to  war  strain  and  shock,  Norman13  con- 
cludes that  the  war  has  apparently  produced  no 
new  nervous  or  mental  disorders.  It  has  in- 
creased the  number  of  such  cases,  and  has  thus 
caused  some  of  them  to  be  brought  to  the  atten- 
tion of  many  observers  who  would  not,  in  the 
ordinary  course  of  events,  have  taken  cognizance 
of  them.  The  difference  is  thus  more  in  the 
perspective  from  which  they  are  regarded  than 
in  the  conditions  themselves.  Neurasthenia  and 
"shell  shock"  have  provided  ample  scope  for 
study  and  for  the  formulation  of  more  or  less 
plausible  theories  as  to  their  causation.  Both 
terms  have  been  used  loosely  and  in  a  vague 
way.  Further  investigations  of  the  function  of 
the  ductless  glands  may  throw  light  upon  the 
part  which  they  play  in  the  matter.  In  the  mean- 
time it  is  interesting  to  note — as  Crile  has 
pointed  out — the  extremely  suggestive  nervous 
condition  of  patients  suffering  from  Graves '  dis- 
ease, and  the  general  influence  of  disordered 
function  in  the  thyroid  gland.  Much  ground 
has  to  be  covered,  however,  before  satisfactory 
conclusions  can  be  reached.  It  is  not  yet  set- 
tled— if  we  may  judge  by  the  conflict  of  opin- 
ion— what  is  the  best  method  of  proceeding  to 
investigate  certain  of  these  problems.  That  be- 
ing so,  we  may  look  for  still  more  darkening  of 
counsel ;  and  one  of  the  most  certain  results  to 
be  anticipated  is  an  accession  to  our  terminology, 
if  not  a  corresponding  increase  of  our  knowledge. 
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LETTERS  FROM  TWO  PATRIOTIC  BOS- 
TON PHYSICIANS. 

The  following  letters  from  two  patriotic 
Boston  physicians,  which  have  recently  ap- 
peared in  the  daily  press,  deserve  republica- 
tion in  full  at  this  juncture,  as  evidence  of  the 
strong  sentiment  of  the  medical  profession  in 
this  international  crisis,  and  the  duty  of  each 
of  its  members  to  consider  whether  he  is  ful- 
filling the  whole  of  his  obligations  of  service  to 
his.  country. 

A   DOCTOR'S   CALL   TO   THE  COLORS. 

The  medical  profession  of  the  country  has  re- 
sponded nobly  to  the  call  for  men  to  care  for 
our  soldiers  and  sailors  at  home  and  abroad — < 
but  more  are  urgently  needed  and  at  once.  The 
Surgeons-General  of  the  Army  and  Navy  ask 
for  more  men,  7000  at  least — are  they  to  ask 
in  vain  ? 


Already  there  are  on  duty  or  in  training  16,- 
000  members  of  the  Medical  Reserve  Corps,  to 
whom  the  care  of  97%  of  our  men  will  fall,  and 
orders  are  about  to  be  issued  calling  every  man 
who  has  a  commission  in  the  corps  to  active 
duty  with  the  alternative  of  discharge.  That 
means  that  there  is  no  longer  a  "reserve"; 
that  every  man  of  them  is  needed  and  many 
more,  too. 

Massachusetts  has  furnished  the  Army  with 
843  men,  14.2%  of  its  medical  population ;  but 
where  does  she  stand  in  the  percentage  column 
of  States?  No.  31 — nearly  two-thirds  the  way 
to  the  foot  of  the  line.  One  feels  humiliated  to 
see  State  after  State,  not  one  more  able  to  help 
than  she,  with  higher  percentages,  reaching 
even  as  high  as  24%. 

Are  our  men  waiting  for  something  to  hap- 
pen— it  is  happening  now.  Do  they  need  some- 
thing to  stir  their  sluggish  blood — let  them 
think  of  Dr.  "Pete"  Howe,  whom  we  all  loved, 
who  entered  the  British  service  because  his  poor 
eyesight  made  it  difficult  to  get  into  our  Army, 
and  who  w7as  killed  doing  his  duty  and  lies  in 
an  English  military  cemetery  with  the  Amer- 
ican eagle  on  the  cross  at  his  head.  Are  they 
afraid  of  their  lives,  their  health,  their  money, 
their  ease  ?  Or  are  they  only  half  awake  ?  The 
need  of  the  boys  at  the  front  and  in  the  camps 
is  more  urgent,  more  vital  than  of  those  who 
are  left  behind,  and  the  public  must  under- 
stand that  there  will  be  a  scarcity  of  doctors  as 
of  wheat  or  coal.  Because  one  cannot  get  his 
or  her  favorite  doctor  let  it  not  be  thought  that 
the  community  is  totally  depleted  and  every- 
body is  going  to  die.  We  want  the  best  men  for 
the  service.   We  must  have  them. 

Some  men  must  stay  behind,  for  a  certain 
number  are  necessary  to  the  community,  as 
practitioners  and  teachers,  while  many  are 
physically  unfit  to  go. 

The  time  has  come  when  the  man  who  stays 
at  home  for  good  cause — in  other  words,  who  is 
exempt — should  have  a  designating  badge  like 
that  of  the  Volunteer  Medical  Corps,  which  is 
composed  of  those  who  would  be  eligible  for  the 
Medical  Reserve  Corps  were  it  not  for  age. 
physical  disability,  institutional  or  communal 
needs.  This  might  shame  some  men  into  enlist- 
ing who  could  not  be  reached  in  any  other  way. 

The  time  has  also  come  when  every  man 
should  search  his  conscience,  should  truthfully 
decide  whether  he  is  a  "slacker"  or  not,  wheth- 
er he  could  not  go  were  he  willing  to  give  up 
his  ease,  luxuries  and  creature  comforts. 

Heaven  forbid  that  a  medical  draft  should 
be  necessary.  Dr.  Mosher  is  right  when  he  says 
that  "the  only  test  of  Americanism  today  is 
service.  By  this  test  all  men  are  being  silently 
judged." 

"Choose  ye  this  day  whom  ye  will  serve." 

Samuel  J.  Meter,  Major  M.E.C. 
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THE  NEW  TEST. 

A  year  this  month  our  country  has  been  at 
war.  Each  day  is  greeted  with  a  new  casualty 
list.  The  list  is  short,  but  with  our  men  hold- 
ing their  bit  of  the  line  it  must  grow.  To  find 
one  name  there  means  for  some  family  the  full 
measure  of  sorrow  and  empty  years  to  come. 
For  twelve  months  the  call  for  loyalty  and 
service  has  been  ringing  through  the  land.  It 
has  fallen  not  only  on  quick  ears,  but  on  many 
that  cannot  or  will  not  hear.  It  is  not  enough 
that  your  father  or  his  father  served  his  coun- 
try. With  their  blood  in  your  veins,  you 
should  be  rendering  service  now.  Read  the 
army  lists.  They  are  filled  with  foreign  names. 
Their  owners  often  put  to  shame  for  quick  and 
full  response  those  who  claim  long  lineage  on 
our  soil.  After  twelve  months  of  war  each  one 
of  us  must  ask  himself  whether  or  not  he  is 
doing  his  full  duty.  The  question  cannot  be 
evaded,  because  the  call  for  service  still  rings 
clear.  Have  you  given  full  service?  Or  have 
you  made  the  most  of  the  excuses  always  put 
forth  in  times  like  these  by  those  content  to  let 
their  brothers  serve?  Have  you  salved  your 
conscience  with  part-time  service,  when  full 
service  would  mean  sacrifice  for  you  or  for 
your  family?  Remember  that  our  Allies  no 
longer  speak  of  service  as  a  sacrifice,  but  as  a 
privilege.  Are  you  still  a  spectator?  Are  you 
to  take  any  part  except  in  the  cheering — if 
there  is  any — when  the  victory  is  won?  What- 
ever your  ancestry,  whatever  your  name,  the 
only  test  of  Americanism  today  is  service.  By 
this  test  all  men  are  being  silently  judged.  Its 
findings  will  be  passed  down  in  households  to 
the  end  of  this  generation.  Old  friends  and 
new  must  face  it.  A  re-rating  of  the  nation  is 
in  progress.  Already  in  many  instances  the 
findings  of  the  new  test  have  caused  astonish- 
ment and  sadness.  The  test  is  forced  upon  us. 
We  cannot  stop  its  relentless  application — we 
cannot  reverse  its  judgments.  It  is  born  of  the 
agony  of  the  world.  From  now  on  its  findings 
will  unite  or  divide  every  group  in  which  men 
assemble  for  their  daily  occupations,  and  every 
family  throughout  the  land. 

Harris  P.  Mosher,  Major  M.R.C. 


THE  CHILDREN'S  YEAR. 

One  of  the  most  remarkable  developments  of 
the  war,  a  victory  not  heralded  on  front  pages, 
yet  which  in  time  to  come  will  be  noted  by  all 
students  of  human  welfare,  is  the  saving  of  in- 
fant life  in  England  during  the  second  year 
of  the  war.  The  report  of  the  chief  medical 
officer  of  the  Local  Government  Board,  Sir 
Arthur  Newsholme,  published  in  1917,  shows 


for  one  sanitary  district  after  another  through- 
out England  and  Wales  the  number  of  babies 
who  died  before  the  war,  those  who  died  the 
first  year  of  the  war,  and  the  deaths  for  the 
second  year  of  the  war,  1916. 

It  is  startling  to  turn  over  the  pages  of  this 
report  and  to  see  that  the  general  social  confu- 
sion of  the  first  year  of  the  war  resulted  in  a 
large  increase  in  the  number  of  babies  who 
died.  But  in  the  second  year  of  the  war,  when 
the  Local  Government  Board  was  enabled  to 
grant  financial  aid  to  the  various  sanitary  dis- 
tricts and  to  secure  cooperation  in  its  policy  of 
health  visitors  for  every  mother  and  baby,  of 
health  centers  for  consultation,  of  hospital  care 
for  sick  mothers  and  babies,  the  rate  went  down 
not  only  far  below  the  rate  for  the  year  before, 
but  far  below  the  rate  previous  to  the  war. 

This  record  of  life-saving  in  the  midst  of  the 
strain  of  a  war,  by  means  so  simple  and  so  at 
command,  is,  we  believe,  entirely  without  paral- 
lel. 

In  the  light  of  England's  experience,  and 
with  the  conviction  that  all  will  realize  that  the 
guarding  of  child  life  behind  the  lines  is  a  pa- 
triotic duty,  the  Children's  Bureau  asks  us  to 
call  the  coming  year  Children's  Year,  and  it 
has  given  into  the  hands  of  the  Women's  Com- 
mittee of  the  Council  of  National  Defense  for 
execution  a  program  for  child  welfare,  advocat- 
ing those  methods  of  work  which  have  already 
proved  efficient  in  saving  children's  lives  in  our 
own  and  other  warring  countries. 

To  inaugurate  the  Children's  Year,  a  nation- 
wide weighing  and  measuring  of  babies  and 
children  of  pre-school  age  will  be  made.  This 
will  show  each  community  what  its  children 
need  if  the  rising  generation  is  to  be  free  from 
those  physical  defects  which  the  draft  has  re- 
vealed. 

The  Federal  Children's  Bureau,  in  co- 
operation with  the  Council  of  National  Defense, 
has  set  apart  a  Children's  Year  throughout  the 
Nation,  from  April  6,  1918  to  April  6,  1919.. 
The  first  drive  in  the  campaign  is  the  weighing 
and  measuring  of  all  children  under  five.  Bos- 
ton aims  for  a  100%  registration,  and  counts 
upon  her  professional  social  workers  to  help 
make  this  possible. 

The  relation  of  weight  and  height  to  health- 
has  already  been  proved.  Unless  the  deviations 
from  the  average  of  the  healthy  child  are- 
known,  parents,  physicians  and  social  workers- 
will  be  unable  fully  to  utilize  the  facilities  pro- 
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vided  by  the  community  to  secure  healthy  and 
normal  child-life. 

There  will  be  about  100  weighing  stations 
throughout  the  city,  with  five  volunteers  in 
charge  of  each  station.  This  establishment  of 
the  stations  by  districts  has  been  worked  out 
through  the  cooperation  of  the  Boston  Equal 
Suffrage  Association  for  Good  Government, 
whose  ward  organization  is  admirably  adapted 
to  a  city-wide  campaign. 

The  Baby  Hygiene  and  District  Nursing 
Association  have  offered  their  equipment  and 
members  of  their  staff  for  certain  departments 
of  the  work. 


AN  IMPERATIVE    APPEAL    FOR  MED- 
ICAL OFFICERS. 

An  urgent  and  imperative  appeal  has  just 
been  issued  by  the  Surgeon-General  of  the 
United  States  Army,  for  doctors  for  the  Med- 
ical Reserve  Corps. 

There  are  today  15,174  officers  of  the  Medical 
Reserve  Corps  on  active  duty,  and  the  Medical 
Department  has  reached  the  limit  of  medical 
officers  at  the  present  time  available  for  assign- 
ment. With  these  facts  before  the  medical  pro- 
fession of  this  country,  we  believe  that  every 
doctor  who  is  physically  qualified  for  seivice, 
between  the  ages  of  21  and  55  years,  will  come 
forward  now  and  apply  for  a  commission  in 
the  Medical  Reserve  Corps. 

The  Surgeon-General  says:  "So  far  the 
United  States  has  been  involved  only  in  the 
preparatory  phase  of  this  war.  We  are  now 
about  to  enter  upon  the  active  or  fighting 
phase,  which  will  make  enormous  demands 
upon  the  resources  of  the  country."  The  con- 
servation of  these  resources,  especially  that  of 
man  power,  depends  entirely  upon  an  adequate 
medical  service. 

Drafts  of  men  will  continually  follow  drafts, 
each  of  which  will  require  its  proportionate 
number  of  medical  officers,  and  there  are  at 
this  time  on  the  available  list  of  the  Medical 
Reserve  Corps,  an  insufficient  number  to  meet 
the  demands  of  these  drafts. 

The  real  necessity  for  the  complete  mobiliza- 
tion of  the  entire  profession  is  imperative.  It 
is  not  a  question  of  a  few  hundred  men  volun- 


teering for  service,  but  of  the  mobilization  of 
the  profession  for  the  conservation  of  the  re- 
sources of  this  country.  Let  every  doctor  who 
reads  this  editorial  and  appeal  from  the  Sur- 
geon-General, which  appeal  is  based  upon  dire 
necessity,  act  promptly  and  present  his  appli- 
cation for  a  commission  in  the  Medical  Reserve 
Corps  at  the  nearest  Medical  Examining  Board. 
If  you  are  not  informed  of  the  location  of  your 
Board,  the  Editor  of  this  Journal  will  advise 
you. 


STAND  BEHIND  THE  BOYS. 

How  many  doctors  have  applied  this  now 
very  expressive  phrase  to  themselves  ?  There  is 
nothing  that  puts  more  heart  in  and  gives  so 
much  confidence  to  a  soldier  in  the  thick  of  a 
fight  as  the  thought  that  if  he  does  suffer  a 
casualty,  he  will  receive  proper  medical  care 
and  attention.  What  are  you  doing  in  this  re- 
spect ? 

There  are  many  boys,  sons  of  your  patients 
or  friends,  who  have  been  or  will  be  called  into 
the  service,  and  what  a  source  of  consolation 
it  would  be  to  the  parents  to  know  that  possibly 
their  own  doctor  might  be  the  one  to  look  after 
their  boy,  and  they  will  welcome  your  accept- 
ance of  a  commission  in  the  Medical  Reserve 
Corps  and  compliment  you  for  so  doing. 

The  opportunity  for  you  to  do  the  most  good 
in  a  professional  way  to  the  greatest  number 
of  people,  is  to  offer  your  service  to  your  coun- 
try through  the  Medical  Reserve  Corps.  Do  not 
think  longer  about  it,  but  apply  at  once  to  your 
nearest  Medical  Examining  Board,  and  if  you 
are  not  informed  of  its  locality,  the  Editor  of 
this  Journal  will  supply  the  necessary  infor- 
mation. 

Stand  by  our  boys,  your  boys,  their  boys. 
Remember  the  gallant  French  in  '76;  tlie 
British  who  stood  by  Dewey  in  1898;  the  Gari- 
baldis ivho  were  always  for  Liberty. 

The  rapid  expansion  of  the  Army  calls  for  a 
largely  expanded  Medical  Reserve  Corps.  The 
Surgeon-General  has  issued  a  most  earnest  ap- 
peal for  doctors.  The  Department  has  reached 
the  limit  of  medical  officers  available  for  as- 
signment. 
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MASSACHUSETTS  SCHOOL  OF  PUBLIC 
HEALTH. 

The  arrangements  for  the  Four-Day  School 
of  Public  Health  to  be  given  in  Boston,  May 
28-31,  under  the  direction  of  the  Public  Health 
Committee  of  the  Massachusetts  Medical  Asso- 
ciation, are  rapidly  nearing  completion.  It  is 
expected  that  complete  printed  programs  will 
be  ready  within  the  next  few  days. 

Special  efforts  are  being  made  to  secure  the 
attendance  of  all  physicians  interested  in  pub- 
lic health  work,  as  well  as  public  health  offi- 
cials from  all  parts  of  the  State.  The  sessions 
are  to  be  held  in  Huntington  Hall  and  the 
large  lecture  room  at  the  Massachusetts  Insti- 
tute of  Technology,  so  that  adequate  provision  is 
made  for  all  who  may  attend.  All  persons 
with  public  health  interests  will  be  cordially 
welcomed.  As  an  aid  in  securing  the  presence 
of  public  health  officials,  letters  signed  by  the 
Governor  have  been  sent  to  the  chief  executive 
of  each  town  and  city  of  the  Commonwealth, 
asking  that  a  representative  be  appointed  to 
attend  the  sessions. 


ENROLLMENT  IN  THE  NAVAL  RESERVE 
FORCE. 

Attention  at  this  time  should  be  briefly  called 
to  the  subject  of  release  statements  from  local 
exemption  boards.  Many  persons  who  intended 
to  join  the  Naval  Reserve  force  have  waited  too 
long,  and  are  now  unable  to  get  release  from 
their  local  boards.  In  not  a  few  instances, 
however,  these  boards  would  be  willing  to  let 
a  man  enroll,  but  will  not  give  the  statement 
required  by  the  Navy  Department,  that  he  is 
in  a  class  and  order  number  so  low  that  he  is 
not  within  any  current  quota  of  the  Board. 
Applicants  for  the  Naval  Reserve  force  must  be 
American  citizens,  but  friendly  aliens  with  first 
papers  will  be  taken  in  the  commissary  and 
messman  branches. 


MEDICAL  NOTES. 

Little  Children  Deprived  op  Milk. — That 
babies  and  little  children  are  directly  affected 


by  the  decreased  sales  of  milk  reported  by 
dealers  in  American  cities  is  illustrated  by 
findings  for  Baltimore,  made  public  today  by. 
the  Children's  Bureau  of  the  U.  S.  Depart- 
ment of  Labor. 

Of  756  Baltimore  children  between  2  and  7 
years  of  age,  only  29%  are  now  having,  fresh 
milk  to  drink,  as  against  60%  a  year  ago.  And 
only  20,  or  less  than  3%  of  the  children  stud- 
ied, are  having  as  much  as  three  cups  a  day. 
With  the  babies  under  2,  the  Children's  Bu- 
reau says,  the  situation  is  a  little  less  serious. 
Apparently,  their  needs  are  more  generally  un- 
derstood than  the  needs  of  the  child  over  2. 

The  number  of  families  in  this  group  who 
are  buying  no  fresh  milk  at  all  has  risen  from 
37  a  year  ago  to  107,  or  29%  of  those  from 
whom  information  was  secured,  and  these  107 
families  include  one-fourth  of  all  the  children 
under  7.  At  the  same  time,  the  total  daily 
purchase  of  canned  milk  by  the  families  stud- 
ied has  increased  from  25.5  cans  to  84  cans. 

Most  serious,  according  to  the  Children's  Bu- 
reau, is  the  general  substitution  in  the  chil- 
dren's diet  of  tea  and  coffee.  Of  the  575 
children  who  are  not  drinking  milk,  64% 
have  definitely  substituted  tea  and  coffee,  and 
24%  are  "sharing  the  family  diet,"  which 
may  or  may  not  include  tea  or  coffee,  or  milk 
in  other  foods. 

While  the  group  of  families  studied  is  small, 
the  Bureau  offers  the  findings  as  fairly  repre- 
sentative, since  the  information  was  secured 
and  transmitted  to  the  Children's  Bureau  by 
school  nurses  of  the  Baltimore  Department  of 
Health  and  by  nurses  of  the  Instructive  Visit- 
ing Nurse  Association  and  the  Babies'  Milk 
Fund  of  Baltimore,  from  all  families  they  vis- 
ited during  a  certain  short  period,  provided : 
(1)  there  were  at  least  two  children  under  7 
years  of  age;  (2)  the  family  had  been  in  Bal- 
timore at  least  a  year;  (3)  no  tubercular  pa- 
tient was  living  in  the  family. 

Various  incomes  are  reported,  but  the 
changes  in  the  amount  of  milk  purchased  are 
not  unlike  in  the  different  earnings  groups. 
Some  mothers  seem  to  realize  that  milk  must 
be  provided  for  their  children,  at  whatever  sac- 
rifice; others,  who  can  better  afford  to  buy 
milk,  do  not  understand  its  importance,  and 
let  their  children  go  without  it.  The  foreign- 
born  mothers,  although  their  incomes  are 
slightly  lower  than  the  incomes  of  the  native 
white  mothers,  have,  more  generally  than  any 
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other  group,  continued  to  buy  milk.  Almost 
half  of  the  foreign-born  mothers  have  either 
continued  the  amount  purchased  last  year  or 
increased  it,  and  only  1  in  10  of  the  foreign 
mothers  (as  against  1  in  3  of  the  other  moth- 
ers) are  now  buying  no  milk  at  all. 

The  Children's  Bureau  states:  "Taking  a 
pint  and  a  half  of  fresh  milk  as  the  desirable 
daily  allowance  for  the  average  child,  these 
756  children  were  having  last  year  on  an  aver- 
age, only  40%  of  what  they  should  have  had; 
this  year  their  daily  average  has  dwindled  to 
14.4%  of  this  allowance. 

"The  work  of  Children's  Year  should  em- 
phasize in  every  community  the  importance  of 
fresh  milk  in  the  diet  of  young  children. 
Without  proper  nourishment,  children  cannot 
keep  well  and  free  from  physical  defects,  and 
a  campaign  of  education  on  the  feeding  of 
children  is  an  essential  part  of  the  saving  of 
100,000  lives  during  the  second  year  of  the 
war." 

The  Sanitary  Dangers  from  Domestic 
Pets. — A  report  on  an  epidemic  of  virulent 
smallpox  in  one  of  the  Southwestern  States, 
submitted  to  the  Surgeon-General  of  the  Pub- 
lic Health  Service  by  one  of  the  officers  of 
that  corps,  sets  forth  with  renewed  emphasis 
the  role  that  domestic  pets  may  play  in  the 
transmission  of  disease,  especially  among  chil- 
dren. The  instance  cited  was  that  of  a  fatal 
case  of  smallpox  in  an  infant  in  arms.  The 
nearest  case  of  the  disease  was  in  a  house  a 
block  or  so  distant,  and  although  the  two  fam- 
ilies had  no  social  relations,  this  apparently 
did  not  deter  a  dog  belonging  to  the  infected 
family  from  dividing  his  attention  impartially 
between  the  two  homes,  eating  at  one  place 
and  sleeping  at  the  other. 

In  no  other  way  could  the  source  of  the  in- 
fection of  the  baby  be  explained  than  that  the 
dog  fondled  by  the  children  of  the  smallpox 
family  carried  the  virus  of  the  disease  to  the 
neighbor's  baby.  Similar  instances  have  been 
noted  before  in  connection  with  smallpox  trans- 
mission, and  cats  and  dogs  both  have  been  in- 
criminated as  carriers  of  plague-infected 
fleas— cases  of  bubonic  plague  so  contracted 
having  been  observed  by  Public  Health  Service 
officers  working  in  recent  plague  epidemics. 
The  same  household  pets  also  have  been 
charged  in  certain  instances  with  the  respon- 
sibility  of   carrying   the   infection   of  diph- 


theria, scarlet  fever,  and  other  communicable 
diseases  of  children,  as  well  as  various  intes- 
tinal parasites. 

A  disease  that  annually  causes  more  than 
110  deaths  in  this  country  is  rabies,  and  the 
role  of  domestic  animals  in  spreading  this  dis- 
ease is  definitely  proven,  speculation  or  cir- 
cumstantial evidence  being  discarded. 

Altogether,  therefore,  it  is  perfectly  evident 
that  the  citizen  who  keeps  domestic  pets  main- 
tains at  the  same  time  a  very  potential  source 
of  danger— a  sanitary  menace  to  his  own 
household  and  to  that  of  his  neighbor.  While 
this  aspect  of  the  subject  applies  year  in  and 
year  out,  it  may  well  behoove  the  city  dweller 
in  these  times  of  urgent  demand  for  food  con- 
servation to  take  serious  counsel  with  himself 
as  to  whether  he  is  justified  in  continuing  to 
keep  his  dog  or  his  cat,  both  of  which  are  casual 
sources  of  mental  annoyance  to  neighbors,  as 
well  as  agents  for  graver  potentialities. 

Annual  Report  of  the  National  Commit- 
tee for  the  Prevention  of  Blindness. — The 
third  annual  report  of  the  National  Committee 
for  the  Prevention  of  Blindness  has  been  issued 
for  1917.  During  the  past  year  the  function 
of  the  committee  as  a  bureau  of  information 
has  •  grown  enormously,  and  letters  have  been 
received  from  all  over  the  world,  as  well  as 
from  all  quarters  of  the  United  States,  request- 
ing advice  and  assistance.  Several  publica- 
tions have  been  made  during  the  year,  those  of 
most  importance  being  "Eye  Hazards  in  Indus- 
trial Occupations,"  "Saving  Sight  a  Civic 
Duty"  and  "Bright  Eyes— How  to  Keep  Them 
Shining."  The  annual  summary  of  statistics, 
gathered  from  schools  for  the  blind,  which  is 
taken  as  some  indication  of  how  the  educational 
propaganda  of  a  dozen  years  is  affecting  the 
situation  as  regards  children's  blindness,  shows 
a  slight  reduction  over  last  year's  report,  and 
the  encouraging  fact  that  eleven  years  of  work 
have  seen  a  diminution  in  the  percentage  of 
children  entering  the  schools  for  the  blind  be- 
cause of  eyes  destroyed  by  inflammation  of  the 
new-born  from  28.19%  in  1906-7  to  18.4%  in 
1916-17.  Mr.  Gordon  L.  Berry,  field  secretary 
of  the  Committee,  was  called  upon  to  serve  as 
lecturer  to  the  soldiers  in  the  army  camps  by 
authority  of  the  Surgeon-General's  Depart- 
ment, and  entered  upon  the  work;  but  feeling 
that  he  could  be  of  more  service  in  France,  he 
volunteered  for  work  with  the  Y.  M.  C.  A. 
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abroad,  and  was  immediately  accepted.  Dur- 
ing the  year  various  lectures,  exhibits,  and  slides 
prepared  by  the  committee  have  helped  to  dis- 
seminate knowledge  regarding  the  prevention 
of  blindness. 

war  notes. 

Comparative  Birth  and  Death  Kates  in 
War. — Statistics  published  in  the  daily  press 
show  that  during  a  recent  week  the  births  and 
deaths  in  the  six  largest  German  cities  were  as 
follows : 

Berlin,  379  births  and  522  deaths;  Hamburg, 
181  births  and  404  deaths;  Leipsic,  95  births 
and  178  deaths;  Munich,  155  births  and  251 
deaths;  Cologne,  182  births  and  254  deaths; 
Frankfort,  70  births  and  106  deaths;  making  a 
total  of  1062  births  and  1705  deaths. 

During  the  same  week  the  four  largest 
Austro-Hungarian  cities  showed  the  following 
figures : 

Vienna,  298  births  and  904  deaths ;  Budapest, 
249  births  and  399  deaths;  Prague,  6  births  and 
213  deaths;  Trieste,  13  births  and  82  deaths; 
making  a  total  of  622  births  and  1598  deaths. 

During  the  last  week  of  March  the  total 
births  in  London  were  1240  and  deaths  1358. 
Adding  the  eleven  cities  together,  the  deaths  ex- 
ceeded the  births  by  1737,  which,  continued  for 
a  year,  would  amount  to  an  actual  decrease  of 
90,324  in  the  population. 

BOSTON  AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During 
the  week  ending  April  27,  1918,  the  number  of 
deaths  reported  was  273,  against  258  last  year, 
with  a  rate  of  18.15,  against  17.42  last  year. 
There  were  45  deaths  under  one  year  of  age, 
against  37  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were:  diphtheria,  71;  scarlet  fever,  24; 
measles,  383;  whooping  cough,  66;  typhoid 
fever,  3;  tuberculosis,  50. 

Included  in  the  above  were  the  following 
cases  of  non-residents:  diphtheria,  14;  scarlet 
fever,  5;  measles,  1;  whooping  cough,  3:  ty- 
phoid fever,  2;  tuberculosis,  1. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 3;  measles,  7;  whooping  cough,  4;  tu- 
berculosis, 32. 

Included  in  the  above  were  the  following  non- 
residents: diphtheria,  1;  whooping  cough,  1; 
tuberculosis,  2. 


Report  of  the  Department  op  Medico- 
Social  Work  op  the  Boston  City  Hospital. — 
During  the  past  year  the  Department  of  Med- 
ico-Social Work  of  the  Boston  City  Hospital 
has  been  incorporated  and  recognized  as  one 
of  the  Hospital  activities.  The  fact  that  the 
public  is  realizing  the  aid  which  the  medico- 
social  worker  can  render  in  spreading  knowl- 
edge of  preventive  medicine,  and  so  helping  to 
suppress  contagious  disease,  is  shown  by  the 
fact  that  in  June,  1917,  the  City  made  an  ap- 
propriation to  cover  the  salaries  of  five  work- 
ers (approximately  one-third  of  the  total  ex- 
pense). The  Hospital  Trustees  seem  to  believe 
that  the  work  is  indispensable.  A  year  ago 
there  were  seven  workers ;  there  are  now 
twelve,  including  the  director  and  two  clerical 
assistants.  A  large  number  of  cases  have  been 
followed  up  during  the  past  year,  and  possible 
scope  of  the  work  with  chronic  patients  has 
been  investigated.  There  is  much  need  of  work 
with  sick  children,  and  their  problem  in  con- 
nection with  medical  and  surgical  house  serv- 
ices has  been  studied.  Work  has  also  been  done 
in  connection  with  house-  and  out-patients  from 
the  Gynecological  and  Maternity  Services.  Too 
much  emphasis  cannot  be  laid  on  the  impor- 
tance of  this  most  necessary  work,  and  it  is  to 
be  hoped  that  it  will  constantly  increase  in 
scope. 


5%  ffltxBBntfyviBttta  Mtbicni  &artetg. 


NOTES  FROM  THE  DISTRICT  SOCIETIES. 


District  Correspondents. 
Berkshire,  A.  P.  Mebriix,  M.D.,  Pittsfleld. 
Bristol  North,  Arthur  R.  Crandell,  M.D.,  Taunton. 
Bristol  South,  Edwin  D.  Gardner,  M.D.,  New  Bedford. 
Essex  North,  T.  N.  Stone,  M.D.,  Haverhill. 
Essex  South,  H.  P.  Bennett,  M.D.,  Lynn. 
Hampden,  Laurence  D.  Chapin,  M.D.,  Springfield. 
Hampshire,  E.  E.  Thomas,  M.D.,  Northampton. 
Middlesex  South,  William  C.  Hanson,  M.D.,  Belmont. 
Norfolk  South,  Daniel  B.  Reardon,  M.D.,  Quiney. 
Plymouth,  Alfred  C.  Smith,  M.D.,  Brockton. 


Essex  South  District  Medical  Society. — 
Dr.  Stephen  Rushmore  of  Boston  was  the  guest 
of  the  Lynn  Medical  Fraternity  March  30  and 
read  a  paper  on  "Prenatal  Care." 
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Dr.  George  H.  Gray  of  Lynn  has  recently 
been  commissioned  as  major  in  the  Medical  Re- 
serve Corps  and  has  been  ordered  to  report  for 
duty  at  Camp  Beauregard,  Louisiana.  Dr.  J. 
Armand  Bedard  of  Lynn  recently  received  an 
appointment  as  one  of  a  corps  of  physicians 
selected  for  tuberculosis  work  in  France  by  the 
Rockefeller  Institute.  Word  was  recently  re- 
ceived announcing  his  safe  arrival  in  France. 

Dr.  Martin  Peck  of  Lynn  and  Marblehead 
has  received  a  commission  as  first  lieutenant  in 
the  Medical  Reserve  Corps. 

Dr.  M.  R.  Donovan,  recently  appointed 
health  commissioner  of  Lynn,  took  office 
April  1. 

H.  P.  Bennett. 

Hampden  District  Medical  Society. — Fol- 
lowing is  a  corrected  list  of  members  who  have 
entered  the  Army  and  Navy  up  to  date  of  go- 
ing to  press. 

W.  J.  Bostick,  J.  M.  Birnie,  H.  F.  Budding- 
ton,  H.  F.  Byrnes,  E.  H.  Burke,  0.  R.  Blair, 
P.  M.  Cort,  J.  M.  Claffy,  E.  B.  Corcoran,  W.  A. 
R.  Chapin,  E.  L.  Davis,  E.  C.  Dubois,  J.  H.  C. 
Gallagher,  A.  H.  Galvin,  E.  A.  Gates,  G.  D. 
Henderson,  D.  E.  Harriman,  M.  B.  Hodskins, 
P.  Kilroy,  C.  F.  Lynch,  P.  M.  Moriarty,  V.  S. 
Merritt,  J.  M.  Maloney,  L.  E.  Mannix,  H.  C. 
Martin,  J.  H.  Quinn,  R.  A.  Rochford,  S.  D. 
Rumrill,  J.  F.  Streeter,  M.  J.  Stoddard,  G.  L. 
Schadt,  J.  M.  Tracy,  W.  R.  Weiser,  H.  A.  Lan- 
pher,  B.  Rabinowitz,  E.  P.  Halton,  H.  Zimmer- 
man, C.  A.  Whitcomb,  W.  P.  Ryan,  A.  H. 
Riordan,  R.  A.  Green,  W.  J.  Dillon,  J.  J.  Cos- 
grove,  H.  Caro,  M.  D.  Chisholm,  R.  E.  Cleary, 
W.  F.  Greaney. 

The  annual  meeting  was  held  at  Hotel  Worthy, 
Springfield,  on  Tuesday,  April  23,  "at  4  p.m. 
The  following  officers  were  elected  for  the  en- 
suing year:  president,  Arthur  L.  Damon,  of 
North  Wilbraham;  vice-president,  George  L. 
Gabler  of  Holyoke;  secretary  and  treasurer, 
Hervey  L.  Smith  of  Springfield. 

Papers  were  read  as  follows:  "The  Clinical 
Significance  of  Chemical  Blood  Examinations," 
by  Dr.'  John  E.  Overlander;  "The  Prostatic: 
How  Shall  He  be  Managed?,"  by  Dr.  F.  B. 
Sweet. 

The  censors  will  meet  for  examination  of 
candidates  for  admission  to  the  Society  at  the 
Hotel  Worthy,  Springfield,  on  Thursday,  May 
2,  1918,  at  4  p.m. 

L.  D.  Chapin,  District  Correspondent. 


Plymouth  District  Medical  Society. — The 
annual  meeting  of  the  Plymouth  District  Med- 
ical Society  was  held  in  Brockton  on  April  18, 
1918.  Forty-five  members,  representing  all 
parts  of  the  county,  were  present,  with  Dr. 
Nathaniel  K.  Noyes  of  Duxbury, '  presiding. 

Dr.  Gilman  Osgood  of  Rockland  outlined 
plans  for  the  coming  year.  This  will  be  a  war 
year,  he  said,  and  all  papers  will  bear  on  med- 
ical and  surgical  work  in  the  war. 

Dr.  Joseph  Frame  of  Rockland  was  named  to 
read  a  paper  at  each  meeting,  and  he  will  keep 
in  touch  with  members  in  the  service  abroad. 
The  other  officers  chosen  were:  vice-president, 
Dr.  Frame,  Rockland ;  secretary  and  treasurer, 
Dr.  Alfred  C.  Smith,  Brockton ;  commissioner  of 
trials,  Dr.  Francis  J.  Hanley,  Whitman ;  cen- 
sors, Dr.  Fred  J.  Ripley,  Brockton,  supervisor; 
Dr.  James  H.  Drohan,  Brockton;  Dr.  Joseph 
Frame,  Dr.  Walter  W.  Fullerton,  Brockton, 
and  Dr.  Richard  B.  Rand,  North  Abington. 
The  councillors  elected  were:  Dr.  A.  Elliott 
Paine,  Brockton,  nominating  councillor;  Dr. 
Frank  G.  Wheatley,  North  Abington,  alternate, 
and  Dr.  Charles  E.  Lovell  and  Dr.  Alfred  A. 
MacKeen  of  Whitman,  and  Dr.  Fred  J.  Ripley, 
Brockton.  The  orator  for  1919  will  be  Dr. 
Charles  Hammond,  Hanover. 

The  election  of  officers  was  followed  by  the 
reading  of  the  manuscript  of  Dr.  Frank  E. 
Wheatley,  the  orator  for  this  meeting.  In  his 
absence,  because  of  service  at  Fort  Oglettiorpe, 
Ga.,  his  paper  on  "Roentgenology  in  the  Amer- 
ican Army,"  was  read  by  his  father,  Dr.  F.  G. 
Wheatley. 

The  other  speaker,  Dr.  John  T:  Bottomley, 
of  the  Carney  Hospital,  spoke  on  "Cancer." 
Discussion  on  this  topic  was  led  by  Dr.  S.  W. 
Goddard  and  others,  from  the  surgical  and 
medical  standpoints. 

The  mid-summer  meeting  will  be  arranged  by 
the  officers. 

A.  C.  Smith. 


OWEN  AND  DYER  BILL. 

The  following  letter  from  Dr.  Franklin 
Martin  through  Major  John  D.  McLean,  M.R.C., 
Secretary  of  the  Committee  on  States  Activities 
of  the  General  Medical  Board  of  the  Advisory 
Commission  of  the  Council  of  National  Defense, 
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has  been  received  by  the  Secretary  of  the  Massa- 
chusetts State  Committee,  with  reference  to  the 
Owen  and  Dyer  Bill  now  pending  before  the 
National  Legislature : 

1.  In  order  to  acquaint  your  members  with 
the  purpose  of  the  bill  introduced  February  5 
by  the  Hon.  Robert  L.  Owen,  Senator  from  Okla- 
homa, and  Hon.  Leonidas  C.  Dyer,  Representa- 
tive from  Missouri,  an  identical  measure  (  S. 
3748,  H.  R.  9563),  we  enclose  copy  of  a  speech 
made  by  Senator  Owen,  July  20,  1917,  when  in- 
troducing the  original  bill,  and  for  which  the 
present  measure  is  a  substitute,  having  the  same 
substance  and  purpose. 

2.  While  the  medical  service  is  far  better 
equipped  than  ever,  and  while  its  responsibilities 
are  greater,  it  has  no  increase  in  authority.  Dis- 
ease and  death  have  followed  in  armies  with  in- 
adequate medical  service,  and  in  which  coordina- 
tion of  medical  and  line  officers  has  been  lacking. 
Line  officers  are  schooled  to  attach  importance 
only  to  recommendations  from  men  of  equal  or 
superior  rank. 

3.  The  medical  service  is  looked  to  by  the 
nation  at  large  for  great  aid  in  the  creation  of 
an  effective  fighting  force,  and  it  is  looked  to 
particularly  by  the  parents  and  relatives  of  our 
young  citizen-soldiers  to  safeguard  their  health ; 
but  such  safeguards  cannot  be  assured  by  the 
medical  branch  unless  the  medical  officer  is 
clothed  with  rank  sufficient  to  influence  adoption 
of  the  recommendations  which  he  knows  are  for 
the  good  of  the  army  and  of  the  nation. 

4.  Not  for  increased  pay,  nor  for  the  pur- 
pose of  stimulating  patriotism,  nor  to  satisfy 
pride — but  in  order  that  the  medical  men  may 
render  their  best  service,  is  this  legislation  being 
sought.  Men  of  the  highest  standing  in  the  pro- 
fession, at  great  personal  sacrifice,  are  in  active 
military  service  with  the  rank  of  major.  They 
are  giving  their  time  and  services  uncomplain- 
ingly, but  they  know  that  their  branch  of  the 
great  work  is  handicapped  because  few  of  its 
representatives  are  given  high  enough  rank  to 
insure  the  attention  vitally  necessary.  A  far 
smaller  proportion  of  medical  officers  than  of 
line  officers  are  eligible  to  advanced  rank. 

5.  A  way  to  insure  attention  for  the  bill 
would  be  to  have  medical  societies  pass  resolu- 
tions, sending  copies  to  the  President,  the  Secre- 
tary of  War,  the  Vice-President,  Chairman 
Georsre  E.  Chamberlain  of  the  Senate  Committee 
on  Militarv  Affairs  Chairman  S.  Hubert  Dent, 
Jr..  of  the  House  Committee  on  Military  Affairs 
— and  also  to  have  letters  written  by  laymen  to 
Senators  and  Representatives. 

The  following  extracts  from  Senator  Owen's 
speech  above  referred  to  may  be  taken  as  evi- 
dence of  the  arguments  advanced  by  the  pro- 
ponents of  the  bill : 


"We  have  no  desire  to  recall  the  sad  story 
!  of  typhoid  fever  epidemics  among  our  soldiers  in 
,  1898  unless  we  may  profit  by  doing  so.  It  may 
be  well  for  us  to  remember  that  out  of  a  total 
of  200,000  enlisted  men  in  that  war,  more  than 
20,000  developed  this  disease.  But,  says  one, 
vaccination  now  prevents  altogether  or  greatly 
lessens  the  chances  of  developing  typhoid  fever, 
and  such  an  epidemic  can  never  again  occur. 
This  may  be  true,  and  is  undoubtedly  partly 
true,  at  least,  of  typhoid  fever;  but  there  are 
other  diseases  for  which,  unfortunately,  we  have 
no  protective  vaccination.  Some  of  these  dis- 
eases are  diarrhea,  dysentery — both  bacillary  and 
amebic — scarlet  fever,  measles,  various  forms  of 
meningitis,  poliomyelitis,  pneumonia,  tuberculo- 
sis, etc.  All  infections  have  not  yet  been  con- 
quered. Among  the  causes  of  the  fearful  diseases 
of  1898 — and  the  causes  were  many — was  the 
lack  of  authority  on  the  part  of  the  medical  offi- 
cer. There  is  abundant  evidence  of  this  in  vari- 
ous Government  documents. 

"On  July  17,  1898,  the  chief  medical  officer 
at'Chickamauga  addressed  a  letter  to  the  Adju- 
tant General,  containing  recommendations  con- 
cerning the  improvements  of  sanitary  conditions. 
In  brief,  the  letter  contained  the  following  re- 
commendations : 

"1.  That  the  Signal  Corps,  which  had  occu- 
pied the  same  site  for  several  months  and  which 
was  crowded,  should  be  moved. 

' '  2.  That  selected  places  should  be  designated 
as  dumping  grounds  and  all  the  waste  should 
be  collected  and  deposited  on  these  places  in- 
stead of  being  scattered  through  the  camp. 

"3.  That,  so  far  as  possible,  all  camp  sites 
should  be  changed. 

"4.  That  the  hospital  of  the  first  division  of 
the  corps  be  moved  from  the  unsanitary  position 
they  occupied  to  a  more  healthful  location. 

"5.  That  the  village  of  Lytle,  which  was  a 
sanitary  menace  to  the  troops,  should  be  cleansed. 

"6.  That  all  condemned  sources  of  water 
supply  should  be  effectually  closed. 

"7.  That  only  filtered  or  boiled  water 
should  be  used  by  the  soldiers. 

"8.  That  all' hucksters  selling  doubtful  food 
or  drink  should  be  expelled  from  the  camp. 

"9.  That  there  should  be  careful  super- 
vision of  all  food  and  drink  sold  in  the  canteens. 

"These  recommendations,  made  in  July,  were 
unheeded  at  the  time. 

"In  his  testimony,  Gen.  Brooke  spoke  of  the 
letter  containing  the  above  recommendations  as 
follows:  'I  did  not  regard  his  letter  in  a  very 
serious  sense.  I  do  not  know  how  he  came  to 
write  it.  There  was  much  complaint  in  that 
camp  from  men  of  his  own  profession  as  to  his 
action.  He  caused  me  more  trouble  and  annoy- 
ancp  than  anv  one  ever  did.' 

"Had  the  recommendations  contained  in  this 
letter  which  annoved  the  senior  line  officer  been 
taken  seriously  in  July  the  fearful  harvest  of 
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sickness  and  death  in  August  might  have  been 
averted. 

"Nineteen  years  have  passed  since  our  little 
war  with  Spain,  and  we  have  crossed  the  thresh- 
old of  a  great  war  with  Germany,  Austria,  Bul- 
garia and  Turkey.  This  war  begins  with  the 
medical  officer  possessed  of  no  more  authority 
than  he  had  in  1898.  Will  his  recommendations 
be  as  futile  as  they  were  then?  The  medical 
profession  has  always  been  responsive  to  its 
country's  demands,  whether  in  war,  in  pesti- 
lence, in  flood,  or  in  famine.  Conscription  has 
never  been  necessary  to  fill  its  quota.  Medical 
officers  will  do  their  best  and  will  present  their 
recommendations  to  superior  line  officers,  but 
they  realize  that  these  recommendations  are 
likely  to  receive  scant  attention,  and  that  the 
medical  officer  will  be  compelled  to  work  under 
a  heavy  handicap.  The  Government  stamp 
placed  upon  the  medical  officer  indicates  the 
opinion  that  the  Government  has  of  the  value  of 
his  services,  and  that  his  recommendations  will 
receive  from  line  officers  any  different  considera- 
tion from  that  accorded  them  in  1898  is  not 
probable.  At  present  the  Army  Medical  Corps 
has  no  representation  on  the  General  Staff  or  in 
the  War  College. 

"Will  it  be  possible  that  camp  sites,  both 
small  and  great,  will  be  selected  as  they  were  in 
1898,  without  consultation  with  the  Medical 
Corps?  And  are  we  justified  in  feeling  that  we 
may  have  some  reminders  of  the  experiences  of 
1898?  According  to  the  testimony  of  the  Sur- 
geon General,  recently  given  before  a  medical 
committee,  the  relative  number  of  trained  medi- 
cal officers  is  not  as  great  now  as  it  was  at  the 
beginning  of  the  Spanish  War.  We  had  then 
seven  per  thousand.  We  have  now  about  five 
per  thousand. 

"In  1904  the  English  war  office  was  reorgan- 
ized by  a  committee,  the  chairman  of  which  was 
Lord  Esher.  In  this  reorganization  no  provision 
was  made  for  a  representative  of  the  medical 
army  corps  on  the  general  staff,  or  what  corre- 
sponds to  our  War  College.  At  the  time  the 
surgeon  general  complained  of  this  action.  .  In 
reply  to  this  complaint  Lord  Esher 's  committee 
stated  that  while  too  much  importance  could  not 
be  attached  to  the  sanitary  service  of  the  army 
in  peace  or  in  war,  the  committee  could  not  ac- 
cept the  views  of  the  surgeon  general.  Lord 
Esber's  committee  continued:  'The  army  coun- 
cil is  not  and  can  not  be  a  representative  body 
as  regards  the  several  arms  and  departments. 
The  royal  army  medical  corps  exists  to  serve  the 
army  in  a  most  important  capacity,  but  the  first 
object  must  be  to  create  and  maintain  an  army, 
and  this  is  the  function  of  the  army  council.  To 
admit  the  principle  of  representation  would  de- 
stroy the  character  of  the  council.' 

"This  was  the  opinion  of  Lord  Esher  in  1904. 
Recently  (London  Times,  Feb.  3,  1917)  Lord 
Esher  writes  as  follows:  'How  much  of  the  suf- 
fering undergone  by  our  soldiers  since  the  war 


began  has  been  due  to  the  shortsightedness  of 
my  committee,  and  notably  of  myself,  will  never 
be  known.  Certainly  the  control  of  the  adju- 
tant general's  branch  over  the  royal  army  medi- 
cal corps  was  and  is  responsible  not  onljr  for  the 
early  failure  to  grip  the  medical  factors  of  the 
war,  but  they  hampered  conditions  under  which 
the  surgeon  general  has  worked.  His  triumphs 
and  those  of  the  royal  army  medical  corps  have 
been  achieved  in  spite  of  obstacles  that  the  sub- 
ordination of  science  to  ignorance  and  of  elas- 
ticity to  military  discipline  explains  but  can  not 
justify.' 

"The  following  is  a  list  of  the  lieutenant 
generals  and  major  generals  in  the  British  medi- 
cal service  as  of  October,  1916,  taken  from  the 
British  Army  list  of  October,  1916  : 

1.  Director-general  of  the  British  Medical  Service,' 
Sir  Alfred  Keogh. 

2.  Director-general  of  the  British  forces  in  France, 
Sir  Alfred  Sloggett,  rank  lieutenant-general. 

3.  Lieutenant-general  and  director  of  the  British 
Medical  Service  in  India,  Surgeon-General  O'Don- 
nell,  rank  lieutenant-general. 

4.  Director-General  Indian  Medical  Service,  Sir 
Thomas  Pardey  Lukis,  rank  lieutenant-general. 

ON  THE  KING'S  STAFF. 

5.  Hon.  William  Flack  Stevenson,  surgeon-general. 

6.  Sir  William  Babtie,  surgeon-general. 

7.  James  Cleghorn,  surgeon-general. 

8.  Hon.  Thomas  Grainger,  surgeon-general. 

9.  Hon.  Peter  Stephenson  Turnbull,  surgeon-major- 
general. 

SURGEON-GENERALS  BANKING  AS   MAJOR -GENERALS. 

10.  Hayward  Reader  Whitehead. 

11.  James  Gaussen  MacNeece. 

12.  William  Burney  Bannerman. 

13.  Thomas  Martin  Corker. 

14.  Sir  David  Bruce. 

15.  Louis  Edward  Anderson. 

16.  Harold  George  Hathaway. 

17.  Walter  George  Augustus  Bedford. 

18.  Robert  William  Steele  Lyons. 

19.  Richard  William  Ford. 

20.  Tom  Percy  Woodhouse. 

21.  William  Grant  Macpherson. 

22.  Robert  Porter. 

23.  Thomas  Joseph  O'Donnell. 

24.  Menus  William  O'Keefe. 

25.  Richard  Henry  Stewart  Sawyer. 

26.  John  Chislett  Culling. 

27.  William  George  Birrell. 

28.  Francis  John  Jencken. 

29.  Francis  Harper  Trehern. 

30.  William  Rice  Edwards. 

"  Since  the  expansion  of  the  British  Army  this 
list  has  increased,  but  data  are  not  available.  The 
above  data  were  taken  from  the  Library  of  Con- 
gress, Book  G7,  A2,  Class  U  11,  pages  4,  19,  45, 
46,  and  1921. 

' '  In  the  report  of  the  Crimean  War,  there  was 
an  enormous  mortality  due  to  defective  service 
in  sanitation  and  in  the  medical,  surgical,  and 
hospital  services. 

"The  medical  officer  had  no  authority  what- 
ever, and  the  line  officer  did  not  realize  the  effect 
of  disregarded  medical  advice,  and  the  medical 
officer  had  no  rank  or  dignity  to  emphasize  his 
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advice.  The  same  distressing  consequences 
ensued  from  the  same  causes  in  the  American 
Civil  War,  in  the  South  African  War,  in  the 
Spanish  War,  and  recently  in  the  Mesopotamian 
campaign.  (See  report  below.) 

"I  submit  a  very  brief  extract  on  the  recent 
British  disaster  in  Mesopotamia,  due  to  neglect- 
ing health  of  men : 

"  'Report  of  the  commission  appointed  by  act 
of  Parliament  to  inquire  into  the  operations 
of  war  in  Mesopotamia,  1917. 

xt  '  [Extract  from  the  Vincent-Bingley  Commis- 
sion's report  on  the  Mesopotamia  expedition 
(sec.  110,  pp.  133-163),  Library  of 
Congress.] 

"  'There  is  abundant  evidence  that  lack 

of  coordination  have  been  important  factors  in 
the  situation.  Conferences  were  held  at  head- 
quarters from  time  to  time  and  plans  were  con- 
sidered. It  is  stated,  however,  that  Surg.  Gen. 
  did  not  attend  these  conferences,  ex- 
cept when  the  subjects  discussed  related  directly 
to  the  medical  administration.  He  was  thus  less 
in  touch  with  the  general  situation  than  other 
heads  of  administrative  services,  and  we  think 
that  this  had  an  unfavorable  influence  on  the 
working  of  his  branch. 

' '  '  Section  111 :  The  chief  of  the  general  staff, 
India,  made  special  inquiries  as  to  whether  he 
was  satisfied  that  the  general  staff  was  in  suffi- 
ciently close  touch  with  the  medical  services  to 
insure  that  the  latter  knew  when  extra  demands 

were  likely  to  be  made  on  them.  Gen.   

replied  that  he  was  "perfectly  satisfied."  We 
regret  that  we  can  not  endorse  this  view,  as 
there  is  evidence  that  on  this  and  on  other  occa- 
sions the  want  of  coordination  and  cooperation 
between  the  different  branches  of  the  staff,  par- 
ticularly between  the  inspector  general  of  com- 
munications and  the  medical  services,  was  the 
source  of  great  inconvenience. 

"  'Section  58:  We  doubt  whether  the  mili- 
tary authorities  in  Mesopotamia  treated  the 
medical  services  with  much  consideration  in  this 
matter,  or  whether  they  sufficiently  realized  the 
need  for  such  steamers. 

"'Paragraph  175:  The  medical  personnel 
and  subordinate  staff  have  always  been  deficient 
in  numbers.  .  .  and  it  has  only  been  the  con- 
tinued and  untiring  labors  of  a  devoted  but 
overworked  staff  that  has  again  and  again  pre- 
vented an  absolute  breakdown. 

"  'Paragraph  176:  We  consider  that  the  rigid 
economy  which  before  the  war  was  exercised  and 
the  spirit  which  this  policy  has  engendered  as  to 
the  comparative  merits  of  economy  and  efficiency 
have  contributed  materially  to  the  breakdown. 

"  'Paragraph  172:  We  are  satisfied  that  the 
failure  in  the  medical  organizations  had  a 
material  effect  on  the  morale  of  the  troops. 

"  'Part  section  123:  Surg.  Gen.    did 

not  represent  with  sufficient  promptitude  and 


force  the  needs  of  the  services  for  which  he  is 
responsible,  and  in  particular  failed  to  urge  the 

necessity    with  the  insistence  which  the 

situation  demanded.    Decision :  We  endorse  the 

finding  as  regards  Surg.  Gen.   ,  who,  in 

our  judgment,  showed  himself  unfit  for  the  high 
administrative  office  he  held. 

"  'Memorandum  obtained  from  British  medi- 
cal officer  of  high  rank  on  my  request  for  it. — 
R.  S.  0.' 

"In  the  British  Army  at  present  there  are 
three  surgeons  general  with  rank  of  lieutenant 
general;  that  is,  the  director  general  (Sir  Al- 
fred Keogh)  at  the  war  office,  the  director  gen- 
eral of  British  forces  in  France  (Sir  Arthur 
Sloggett),  and  the  director  of  British  medical 
services  in  India  (Surg.  Gen.  O'Donnell). 

"Another  officer,  Sir  Thomas  Pardey  Lukis, 
with  rank  of  lieutenant  general,  is  the  director 
general  of  the  Indian  Medical  Service. 

"There  is  also  a  considerable  number  of  sur- 
geon generals  with  rank  of  major  general,  I  think 
the  actual  number  is  19,  but  I  have  not  a  recent 
army  list  in  my  possession.  These  officers  all 
hold  important  posts,  the  following  are  some  of 
the  principal  appointments: 

"(a)  Each  army  on  the  western  front  (we 
may  assume  an  army  to  consist  of  about  200,000 
troops)  is  furnished  with  a  surgeon  general  as 
director  of  medical  services  of  that  army.  This 
officer  commands  and  is  responsible  for  the  en- 
tire medical  service  in  the  army  to  which  he  is 
appointed ;  he  is  on  the  headquarters  staff  of  the 
army,  and  is  the  responsible  advisor  of  the  gen- 
eral commanding  the  army  on  all  questions  re- 
lating to  the  care  and  welfare  of  the  troops,  the 
prevention  and  dealing  with  epidemics,  arrange- 
ments for  the  collection  and  evacuation  of  casu- 
alties in  sick  and  wounded,  the  provision  and 
establishment  of  field  ambulances,  casualty  clear- 
ing stations  and  hospitals  in  the  army  area,  the 
provision  of  ambulance  trains,  the  establishment 
of  convalescent  camps,  and  very  numerous  other 
important  matters. 

"(b)  A  full  colonel,  army  medical  service,  is 
with  the  headquarters  staff  of  each  corps  and 
division,  and  his  duties  relate  to  all  sanitary  and 
medical  matters  in  the  formation  to  which  he  is 
appointed.  He  is  also  the  medical  advisor  of  the 
general  commanding  the  corps  or  division. 

"It  would  appear  very  advisable,  in  fact  abso- 
lutely necessary,  that  the  above  officers  hold  the 
,senior  rank  which  they  at  present  do. 

"An  enormous  amount  of  responsibility  rests 
in  their  hands  and  they  are  daily  called  upon  to 
give  opinion  or  advice  on  matters  involving  very 
weighty  consideration  and  vital  importance,  not 
only  of  vast  importance  to  the  well-being  and 
efficiency  of  the  army,  but  also  inceptions  and 
schemes  involving  ^he  expenditure  of  millions  of 
pounds,  e.  g.,  the  defensive  measures  against  gas 
attacks  and  the  provision  of  gas  masks  and  res- 
pirators have  throughout  been  carried  out  by  the 
medical  service  of  the  army  this  being  only  one — 
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and  a  comparatively  minor — example  of  the 
many  questions  which  have  arisen. 

Let  us  suppose — for  the  puropse  of  argument 
— that  these  officers  did  not  hold  the  senior  rank 
which  they  do  at  present;  would  their  opinion 
carry  sufficient  weight?  For  example,  suppose 
that  the  director  of  medical  services  of  an  army 
held  the  rank  only  of  colonel,  every  general  com- 
manding a  division  in  that  army,  and  also  even 
every  brigade  commander,  would  be  senior  in 
rank  to  him.  Could  it  reasonably  be  expected 
that  the  opinion  of  the  director  of  medical  ser- 
vices for  the  army  would  then  carry  the  weight 
and  authority  which  it  does  at  present  ? 

' '  In  my  humble  opinion  there  can  be  only  one 
answer,  especially  when  it  is  borne  in  mind  that 
these  officers  are  specially  selected  for  their  high 
rank  on  account  of  their  abilities  and  previous 
experience. 

"(c)  Other  surgeon  generals,  with  rank  of 
major  general,  are  serving  in  the  following  ap- 
pointments: 

"1.  As  director  medical  services  on  the  lines 
of  communication  in  France. 

"2.  As  deputy  director  general  at  the  war 
office. 

"3.    As  director  medical  services  in  Egypt. 
"4.    As  director  medical  services  in  Salonica. 
"5.    As  director  medical  services  in  Meso- 
potamia. 

"6.  As  director  medical  services  in  three 
commands  in  India. 

"7.  As  director  medical  services  in  command 
in  England,  etc. 

"Similar  arguments  in  favor  of  high  rank  hold 
good  with  regard  to  all  these  appointments. 

"Lastly,  and  this  is  a  point  which  is  deserving 
of  sympathetic  consideration,  surely  it  is  advis- 
able to  provide  a  certain  number  of  higher  ranks 
in  the  medical  service,  as  in  other  branches  of 
the  army. 

' '  The  provision  of  these  higher  ranks  and  ap- 
pointments which  would  be  filled  absolutely  by 
selection,  would  furnish  a  goal  for  laudable  am- 
bition and  an  incentive  to  strenuous  scientific 
work  throughout  the  whole  of  an  officer's  serv- 
ice, and  can,  in  my  opinion,  be  productive  of 
nothing  but  the  very  best  results. 

"The  present  campaign  has  furnished  innum- 
erable instances  of  the  vast  importance  of  the 
Medical  Service  and  of  the  high  standing  and  au- 
thority which  it  holds  with  the  rest  of  the  army. 

"The  French  Army  also  dignified  the  medical 
department  by  providing  for  officers  of  the  rank 
of  major  general  and  lieutenant  general.  This 
is  also  true  of  the  Italian  Austrian,  German, 
and  Japanese  Armies  for  the  same  reasons. 

"On  January  16,  1917,  Secretary  of  War  Hon. 
Newton  D.  Baker  strenuously  urged  upon  Con- 
gross,  legislation  to  give  the. Army  equalization 
of  rank  in  the  higher  grades  with  that  of  the 
Navy,  on  the  ground  that  otherwise  the  detri- 
mental effect  on  the  Army  would  be  too  clear  to 
require  more  than  a  statement.    He  said : 


"  'I  wish  to  strongly  emphasize  that  without 
legislation  giving  the  Army  equalization  of  rank 
in  the  higher  grades  with  that  of  the  Navy,  the 
branch  of  the  Government  of  which  I  am  in 
charge  will  be  done  an  obvious  injustice,  the 
detrimental  effect  of  which  to  the  Army  is  too 
clear  to  require  more  than  a  statement.  All  the 
reasons  which  have  been  urged  for  the  creation 
of  these  grades  in  the  Navy,  so  as  to  efficiently 
handle  the  units  properly  composing  a  command 
to  be  under  the  direction  of  such  officers  of  the 
Navy,  are  present  in  at  least  an  equal  degree  in 
the  Army.  As  Congress,  after  a  full  considera- 
tion of  the  subject,  wisely  decided  on  the  advisa- 
bility of  giving  the  Navy  these  grades  in  order 
that  it  may  be  properly  and  efficiently  officered, 
for  similar  reasons  it  should  now  provide  similar 
grades  for  the  Army. 

"  'The  embarrassment  which  arises  in  every 
branch  of  the  service  when  brought  in  contact 
with  other  officers  of  foreign  service  of  superior 
grade,  but  not  existing  in  our  service,  is  identi- 
cal. 

"  'But  the  constant  embarrassment  arising 
between  the  two  services  in  the  disparity  of  rank 
is  too  apparent  to  call  for  more  than  mention. 

"  'If  in  all  those  joint  matters  in  which  the 
Army  and  Navy  are  concerned  the  Navy,  by 
reason  of  the  position  of  the  superior  grade  is 
entitled  to  outrank  the  Army,  the  Army  must 
perforce  regard  itself  and  be  looked  upon  as  a 
subordinate  branch,  and  this  is  too  inequitable. ' 

"This  argument  of  the  Secretary  of  War  ap- 
plies with  precisely  the  same  force  to  the  organ- 
ization of  the  Medical  Department,  which  should 
not  be  put  in  the  attitude  of  being  subordinate 
in  the  field  for  which  it  is  responsible.  It  should 
have  a.  commanding  position  of  dignity  and  re- 
sponsibility, and  when  the  recommendation  is 
overruled  it  should  be  overruled  by  an  officer  of" 
equal  rank  in  the  line  of  military  purposes  only, 
and  then  that  officer  should  be  personally  re- 
sponsible for  the  consequences,  and  if  he  errs 
should  be  subjected  to  immediate  court-martial." 

It  is  obvious  that  the  increase  in  the  personnel 
and  rank  of  the  medical  corps,  proposed  by  the 
Owen  and  Dyer  Bill,  meets  the  earnest  approval 
of  the  heads  of  the  various  Federal  Medical 
Services,  and  of  the  Medical  Section  of  the 
Council  of  National  Defense.  On  March  15, 
Gen.  Gorgas  made  a  direct  appeal  to  Congress 
to  enact  his  proposed  legislation.  The  bill  in  its 
present  form  authorizes  the  establishment  of  a 
ratio  of  medical  officers  to  the  number  of  men 
in  the  army,  and  provides  for  the  automatic  in- 
crease of  the  number  of  medical  officers  with  the 
increasing  number  of  men.  The  passage  of  the 
Owen  and  Dyer  Bill  is,  therefore,  cordially  to  be 
advocated  individually  and  collectively  by  mem- 
bers of  the  medical  profession  throughout  the 
country. 
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RESUME  of  communicable  diseases 

IN  MASSACHUSETTS  FOR  MARCH,  1918. 

GENERAL  PREVALENCE. 

There  were  12,766  cases  of  communicable 
diseases  reported  during  March,  which  is  an 
increase  of  2816  cases  over  the  total  for  the 
previous  month  and  4335  cases  more  than  the 
March,  1917,  total  of  8431  cases. 

Actinomycosis. — One  case  of  actinomycosis 
was  reported  from  Attleboro.  This  case  was 
confirmed  by  laboratory  test. 

Epidemic  Cerebrospinal  Meningitis. — Epi- 
demic cerebrospinal  meningitis  was  reported 
to  a  much  greater  extent  than  for  the  corre- 
sponding month  last  year.  The  eases  occurred 
in  the  more  thickly  settled  parts  of  the  State, 
and  they  apparently  had  no  connection  with 
military  movements.  As  a  rule,  they  were  iso- 
lated cases  with  no  evident  sources  of  infection. 

Lobar  Pneumonia. — There  seems  to  be  a  large 
number  of  lobar  pneumonia  cases  reported. 
Whether  these  exceed  the  average  number  of 
cases  we  are  unable  to  determine,  as  we  have 
had  no  material  on  which  to  base  an  endemic 
index. 

Smallpox. — Ten  cases  of  smallpox  were  re- 
ported during  March.  A  case  reported  from 
Boston  proved  to  have  been  infected  in 
New  Hampshire.  A  case  in  Milton  was 
first  diagnosed  as  chicken-pox,  and  later  proved 
to  be  smallpox.  The  patient  in  this  instance 
was  a  travelling  man,  and  no  definite  contact 
could  be  learned.  A  very  mild  case  occurred 
in  Lowell,  which  was  apparently  direct  contact 
from  a  previous  case  in  the  family.  Vaccina- 
tion had  been  tried  unsuccessfully  three  times. 
A  case  imported  from  Maine  occurred  at  the 
Tewksbury  State  Infirmary.  This  patient  had 
visited  friends  while  in  an  eruptive  stage,  but, 
so  far  as  is  known,  no  secondary  cases  occurred. 
Five  cases  in  Marlboro  followed  a  case  in  Feb- 
ruary. In  Hardwick  a  case  of  smallpox  oc- 
curred in  a  farm  hand.  The  only  possible  point 
of  infection  was  a  visit  to  a  city  ten  days  pre- 
vious, and  as  no  smallpox  is  known  to  be  pres- 
ent in  that  city,  the  source  of  infection  is  not 
at  all  certain  in  this  case. 

Suppurative  Conjimctivitis.  —  Suppurative 
conjunctivitis,  or  "pink  eye,"  was  reported 
from  Amherst,  in  the  latter  part  of  March.  This 
is  of  interest  only  from  the  fact  that  the  cases 
were  discovered  and  reported  by  the  school 
nurse,  and  not  by  physicians.    Physicians  seem 


to  forget  that  suppurative  conjunctivitis  in 
adults  is  reportable. 

Trichinosis. — Trichinosis  was  reported  from 
Brockton.  Two  cases  occurred  in  one  family 
and  one  in  another.  They  were  apparently  in- 
fected from  the  same  lot  of  pork. 

Venereal  Diseases. — The  reports  on  venereal 
diseases  are  commencing  to  come  in  more  free- 
ly, and  we  hope  physicians  will  recognize  the 
importance  of  the  complete  reporting  of  these 
diseases. 

Diseases  on  the  Premises  of  Milk  Handlers. — 
Five  cases  of  communicable  disease  occurred  on 
farms  producing  milk.  Three  cases  of  scarlet 
fever,  one  each  from  Weymouth,  Westfield  and 
Brockton ;  1  case  of  diphtheria  from  Spring- 
field; and  1  case  of  smallpox  from  Hardwick. 
Isolation  was  enforced  in  each  instance,  and,  so 
far  as  is  known,  no  secondary  cases  occurred. 

OUTBREAKS  AND  EPIDEMICS. 

Diphtheria. — Eighteen  cases  of  diphtheria 
were  reported  from  Wakefield  for  the  month. 
Eight  of  the  cases  occurred  among  boys  from 
10  to  14  years  of  age,  who  were  attending  gym- 
nasium classes  at  the  Y.  M.  C.  A.  An  interest- 
ing feature  connected  with  these  cases  was  that 
a  group  of  sailors  from  the  Rifle  Range  were 
at  the  Y.  M.  C.  A.  at  the  same  time  and  occu- 
pied the  same  lockers  as  these  boys.  Four  days 
later  one  of  these  sailors  reported  sick,  and 
died  the  following  day,  the  cause  of  death  being 
given  as  diphtheria.  It  was  reported  that  this 
man  came  to  the  Rifle  Range  from  New  York 
about  six  days  before  and  was  feeling  sick. 
Four  contacts  with  this  case  also  came  down 
with  diphtheria.  The  remaining  cases  in  Wake- 
field were  scattered  throughout  the  town. 


MEMORIAL  RESOLUTIONS  FOR  DR.  JOHN 
ALEXANDER  GORDON. 

To  the  Norfolk  South  District  Medical  Society, 
Gentlemen: 

The  Committee  on  Resolutions  on  the  death 
of  our  late  Fellow,  Dr.  John  Alexander  Gordon, 
beg  leave  to  submit  the  following  report : 

Dr.  Gordon,  after  a  lingering  illness,  died  at 
his  home  on  Huntly  Road,  Quincy,  on  the 
24th  day  of  January,  1918. 

Dr.  Gordon  was  born  in  New  Perth,  Prince 
Edward   Island,    seventy-five  years  ago.  He 
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was  a  direct  descendant  of  those  hardy  Scottish 
pioneers  who,  one  hundred  and  fifty  years 
since,  settled  this  beautiful  isle. 

Dr.  Gordon  was  one  of  a  large  family  and 
had  to  rely  upon  his  own  resources  to  make  his 
way  in  life.  Fortunately  endowed  with  that 
ability  and  energy  which  overcome  obstacles,  he 
succeeded  in  obtaining  a  common  school  edu- 
cation, and  was  graduated  from  The  Prince 
Edward's  College.  In  1866  he  entered  Harvard 
Medical  School,  from  which  he  received  his  de- 
gree in  medicine  in  1871.  He  was  a  Boston 
City  Hospital  medical  interne  in  1870-1871. 

Soon  after  graduating  in  medicine,  Dr.  Gor- 
don located  in  Quincy,  where  he  very  soon 
built  a  very  successful  practice,  which  he  main- 
tained for  nearly  half  a  century. 

For  many  years  he  was  a  member  of  the 
American  Medical  Association,  the  Massachu- 
setts Medical  Society,  and  was  one  of  the  orig- 
inal members  of  the  Norfolk  South  District 
Medical  Society.  He  was  also  an  active  member 
of  several  fraternal  organizations,  and  held 
many  positions  of  trust  and  honor  in  the  city. 
His  time  and  influence  he  gave  willingly  to  all 
movements  for  the  betterment  of  the  people, 
and  his  advice  and  counsel  were  frequently 
sought  in  important  matters  affecting  the  wel- 
fare of  the  community  in  which  he  lived. 

He  was  an  active  member  of  the  School  Com- 
mittee from  1884  to  1889,  when  the  world  fa- 
mous ' '  Quincy"  educational  system  was  adopted. 

The  Quincy  City  Hospital  owes  its  inception 
and  culmination  to  Dr.  Gordon's  personal  and 
untiring  efforts.  To  its  maintenance  he  con- 
tributed liberally  of  his  time,  means,  and  skill; 
and  may  its  continued  success  be  a  lasting 
monument  to  his  memory ! 

Dr.  Gordon  was  an  honored  member  of  this 
Society.  Twice  he  was  its  president,  and  he 
held  the  offices  of  councilor  and  censor. 

Until  his  failing  health  prevented,  he  was  a 
constant  attendant  at  the  meetings,  and  always 
took  an  active  part  in  the  discussions.  He  was 
an  enthusiast  in  his  professional  work  and  gave 
his  voice  and  influence  in  favor  of  careful  scien- 
tific progression.  His  remarks  always  com- 
manded attention,  and  were  listened  to  with 
marked  interest  and  lasting  benefit  to  his  hearers. 

We  believe  that  we  fully  realize  that  in  the 
death  of  our  associate  and  friend,  this  Society 
has  lost  a  member  of  superior  attainments, 
whose  genial  presence  and  valued  counsel  will 
be  sadly  missed;  and  that  the  community  in 


which  he  lived  will  long  remember  him  as  an 
example  of  an  honorable,  charitable  and  consci- 
entious physician. 

Respectfully  submitted, 

"William  A.  Drake,  M.D., 
John  C.  Fraser,  M.D., 
Nathaniel  S.  Hunting,  M.D. 


NOTICE 

Men  Wanted  foe  Hospital  Corps,  IT.  S.  Naval  Re- 
serve Force — There  are  several  openings  in  the  Hos- 
pital Corps  of  the  United  States  Naval  Reserve  Force 
for  qualified  men  between  the  ages  of  18  and  28. 

The  opportunities  are  exceptionally  good  for  men 
having  a  knowledge  of  pharmacy  and  medicine. 

To  enroll,  applicants  should  call  at  the  office  of 
the  District  Medical  Aide,  Room  1210,  Little  Building, 
Boston,  Mass.  If  an  applicant  is  under  21  years  of 
age,  he  should  bring  with  him  his  birth  certificate:  if 
of  the  draft  age,  a  statement  from  his  local  board  to 
the  effect  that  he  is  in  a  class  and  order  number  so 
low  that  he  will  not  be  needed  to  fill  any  current  quota 
of  his  board. 


SOCIETY  NOTICES. 

The  Norfolk  District  Medical  Society. — The  sixty- 
eighth  annual  meeting  of  the  Society  will  be  held  at 
Masonic  Temple,  171  Warren  Street,  Roxbury,  May 
15,  1918.  Business  meeting  at  7.30  p.m. 

The  executive  Committee,  in  keeping  with  the  spirit 
of  the  time,  feel  that  it  is  advisable  to  omit  the 
annual  dinner  and  usual  form  of  entertainment  this 
year,  and  have  arranged  instead  a  patriotic  meeting 
with  the  idea  of  arousing  more  enthusiasm  among 
the  fellows  for  work  in  the  service. 

The  program  is  an  exceptional  one,  and  it  is 
earnestly  requested  that  the  readers  be  given  a  large 
audience. 

The  Army, 

Major  Robert  W.  Lovett,  M.O.R.C.,  U.S.A. 

The  Navy, 

Medical  Director  John  M.  Edgar,  U.b.N.,  Medical  Aid 
to  Commandant  First  Naval  District. 

F.  W.  Sleeper,  President, 
Bradford  Kent,  Secretary. 

Worcester  District  Medical  Society. — The  annual 
meeting  will  be  held  Wednesday,  May  8,  1918,  in 
G.A.R.  Hall,  55  Pearl  Street,  Worcester. 

Program. 

4.30  p.m.    Annual  Business  Meeting,  with  election  of 

officers  for  the  ensuing  year. 
5.15  p.m.    Annual  Oration.    Dr.  Royal  P.  Watkins. 

Subject:  "Old  Surgery." 
6.15  p.m.    Dinner  at  State  Mutual  Restaurant.  Joint 
function    with    Worcester    Homeopathic  Medical 
Society. 

After  Dinner.    Music  and  Patriotic  Addresses. 

The  latter  will  present  our  country's  pressing  need 
of  her  doctors  in  the  military  organization.  Every 
physician  who  possibly  can  should  attend  this  meet- 
ing wherein  we  shall  strive  to  visualize  the  situation 
and  learn  for  each  the  path  of  duty. 

Both  societies  extend  a  cordial  invitation  to  all 
registered  physicians  of  this  district  to  join  us  In 
the  dinner  and  what  follows. 

Physicians  desiring  to  enroll  in  the  bowling  tourna- 
ment for  the  benefit  of  the  War  Chest  Fund,  should 
send  their  names  to  Dr.  O.  H.  Everett.  53  Pearl  Street, 
Worcester.  Ernest  L.  Hunt,  Secretary. 
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TRAUMATIC  SHOCK  * 
Br  W.  T.  Porter,  M.D.,  Boston. 

The  history  of  traumatic  shock  during  the 
past  thirty  years  has  been  marked  by  hypoth- 
eses that  have  caused  much  confusion.  These 
hypotheses  give  as  the  cause  of  shock:  (1)  the 
exhaustion  of  the  vasomotor  center,  (2)  the  ex- 
citation of  sensory  nerves,  (3)  a  hydrostatic 
fall  in  blood  pressure,  (4)  vibration  injuries, 

(5)  direct  wounds  of  the  vasomotor  apparatus, 

(6)  hemorrhage.  Some  of  these  ideas  are  er- 
roneous; others  are  imperfectly  grasped. 

The  exhaustion  of  the  vasomotor  center  can- 
not be  the  cause  of  shock  because  the  center 
does  not  become  exhausted.1  In  shock  it  still 
reacts  to  the  stimulation  of  the  depressor  nerve. 
The  fall  in  blood  pressure  is  great  enough  to 
prove  that  the  vasomotor  center  is  not  signifi 
cantly  impaired.  If  the  blood  pressure  remains 
below  the  nutrient  level  for  many  hours,  even 

*  Remarks  by  invitation  before  the  Boston  Surgical  Society, 
Incorporated,  at  its  twentieth  stated  meeting  held  at  the  Harvard 
Club  of  Boston,  December  3,  1917. 
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the  resistant  vasomotor  center  suffers,  like  all 
other  tissues,  though  the  vasomotor  center 
shows  a  surprising  vitality.  But  the  result  of 
prolonged  shock  is  not  to  be  confused  with  its 

cause. 

Excitation  of  sensory  nerves  is  not  the  cause 
of  shock,  because  the  sensory  nerves  in  normal 
animals  may  be  strongly  stimulated  for  many 
hours  without  producing  a  noteworthy  fall  in 
blood  pressure.2 

The  confusion  of  thought  that  led  to  the  hy- 
pothesis of  shock  from  irritation  of  the  nerves 
rests  partly  on  the  mistaken  ideas  that  wounds 
are  acutely  painful,  and  that  pain  per  se  is  fol- 
lowed by  shock.  Wounds  are  rarely  very  pain- 
ful, and  shock  is  seldom  preceded  by  excessive 
pain. 

It  is  true  that  a  condition  roughly  resembling 
shock  has  occasionally  followed  an  injury  to  a 
nerve  during  an  operation.  This  condition  is 
not  shock,  but  a  prolonged  inhibition  of  the 
heart. 

It  is  naturally  surprising  that  a  stimulus  to  a 
nerve,  ordinarily  innocent,  should  in  such  in- 
stances call  forth  strange  results.  The  explana- 
tion is  that  the  patient  is  in  a  state  for  which 
I  propose  the  name  sensitization.  This  concep- 
tion, which  is  new,  rests  on  experimental  evi- 
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denee.  Examples  follow:  (1)  In  50%  of  dogs 
given  morphine  and  curare,  ligation  of  the 
ramus  descendens  of  the  left  coronary  artery- 
produced  fatal  fibrillation  of  the  heart,  whereas 
fibrillation  very  rarely  occurred  when  ether 
alone  was  used.3  (2)  In  a  rat  to  whom  mor- 
phine and  curare  were  given,  gently  lifting  the 
sciatic  nerve  on  a  thread  caused  inhibition  of 
the  heart,  lasting  over  half  an  hour.4  (3)  In  the 
tortoise  heart,  a  stimulus  which  ordinarily 
caused  a  tonus  contraction  lasting  30  seconds, 
caused  in  this  case  a  contraction  lasting  64 
minutes.5 

Since  the  heart  is  a  modified  blood  vessel,  the 
sensitization  of  the  heart  would  lead  us  to  ex- 
pect sensitization  of  the  arteries.  I  have  at 
present  no  experimental  evidence  of  this.  Yet 
there  is  some  clinical  evidence  of  prolonged 
contraction  or  relaxation  of  the  blood  vessels 
following  stimuli  ordinarily  uneventful.  Such 
is  the  tonic  arterial  contraction  in  certain  mi- 
graines, and  the  long  relaxations  in  urticaria. 
But  the  evidence  in  hand,  unquestionable  for 
sensitization  of  the  heart,  does  not  as  yet  war- 
rant including  sensitization  of  the  arteries 
among  the  sources  of  confusion  in  shock. 

A  simple  hydrostatic  fall  of  blood  pressure 
is  not  shock.  When  the  intestines  are  exposed, 
the  largest  vascular  area  in  the  body  dilates 
and  the  arterial  pressure  falls.  If  this  low 
pressure  continues  long  enough  to  impair  the 
nutrition  of  the  vascular  apparatus,  shock  may 
occur.  An  admirable  example  of  the  hydro- 
static fall  of  blood  pressure  is  seen  when  a 
spinal  injection  of  novocaine  reaches  the 
splanchnic  nerve  cells.  The  arterial  pressure 
falls  to  the  shock  level,  but  the  fall  is  usually 
too  transitory  to  cause  shock.6 

Vibration  injuries  may  cause  shock  when 
the  vibration,  as  in  certain  railway  cases,  shakes 
the  vasomotor  cells  until  their  function  is  im- 
paired. The  blood  pressure  then  falls,  and  if 
the  vibration  has  been  sufficiently  severe,  the 
classical  symptoms  of  shock  will  soon  appear. 
If  the  injury  affects  only  the  lower  half  of  the 
spinal  cord,  the  vessels  of  the  lower  extremities 
may  be  dilated  for  several  days,  but  this  vas- 
cular area  is  too  small  to  lower  greatly  the 
general  blood  pressure,  and  shock  does  not  take 
place. 

Wounds  of  the  vasomotor  paths  from  shell 
fragments  have  been  observed  in  this  war.  If 
in  the  abdomen,  the  interruption  to  the  tonic 


constrictor  impulses  is  serious.  Hydrostatic 
shock  may  follow. 

That  hemorrhage  is  not  usually  a  cause  of 
shock  is  proved  by  the  simplest  reflection.  In 
the  present  war,  shock  occurs  once  in  every 
hundred  casualties.  Sometimes  the  shock  case 
bleeds  freely,  sometimes  not.  But  practically 
always,  in  the  other  99  cases,  who  do  not  have 
shock,  there  will  be  men  who  have  lost  more 
blood  than  the  shock  ease. 

The  idea  that  hemorrhage  is  a  frequent  cause 
of  shock  rests  on  the  unquestioned  fact  that  on 
the  operating  table  the  loss  of  a  small  quantity 
of  blood  is  sometimes  followed  by  shock.  The 
explanation  is  that  the  blood  pressure  was  near 
the  critical  level  and  that  the  loss  of  a  small 
quantity  of  blood  carried  the  pressure  below 
the  critical  level.  Ordinarily,  the  loss  of  from 
500  to  1000  ce.  of  blood  may  leave  the  pressure 
still  on  the  safe  side  of  this  level. 

The  critical  level  of  blood  pressure  is  that 
point  below  which  the  blood  pressure  will  not 
usually  rise  again  without  assistance.  With  the 
Vaquez  instruments  used  by  me  in  France,  the 
normal  diastolic  pressure  was  97  and  the  crit- 
ical level  about  60,  i.e.,  between  two-thirds  and 
three-fifths  of  the  normal.  Certainly  the  nor- 
mal diastolic  pressure  varies  with  the  instru- 
ment employed.  It  is  possible  that  the  critical 
level  shows  a  similar  variation. 

An  understanding  of  the  critical  level  is  of 
the  first  importance  in  the  study  and  treatment 
of  shock.  If  the  blood  pressure  just  touches  the 
critical  level,  a  difference  of  ten  millimeters  of 
mercury  may  be  the  difference  between  life  and 
death.  A  few  millimeters  above  this  level,  re- 
covery will  usually  occur  spontaneously;  a  few 
millimeters  below,  death  will  follow  unless 
skilled  aid  be  at  hand.  It  follows  from  this 
vital  fact:  (1)  that  procedures  which  at  ordi- 
nary blood  pressures  are  not  harmful,  or  are 
but  slightly  harmful,  may  kill  the  patient  at  the 
critical  level;  (2)  remedies  that  raise  the 
blood  pressure  but  ten  or  fifteen  millimeters 
will  save  the  patient  when  this  rise  carries  the 
blood  pressure  from  just  below  to  just  above 
the  critical  level. 

The  critical  level  varies  with  the  condition  of 
the  nerve  cells  and  other  tissues.  A  blood 
pressure  high  enough  to  maintain  a  sufficient 
nutrition  in  normal  bulbar  nerve  cells  is  too 
low  to  maintain  life  in  cells  that  have  already 
suffered  from  malnutrition.  In  that  ease  a 
blood  pressure  raised  by  the  surgeon  to  a  point 
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above  the  usual  critical  level  will  shortly  sink 
again.  Hence  the  importance  of  frequent  read- 
ings of  the  blood  pressure  until  shock  patients 
are  clearly  out  of  all  danger.  Treatment  not 
based  on  repeated  readings  of  the  blood  pres- 
sure is  not  intelligent,  and  may  be  harmful. 

The  diastolic  blood  pressure  should  be  em- 
ployed in  shock.  In  this  condition,  the  heart 
beats  feebly.  The  systolic  pressure  falls  more 
than  the  diastolic  pressure  falls.  Conversely, 
when  remedies  are  used,  they  often  raise  the 
systolic  pressure  more  than  they  raise  the  dias- 
tolic pressure.  Conclusions  drawn  from  the 
systolic  pressure  may  easily  err  15  millimeters 
or  more.  But  in  shock,  the  blood  pressure  is 
at  a  critical  level;  a  change  of  even  15  milli- 
meters may  be  a  matter  of  life  or  death.  The 
error  in  using  the  systolic  instead  of  the  dias- 
tolic pressure  may,  therefore,  do  much  harm. 

In  the  summer  of  1916,  during  my  service  in 
the  fighting  line  in  France,  I  learned  that  in 
this  war,  shock  occurs  chiefly  after  shell  frac- 
tures of  the  femur  and  after  multiple  wounds 
through  the  subcutaneous  fat.  In  1000  cas- 
ualties, observed  by  me  at  the  Massif  de  Moron- 
villers,  these  were  the  only  injuries  producing 
shock,  except  certain  abdominal  wounds  in 
which  the  shell  fragments  undoubtedly  dis- 
turbed the  apparatus  of  the  largest  vascular 
area  in  the  body. 

It  has  long  been  known  that  fat  embolism 
takes  place  after  fractures  of  the  thigh  and  after 
multiple  wounds  through  the  subcutaneous  fat. 

In  February,  1917,  I  proved  that  the  injec- 
tion of  a  small  quantity  of  neutral  olive  oil  in 
the  jugular  vein  was  followed  by  a  falling 
blood  pressure  and  the  other  symptoms  of  trau- 
matic shock.  The  resulting  publication  was  the 
first  clear  statement  that  shock  as  seen  on  the 
battlefield  is  frequently  caused  by  fat  embolism.7 

Shortly  thereafter  I  developed  a  new  remedy 
for  the  treatment  of  shock.  It  has  long  been 
known  that  the  pumping  action  of  the  dia- 
phragm is  an  important  aid  in  the  movement 
of  blood  from  the  abdomen  into  the  chest.  At 
the  height  of  a  strong  inspiration  the  venous 
pressure  in  the  chest  may  be  more  than  40 
millimeters  lower  than  the  venous  pressure  in 
the  abdomen.  I  produced  strong  respiratory 
movements  of  the  diaphragm  by  allowing  the 
animal  to  breathe  an  atmosphere  rich  in  carbon 
dioxide.  The  diastolic  arterial  pressure  was 
thereby  increased  15  and  even  30  millimeters.8 


In  June,  1917,  at  the  Chemin  des  Dames,  I 
successfully  applied  this  new  method  to  the 
treatment  of  wounded  soldiers.  In  cases  almost 
pulseless — cases  in  which  all  other  means  of 
raising  the  blood  pressure  had  failed — the  car- 
bon dioxide  respiration  strengthened  the  pulse 
and  raised  the  diastolic  blood  pressure  10  milli- 
meters.9 This  rise  is  of  great  value  when  the 
pressure  is  at  the  critical  level. 

The  general  treatment  employed  by  me  at  the 
Chemin  des  Dames  was  as  follows:  A  shock 
room  was  made  next  the  operating  room.  The 
patient  was  carried  to  the  shock  room  directly 
from  the  ambulance.  He  was  not  washed.  He 
was  at  once  placed  on  an  operating  table,  in- 
clined so  that  the  feet  were  30  cm.  higher  than 
the  head.  An  electric  heater  was  put  between 
the  blankets  and  the.  body.  The  diastolic 
pressure  was  taken  every  15  minutes.  Where 
indicated,  injections  of  warm  normal  saline  so- 
lution were  made  into  a  vein.  If  his  state  was 
grave,  adrenalin  was  added  to  the  saline  solu- 
tion. Carbon  dioxide  respiration  was  used. 
When  his  condition  justified  operation,  the 
clothing  was  cut  away  about  the  wound  and  the 
area  disinfected.  Neighboring  regions  were 
covered  with  sterile  cloths.  He  was  then 
moved,  still  in  the  inclined  position  and  still 
on  his  hot  table,  to  the  operating  room.  The 
operation  was  done  under  local  anesthesia, 
whenever  possible.  At  its  close,  the  patient 
was  wheeled  back  to  the  shock  room,  still  on 
the  same  inclined  hot  table.  I  did  not  leave 
him  until  he  was  out  of  danger  or  dead.  Re- 
peated readings  of  the  pressure  were  taken. 
The  remedies  were  directed  to  raising  the  dias- 
tolic pressure  to  a  point  about  15  millimeters 
above  the  critical  level — more  is  not  necessary. 
One  case  was  operated  on  during  the  carbon 
dioxide  breathing,  with  apparent  advantage. 

Under  these  methods  four-fifths  of  the  pa- 
tients recovered. 

A  word  as  to  details  may  be  of  interest.  Nor- 
mal saline  solution  should  be  injected  at  39°  C, 
measured  by  a  thermometer  in  the  vertical  limb 
of  a  1  tube  placed  next  the  cannula.  If  the 
pressure  has  not  remained  too  long  below  the 
critical  level,  it  will  be  raised  by  the  normal 
saline;  otherwise  not,  because  the  permeability 
of  the  vessel  walls  is  increased  by  prolonged 
low  pressures.  Prof.  Bayliss  states  that  the 
addition  of  5%  of  gum  arabic  to  the  saline  so- 
lution will  prevent  leakage  and  thus  raise  the 
pressure  under  all  circumstances.     This  sug- 
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gestion  was  made  after  my  leaving  France,  and 
I  have  had  no  personal  experience  of  its  value. 

Adrenalin  is  of  temporary  advantage,  but 
even  this  fleeting  rise  of  blood  pressure  may 
save  life.  In  the  laboratory,  the  blood  pressure 
of  animals  may  be  raised  for  considerable  pe- 
riods by  allowing  the  well-diluted  adrenalin  to 
flow  into  the  vein  drop  by  drop  from  a  burette. 
I  have  not  tried  this  on  men. 

Dr.  Meltzer  very  recently  stated  that  the 
pressor  action  of  epinephrin  is  much  prolonged 
when  the  drug  is  injected  into  the  vertebral 
canal. 

The  carbon  dioxide  respiration  should  not  be 
stopped  too  abruptly. 
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Beth  Israel  Hospital. — The  Beth  Israel 
Hospital  has  undergone  a  change  of  manage- 
ment. The  executive  committee,  including  Dr. 
K.  M.  Davidson,  Dr.  Albert  Ehrenfried,  Dr. 
Harry  Linenthal,  and  Dr.  Louis  M.  Friedman, 
are  now  reorganizing  the  medical  board.  Com- 
mittees haVe  been  appointed  to  procure  the 
services  of  a  competent  physician  as  superin- 
tendent and  to  conduct  a  campaign  for  new 
membership.  This  hospital  is  now  being  con- 
ducted on  the  Kosher  basis. 
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THE  ANATOMY  AND  PHYSIOLOGY  OF 

THE  RESPIRATORY  TRACT.* 

By  Frank  F.  D.  Reckord,  M.D.,  Harrisburg,  Pa., 

Deputy  Medical  Inspector  of  Tuberculosis  Dispen- 
saries, Pennsylvania  State  Department  of  Health. 

THE  ANATOMY  OP  THE  RESPIRATORY  TRACT. 

The  respiratory  tract  develops  as  an  out- 
growth of  the  primary  digestive  tube,  and  con- 
sists of  air  passages — nasal  fossae,  pharynx, 
larynx,  trachea  and  bronchial  tubes — and  or- 
gans of  special  function — the  lungs,  which  cor- 

*  From  a  Post-Graduate  Course  of  Instruction  for  the  Medical 
Staff  of  the  Pennsylvania  State  Tuberculosis  Dispensaries. 


respond  in  structure  and  development  to  race- 
mose glands. 

The  larynx  consists  of  a  number  of  cartilages 
which  by  their  relative  changes  of  position  mod- 
ify the  approximation  and  tension  of  two  folds 
of  mucous  membrane  over  fibrous  tissue,  known 
as  the  vocal  cords,  on  either  side  of  the  cleft 
through  which  the  air  enters  the  windpipe.  The 
larynx  is  in  the  neck,  being  suspended  from 
the  hyoid  bone  and  leading  to  the  trachea.  It 
is  practically  subcutaneous  in  front.  Its  su- 
perior orifice  is  behind  the  base  of  the  tongue, 
and  can  be  seen  in  life  only  by  a  mirror.  The 
cartilages  are  connected  by  joints  and  liga- 
ments, moved  by  muscles,  and  covered  by  mu- 
cous membrane,  the  folds  of  which  form  im- 
portant morphological  parts  of  the  larynx. 

The  trachea  (10  to  12  cm.  long  and  11  to 
18  mm.  wide)  is  kept  patent  by  horizontal  car- 
tilaginous rings  embedded  in  its  wall,  but 
which  are  deficient  posteriorly,  where  it  is  con- 
sequently flattened.  It  begins  as  the  lower  bor- 
der of  the  cricoid  cartilage  opposite  the  lower 
margin  of  the  6th  cervical  vertebra  and  extends 
beneath  the  thyroid,  through  the  suprasternal 
region  and  jugular  fossa  of  the  superior  me- 
diastinum, ending  at  the  junction  of  the  manu- 
brium and  gladiolus  and  the  level  of  the  upper 
border  of  the  5th  dorsal  vertebra.  It  follows 
the  median  line  to  its  lower  end,  which  is 
slightly  to  the  right,  lying  upon  the  esophagus 
and  following  with  it  the  curve  of  the  vertebral 
column,  passing  behind  the  thyroid  plexus, 
manubrium,  left  innominate  vein,  innominate 
artery  and  part  of  the  left  common  carotid. 
There  is  a  slight  expansion  about  its  middle  and 
at  the  bifurcation,  which  is  held  in  fixed  posi- 
tion, the  remainder  having  considerable  mobil- 
ity. 

The  mucosa  is  lined  by  stratified  ciliated 
columnar  epithelium  containing  goblet  cells. 
The  tunica  propria  consists  of  a  loose  inner 
fibrous  layer  and  an  outer  network  of  longitu- 
dinal elastic  fibers.  The  submucosa,  containing 
small  groups  of  mucous  glands,  loosely  connects 
the  mucosa  with  the  fibrous  sheath,  which  forms 
a  complete  investment. 

The  bronchi  are  formed  by  the  bifurcation  of 
the  trachea,  which  they  leave  at  right  angles 
to  each  other.  The  right  is  shorter  and  broader 
than  the  left,  and  takes  a  more  vertical  course 
and  its  first  collateral  branch  arises  much  near- 
er to  the  trachea.  Each  passes  outward  and 
downward  to  the  hilus  of  the  lung,  where  it 
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subdivides  into  its  ramifications,  which  extend 
down  into  the  lowest  lateral  part  of  the  lungs. 

The  structure  repeats  almost  exactly  that  of 
the  trachea,  with  such  modifications  as  result 
from  the  slighter  general  development  of  the 
coats  incident  to  the  gradual  reduction  in  the 
size  of  the  tubes. 

The  lungs  are  a  pair  of  conical  organs,  each 
developed  in  a  serous  membrane — the  pleura — 
occupying  the  greater  part  of  the  cavity  of  the 
thorax,  and  separated  from  each  other  by  the 
contents  of  the  mediastinum.  Although  in  gen 
eral  conical,  the  lung  differs  in  many  respects 
from  a  true  cone.  The  base  is  concave,  mould- 
ed over  the  convexity  of  the  diaphragm,  and 
descending  further  at  the  back  and  side  than  at 
the  front  and  internally.  The  apex  is  not  over 
the  middle  of  the  base,  but  much  to  the  inner 
and  posterior  side  of  it,  so  that  the  back  and 
inner  side  of  the  lung  descend  much  more  di- 
rectly than  the  rest. 

The  right  lung  is  the  larger  on  account  of 
the  greater  encroachment  of  the  heart  on  the 
left.  Its  apex  rises  from  one  inch  to  one  and 
three  quarters  inches  above  the  level  of  the 
clavicle.  It  differs  from  the  apex  of  the  left 
lung  in  that  it  lies  close  to  the  trachea,  while 
the  apex  of  the  left  lung  is  separated  from  thb 
trachea  by  the  great  blood  vessels  springing 
from  the  arch  of  the  aorta.  The  anterior  bor- 
der runs  downward,  forward  and  inward — ■ 
passing  nearly  behind  the  right  costo-sternal  ar- 
ticulation to  the  mid-sternal  line  at  the  level  of 
the  second  rib.  From  this  point  it  runs  verti- 
cally downward  to  the  level  of  the  sixth 
chondro-sternal  articulation,  where  it  turns 
sharply  to  the  right  and  becomes  the  lower  bor- 
der. The  lower  border  bears  relation  to  the 
sixth  rib  in  front ;  side,  eighth  rib ;  back,  tenth 
rib.  The  lobes  are  three  in  number,  produced 
by  deep  fissures.  The  upper  and  lower  lobes 
are  separated  by  a  fissure  starting  at  the  spinal 
column,  level  with  the  spine  of  the  scapula. 
This  runs  outward,  downward  and  forward  to 
the  fourth  rib  in  the  axillary  line,  where  it 
divides  into  two  secondary  fissures.  The  upper 
runs  forward  horizontally,  reaches  the  anterior 
border  of  lung  at  the  fourth  rib.  The  lower 
fissure  passes  downward  and  forward  to  the 
lower  border  of  the  lung  in  the  mammillary 
line.    These  fissures  bound  the  middle  lobe. 

In  the  left  lung  the  apex  is  separated  from 
the  trachea  by  the  great  blood  vessels,  esoph- 
agus, areolar,  and  lymphoid  tissue.    The  ante- 


rior border  lies  farther  from  mid-sternal  line ; 
at  level  of  fourth  rib  it  curves  outward,  down- 
ward, and  then  moderately  inward  to  the  sixth 
rib,  exposing  a  semi-circular  area  of  the  peri- 
cardium (superficial  or  exposed  cardiac  dull- 
ness). The  lower  border  runs  outward  and 
around  to  the  spinal  column  similar  to  that  of 
the  right.  The  lobes  are  two  in  number, — the 
upper  and  lower,  separated  by  a  fissure  which, 
instead  of  bifurcating  as  in  the  right  side, 
passes  downward  and  forward,  to  end  at  the 
sixth  rib  in  the  left  mammillary  line. 

Both  upper  lobes  extend  as  far  as  the  spine 
of  the  scapula  posteriorly ;  below  this  are  the 
lower  lobes.  Anteriorly  the  lobes  bear  the  fol- 
lowing relations :  right  side,  upper  lobe  as  far 
down  as  fourth  rib ;  middle  lobe  from  fourth  to 
sixth  ribs ;  on  left  side,  upper  lobe  alone.  Lat- 
erally, right  side,  in  the  mid-axillary  line  is  the 
upper  lobe  and  the  beginning  of  the  middle 
and  lower  lobes.  Laterally,  left  side,  in  the 
mid-axillary  line,  upper  and  lower  lobes. 

It  is  the  superior  or  upper  lobe  on  both 
sides  that  contains  the  apex  and  the  lower  or 
inferior  lobe  which  has  the  base  or  the  broad 
concave  surface. 

The  volume  of  the  upper  and  lower  lobes  of 
the  left  lung  is  about  equal.  In  the  right  lung, 
that  of  the  inferior  is  about  equal  to  that  of 
the  other  two.  We  consider  the  middle  lobe 
simply  as  a  piece  cut  off  from  the  upper,  so 
that  the  right  upper  and  middle  lobes  corre- 
spond to  the  left  upper  lobe. 

The  roots  of  the  lungs  consist  of  the  bronchi, 
the  right  one  giving  off  a  branch  before  enter- 
ing the  lung ;  the  pulmonary  artery  and  vein ; 
the  bronchial  arteries  and  veins,  the  lymphatic 
vessels  and  nodes  and  the  nerves. 

Louis'  angle  (the  junction  of  the  manu- 
brium with  the  gladiolus)  marks  the  sternal  at- 
tachment of  the  second  rib.  It  is  opposite  to 
the  level  of  the  fifth  thoracic  vertebra,  indi- 
cates the  level  at  which  the  trachea  bifurcates, 
and  anteriorly  the  upper  point  at  which  the 
lungs  meet,  to  diverge  again  at  the  fourth  cos- 
tal cartilage.  It  marks  the  upper  boundary  of 
the  cardiac  auricles,  and  the  point  at  which  the 
veins  of  the  hand  collapse  while  the  arm  is  be- 
ing raised  upward  from  its  lowest  to  its  high- 
est position  (Gaertner's  test  of  venous  blood 
pressure).  It  forms  a  convenient  landmark 
from  which  to  count  ribs. 

The  percussion  note  from  the  right  upper 
apex  to  the  second  interspace  is  slightly  higher. 
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pitched,  less  resonant,  and  at  times  has  a 
slightly  tympanitic  quality  because:  (1)  The 
right  apex  is  smaller.  (2)  The  superior  vena 
cava  lies  in  front  of  the  inner  part  of  it.  (3) 
The  right  subclavian  artery  occupies  a  more 
anterior,  the  left  a  more  mesial,  position.  These 
conditions  account  for  the  diminished  reso- 
nance and  higher  pitch.  The  right  apex  lies  in 
immediate  contact  with  the  trachea.  This  ac- 
counts for  the  tympanitic  element  (and  in  part 
for  the  elevation  of  pitch.  (4)  A  slight  influ- 
ence— with  light  percussion — is  sometimes  ex- 
ercised by  the  increasing  thickness  of  the  right 
pectoral  muscles. 

Pleurae.  The  pleurae  are  a  pair  of  serous 
membranes  disposed  one  over  each  lung  and 
then  reflected  so  as  to  line  the  walls  of  the  cav- 
ity containing  it,  thus  forming  a  distinct  closed 
sac  about  each  lung ;  hence  the  pleura  is  divided 
into  a  visceral  and  a  parietal  layer.  The  latter 
is  subdivided  according  to  its  situation  into  a 
mediastinal,  a  costal,  a  cervical  and  a  dia- 
phragmatic part. 

The  visceral  layer  closely  invests  the  lungs, 
following  the  surface  into  the  depths  of  the 
fissures.  It  leaves  the  lung  at  the  borders  of 
the  hilum  and  invests  the  root  for  a  short  dis- 
tance, when  it  leaves  the  latter  and  spreads 
out  as  the  mediasinal  pleura,  which  is  applied, 
back  to  back,  to  the  pericardium,  thus  forming 
on  each  side  a  vertical  antero-posterior  septum 
between  the  lungs  and  the  contents  of  the 
mediastina. 

The  pleural  sacs  extend  below  the  lower  bor- 
der of  the  lungs  to  a  considerable  extent  in  the 
mammillary  line.  They  lie  2  inches  below  in  mid  - 
axillary  line,  Sy2  inches  in  the  scapular  line, 
iy2  inches  lower  than  the  edges  of  the  lungs. 

Lobules  of  the  Lung.  W.  S.  Miller  found  i 
that  the  last  branch  of  the  bronchus  before  break- 
ing up  in  the  parenchyma  of  the  lung  becomes 
somewhat  dilated  at  its  distal  extremity.  Con- 
nected with  this  expansion  of  the  terminal 
bronchus  there  are  from  three  to  six  nearly 
spherical  cavities— the  atria.  Each  atrium 
communicates,  on  the  one  hand,  by  means  of  a 
nearly  circular  opening  with  the  terminal  bron- 
chus ;  on  the  other  hand,  by  semilunar  shaped 
openings,  with  a  variable  number  of  larger  and 
more  irregular-shaped  cavities  (air  sacs)  which 
have  small  projections  from  their  surface  (al- 
veoli, air  cells).  From  this  description  it  will 
be  seen  that  the  air  sacs  do  not  communicate 
directly   with   the   terminal   bronchus,    as  is 


usually  described,  but  between  each  air  sac  and 
terminal  bronchus  there  is  interposed  a  cavity, 
which  is  constant  in  all  parts  of  the  lung,  viz., 
the  atrium. 

Thus  the  atrium  is  smaller  than  the  air  sacs 
and,  like  the  terminal  bronchus,  the  air  sac  has 
numerous  air  cells  projecting  from  its  surface. 
In  structure  the  walls  of  the  atrium  resemble 
that  of  the  air  sacs. 

The  above  portion  of  lung  structure,  Miller 
considers  the  lung  unit,  to  which  he  has  as- 
signed the  term,  "primary  lobule"';  while  to  an 
aggregation  of  primary  lobules  which  is  marked 
out  by  well-defined  connective  tissue  septa,  to- 
gether with  the  blood  vessels,  lymph  vessels  and 
neryes  associated  with  the  above-defined  aggre- 
gation, he  gives  the  name  of  "secondary  lob- 
ule." 

Piersol  agrees  with  Miller  that  the  portion 
which  he  has  called  the  primary  lobule  is  the 
lung  unit,  but  prefers  the  term  "lobule"  to  be 
associated  with  this  aggregation  of  units  which 
Miller  calls  the  secondary  lobule. 

The  Blood  Vessels  and  Lymphatics  of  the 
Lungs.  The  pulmonary  artery  serves  not  for 
the  nutrition  of  the  lung,  but  for  the  aeration 
of  the  blood.  An  intralobular  branch  enters 
each  lobule  near  the  apex  with  the  bronchus 
and  follows  its  ramifications  until  the  ultimate 
bronchi  have  ended  in  the  air-chambers  of  the 
lung  unit. 

The  pulmonary  veins  return  the  aerated 
blood  to  the  left  auricle.  They  arise  from  the 
capillaries  in  the  walls  of  the  air-chambers, 
running  first  on  the  outside  of  the  lung  units, 
uniting  with  others,  and  ramifying  the  con- 
nective tissue  about  the  lobules.  Thus  the  cir- 
culation is  from  the  center  toward  the  periph- 
ery. 

The  bronchial  arteries  carry  the  blood  for  the 
nutrition  of  the  lungs,  especially  that  of  the  air 
tubes,  the  lymph  nodes,  the  walls  of  the  blood 
vessels,  and  the  areolar  tissue  about  them. 

The  lymphatics  of  the  lungs  may  be  divided 
into  a  superficial  and  deep  set.  Lymphoid  tis- 
sue is  situated  in  the  peripheral  portion  of  the 
lung  and  also  in  the  pleura.  Passing  toward 
the  hilum  we  have  the  pulmonary  lymph  nodes, 
and  at  the  hilum  the  various  bronchial  groups 

The  flow  of  the  lymph,  according  to  Miller,  in 
the  lymphatics  of  the  bronchi,  arteries,  the 
main  venous  trunks,  and  the  greater  part  of 
the  pleura,  is  toward  the  hilum  of  the  lung. 
In  the  lymphatics  about  the  veins,  the  flow. 
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especially  in  those  beneath  the  pleura,  and  com- 
municating with  the  pleural  network  of  lym- 
phatics, may  be  toward  the  pleura. 

PHYSIOLOGY  OF  THE  RESPIRATORY  TRACT. 

Respiration  is  used  to  express  respiratory 
movement  and.  secondly,  the  interchange  of 
oxygen  and  carbon  dioxid.  By  means  of  the 
respiratory  movements  we  have  an  inflow  and 
outflow  of  air  to  and  from  the  lungs.  The  ob- 
ject is  to  supply  the  body  with  the  necessary 
oxygen  for  its  oxidation  processes  and  to  re- 
move the  carbon  dioxid  resulting  from  combus- 
tion. External  respiration  consists  in  the  inter- 
change between  gases  of  the  outer  air  and  those 
of  the  blood  contained  in  the  lungs  and  skin, 
while  the  internal,  or  tissue  respiration,  is  the 
exchange  of  gases  between  the  capillary  blood 
and  the  body  tissues. 

The  organs  of  external  respiration  consist  of 
the  lungs  and  upper  air  passages ;  pleurae ;  mus- 
cles of  inspiration  and  expiration;  nerves,  con- 
sisting of  the  vagus,  sympathetic,  intercostals, 
phrenic  and  others ;  the  respiratory  center 
which  is  located  in  the  medulla  and  subsidiary 
centers  in  the  cord;  pulmonary  blood  vessels. 

Any  condition  which  will,  in  any  way,  alter 
the  normal  action  of  any  of  the  above  struc- 
tures will  produce  a  change  in  the  external  res- 
piration and  indirectly  affect  the  internal  inter- 
change. Still  more  indirectly  will  it  affect  the 
metabolism  of  the  body  and  the  various  func- 
tions performed.  Thus  it  matters  not  whether 
the  disturbance  is  with  the  heart,  which  fails  to 
maintain  the  circulation  through  the  lungs, 
with  the  air  passages  not  permitting  sufficient 
amount  of  air  to  enter  the  air  sacs,  or  a  paraly- 
sis of  a  phrenic  nerve,  inhibiting  the  action  of 
the  diaphragm;  the  gaseous  exchange  is  inter- 
fered with  in  each  instance,  the  effect  depending 
upon  the  nature  and  severity  of  the  lesions. 

Therefore  the  normal  respiration  depends 
upon  the  condition  of  the  lungs  and  the  upper 
air  passages ;  the  respiratory  movements ;  the 
action  of  the  heart;  the  condition  of  the  blood 
and  blood  vessels;  and  the  character  of  the  air 
breathed. 

The  functions  of  the  upper  air  passages  are: 
(1)  to  transmit  air  to  and  from  the  lungs;  (2) 
to  warm  the  air;  (3)  to  filter  the  inspired  air; 
(4)  to  furnish  a  place  for  the  peripheral  end- 
ings of  the  nerves  of  smell;  (5)  to  protect  the 
lungs  from  foreign  particles  by  reflex  action  on 
account  of  the  stimulation  of  the  different  end- 


ings in  the  mucous  membrane.  The  mucus  se- 
creted by  the  glands  in  the  mucous  membrane 
of  the  respiratory  tract  arrests  dust  particles 
and  other  foreign  bodies  in  the  inspired  air, 
and  the  ciliated  epithelial  cells  keep  the  lungs 
clear  of  accumulations  of  mucus  and  the  sus- 
pended dirt  particles.  The  squamous  cells  lin- 
ing the  air  vesicles,  by  virtue  of  their  vital 
activity,  play  a  part  in  the  exchange  of  the 
respiratory  gases. 

The  mechanism  of  respiration  consists  in  the 
alternating  dilatation  and  contraction  of  the 
thoracic  cage ;  the  dilatation  is  termed  ' '  inspi- 
ration" and  the  contraction  is  called  "expira- 
tion." The  lungs  lie  wholly  passive  within  the 
thoracic  cavity,  and  by  virtue  of  their  complete 
elasticity  follow  every  change  in  the  capacity 
and  shape  of  the  thorax.  Enlargement  of  the 
thorax  is  affected  by  certain  muscles  known  as 
the  muscles  of  inspiration ;  the  diaphragm  de- 
scends and  at  the  same  time  is  withdrawn  from 
the  chest  walls ;  the  ribs  are  elevated  and  ro- 
tated outward.  At  the  end  of  inspiration  the 
muscles  relax  and  the  thorax  collapses,  expira- 
tion being  usually  a  passive  process  due  to  the 
elasticity  of  the  lungs,  the  weight  of  the  chest, 
the  tension  of  the  abdominal  muscles,  and  the 
torsion  of  the  costal  cartilages.  It  is  also  assist- 
ed to  some  extent  by  the  action  of  the  muscles 
of  expiration.  The  respiratory  movements  are 
controlled  by  a  center  in  the  medulla. 

The  lungs  are  in  the  nature  of  two  large 
bags  which  are  honeycombed  with  saccular 
pouches  or  alveoli.  Owing  to  this,  the  total 
surface  exposed  by  these  air  vesicles  is  equal  to 
i  200  square  meters.  This  surface  is  from  100 
to  130  times  greater  than  the  surface  of  the 
body.  These  air  vesicles  are  covered  by  a 
dense  capillary  plexus,  and  so  dense  is  this  that 
the  air  vesicles  are  literally  covered  by  a  film  of 
blood.  The  lungs  are  highly  elastic,  always  un- 
der normal  conditions  they  are  somewhat 
stretched  or  inflated.  At  birth  the  lungs  do  not 
contain  any  air;  but,  after  respiration  has  once 
started,  there  is  never  any  absence  of  air. 

The  importance  of  knowing  the  amount  of 
air  space  within  the  air  sacs  and  air  passages 
is  quite  evident  in  many  conditions  where  the 
amount  of  air  taken  in  and  given  off  seems  to 
be  much  diminished.  In  these  conditions  the 
spirometer  is  of  value  and  will  best  show  the 
tidal  air,  by  which  is  meant  the  volume  re- 
spired during  each  quiet  respiratory  move- 
ment, amounting  to  300  cc,  or  18  cubic  inches. 
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The  complemental  air  is  the  volume  of  air  in- 
spired after  completion  of  ordinary  inspiration, 
and  amounts  to  1700  ec.,  or  104  cubic  inches. 
After  you  have  performed  a  quiet  expiratory 
act  you  can  force  from  the  lungs  a  large  vol- 
ume of  air,  called  "reserve"  or  "supplemen- 
tal" air,  which  is  equivalent  to  1500  cc,  or  91 
cubic  inches.  After  you  have  thus  forcibly 
driven  all  air  from  the  lungs  that  is  possible,  a 
considerable  amount  remains  in  the  lungs. 
Thus  the  volume  of  air  remaining  in  the  lungs 
after  a  forced  expiration  is  called  "residual 
air,"  and  is  equal  to  1000  cc,  or  61  cubic 
inches.  Therefore,  the  vital  capacity  of  the 
lungs  is  the  volume  of  air  which  can  be  expired 
after  forced  inspiration.  It  includes  the  tidal, 
complemental,  reserve,  and  residual  airs,  and 
amounts  to  4000  to  4500  cc.  It  varies  with  age, 
stature,  posture,  occupation,  clothing  and  state 
of  the  stomach. 

Atmospheric  pressure  is  exerted  upon  the 
veins  in  the  neck  and  externally  upon  the  vena 
cava  in  the  abdomen,  while  in  both  cases  the 
pressure  in  the  thorax  upon  the  extensions  of 
these  vessels  is  less.  At  each  inspiration,  there- 
fore, the  blood  is  rapidly  forced  from  these 
veins  into  the  heart.  The  atmospheric  pressure 
equals  760  mm.  of  mercury,  or  about  15  pounds 
to  the  square  inch. 

The  intrathoracic  pressure  is  the  pressure  in 
the  thoracic  cavity  outside  of  the  lungs.  It  is 
the  pressure  exerted  upon  the  heart  and  the 
great  vessels  in  the  chest. 

The  intrapulmonic  pressure  is  the  pressure  in 
the  interior  of  the  lungs.  During  inspiration, 
intrapulmonic  pressure  falls  below  the  atmos- 
pheric pressure.  If  the  air  passages  are  ob- 
structed, as  in  asthma,  edema  of  the  glottis  or 
a  cold  in  the  head,  there  is  a  fall  of  pressure  in 
the  lung  during  inspiration.  When  the  glottis 
is  closed  inspiration  and  expiration  give  greater 
rise  and  fall.  Emphysema  results  from  the  in- 
creased intrathoracic  pressure,  the  least  sup- 
ported, or  weak  parts,  giving  way  first. 

The  normal  respiratory  rate  per  minute  in 
the  newborn  is  44 ;  from  1  to  5  years,  26 ;  15  to 
20  years,  20;  20  to  25  years,  18.7;  25  to  30 
years,  16;  30  years,  15.1. 

In  disease  the  respiration  rate  may  be  in- 
creased or  diminished. 

a.  Rapid  respiration — may  exist  without  the 
presence  of  difficult  or  laborious  breathing.  It 
may  be  due  to  muscular  exertion,  mental  excite- 


ment, fever,  by  the  influence  of  heated  blood 
upon  the  medulla,  lobar  pneumonia,  hysteria. 

b.  Slow  respiration — found  in  many  of  the 
varieties  of  coma,  collapse,  and  by  poisoning 
with  aconite,  antimony,  chloral,  chloroform 
and  opium. 

The  term  "eupnea"  is  applied  to  easy 
breathing.  In  this  the  chief  point  of  distinc- 
tion is  that  expiration  is  entirely  passive.  Quiet 
breathing  is  mainly  diaphragmatic  or  abdom- 
inal. We  speak  of  the  types  of  breathing  as 
either  "costal"  or  "abdominal,"  implying  that 
these  respective  parts  are  seen  to  act  more 
strongly. 

The  thoracic  type  predominating  is  found 
normally  in  women  at  or  after  the  age  of  pu- 
berty. Costal  breathing  in  a  man  or  its  pres- 
ence to  excess  in  a  woman  is  indicative  either 
of  dyspnea,  real  or  subjective,  or  of  some  con- 
dition limiting  the  mobility  of  the  diaphragm, 
abdominal  respiration  depending  upon  the  full 
and  free  action  of  the  latter. 

Excessive  upper  costal  or  diminished  abdom- 
inal breathing  may  be  caused  by  pressure  upon 
the  diaphragm,  ascites,  meteorism,  or  abdom- 
inal tumors  or  enlargements ;  large  pericardial 
effusion,  inflammation  of  the  diaphragmatic 
pleura  or  peritoneum,  paralysis  of  the  dia- 
phragm, emphysema.  Finally,  the  marked  cos- 
tal breathing  of  the  hysterical  patient  is  fa- 
miliar. 

The  abdominal  type  predominating  is  found 
.in  children  of  both  sexes  and  the  adult  male. 
If  this  type  is  exaggerated  in  a  man,  or  is  pres- 
ent together  with  diminished  or  absent  thoracic 
breathing  in  a  woman,  it  is  abnormal. 

Causes.  Found  in  conditions  which  render 
movements  of  the  thorax  painful,  such  as  pleu- 
risy, pleurodynia,  fracture  of  rib,  double  pleu- 
ral effusion,  calcification  of  the  costal  cartilages, 
emphysema,  the  rare  scleroderma  of  the  chest 
wall  and  ossifying  myositis;  may  also  be  due  to 
paralysis  of  the  muscles  of  inspiration,  as  in 
injury  or  disease  of  the  cervical  portion  of  the 
spinal  cord  or  bulbar  paralysis,  or  spasm  of  the 
same  muscles  in  strychnine  poisoning  or  tet- 
anus. 

Respiratory  movements  of  the  thorax  should 
be  investigated  by  inspection,  palpation  and 
mensuration.  Inspect  chest  in  a  good  light  from 
the  front,  side,  back  and  from  above — watching 
carefully  for  defective  or  excessive  motion,  gen- 
eral or  local. 
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The  natural  type  shows  the  movement  fairly 
well  balanced — abdominal  in  excess.  The  ex- 
treme costal  type  is  somewhat  different  from 
the  others  in  that  there  is  a  marked  outward 
movement  of  the  costal  portion  of  the  thorax 
and  movement  inward  of  the  abdominal  walls. 
In  this  type  we  find  the  most  effective  force  to 
get  blood  back  to  the  heart. 

NERVOUS  MECHANISM  OF  THE  RESPIRATORY  MOVE- 
MENTS. 

The  nervous  mechanism  required  to  initiate 
and  regulate  the  coordinated  action  of  the 
numerous  muscles  which  execute  the  respiratory 
movements  consist  of  a  respiratory  center,  with 
afferent  and  efferent  nerves.  The  respiratory 
center  lies  in  the  medulla,  and  is  divided  into 
unilateral  halves,  so  closely  connected  as  to  per- 
form functionally  as  a  single  center.  The 
right  half  is  connected  with  the  respiratory 
musculature  of  the  same  side  and  vice  versa. 
Each  half  is  sensorially  connected  with  both 
sides  of  the  body. 

No  sensory  impulses  are  generated  in  the 
lungs  under  normal  conditions  except  those  gen- 
erated in  inflation  which  inhibits  the  discharge 
of  impulses  from  the  center. 

The  power  of  rhythmic  action  is  inherent  in 
the  nerve  cells  of  the  center,  but  it  requires  a 
continuous  excitation,  which  is  supplied  by  the 
carbon  dioxid  and  other  substances  in  the  circu- 
lating blood. 

Deficient  Expansion.  This  may  be  general, 
affecting  the  thorax  as  a  whole,  or  localized  on 
one  side  or  a  portion  of  the  chest.  A  general 
poor  expansion  may  be  due  to  the  limiting  ef- 
fect of  the  chest  pain  incident  to  pleurisy, 
pneumonia,  pleurodynia,  fractured  ribs,  an- 
gina pectoris  and  intercostal  neuralgia,  ob- 
structed upper  air  passages,  as  in  pressure  on 
the  trachea  (mediastinal  tumors  or  aneurysm), 
laryngeal  stenosis,  tumor,  paralysis  or  spasm, 
paralysis  or  tetanic  spasm  of  the  respiratory 
muscles,  asthma  and  emphysema,  the  lungs  be- 
ing distended  to  an  extent  which  will  permit 
but  slight  additional  expansion.  Shallow 
breathing  may  be  simply  a  part  of  the  general 
muscular  weakness  of  adynamic  conditions,  e.g., 
collapse  syncope,  or  the  typhoid  state  in  gen- 
eral. 

Unilateral  deficiency  of  expansion  is  indica- 
tive of  some  diseased  condition  which  prevents 
inflation  of  the  corresponding  lung.  It  is  a 
diagnostic  symptom  of  importance,  and  may 


find  its  explanation  in  a  mechanical  hindrance 
to  expansion  upon  one  side  by  the  presence  of 
fluid  or  air  in  the  pleura  or  extensive  pleural 
adhesions,  or  on  the  right  side  by  an  enlarged 
liver;  in  obstruction  in  the  main  bronchus  by 
foreign  body  or  the  pressure  of  an  aneurysm 
or  tumor,  or  in  disease  confined  to  one  lung — 
tuberculous,  fibroid,  pneumonic,  cancerous,  hy- 
datid or  atelectatic. 

A  local  deficiency  in  expansion  or  a  lagging 
of  one  portion  of  the  chest  wall  behind  the  re- 
mainder during  inspiration  is  suggestive  of 
circumscribed  disease  of  the  lung  or  pleura. 
Deficient  expansion  under  the  clavicle  is  seen 
in  tuberculosis;  of  the  upper  or  lower  portion 
of  the  thorax,  in  apical  or  basal  pneumonia;  of 
the  pericardial  space  in  pericardial  adhesions, 
of  various  localities  with  pleural  adhesions,  and 
especially  in  the  child  in  local  atelectasis,  or 
collapse  of  the  lung. 

Increased  general  expansion  occurs  after  ex- 
ercise or  mental  excitement  and  in  hysteria  and 
some  forms  of  dyspnea.  Local  or  unilateral  in- 
crease of  expeftsion  may  be  compensatory. 

Retraction  of  the  interspaces  is  usually  as- 
sociated with  deficient  expansion  and  inspiratory 
dyspnea.  General  retraction  is  most  marked  in 
obstruction  of  the  upper  air  passages  and  ex- 
tensive bilateral  broncho-pneumonia  in  chil- 
dren. Unilateral  or  local  recession  indicates  ob- 
struction of  the  bronchus  or  circumscribed  in- 
terference with  expansion  as  in  pulmonary 
collapse  of  infants,  the  affected  portion  not  dis- 
tending, pleuritic  adhesions  and  other  similar 
conditions.  Bulging  during  inspiration  is  seen 
only  above  the  clavicles,  and  is  an  evidence  of 
emphysema,  the  apex  of  the  hypertrophied  lung 
protruding  above  its  normal  level. 

LITTEN'S  PHENOMENON. 

The  existence  of  the  moving  shadow  of  the 
diaphragm  in  the  axilla,  with  patient  supine, 
feet  to  the  light,  is  due  to  the  fact  that,  at  the 
end  of  expiration,  the  lower  portion  of  the 
highly  arched  diaphragm  is  in  contact  with  the 
chest  wall  as  far  up  as  the  sixth  rib.  During  in- 
spiration the  diaphragm  flattens,  recedes  from 
the  chest  wall  and  permits  the  lower  borders  of 
the  expanding  lungs  to  interpose  between  it 
and  the  chest*  wall :  the  lungs  thus  enter  the 
complemental  pleura  and  fill  out  the  corre- 
sponding intercostal  spaces.  The  extent  of 
movement  of  the  shadow  is,  therefore,  a  meas- 
ure of  the  excursion  of  the  diaphragm.    In  this 
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respect  Litten's  method  is  also  a  fairly  good 
substitute  for  the  fluoroseope.  A  normal  ex- 
cursion aud  a  proper  respiratory  action  of  the 
thorax  constitutes  good  evidence  of  a  satisfac- 
tory pulmonary  capacity.  A  diminished  excur- 
sion is  present  in  the  early  stage  of  pulmonary 
tuberculosis,  or  may  occur  in  conditions  of 
great  prostration  from  any  cause.  Absent 
excursion  is  seen  in  pleural  effusions,  pneu- 
monia of  the  lower  lobes  and  in  emphysema,  as 
the  diaphragm  in  such  cases  is  held  away  from 
contact  with  the  chest  wall.  It  may  be  due  to 
pleuritic  adhesions  between  the  chest  wall  and 
the  diaphragm,  whereby  the  descent  of  the  lat- 
ter is  prevented.  A  contracted  (fibroid)  or  ad- 
herent lung  may  be  unable  to  descend  into  the 
complementary  space.  A  very  large  ascites 
also  may  abolish  the  phenomenon,  although  ab- 
dominal tumors,  either  solid  or  fluid,  provided 
they  are  not  of  great  size,  do  not  hinder  the 
movement  of  the  diaphragm  and  the  produc- 
tion of  the  shadow.  This  fact  may  afford  a  val- 
uable differential  sign  in  deciding  between  a 
right  pleural  effusion  or  enlargement  of  the 
liver,  on  the  one  hand,  and  a  subphrenic  ab- 
scess on  the  other.  The  finding  of  the  Litten's 
phenomenon  speaks  for  the  subphrenic  abscess. 

By  the  term  "apnea"  we  mean  no  breathing. 
Often  in  medical  literature  it  is  used  wrongly 
to  express  suffocation.  It  is  due  to  stimula- 
tion of  the  respiratory  centers,  and  is  brought, 
about  by  rapid  and  prolonged  ventilation  of 
the  lungs  caused  by  removal  of  carbon  dioxid 
from  the  blood;  rhythmical  inhibition  of  the 
respiratory  centers  through  the  vagus  endings 
in  the  lungs. 

When  disturbances  of  external  respiration 
become  considerably  greater  than  can  be  met  by 
compensatory  mechanism,  asphyxia  is  pro- 
duced. The  symptoms  such  as  we  see,  namely, 
suffocation,  convulsions,  calm — due  to  exhaus- 
tion of  the  respiratory  centers,  long-drawn  in- 
spiration, quietness  and  death  are  due  to  lack 
of  oxygen  and,  secondly,  to  an  increase  in  the 
carbonic  acid  gas. 

Muscular  work  increases  the  rate  and  ampli- 
tude of  respiratory  movements,  probably  due  to 
certain  substances  produced  in  the  muscles, 
which  are  thrown  into  the  blood. 

All  living  things  are  killed  when  the  oxygen 
pressure  is  high — from  300  to  400%.  Warm- 
blooded animals  die  with  convulsions  when 
three  atmospheres  of  pure  oxygen  or  fifteen  at- 
mospheres of  air  is  reached.    A  pressure  of  two 


atmospheres  of  air  (40%)  shows  no  injurious 
effect. 

No  bad  results  are  seen  from  a  diminished 
amount  of  oxygen  until  10%  is  reached.  At 
or  below  this  amount  the  hemoglobin  of  the 
blood  cannot  take  up  oxygen.  At  10%  respi- 
ration becomes  deeper,  more  frequent,  and  the 
lips  become  blue.  At  8%  the  face  assumes  a 
leaden  color  but  distress  is  not  marked.  At 
5%  marked  panting,  clouded  senses,  loss  of 
power  is  observed,  and  at  1%  to  2%  there  is  loss 
of  consciousness  in  40  or  50  seconds.  If  main- 
tained for  some  time,  death  with  convulsions 
occurs  when  the  pressure  is  diminished  to  6%. 
The  effects  of  an  increased  amount  of  carbon 
dioxid  are  that  hypernia,  which  is  excessive  or 
abnormal  mental  activity,  occurs  at  a  concen- 
tration of  3%.  A  distinct  dyspnea  is  seen  at  a 
concentration  of  8%,  10%,  15%. 

Cheyne-Stokes  respiration  is  seen  in  arterio- 
sclerosis, uremic  states,  cerebral  edema,  fatty 
degeneration  of  the  heart,  kidney  diseases,  and 
other  conditions.  It  is  always  a  grave  sign  in 
the  adult.  There  is  a  gradual  increase,  climax, 
and  a  gradual  fall  in  the  curve  of  the  respira- 
tory movements,  followed  by  a  pause.  The 
ascending  and  descending  phases  are  about  the 
same  in  length  of  time.  The  average  is  three 
cycles  per  minute.  The  real  cause  is  not  known, 
although  it  is  seen  to  occur  generally  when  the 
nerve  centers  of  respiration  are  fatigued,  or 
the  vitality  is  lowered.  The  action  tends  to  be 
periodic. 

Biot's  respiration  is  sometimes  called  menin- 
geal respiration.  This  is  a  very  decided  pause 
from  several  seconds  to  half  a  minute,  and  is 
more,  or  less,  periodic.  This  is  also  a  grave 
prognostic  sign. 

Dyspnea  is  an  altered  form  of  breathing  pro- 
duced by  various  conditions  which  serve  to 
promote  the  object  of  breathing.  It  is  in- 
creased for  the  demands  upon  the  oxidation 
processes  and  when  the  respiratory  processes 
are  obstructed.  Both  the  deficiency  of  oxygen 
and  the  excess  of  carbon  dioxid  are  of  impor- 
tance in  the  cause  of  this  condition.  In  cyano- 
sis, the  difference  in  color  between  the  arterial 
and  venous  blood  is  due  to  a  changed  per- 
centage of  oxygen,  and  the  blue  color  of  the 
peripheral  veins  is  attributed  to  interference 
with  the  light  rays  in  the  skin.  The  primary 
cause  of  cyanosis  seen  in  divers  returning  to 
the  surface  is  the  consumption  of  the  circu- 
lating oxygen.    The  condition  of  collapse  in 
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peritonitis,  and  partly  so  in  cholera,  is  due  to 
the  reduction  of  pressure  in  the  aortic  system 
whereby  the  organs  do  not  receive  a  sufficient 
supply  of  blood  and  become  impoverished  in 
oxygen.  In  disturbances  of  the  respiratory  ap- 
paratus with  dyspnea,  pronounced  cyanosis  oc- 
curs only  when  the  respiration  is  not  strong 
enough  to  arterialize  the  blood  through  in- 
creased pulmonary  action. 

Cases  of  prolonged  dyspnea  without  cyanosis 
are  seen  in  those  affections  in  which  the  dis- 
turbance of  respiration  Is  due  to  direct  or  re- 
flex excitation  of  the  central  nervous  organs  of 
the  respiratory  system.  It  is  frequently  ob- 
served in  dyspnea  with  high  temperature,  in 
the  heavy  breathing  which  precedes  coma  dia- 
beticum,  and  in  bronchiall  asthma.  Dypsnea 
may  be  caused  by:  (1)  pain,  (2)  diminished 
breathing  surface,  (3)  general  circulatory  dis- 
turbances, (4)  disturbances  of  the  upper  air  pas- 
sages, (5)  bronchitis,  (6)  bronchial  asthma,  (7) 
emphysema,  (8)  uremia  of  nephritis,  (9)  fever, 
(10)  anemia. 

Asthma  is  an  expiratory  dyspnea.  It  is 
probable  that  the  dyspnea  is  due  to  a  spas- 
modic contraction  of  the  unstriped  muscular 
fibers  in  the  bronchioles.  At  times  there  may 
be  a  true  inflammation  of  the  mucous  mem- 
brane of  much  of  the  respiratory  passage.  The 
hindrance  to  the  entrance  and  exit  of  air  is 
due  to:  (1)  swelling  of  the  mucous  membrane, 
(2)  abnormal  secretion  of  mucus,  (3)  spasm 
of  the  diaphragm  induced  by  stimulation  of 
the  vagus,  (4)  spasm  of  the  muscles  of  the 
small  bronchi  (Krehl).  The  attacks  may  be 
produced  reflexly.  Stimulation  most  fre- 
quently is  made  upon  the  sensitive  parts  of  the 
respiratory  tract,  as  the  turbinates  of  the  nose 
and  the  surface  of  the  finer  bronchi. 

Emphysema  is  a  dyspnea  due  to  diminished 
expiratory  power  and  decreased  aerating  sur- 
face, consequent  to  vesicular  atrophy  and  loss 
of  capillaries  in  the  walls.  The  prolonged  ex- 
piration is  due  to  diminished  elasticity  of  the 
lung  tissue. 

Actual  pain  may  be  caused  by  diseases  of 
the  respiratory  apparatus.  Most  authors  be- 
lieve that  the  lungs  themselves  contain  no  fibers 
that  are  capable  of  transmitting  sensations  of 
pain,  and  that  all  pulmonary  pains  arise  from 
the  pleura  or  the  chest  wall.  Severe  pains  are 
frequently  present  in  dry  pleurisies,  and  since 
the  latter  often  accompany  diseases  of  the  lungs, 
it  is  possible  that  they  are  responsible  for  the 


pain  present  in  many  of  these  cases.  Pain, 
however,  may  be  present  in  diseases  of  the 
lung  which  are  not  accompanied  by  pleurisy. 
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A  PORTABLE  RESPIRATION  APPARATUS 
FOR  CLINICAL  USE.* 
By  Francis  G.  Benedict,  Boston. 

The  value  of  studies  of  the  gaseous  metabolism 
in  clinical  and  surgical  treatment  is  being  in- 
creasingly recognized.  Metabolism  studies  are 
frequently  made  for  such  use,  but  unfortunately 
the  technic  is  somewhat  complicated,  particu- 
larly as  many  of  the  methods  employed  require 
gas  analysis.  Although  the  cumbersome  gas- 
analysis  apparatus  of  Zuntz-Geppert  has  been 
superseded  by  the  more  portable  form  of  Hal- 
dane,  gas  analysis  in  all  its  intricacies  still  re- 
mains the  bugbear  of  workers  in  gaseous 
metabolism.  Furthermore,  the  gas  analyst,  to  re- 
tain his  skill,  must  analyze  practically  every  day. 

In  all  forms  of  respiration  apparatus,  the 
technical  errors  inevitably  fall  primarily  on  the 
determination  of  the  oxygen  consumption.  Any 
method  of  determining  the  gaseous  metabolism 
in  short  periods,  which  does  not  give  accurate 
measurements  of  oxygen  consumption,  can  have 
but  limited  value  for  the  study  of  pathological 
cases;  for  of  the  two  respiratory  gases,  carbon 
dioxide  and  oxygen,  the  latter  is  the  better  index 
of  the  total  metabolism  and  the  energy  trans- 
formations. 

It  was  formerly  believed  that  direct  heat 
measurements  were  absolutely  necessary  for  ac 
curate  estimates  of  the  energy  transformations 
in  the  body,  but  Gephart  and  Du  Bois1  have 
admirably  shown  that  even  during  short  periods 
of  one  hour  the  heat  calculated  from  the  meas- 
urement of  the  gaseous  metabolism  (indirect 
calorimetry)  compares  very  closely  with  that  di- 

*  From  the  Nutrition  Laboratory  of  the  Carnegie  Institution  of 
Washington,  Boston,  Mass. 
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reetly  measured  in  a  respiration  calorimeter 
similar  to  those  used  in  the  Nutrition  Laboratory. 
Thus  today  we  may  confidently  assert  that  an 
accurate  measurement  of  the  oxygen  consump- 
tion is  a  very  close  index  of  total  heat  production. 
The  calorific  value  of  1  liter  of  oxygen,  i.e.,  the 
heat  produced  when  1  liter  of  oxygen  is  absorbed 
in  the  body,  remains  relatively  constant  irre- 
spective of  whether  oxygen  is  used  to  burn  fat 
(calorific  value  per  liter  of  oxygen,  4.686 
calories)  or  to  burn  carbohydrate  (calorific  val- 
ue per  liter  of  oxygen,  5.047  calories).  On  the 
other  hand,  the  calorific  value  of  carbon  dioxide, 
that  is,  the  heat  accompanying  the  excretion  of 
1  gram  of  carbon  dioxide,  varies  considerably, 
depending  upon  whether  the  carbon  dioxide  is 
derived  from  the  combustion  of  fat  (calorific 
value  per  liter  of  carbon  dioxide,  6.694  calories) 
or  from  the  combustion  of  carbohydrate 
(calorific  value  per  liter  of  carbon  dioxide, 
5.047  calories).  Unfortunately,  as  has  already 
been  shown,  the  oxygen  consumption  is  usually 
the  more  difficult  factor  to  determine. 

The  best  type  of  apparatus  to  use  for  measur- 
ing the  gaseous  metabolism  of  hospital  patients 
has  been  a  matter  of  special  consideration.  In 
measuring  the  metabolism  with  any  type  of  res- 
piration apparatus,  we  have  always  to  consider 
the  fundamental  physiological  error  due  to  a 
possible  disturbance  of  normal  respiration.  As 
already  pointed  out,1  all  forms  of  respiration 
apparatus  in  which  a  mouthpiece  or  nosepieces 
are  employed  (and  this  does  not  include  the  use 
of  a  mask  permitting  free  breathing)  are  sub- 
ject to  criticism  on  account  of  the  altered  type 
of  respiration.  This  physiological  alteration  of 
respiration  affects  primarily  the  carbon-dioxide 
excretion.  For  instance,  a  temporary  over- 
ventilation  of  the  lungs  produces  an  excessive 
sweeping  out  of  carbon  dioxide.  This  results  in 
an  abnormally  high  value  for  the  carbon-dioxide 
excretion,  which  of  course  materially  disturbs 
the  respiratory  quotient.  Such  alterations  of 
the  respiration  are  especially  liable  to  occur 
with  hospital  patients,  who  are  frequently  in- 
clined to  be  apprehensive  and  annoyed  by  the  at- 
tachment of  breathing  appliances.  It  was  for 
this  reason  that  the  clinical  respiration  chamber,3 
which  insures  normal  untrammelled  breathing, 
was  devised.  A  replica  of  the  apparatus  has  been 
successfully  used  at  the  New  England  Deaconess 
Hospital  and  elsewhere  for  the  determination  of 
the  respiratory  quotient  of  patients;  we  believe 
it  to  bo  the  best  method  for  this  specific  purpose. 


The  technical  skill  of  Dr.  Thorne  M.  Carpenter 
of  the  Nutrition  Laboratory  has  enabled  him  to 
use  a  mask  applied  to  a  patient's  face,  the  mask 
being  supplemented  by  expiratory  and  inspira- 
tory valves ;  the  expired  air  is  collected  in  a 
spirometer  and  analyzed  with  the  Haldane  ap- 
paratus. This  procedure  has  been  successfully 
copied  in  many  hospital  laboratories.  With  an 
expert  gas  analyst  and  the  daily  use  of  a  good 
gas-analysis  apparatus,  the  method  gives  very 
satisfactory  results,  inasmuch  as  the  application 
of  the  mask  to  the  face  is  undoubtedly  a  much 
less  disturbing  factor  in  respiration  than  the  in- 
sertion of  either  a  mouthpiece  or  nosepieces. 

All  of  the  forms  of  respiration  apparatus 
heretofore  used  for  pathological  study  require 
considerable  time  for  the  completion  of  their 
several  experimental  processes.  Usually  to  se- 
cure duplicate  results  it  is  necessary  for  the  pa- 
tient to  remain  in  the  laboratory  at  least  an  hour 
or  an  hour  and  a  half,  and  with  most  types  of  ap- 
paratus the  experiment  must  be  followed  by  an 
hour  or  more  of  trying  gas  analysis.  Neither 
the  universal  respiration  apparatus4  nor  the 
clinical  respiration  chamber5  require  gas  analysis, 
but  with  both  apparatus  a  special  meter  is  used 
for  the  measurement  of  the  oxygen  consumption, 
with  corrections  for  barometric  and  temperature 
changes  and  frequent  calibration.  While  the 
clinical  respiration  chamber  especially  leaves 
little  to  be  desired  so  far  as  accuracy  and  sim- 
plicity of  operation  are  concerned,  the  two  ap- 
paratus are  yet  sufficiently  complicated  to  de- 
mand considerable  regular  attention  to  keep 
them  in  working  condition.  Furthermore,  they 
both  need  not  a  little  space  for  operation  and 
are  not  portable,  inasmuch  as  they  cannot  be 
readily  transported  from  ward  to  ward  or  from 
the  bedside  of  one  patient  to  that  of  another  in 
the  hospital.  The  need  of  a  portable  apparatus 
designed  to  give,  without  gas  analysis  and  with- 
out meters  or  weighings,  a  rapid  and  accurate 
measurement  of  the  oxygen  consumption,  is  very 
great. 

The  oxygen  consumption  is  not  only  the  more 
important  of  the  two  respiratory  gases,  at  least 
so  far  as  its  significance  in  quantitative  measure- 
ments of  the  total  metabolism  is  concerned,  but 
it  has  the  further  advantage  over  the  carbon- 
dioxide  production  of  not  being  affected  by  ab- 
normal respiration  unless  the  over-ventilation  of 
the  lungs  is  so  extraordinarily  large  as  to 
necessitate  excessive  muscular  exertion.  Con- 
sequently a  type  of  apparatus  which  is  to  be 
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used  primarily  for  measurements  of  the  oxygen 
consumption  and  only  secondarily  for  measure- 
ments of  the  carbon-dioxide  production,  may, 
with  propriety,  employ  a  mouthpiece.  It  is 
with  this  fact  in  mind  that  the  portable  respira- 
tion apparatus  here  to  be  described  has  recently 
been  devised. 

DESCRIPTION  OF  THE  APPARATUS. 

In  the  portable  respiration  apparatus  the  pa- 
tient breathes  into  and  out  of  a  confined  volume 
of  air  that  circulates  through  a  series  of  puri- 
fiers which  remove  the  carbon  dioxide  as  fast  as 
formed.  As  the  air  passes  through  the  lungs  of 
the  patient,  oxygen  is  absorbed  from  the  air. 
with  a  consequent  gradual  decrease  in  the  oxygen 
content.  The  decrease  in  the  total  volume  of 
the  air  represents  the  volume  of  oxygen  con- 
sumed. 

The  portable  respiration  apparatus  consists  of 
a  mechanical  blower  to  circulate  the  air,  three 
bottles  containing  purifying  material  to  remove 
the  carbon  dioxide  and  water-vapor,  and  a 
spirometer  with  suitable  piping  and  connections. 
The  spirometer  serves  the  triple  purpose  of  pro- 
viding (1)  a  suitable  housing  for  the  mechanical 
blower;  (2)  a  fluctuating  factor  in  the  air  cir- 
cuit to  allow  for  inspiration  and  expiration,  i.e., 
an  expansion  chamber;  and  (3)  a  measure  of 
the  oxygen  consumed  by  means  of  a  direct  read- 
ing of  the  level  of  the  spirometer  bell  at  the  be- 
ginning and  end  of  an  experiment. 


Fig.  1. — Connections  with  Subject,  Portable  Respiration  Apparatus. 
E,  second  water  absorber ;  W,  pipe  carrying  air  to  subject ;  O, 
pipe  conducting  expired  air  from  subject  to  spirometer ;  V, 
3-way  valve  between  air  circuit  and  mouthpiece ;  A,  hand  wheel 
controlling  adjustment  of  3-way  valve  and  mouthpiece  on  ex- 
tension arm,  L;  B,  hand  wheel  permitting  the  raising  or  lower- 
ing of  L  on  standard,  S.  The  portable  nature  of  the  apparatus 
is  indicated  by  the  mounting  of  base  on  castors. 


After  leaving  the  air-purifying  bottles,  the 
air  passes  through  a  tube  to  the  patient's  mouth. 
The  expired  air,  containing  carbon  dioxide,  is 
drawn  through  a  large-caliber  tube  to  the 
spirometer,  from  which  it  is  whirled  by  the 
blower  through  the  purifying  bottles,  and  thence 
returned  to  the  patient  for  rebreathing.  The 
connection  with  the  subject  is  shown  in  Figure  1 
and  the  general  installation  and  details  of  the 
air-circuit  in  Figure  2. 


Fig.  2. — -Spirometer  and  Absorbing  System  of  Portable  Respiration 
Apparatus.  G,  large  calibre  pipe  conducting  expired  air  to 
spirometer ;  a,  air-impeller ;  C,  first  water-absorber ;  D,  carbon- 
dioxide  absorber ;  E,  second  water-absorber ;  S,  point  at  which 
rate  of  ventilation  may  be  tested  by  disconnecting  coupling ;  W , 
pipe  conducting  purified  air  to  subject ;  P,  pet-cock  for  introduc- 
tion of  oxygen ;  T,  thermometer  for  obtaining  records  of  tempera- 
ture of  spirometer.  The  spirometer  bell  is  counterpoised  by  the 
weight,  X,  attached  to  silk  thread  passing  over  aluminum  wheel, 
Z.  Scale  on  which  pointer  indicates  height  of  spirometer  bell  is 
shown  at  right  of  X. 

ROTARY  AIR-IMPELLER. 

Although  this  apparatus  is  a  direct  develop- 
ment of  the  universal  respiration  apparatus,'  it 
has  many  striking  similarities  to  the  early 
"oxygenographe"  of  Fredericq7  and  the  later  de- 
vice of  Krogh,"  and  it  would  be  far  from  our  in- 
tention to  present  as  "new"  the  fundamental 
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features  of  the  clever  devices  of  these  investi- 
gators. In  at  least  one  main  particular,  how- 
ever, the  new  apparatus  differs  from  the  ear- 
lier forms  in  that  the  air  is  circulated  not  by  the 
lungs  of  the  patient  but  by  an  electrically-driven 
fan.  There  are  no  valves  to  be  actuated  by  the 
lungs,  and  the  fan  does  all  the  work  of  circulat- 
ing the  air,  passing  it  through  the  purifying 
agents,  etc.  The  lungs  are  thus  relieved  of  the 
labor  forced  upon  them  by  many  types  of 
respiratory  apparatus,  and  breathing  is  as  free 
and  untrammelled  as  is  possible  with  any  form 
of  breathing  appliance.  While  the  universal 
respiration  apparatus  and  the  clinical  respiration 
chamber  require  a  positive  blower  for  the 
circulation  of  the  ventilating  air  current,  since 
considerable  pressure  is  necessary  to  pass  the  air 
through  the  sulphuric  acid  used  to  remove  the 
water  vapor,  the  absorbents  employed  in  the 
new  apparatus  (calcium  chloride  and  soda  lime) 
offer  no  material  resistance ;  accordingly  a  small 
rotary  air  impeller  may  be  successfully  utilized. 
"We  have  selected  for  this  purpose  a  small  hair 
dryer  which  moves  a  considerable  volume  of  air 
but  cannot  give  positive  pressure.  This  hair 
dryer  is  light  in  weight  and  provided  with  a 
universal  motor  so  that  it  can  be  used  with  either 
alternating  or  direct  current.*  The  blower 
must  be  oiled  at  least  every  other  day  when  in 
constant  use.  To  avoid  possible  leaks  the  blow- 
er is  placed  inside  the  spirometer. 

AIR  CIRCUIT. 

By  reference  to  Figures  1  and  2,  it  may  be 
seen  that  the  air  leaving  the  mouth  of  the  sub- 
ject is  pushed  along  a  wide  tube,  G,  enters  the 
spirometer,  and  is  discharged  by  the  air  im- 
peller, a,  into  a  calcium-chloride  bottle,  C, 
where  the  water  vapor  from  the  lungs  is  re- 
moved. It  then  passes  through  a  soda-lime  bot- 
tle, D,  where  the  carbon  dioxide  is  absorbed,  and 
next  to  a  second  calcium-chloride  bottle,  E, 
where  the  water  vapor  from  the  soda  lime  is  ab- 
sorbed. The  air,  thus  freed  from  both  carbon 
dioxide  and  water  vapor,  is  conducted  througli 
the  tube  W  to  a  3-way  valve  (V,  Figure  1)  lead- 
ing to  the  lungs  of  the  subject. 

Unless  the  volume  of  respiration  is  wholly  ab- 
normal, the  rate  of  ventilation  produced  by  the 
blower  is  sufficient  to  deliver  enough  purified 
air  at  the  junction  of  the  3-way  valve  and  the 

•The  hair  dryer,  which  is  manufactured  by  the  Arnold  Electric 
Co.,  of  Racine,  Wisconsin,  is  purchased  without  switch,  heating 
unit,  or  handle,  and  slightly  modified  by  adding-  a  discharge  tube 
to  support  the  dryer  when  in  position  inside  the  spirometer. 


main  air  pipe  to  supply  all  that  is  needed,  i.e., 
approximately  30  liters  per  minute.  If  there  is 
unusually  rapid  and  deep  inspiration,  so  that  air 
is,  for  a  moment,  drawn  back  from  the  spirome- 
ter, the  extra  wide  tube,  G,  provides  a  minimum 
resistance  between  mouthpiece  and  spirometer. 

TEST  FOR  RATE  OP  VENTILATION. 

The  spirometer,  when  filled,  holds  about  7 
liters.  The  rate  of  ventilation  may  be  approxi- 
mately determined  by  opening  the  system  at  the 
coupling,  S  (Figure  2),  and  pinching  the  tube 
W,  thus  closing  the  intake  of  air.  Air  from  the 
spirometer  is  then  discharged  by  the  blower  at 
the  open  coupling,  and  the  time  in  seconds  noted 
for  the  spirometer  to  fall  completely  (350  milli- 
meters). If  15  seconds  is  required  for  the 
spirometer  to  fall,  the  ventilation  rate  is  ap- 
proximately 28  liters  per  minute. 

ABSORBING  SYSTEM. 

The  calcium-chloride  and  soda-lime  bottles  are 
of  simple  form  and,  for  convenience,  are  placed 
upon  a  shelf  attached  to  the  base  of  the  ap- 
paratus. The  soda  lime  is  made  by  the  formula 
of  Haldane.9  It  has  a  distinct  yellowish  tint 
which  changes  to  a  chalky  whiteness  as  the  car- 
bon dioxide  is  absorbed  by  the  reagent.  The  ef- 
ficiency of  the  reagent  and  the  time  for  renewal 
may  be  judged  by  the  progress  of  this  change  in 
color.  When  a  determination  of  the  oxygen  con- 
sumption only  is  desired,  as  is  usually  the  case, 
the  calcium-chloride  bottles  may  be  dispensed 
with.  A  greater  efficiency  of  soda  lime  is  thus 
obtained,  for  it  has  been  found  that  the  moister 
the  soda  lime  is,  the  greater  is  the  absorption  of 
carbon  dioxide.  Indeed,  the  expired  air  may  be 
passed  directly  through  the  soda  lime  if  care  is 
taken  that  the  excessive  absorption  of  water  does 
not  make  the  absorbent  so  pasty  as  to  interfere 
with  the  free  passage  of  air.  As  this  is  a  very 
important  point,  the  ventilation  rate  should  be 
frequently  tested. 

If  the  reagent  becomes  exhausted  the  physio- 
logical effect  is  a  somewhat  labored  respiration 
due  to  the  unabsorbed  carbon  dioxide  acting  as 
a  stimulus  to  the  respiratory  center.  This  is 
not  a  serious  defect  and  usually  has  no  quanti- 
tative significance  in  the  measurement  of  the 
oxygen  consumed  in  the  10  or  12  minute  period. 
At  the  end  of  the  period  the  motor  must  be  run 
a  few  seconds  longer  to  insure  a  complete  ab- 
sorption of  the  carbon  dioxide  in  the  air  by  the 
soda  lime. 
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While  the  labored  respiration  is  evident  to 
the  practised  eye  in  a  more  rapid  rate  and  a 
larger  amplitude  of  the  excursions  of  the  bell,  a 
pneumograph  about  the  chest  with  attachment 
for  a  kymograph  record  supplies  a  good  picture 
of  the  mechanics  of  respiration  and  instantly 
records  dyspnea.  The  excursions  of  the  bell  may 
be  directly  written  on  a  kymograph  by  attach- 
ing a  light  pointer  to  the  counterpoise,  though 
the  continuous  upward  trend  of  the  curve  as  the 
oxygen  is  absorbed  will  permit  of  but  short 
records. 

SPIROMETER. 

The  spirometer  used  is  a  modification  of  our 
earlier  form  of  spirometer,  the  two  chief  dif- 
ferences being  (1)  the  recessed  part  which  con- 
tains the  mechanical  blower,  and  (2)  the  un- 
usual length  of  the  bell.  The  first  provides  space 
for  the  blower  without  intricate  connections,  and 
absolutely  precludes  leaks.  It  is  a  feature  of 
the  apparatus  that  has  proved  especially  satis- 
factory in  practice.  The  bell  is  made  of  suffi- 
cient size  to  allow  not  only  for  a  full  excursion, 
if  a  deep  breath  is  taken,  but  also  for  a  consider- 
able contraction  in  total  volume  of  the  air  in  the 
ventilating  circuit  as  the  oxygen  is  consumed. 

To  minimize  the  labor  of  breathing,  the  bell 
is  delicately  counterpoised  by  a  weight  (see  X, 
figure  2)  on  the  end  of  a  silk  cord  running  over 
a  light  aluminum  pulley,  Z,  at  the  top.  A  point- 
er attached  to  the  counterpoise  shows,  on  a  milli- 
meter scale,  the  fluctuations  in  the  height  of  the 
bell.  To  indicate  accurately  the  somewhat  large 
temperature  changes  a  light-weight  thermome- 
ter,* T,  is  inserted  permanently  in  the  top  of 
the  bell.  To  avoid  getting  water  on  the  blower, 
and  consequent  electrical  damage,  with  danger 
of  setting  fire  to  the  insulation  in  the  oxygen- 
rich  atmosphere,  the  water  level  in  the  spirom- 
eter should  be  considerably  lowered  when  the 
apparatus  is  to  be  moved  on  an  uneven  floor. 

ADJUSTMENT  TO  SUBJECT. 

Almost  universal  adjustment  of  the  mouthpiece 
is  possible  by  means  of  the  two  hand  wheels,  A 
and  B.  (See  figure  1.)  The  former  controls  the 
movement  of  the  3-way  valve  and  mouthpiece 
around  the  extension  arm,  L,  as  an  axis, 
and  also  their  location  on  the  extension  arm, 
while  B  permits  raising  or  lowering  the  arm  L 
on  an  upright  standard,  S.    The  extension  arm 

*  At  present  a  small  Fahrenheit  thermometer  Is  used,  as  a  Centi- 
grade instrument  of  like  weight  and  temperature  range  is  not 
available. 


can  also  be  swung  about  S  within  the  scope  of 
the  two  rubber  tubes,  W  and  G.  "With  no  fur- 
ther adjustment  the  arm  L  may  be  placed  in 
position  for  a  patient  either  lying  in  bed  or  sit- 
ting in  a  chair.  When  used  for  experiments 
with  the  patient  in  the  standing  position,  the 
base  is  mounted  on  a  wooden  box  of  the  desired 
height. 

BREATHING  APPLIANCES. 

Although,  for  the  sake  of  simplicity,  in  this 
discussion  of  the  portable  respiration  apparatus, 
the  mouthpiece  only  is  referred  to  and  shown 
in  the  diagrams,  we  have  reason  to  believe  that 
the  original  form  of  inflated  nosepiece  used  in 
the  Nutrition  Laboratory  may  be  of  even  greater 
practical  value,  inasmuch  as  it  has  less  influence 
upon  the  type  of  respiration.  (See  Figure  3.) 
For  these  nosepieces,  a  piece  of  glass  tubing  is 
used  with  a  rubber  finger  cot  attached  to  one  end 
and  a  1-hole  rubber  stopper  at  the  other.  A 
small  hole  in  the  finger  cot  permits  it  to  be 


Fig.  3. — Pneumatic  Nosepiece.  a,  glass  tube  to  which  is  fastened 
rubber  finger  cot,  b,  which  is  drawn  back  over  rubber  stopper,  c. 
A  small  piece  of  glass  tubing  with  rubber  tubing  attached,  d, 
serves  for  dilating  the  rubber  cot,  b;  the  clamp  e  closes  d  after 
6  is  inflated. 

turned  inside  out,  drawn  back  over  the  rubber 
stopper,  and  fastened  in  place.  Provision  is 
made  for  inflating  the  finger  cot  and  fitting  it 
to  the  nostril  by  the  insertion  in  the  rubber 
stopper  of  a  piece  of  small-bore  glass  tubing  with 
a  short  length  of  rubber  tubing  attached.  After 
the  nosepieces  are  inserted  in  the  nostrils  of  the 
subject,,  the  finger  cots  are  inflated  by  means  of 
a  hand  bulb.  The  nosepieces  should  be  tested 
before  an  experiment  with  pressure  under 
water.* 

Although  at  first  sight  the  use  of  a  mask  in  a 
closed  circuit  apparatus  of  this  type  would  seem 
impracticable,  as  the  slightest  leak  between  the 
mask  and  the  face  would  have  a  pronounced  ef- 
fect upon  the  measurement  of  the  oxygen,  ac- 
tual experience  with  the  mask  in  the  Nutrition 
Laboratory  has  given  good  results,  and  it  is  be- 

*  For  a  full  description  of  these  nosepieces,  also  method  of  use, 
see  Carpenter,  Carnegie  Inst.  Wash.  Pub.  No.  21G,  1915,  pp.  22,  23. 
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lieved  that  a  little  patience  in  experimenting  will 
make  it  perfectly  possible  to  use  the  mask  with 
the  new  apparatus.  This  form  of  breathing  ap- 
pliance is  much  more  comfortable  for  patients, 
permitting,  as  it  does,  free  nose  and  mouth 
breathing,  without  the  objectionable  features  of 
the  mouthpiece,  which  produces  a  definitely  ab- 
normal respiratory  rhythm. 

AIR-  MOISTENER. 

Since  with  any  type  of  breathing  appliance 
the  purified  air  passing  along  the  tube  is  too 
dry  to  be  breathed  comfortably  by  the  subject, 
a  small  moistening  device,  consisting  of  a  wire 
gauze  frame  covered  with  linen  and  thoroughly 
drenched  with  water,  is  inserted  in  the  connec- 
tion between  the  mouthpiece,  or  other  breathing 
appliance  used,  and  the  circulating  air.* 

OXYGEN  SUPPLY. 

If  the  whole  apparatus  is  filled  with  air  at  the 
beginning  of  a  period,  the  percentage  of  oxygen 
in  the  confined  air  being  breathed  will  fall  con- 
siderably and  might  easily  reach  the  point  at 
which  oxygen-want  would  be  felt.  Consequently, 
since  the  spirometer  is  of  generous  size  and  it 
has  been  established  by  Higgins10  that  the  res- 
piration of  oxygen-rich  atmospheres  is  without 
effect  upon  the  gaseous  metabolism,  a  liberal 
supply  of  pure  oxygen  from  a  cylinder  is  intro- 
duced into  the  system  prior  to  connecting  the 
mouthpiece  with  the  patient  and  after  an  equiv- 
alent volume  of  air  has  been  expelled  through 
the  3-way  valve.  During  the  experiment  the 
volume  of  air  in  the  spirometer  is  decreased  by 
approximately  250  c.c.  per  minute,  or  2^  liters 
in  a  10-minute  period.  A  rough  calculation  will 
indicate  the  probable  amount  of  pure  oxygen  to 
introduce.  In  the  course  of  an  experiment  there 
is  an  exchange  of  oxygen  for  nitrogen  in  the 
lungs  and  blood,  so  that  the  air  in  the  system 
contains  a  little  more  nitrogen  than  at  first,  but 
repeated  tests  have  shown  that  the  percentage 
of  oxygen  in  the  residual  air  at  the  end  of  a  10- 
minute,  or  even  15-minute,  experiment  is  always 
very  considerably  above  that  of  the  oxygen  in 
outdoor  air.  Consequently,  patients  can  never 
suffer  from  oxygen-want. 

EXPERIMENTAL  PROCEDURE. 

The  use  of  the  apparatus  should  be  preceded 
each  day  by  a  test  for  tightness,  which  is  easily 

*  All  workers  in  gaseous  metabolism  should  refer  to  the  mono- 
graph by  T.  M.  Carpenter  (Carnegie  Inst.  Wash.  Pub.  No.  216, 
1915)  for  detailed  description  of  respiratory  apparatus  of  practically 
all  the  current  types,  with  special  reference  on  pp.  23,  36  and 
37  to  mouthpiece,  noeepieces,  and  moistening  device. 


made  by  placing  a  100-gram  weight  on  top  of 
the  spirometer.  If  there  is  a  leak  at  any  point 
the  spirometer  will  show  it  definitely  in  three 
minutes.  After  the  weight  is  removed,  the  motor 
is  started  and  approximately  2%  liters  of  pure 
oxygen  admitted  from  the  cylinder  through  the 
pet-cock,  P  (Figure  2).  As  each  millimeter  on 
the  scale  corresponds  to  approximately  21  c.c. 
(the  exact  value  is  determined  at  the  time  of 
construction ),t  this  amount  of  oxygen  is  suffi- 
cient to  raise  the  bell  approximately  120  milli- 
meters. The  oxygen  is  best  introduced  when  the 
spirometer  bell  is  about  one-third  of  the  distance 
above  its  lowest  level,  as  this  allows  for  exagger- 
ated expiration  or  inspiration  without  com- 
pletely filling  or  emptying  the  spirometer. 

Since  the  apparatus  is  primarily  designed  for 
measuring  oxygen  only,  for  the  time  being  we 
need  not  consider  the  method  of  measuring  the 
carbon  dioxide.  The  connection  of  the  subject 
with  the  air  circuit  is  controlled  by  the  3-way 
valve  (see  V,  Figure  1)  which  may  be  opened  di- 
rectly to  the  room  air  or,  by  turning  it  90  degrees, 
connected  with  the  ventilating  air  circuit.  A  small 
double-headed  arrow,  stamped  on  the  top  of  the 
valve,  indicates  in  which  direction  it  should  be 
turned.  The  opening  to  the  room  air  usually 
points  down  and  is  not  shown  in  Figure  1.  A 
short  elbow  is  attached  to  this  opening  and  over 
the  end  of  the  elbow  a  small  piece  of  goose  down 
is  fastened  with  a  bit  of  wax.  The  movements 
of  this  feather  indicate  the  respiration  rate  and 
the  end  of  each  expiration. 

"With  the  breathing  appliance  attached,  the 
patient  is  first  allowed  to  breathe  room  air 
through  the  side  opening  of  the  3-way  valve. 
The  temperature  of  the  spirometer  bell  and  the 
position  of  the  pointer  on  the  scale  are  recorded, 
also  the  barometer,!  which  should  be  read  to  the 
nearest  millimeter.  As  soon  as  the  respiration 
appears  normal,  the  3-way  valve  is  quickly 
turned  90  degrees  to  connect  the  subject  with  the 
air  current.  This  should  be  done  at  the  end  of 
a  normal  (not  forced)  expiration.  At  the  mo- 
ment of  turning  the  valve,  the  exact  time  is 
noted,  preferably  with  a  stop-watch.  Practically 
no  further  attention  need  be  given  to  the  subject 
or  apparatus  until  the  end  of  the  experiment.  It 
is  preferable  to  have  the  subject  keep  awake  dur- 
ing the  experimental  period,  and  we  frequently 

f  Seven  bells  made  on  the  same  form  gave  by  actual  calibration 
the  following  values  per  millimeter:  20.99,  20.97.  20.86,  20.86, 
20.83,  20.97,  and  20.97  c.c,  with  an  average  of  20.92  c.c. 

t  A  good  aneroid  barometer  reading  in  millimeters  is  satisfac- 
tory, as  an  error  of  7  or  8  millimeters  introduces  an  error  of  but 
1  per  cent,  in  the  final  calculations. 
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find  it  necessary  to  tap  on  the  air-pipe  to  make 
sure  that  he  has  not  fallen  asleep.  At  the  end 
of  10  or  12  minutes,  the  excursions  of  the  bell  are 
carefully  watched  and  at  the  conclusion  of  a  nor- 
mal expiration  the  3-way  valve  is  again  turned, 
disconnecting  the  subject  from  the  ventilating 
air  current ;  the  time  is  then  noted.  The  mouth- 
piece and  nose  clips  are  removed,  and  the  subject 
lies  quietly  until  another  period  is  begun. 

It  is  a  fundamental  rule  in  this  Laboratory 
that  all  subjects,  prior  to  measurements  of  the 
gaseous  metabolism,  must  be  lying  down,  resting 
quietly  for  not  less  than  30  minutes.  The  length 
of  time  between  periods  need  be  determined  only 
by  the  activity  of  the  operator  in  recording  his 
observations.  After  the  end  of  the  period  one 
minute  is  allowed  to  elapse  to  insure  a  thorough 
mixing  of  the  air  and  removal  of  carbon  dioxide. 
When  the  pointer  indicates  that  the  level  of  the 
spirometer  is  constant,  this  is  read  and  the  tem- 
perature is  recorded. 

MODIFIED  METHOD  FOR  DETERMINING  THE  OXYGEN 
CONSUMPTION. 

In  testing  several  of  these  apparatus,  Mr. 
Louis  E.  Emmes,  of  the  Laboratory  staff,  has  had 
excellent  success  in  determining  the  oxygen  con- 
sumption by  using  a  modification  of  the  method 
outlined  in  that  he  reads  the  spirometer  after  the 
subject  has  been  connected  with  the  air  current. 
Noting  the  height  to  which  the  spirometer  is 
raised  at  the  end  of  a  series  of  regular  normal 
expirations,  he  starts  a  stop-watch.  The  experi- 
mental period  then  continues  about  12  minutes, 
when  again  the  height  of  the  spirometer  at  the 
end  of  a  series  of  three  or  four  normal  expira- 
tions is  noted  and  recorded,  and  simultaneously 
the  watch  is  stopped.  Using  the  difference  be- 
tween the  two  readings  as  an  index  of  the  oxygen 
consumption,  the  usual  calculations  for  tempera- 
ture and  pressure  are  then  applied. 

The  obvious  advantage  of  the  Emmes  method 
lies  in  the  fact  that  while  the  goose  feather  over 
the  opening  in  the  3-way  valve  gives  a  fair  in- 
dication of  the  end  of  a  normal  expiration  for  de- 
termining the  moment  to  begin  the  experimental 
period,  this  point  is  much  better  indicated  by  the 
actual  excursions  of  the  spirometer  bell.  Mr. 
Emmes  thus  uses  the  excursions  of  the  bell  to 
begin,  as  well  as  to  end,  the  period.  The  two 
methods  may  be  simultaneously  applied  and  one 
period  be  made  to  include  another.  This  in- 
volves only  two  additional  readings  of  the  height 
of  the  spirometer  bell  and  two  additional  time 


records  with  a  second  stop-watch.  The  use  of 
the  modified  method  is  recommended  in  all  cases 
as  a  desirable  check.  A  series  of  tests  shows  that 
a  somewhat  better  agreement  of  duplicate 
periods  may  be  obtained  with  the  Emmes 
method. 

A  still  further  check  may  be  obtained  by  mak- 
ing the  usual  records  before  and  after  the  valves 
are  turned  at  the  beginning  and  end  of  the 
period,  and  employing  the  Emmes  method  for 
two  additional  readings,  10  or  20  seconds  apart, 
at  the  beginning  of  the  period  after  the  subject 
has  been  connected  with  the  air  current  and 
again  before  he  is  disconnected  at  the  end  of 
the  period.  Two  stop-watches  are  used  for  these 
intermediate  records.  Thus  two  sets  of  read- 
ings are  secured  for  control  within  one  12  to  13- 
minute  period,  and  in  one  15-minute  period  it 
is  possible  to  secure  readings  for  three  determina- 
tions of  the  oxygen  consumption. 

At  the  conclusion  of  a  period,  oxygen  is  again 
admitted,  the  initial  position  of  the  spirometer 
read,  connections  made  with  the  subject  as  be- 
fore, and  a  new  period  begun.  All  of  this  can 
be  carried  out  without  stopping  the  motor.  If, 
during  the  first  period,  a  larger  amount  of  oxy- 
gen has  been  introduced  than  is  actually  con- 
sumed, a  little  more  air  can  be  rejected  by  turn- 
ing the  3-way  valve  and  lifting  slightly  the 
counterpoise.  It  is  thus  seen  that  the  oxygen  con- 
sumption may  be  approximately  measured  by  the 
fall  of  the  spirometer,  and  the  actual  computa- 
tion of  this  contraction  in  volume  be  completed 
by  using  the  data  obtained  regarding  the  tem- 
perature and  barometric  pressure. 

DETERMINATION  OF  CARBON-DIOXIDE  EXCRETION. 

Although  the  portable  respiration  apparatus 
was  designed  primarily  for  studying  the  oxygen 
consumption,  and  the  Nutrition  Laboratory  is 
uncertain  as  to  the  use  of  mouth-breathing  ap- 
pliances for  measurement  of  the  carbon-dioxide 
excretion  of  subjects,  it  is  perfectly  feasible  to 
get  an  approximate  measure  of  the  carbon-dioxide 
excretion  and  an  indication  of  the  probable 
respiratory  quotient  with  the  new  apparatus. 
As  the  increase  in  weight  of  the  soda-lime  bottle, 
D,  is  due  to  the  absorption  of  carbon  dioxide, 
and  that  of  the  calcium-chloride  bottle,  E,  to  the 
absorption  of  water  added  to  the  air  in  its  pas- 
sage through  the  soda  lime,  it  is  necessary  only 
to  obtain  an  accurate  weight  of  the  soda-lime  bot- 
tle and  the  following  calcium-chloride  bottle  at 
the  beginning  and  end  of  the  period.    If  the 
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ventilating  current  of  air  entering  the  soda-lime 
bottle  is  dried  over  calcium  chloride  to  a  certain 
tension  of  aqueous  vapor  and  air  leaves  the  sec- 
ond calcium-chloride  bottle  at  the  same  tension, 
it  is  obvious  that  no  moisture  has  been  added  to 
or  taken  away  from  the  system  comprising  the 
soda-lime  bottle  and  the  following  calcium- 
chloride  bottle.  Hence  the  increment  in  weight 
of  these  two  bottles,  taken  as  a  unit,  will  indicate 
the  weight  of  carbon  dioxide  absorbed  from  the 
air  as  it  passes  through  the  bottles.    Using  the 


10  to  15-minute  period,  such  measurement  gives 
a  high  degree  of  accuracy.  The  balances  used 
for  these  weighings  are,  however,  very  difficult 
to  obtain  at  present,  as  they  are  manufactured  in 
Germany.  The  nearest  approach  to  this  balance 
in  accuracy  that  we  have  yet  found  is  the  Torsion 
balance.* 

As  has  been  pointed  out  in  an  earlier  communi- 
cation,11 there  is  frequently  a  considerable  dif- 
ference between  carbon-dioxide  excretion  and 
carbon-dioxide  production.    The  measurements 


Table  I. 


Calculation  of  Oxygen  Consumption  in  Experiment  with  the  Portable 
Respiration  Apparatus. 


Apparatus  used :    Portable  respiration  ap- 
paratus No.  7. 
Breathing  appliance:  Mouthpiece. 
Date  of  experiment:    March  6,  1918. 
No.  of  period :    3,  3a,  36. 

Period  3  began                             9.46  a,m. 

Period  3  ended                             10.02  a.m. 


Height  of  Spirometer  Bell 


Subject :    E.  L.  F. 
Date  of  birth :    November  27,  1892. 
Body  weight  (nude)  :    74.57  kilograms. 
Height:    172.2  cm. 


Duration  period  3   15'  47"  (15.7S') 

Duration  period  3a   11'    9"  (11.15') 

Duration  period  3&   11'  26"  (11.43') 

Temperature  of  Spirometer 


Period  3 

Period  3a 

Period  3ft 

Period  3 

Period  3a 

Period  36 

Beginning 

396  mm. 

380  mm. 

374  mm. 

Beginning 

84 

87 

88 

End   

193  mm. 

231  mm. 

221  mm. 

End 

100 

98 

99 

Difference 

203  mm. 

149  mm. 

153  mm. 

Av.  (°F.) 

92.0 

92.5 

93.5 

Av.  (°C.) 

33.3 

33.6 

34.2 

Barometer,  750.80  mm. 


Logarithms 


Period  3 


Period  3a 
2.17319 


Period  36 
2.18469 


Difference  in  height  of  spirometer  bell    2.30750 

Volume  per  mm.  of  height  of  spirometer  bell 

(20.92  c.c.l    1.32056  1.32056  1.32056 

Temperature  of  spirometer  reduced  to  0°  C*    9.94992—10  9.94950—10  9.94865—10 

Pressure  reduced  to  760  mm.*    9.99471—10  9.99471—10  9.99471—10 


Corrected  volume  of  air  lost  in  period,  i.e.,  oxygen 

consumed    3.57269 

Duration  of  period    1.19811 


Oxygen  consumed  per  minute    2.37458 

or      237  c.c. 
Correction  for  reduction  of  total  vol.  of  air  to  0°  C. 

and  760  mm.  (+1  c.c.  for  each  rise  of  1°  F.)  +16 


3.43796 
1.04727 

2.39069 
246  c.c. 


3.44861 
1.05805 

2.39056 
246  c.c. 


+11 


+11 


Corrected  volume  of  oxygen  consumed  per  min.         253  c.c.  257  c.c.  257  c.c. 

Average  of  three  measurements   256  c.c.  of  oxygen  consumed  per  min. 

^For  formulae,  see  Benedict  and  Tompkins,  Boston  Medical  and  Surgical  Journal,  1916,  Vol.  cbtxiv,  p.  943. 


combined  weight  of  the  two  absorbers  and  the 
total  length  of  the  experimental  period,  i.e.,  the 
period  of  time  in  which  the  subject  is  connected 
with  the  air-circuit,  we  may  readily  calculate  the 
volume  of  carbon  dioxide  excreted  per  minute. 

The  accuracy  of  the  measurement  of  the 
carbon-dioxide  excretion  thus  depends  largely 
upon  the  sensitiveness  of  the  balances  used.  In 
the  Nutrition  Laboratory  it  is  possible  for  us  to 
weigh  the  bottles  to  0.01  gram ;  as  only  about  3 
or  4  grams  of  carbon  dioxide  are  produced  in  a 


of  carbon  dioxide  made  with  an  apparatus  of 
this  type  can  therefore,  for  physiological  rea- 
sons, i.e.,  abnormal  respiratory  types  as  a  result 
of  breathing  through  a  mouthpiece,  be  considered 
only  as  approximate.  They  have,  however,  a  dis- 
tinct usefulness  in  indicating  the  probable  trend 
of  the  respiratory  quotient  and  with  trained 
subjects  give  a  close  approximation  to  the  true 
respiratory  quotient. 

*  This  balance  is  manufactured  by  the  Torsion  Balance  Com- 
pany, 92  Reade  Str?et.  New  York,  N.  Y.  Their  No.  2000  is  listed 
as  capable  of  weighing  4%  kilograms.    Sensitivity,  0.15  gram. 
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METHOD  OF  CALCULATING  OXYGEN  CONSUMPTION. 

The  method  of  calculating  the  amount  of  oxy- 
gen consumed  in  one  period  of  an  actual  ex- 
periment may  be  illustrated  by  period  3  of  the 
experiment  with  E.  L.  F.  on  March  6,  1918.  (See 
Table  1.)  In  the  two  earlier  periods  of  this  ex- 
periment, the  mask  was  employed ;  in  this  period 
the  mouthpiece  was  used,  and  three  sets  of 
records  were  made.  The  two  intermediate  meas- 
urements are  designated  for  convenience, 
"period  3-a"  and  "period  3-b." 

The  apparatus  and  breathing  appliance  used, 
the  date,  and  the  number  of  the  experimental 
period  are  first  recorded,  also  the  initials,  date, 
of  birth,  nude  body-weight,  and  height  of  the 
subject.  The  times  of  beginning  and  ending  the 
period  are  likewise  recorded,  that  is,  the  exact 
moment  the  valve  is  turned  connecting  or  dis- 
connecting the  subject  with  the  air-current.  The 
duration  of  the  three  measurements  of  oxygen 
are  given,  the  figures  in  parentheses  showing 
these  times  with  the  seconds  reduced  to  decimals 
for  convenience  in  calculating. 

In  the  middle  section  records  are  made  of  the 
height  of  the  spirometer  bell,  also  the  tempera- 
ture of  the  spirometer  (°F.)  at  the  beginning 
and  end  of  the  complete  period  and  the  inter- 
mediate periods.  From  these  records  the  aver- 
age temperature  (Centigrade)  of  the  spirometer 
and  change  in  height  of  the  spirometer  bell  are 
calculated  for  the  three  measurements. 

In  the  lower  section  the  cubic  centimeters  of 
oxygen  per  minute  are  computed  by  logarithms. 
The  decrease  in  the  volume  of  air  is  first  calcu- 
lated from  the  difference  in  height  of  the  spir- 
ometer bell  by  means  of  the  factor  for  this 
spirometer  (20.92  c.c.  for  each  millimeter  of 
change),  then  reduced  to  0°  C.  and  760  mm. 
pressure,  using  the  average  temperature  of  the 
spirometer  during  the  measurements  and  the 
barometer  record  obtained  for  the  period.  Thus 
the  logarithm  of  the  spirometer  difference  for 
the  total  period  (203  millimeters)  is  2.30750;  the 
number  of  cubic  centimeters  represented  by  each 
millimeter  of  difference  for  this  spirometer  is 
20.92,  with  a  logarithm  of  1.32056.  The  loga- 
rithms for  the  average  temperature  of  the 
spirometer  reduced  to  0°  C.  (9.94992-10)  and 
for  the  observed  pressure  reduced  to  760  mm. 
(9.99471-10)  are  also  found  from  tables  prepared 
for  the  purpose.  The  total  of  the  four  logarithms 
gives  the  logarithm  (3.57269)  for  the  loss  in 
volume  of  the  air  in  the  apparatus  during  the 


period,  which  is  equivalent  to  the  volume  of  oxy- 
gen consumed.  No  correction  is  made  in  this 
calculation  for  the  tension  of  aqueous  vapor,  as 
it  is  assumed  that  the  air  as  measured  is  dry.* 
Prom  the  logarithm  of  this  volume  is  subtracted 
the  logarithm  1.19811  for  the  duration  of  the 
measurement  (15'  47"),  the  result  giving  the 
logarithm  for  the  cubic  centimeters  of  oxygen 
consumed  per  minute — in  this  case  237  c.c. 

A  further  correction  in  the  results  obtained 
by  this  method  of  calculating  is  necessary,  inas- 
much as  the  total  volume  of  air  in  the  spirometer 
and  air  system  should  be  reduced  to  0°  C.  and 
760  mm.  pressure  at  the  beginning  and  end  of 
the  measurement  to  obtain  the  true  shrinkage  in 
the  volume  of  air.  Such  computations  have  been 
made  for  14  experiments  in  which  from  198  to 
272  c.c.  of  oxygen  were  used  and  with  tempera- 
ture fluctuations  ranging  from  3°  to  19°  F.  It 
was  found  that  the  difference  as  a  result  of  mak- 
ing this  reduction  corresponds  to  -f-  1  c.c.  of  oxy- 
gen for  each  degree  Fahrenheit  of  the  rise  in 
temperature  during  the  measurement.  It  is 
therefore  justifiable,  for  the  sake  of  simplicity, 
to  make  an  arbitrary  correction  by  adding  1  c.c. 
of  oxygen  for  each  degree  of  the  rise  in  tempera- 
ture of  16°  F.  This  gives  a  value  of  253  c.c.  of 
oxygen  per  minute  consumed  during  the  period 
of  15  minutes  and  47  seconds. 

The  same  method  is  followed  in  calculating  the 
oxygen  consumed  during  the  other  two  measure- 
ments. The  agreement  for  the  two  intermediate 
measurements  is  absolute,  that  is,  257  c.c.  per 
minute,  while  the  measurement  for  the  whole 
period  of  253  c.c.  per  minute  is  not  far  from  the 
values  obtained  in  periods  3-a  and  3-b. 

METHOD    OF     CALCULATING  CARBON-DIOXIDE 
EXCRETION. 

The  method  of  calculating  the  total  carbon 
dioxide  excreted  during  this  period  is  illustrated 
in  Table  II.  The  weights  of  the  soda-lime  bottle 
(D)  and  the  second  calcium-chloride  bottle  (E) 
are  given  for  the  beginning  and  end  of  the 
period  and  the  differences  for  the  two  absorbers 
added  to  find  the  total  amount  of  carbon  dioxide 
excreted.  The  weights  are  first  converted  to  cubic 
centimeters  by  using  the  logarithm  (2.70680) 

*  For  the  measurement  of  the  total  period,  this  assumption  is 
correct.  During  the  measurements  in  the  two  intermediate  periods 
(a  and  b)  made  by  the  Emmes  method,  there  is  unquestionably  a 
certain  amount  of  moisture  in  the  air.  Theoretically,  corrections 
should  be  made  for  this  moisture.  It  has  been  shown,  however, 
by  means  of  a  sensitive  psychrometer  placed  in  the  air-circuit, 
that  the  percentage  of  moisture  is  so  small  that  in  practice  it  may 
be  neglected  in  the  calculation  of  the  oxygen  consumption  during 
these  short  periods. 
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for  the  factor  509.1,  and  the  cubic  centimeters  on  March  6,  1918,  is  given  in  Table  III,  which 
per  minute  found  by  dividing  by  the  number  of  shows  the  carbon-dioxide  excretion,  oxygen  con- 


Table  II. — Calculation  of  Carbon -Dioxide  Excretion  and  Respiratory 
Quotient  in  Experiment  with  the  Portable  Respiration  Apparatus. 


Weight  of  carbon-dioxide  absorber  (D)  . . 
Weight  of  second  water-absorber  (E)  .... 

Total  difference  in  weight,  representing 
excretion  of  carbon-dioxide  during 
period  3   

Total  grams  of  carbon-dioxide  excreted  . . 
Factor  for  converting  grams  to  c.c.  (509.1) 

Total  c.c.  of  carbon-dioxide  excreted  .... 
Duration  of  period  (15.78')   

Carbon-dioxide  excreted  per  minute  

Oxygen  consumed  per  minute  (256  c.c.)  . . 

Respiratory  quotient   


Beginning 

gms. 
4.024.84 
3,175.99 


End 
gms. 
4,031.19 
3,176.45 


Logarithms 
0.83315 
2.70680 


3.53995 
1.19811 


Difference 
gms. 
+6.35 
4-0.46 


4-6.81 


2.34184=220  c.c. 
2.40824 


9.93360—10=0.858 


minutes  in  the  period,  i.e.,  15.78  minutes,  with  a 
logarithm  of  1.19811.  By  using  the  average  oxy- 
gen consumption  per  minute,  as  found  in  the 
three  measurements,  the  respiratory  quotient  is 
readily  calculated.  We  have  therefore,  in  this 
period,  an  average  oxygen  consumption  of  256 
c.c.  per  minute,  a  carbon-dioxide  excretion  of 
220  c.c.  per  minute,  and  a  respiratory  quotient 
of  0.858. 

METHOD  OP  CALCULATING  HEAT  OUTPUT. 

By  means  of  indirect  calorimetry  it  is  pos- 
sible to  compute  the  calories  of  energy  by  using 
the  measurements  of  the  oxygen  consumption. 
Zuntz12  has  computed  that  each  liter  of  oxygen 
consumed  corresponds  to  a  definite  heat  output, 
there  being  no  great  difference  in  this  relation- 
ship, whether  the  oxygen  is  consumed  in  burn- 
ing carbohydrate  (5.047  calories  per  liter)  or  fat 
(4.686  calories  per  liter).  For  practically  all 
purposes,  especially  for  clinical  work,  one  may 
assume  that  the  average  respiratory  quotient  is 
0.82.*  The  calorific  value  of  oxygen  at  this 
respiratory  quotient  is  4.825  calories  per  liter 
and  3.377  calories  per  gram.  Consequently,  it 
is  necessary  only  to  multiply  the  liters  of  oxy- 
gen measured  by  4.825  to  compute  the  heat  out- 
put. 

SUMMARY  OP  RESULTS  OBTAINED  IN  ILLUSTRATIVE 
EXPERIMENT. 

A  summary  of  the  measurements  obtained  in 
the  six  periods  of  the  experiment  with  E.  L.  P. 


*  Average  respiratory  quotient  for  88  men  and  66  women.  Bene- 
dict,  Emmcs,  Roth  and  Smith,  Jour.  Biol.  Chem.,  1914,  18,  p.  139.  A^e^afce 


Table  III.    Metabolism  Measurements  of  Subject 
E.  L.  F.,  March  6,  1918. 

(Values  per  Minute.) 

Date  of  birth,  Nov.  27,  1892;  body-weight  (nude), 
74.57  kilograms ;  height,  172.2  cms. ;  subject  in  post- 
absorptive  condition. 

Oxtgen 


3  a 

-  H 


X  * 


Portable 

Respiration 

Apparatus 


>  CO 

|3 


c.c      c.c.  cals. 


1. 


Mask 


Mask 


248 

203    247  245    1.19  0.83  68 
239 

268 

207    265  265    1.27  0.78  65 
262 


253 

Mouthpiece     220    257    256    1.25    0.86  65 
257 

260 

Mouthpiece     210    270    264    1.26    0.79  61 
262 


5. 


6. 


Mask 


Mask 


259 

206    256  256    1.23  0.81  61 
252 

260 

208    255  257    1.24  0.81  62 
257 


Average 


Clinical 

Respiration 

Chamber 


1. 
2. 


209 

257  257 

1.24 

0.81 

64 

205 

241 

1.17 

0.85 

65 

207 

249 

1.20 

0.83 

65 

206 

245 

1.19 

0.84 

65 

Vol.  CLXXVIII,  No.  20]         BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


677 


sumption,  respiratory  quotient,  heat  output,  and 
average  pulse  rate  for  the  six  periods.  The 
heat  was  calculated  by  using  the  individual  quo- 
tients. In  this  experiment  the  mask  was  used 
in  the  first,  second,  fifth,  and  sixth  periods,  and 
the  mouthpiece  in  the  third  and  fourth  periods. 
The  average  carbon-dioxide  excretion  with  the 
mask  was  206  c.c. ;  with  the  mouthpiece  it  was 
215  c.c.  The  average  oxygen  consumption  with 
the  mask  was  256  c.c,  while  that  in  the  two 
periods  with  the  mouthpiece  was  260  c.c.  It  is 
thus  seen  that  the  results  obtained  with  these 
two  breathing  appliances  are  strictly  compar- 
able. The  values  obtained  in  two  periods  of  an 
experiment  made  on  the  same  day  with  the  same 
subject,  but  with  the  clinical  respiration  chamber 


structed  and  were  in  continuous  use  at  the  In- 
ternational Y.  M.  C.  A.  College,  Springfield, 
Mass.,  between  September,  1917,  and  February, 
1918.  Every  morning  two  10-minute  periods 
were  obtained  with  each  of  seven  subjects.  One 
of  the  laboratory  rooms  is  shown  in  Figure  4 
with  four  of  the  apparatus  and  the  accompany- 
ing beds.  Subsequent  tests  have  demonstrated 
that  the  portable  respiration  apparatus  meets 
all  the  exacting  requirements  of  the  Nutrition 
Laboratory  as  an  instrument  for  clinical  work.* 
From  the  foregoing  description  it  will  be  seen 
that  this  apparatus  dispenses  with  gas  analysis 
and  for  the  most  part  with  weighings  of  any 
kind.  By  reading  the  millimeter  scale  indicating 
the  height  of  the  spirometer  bell,  the  thermom- 


FIG.  4. — Portable  respiration  apparatus  ready  for  bedside  use  with  four  subjects  at  the 
International  Young  Men's  Christian  Association  College,   Springfield,  Massachusetts. 


are  included  in  Table  III  for  comparison  and 
show  an  average  value  of  206  c.c.  for  the  carbon- 
dioxide  excretion,  245  c.c.  for  the  oxygen  con- 
sumption and  1.19  calories  for  the  calories  of 
energy.  It  is  of  significance  that  these  measure- 
ments, made  under  conditions  of  somewhat  re- 
duced muscular  tonus,  approximate  those  found 
with  the  portable  respiration  apparatus. 

PRACTICAL  USE  OF  THE  APPARATUS. 

While  the  apparatus  was  primarily  designed 
for  clinical  purposes,  particularly  for  hospital 
use,  the  Nutrition  Laboratory  recently  found  it- 
self confronted  with  the  task  of  measuring  sim- 
ultaneously the  basal  metabolism  of  a  group  of 
young  men  between  5  and  6  30  o'clock  every 
morning.    Seven  of  these  apparatus  were  con- 


eter  in  the  top  of  the  spirometer,  and  the  barom- 
eter, we  may  obtain  all  the  data  required  for 
rapidly  computing  the  oxygen  consumption  and 
the  heat  production.  As  the  apparatus  is  more 
especially  designed  for  clinical  work,  it  cannot 
be  substituted  in  exact  studies  of  the  metabolism 
for  the  method  outlined  by  Dr.  Carpenter,  name- 
ly, a  closely  fitting  mask,  Tissot  valves,  a  care- 
fully calibrated  spirometer,  a  good  gas-analysis 
apparatus,  and,  most  important  of  all,  a  good 
gas  analyst.13  Neither  can  it  give  the  results 
obtained  with  the  universal  respiration  apparatus 
and  the  perfected  form  of  the  clinical  respiration 
chamber.  It  has,  however,  the  advantages  of 
portability,  simplicity,  and  rapidity  of  opera- 

*  One  of  these  apparatus  has  already  been  supplied  to  the  Battle 
Creek  Sanitarium  for  the  use  of  Dr.  Paul  Roth. 
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tion,  with  a  sufficient  degree  of  accuracy  to  meet  I 
the  needs  of  practically  all  clinical  work. 
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Neurosyphilis.  Modern  Systematic  Diagnosis  and 
Treatment.  By  E.  E.  Southard,  M.D.,  Sc.D., 
and  H.  C.  Solomon,  M.D.  Boston:  W.  M. 
Leonard.  1917. 

This  book  is  Monograph  No.  2  of  the 
Psychopathic  Hospital  of  Boston,  and  is  a  most 
welcome  contribution  to  our  knowledge  of  this 
condition.  The  plan  of  the  book,  that  of  the 
"case  method,"  gives  a  most  excellent  idea  of 
the  bewildering  variety  of  clinical  pictures 
which  may  he  produced  by  the  various  forms  in 
which  syphilis  may  attack  the  nervous  struc- 
tures. The  abundant  material  at  the  Psychopathic 
Hospital  has  given  a  large  number  of  cases  with 
which  the  authors  have  been  able  to  illustrate  the 
clinical  varieties  of  neurosyphilis.  One  must  ad- 
mit that  the  case  history  method  of  presentation 
of  any  subject  in  medicine  has  its  limitations,  and 
these  natural  limitations  are,  in  our  opinion, 
more  serious  when  one  is  treating  of  this  sub- 
ject of  neurosyphilis  than  in  the  handling  of 
many  other  subjects.  However  this  may  be, 
the  illuminating  comments  and  questions  fol- 
lowing the  notes  of  each  case  do  much  to  throw 
light  upon,  and  to  suggest  new  points  of  view 
in  regard  to  the  many  problems  which  come  up 
in  connection  with  this  class  of  cases. 

It  is  particularly  to  be  commended  that  the 
writers,  throughout  the  book,  keep  so  constantly 
before  the  reader  the  pathologico-anatomical  dif- 
ferences in  the  cases  according  to  whether  the 


structures  affected  are  vascular,  meningeal  or 
parenchymatous.  On  reading  this  book,  how- 
ever, one  cannot  help  wishing  that  the  authors, 
from  their  abundant  material  and  experience 
had  devoted  more  space  to  a  fuller  and  more 
systematic  discussion  of  the  many  problems  of 
neurosyphilis,  especially  to  the  one  for  which 
they  seem  so  well  fitted, — the  relation  of  symp- 
toms to  pathological  changes. 

One  or  two  other  points  deserve  further  men- 
tion. Too  much  stress  and  importance,  through- 
out the  book,  are  laid  upon  the  various  laboratory 
tests,  both  of  the  blood  and  of  the  spinal  fluid, 
and  that  both  in  regard  to  diagnosis,  and  as  a 
guide  to  treatment.  All  physicians  recognize 
these  tests  as  of  the  greatest  help.  But  at  the 
present  time  a  word  of  caution  in  regard  to  plac- 
ing implicit  trust  in  them  is  not  out  of  place 
in  any  authoritative  book.  The  view  of  most 
neurologists  and  internists  of  large  clinical  ex- 
perience is  that  usually  too  much  reliance  is 
placed  upon  these  tests  rather  than  too  little,  as 
one  might  suppose  from  remarks  here  and  there 
throughout  the  book.  No  hint  is  given  of  such 
things,  not  uncommon  in  experience,  as  the  find- 
ing of  positive  Wassermann  or  gold  chloride 
tests  in  cases  of  glioma  of  the  brain  or  other 
non-syphilitic  diseases  of  the  nervous  system. 
Again  one  could  wish  for  more  systematic  and 
fuller  discussion  of  the  great  question  of  the 
treatment  of  these  forms  of  disease.  The  effect 
of  treatment  in  cases  of  paresis  is  given  in  much 
too  rosy  hues.  So  far  as  is  known  to  the  re- 
viewer, literature  on  this  subject  fails  to  reveal 
a  single  undoubted  cure  of  this  disease  by  any 
method,  though  some  of  the  more  recent  methods 
in  particular  seem  to  warrant  some  small  hope 
of  cure,  if  applied  vigorously  in  early  cases.  We 
must  admit  that  the  present  pessimism  of  most 
neurologists  in  this  matter,  to  which  the  au- 
thors themselves  refer,  is  justified  fully  by  our 
present  knowledge. 

Two  minor  points  may  be  mentioned,  in  addi- 
tion, which  might  be  remedied.  Such  a  mis- 
statement as  that  in  page  430,  that  the  modifi- 
cation of  the  law  in  regard  to  commitments  of 
the  insane  has  given  to  hospitals  a  "great  group 
of  cases  formerly  not  at  all  accessible  to  hos- 
pital diagnosis  and  treatment,"  should  cer- 
tainly be  modified  in  future  editions  of  this 
book.  It  also  is  a  pity  to  see  such  an  excellent 
book  marred  by  the  constant  repetition  of  such 
a  barbarism  as  the  use  of  "insult"  in  the  Ger- 
man sense  of  the  word. 
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THE  PRESENT  STATUS  OF  VENEREAL 
PROPHYLACTICS. 

The  modern  tendency  to  hygiene  is  seen  in 
nothing  more  plainly  than  in  the  public  dis- 
cussion of  venereal  diseases  and  their  preven- 
tion, which  are  no  longer  considered  forbidden 
topics  by  educated  persons.  In  some  reviews 
and  newspapers  measures  of  personal  prophy- 
laxis for  those  who  are  about  to  expose  them- 
selves, or  who  have  exposed  themselves,  to  pos- 
sible infection,  are  enjoined  in  the  case  of 
members  of  the  naval  and  military  forces. 
These  prophylactic  measures  are  spoken  of, 
both  in  the  medical  and  lay  press,  as  highly 
efficient.  The  result  is  that  the  public  has  been 
led  to  believe  in  their  practical  safety  and 
certainty.  This  is  decidedly  unfortunate  in 
view  of  the  fact  that  there  is  no  germicide  or 
method  of  medical  prevention  which  can  be  re- 
garded as  absolutely  prophylactic. 


Many  authorities  take  the  view  that  calomel 
cream  and  germicidal  solutions  would  stamp 
out  venereal  diseases,  especially  gonorrhea,  but 
they  state  that,  in  advocating  them  before  ex- 
posure, medical  men  and  officials  overstep  the 
limit  of  what  is  permissible  in  prophylaxis. 
Other  authorities — and  these  are  the  most  re- 
cent— state  that  the  use  of  prophylactic  outfits 
stimulates  vice  and  provokes  disease,  and  that 
if  a  stage  of  great  improvement  is  reached  by 
the  public  it  will  be  due  to  moral  causes.  This 
is  a  question  of  crucial  importance. 

In  order  to  obtain  the  most  enlightened  and 
detached  educational  opinion,  we  submitted  the 
matter  to  Dr.  Charles  W.  Eliot,  of  Harvard 
University.  We  found  that  his  views  are  in 
thorough  harmony  with  the  growing  feeling  of 
the  educated,  and  particularly  the  medical 
public,  that  further  efforts  are  urgently  need- 
ed to  prevent  the  spread  of  venereal  diseases. 
He  said: 

"It  is  a  question  of  effectiveness  in  checking 
this  scourge.  What  is  the  most  effective  thing 
to  do?  There  are  two  chief  methods, — public 
clinics  and  prophylactics, — that  is,  after  ex- 
posure. The  issue  of  prophylactic  packets,  as  a 
matter  of  course,  I  think  a  harmful  sugges- 
tion. To  issue  a  prophylactic  packet  to  every 
soldier  or  sailor  who  is  having  a  leave  of  ab- 
sence is  to  make  an  inexpedient  suggestion  to 
the  young  men.  But  I  regret  to  say  I  have 
encountered  a  good  many  physicians  who  do 
not  seem  to  think  that  suggestion  inexpedient. 
It  is  an  urgent  practical  question  whether  an 
agreement  can  now  be  reached  among  medical 
men,  army  surgeons,  and  the  ordinary  laymen 
who  think  on  these  subjects.  This  seems  to  be 
the  precise  point  to  work  at.  I  am  very  much 
in  favor  of  attending  to  the  next  thing  to  be 
done,  rather  than  to  some  far-off  object.  It  is  a 
matter  of  practical  effort.  I  believe  that,  as  a 
protective  or  defensive  measure,  the  public  is 
ready  for  the  venereal  clinic  or  dispensary." 

This  opinion  coincides  in  most  respects  with 
that  enunciated  at  the  latest  meeting  of  the  Na- 
tional Council  for  Combating  Venereal  Diseases. 
This  body,  after  the  examination  of  many  wit- 
nesses and  much  careful  consideration,  has 
come  to  definite  conclusions,  which  are  wholly 
in  favor  of  moral,  social,  and  legal  measures, 
that  is  to  say,  of  accurate  and  enlightened  in- 
formation, venereal  clinics,  and  the  punish- 
ment of  persons  who  deliberately  infect  others. 

An  attempt  has  also  been  made  to  obtain  pre- 
cise statistical  information  of  the  value  of 
prophylactics,  that  is,  calomel,  bichloride  of 
mercury   and   germicidal   injections,   but  for 
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fairly  obvious  reasons  the  information  obtain- 
able is  incomplete.  The  best  statistics  are  based 
upon  a  comparison  between  100  cases  in  which 
these  prophylactics  are  used  and  of  100  cases 
in  which  they  are  not.  Even  this  method  does 
not  cover  all  the  details  of  the  matter.  These 
are  most  explicitly  described  in  a  statement  by 
Mr.  E.  B.  Turner,  F.R.C.S.,  published  in  the 
British  Medical  Journal  of  February  16,  1918: 
"With  regard  to  the  whole  question  at  issue  of 
prophylactic  outfits,  my  personal  opinion  is 
that  it  might  not  be  much  real  use  in  diminish- 
ing the  actual  number  of  cases  of  venereal  dis- 
eases occurring  in  the  army.  In  the  first 
place,  no  one  can  say  that  the  methods  afford 
absolutely  certain  and  sure  protection  from- 
the  infection  either  of  gonorrhea  or  syphilis." 
As  a  matter  of  experience,  he  finds  that  they 
do  not,  and  he  points  out  that  even  the  best 
methods  may  fail,  because  they  require  for 
their  application  a  cool  head  and  deft  hands. 
Again:  "If  a  man  incurs  the  risk  of  infection 
three  or  four  times  in  a  few  hours,  it  is  very 
improbable  that  before  each  performance  he  is 
likely  again  satisfactorily  to  protect  himself." 
There  are  other  circumstances  incidental  to 
sexual  indulgence  which  deprive  prophylactics 
of  their  effect,  or  rather,  put  them  out  of  the 
question  altogether.  It  is  absurd  to  think  that 
men  and  women  will  arm  themselves  with 
packets  for  their  love  affairs;  yet  it  is  in  these 
circumstances  that  venereal  infection  is  spread. 
On  this  particular  phase,  Mr.  Turner  writes : 
"Of  100  men,  only  28  had  got  the  infection 
from  professional  prostitutes."  From  this  he 
infers  that  prophylactics  have  only  a  limited 
application,  while  there  are  no  limits  to  vene- 
real diseases,  and  not  even  a  peace  of  exhaus- 
tion ever  comes  to  them. 

The  Army  and  Navy  statistics  relate  only 
to  a  limited,  though  most  important,  body  of 
men.  They  show  a  large  admission  rate,  espe- 
cially for  gonorrhea,  since  prophylactics  were 
introduced.  Syphilis  appears  to  be  less  af- 
fected, the  admission  rate  for  this  disease  re- 
maining much  the  same.  But  the  position  of 
syphilis  is  altogether  different  from  that  of 
gonorrhea.  It  has  been  found  that  17%  of  re- 
cruits for  the  United  States  Navy  are  infected 
with  syphilis,  and  18.9%  of  British  recruits. 
According  to  Dr.  Richard  C.  Holcomb,  U.S.N., 
the  admission  rate  for  gonorrhea,  before  the 
introduction  of  prophylaxis,  was  47.23  per 
1000,  but  that  it  has  been  raised  to  91.91  per 


1000  since  the  "propaganda"  began  (Military 
Surgeon,  1916,  Vol.  38). 

Prison  statistics  are  more  precise,  that  is, 
statistics  as  to  venereal  diseases  among  pris- 
oners, warders,  guards,  and  soldiers  who  garri- 
son civil  and  military  prisons.  These  figures 
show  that  a  very  large  proportion  of  the  popu- 
lation is  infected  with  syphilis,  and  that  the 
spread  of  all  venereal  diseases  is  too  insidious 
to  be  dealt  with  easily.  Professor  Charles 
Ruata  of  the  University  of  Pavia,  writes  that 
it  is  best  to  put  into  the  hands  of  soldiers  the 
simplest  means  which  will  enable  them  to  pro- 
tect themselves.  Of  these,  he  states  soap  and 
water  is  the  best ;  the  ointment  of  calomel  is 
not  practical  at  all.  "Since  advising  soap  and 
water  I  have  for  thirty  years  no  more  cases  of 
venereal  disease  among  my  guards"  {The 
Lancet,  November  3,  1917).  With  this  opinion 
most  authorities  today  agree.  The  value  of 
such  prophylactics  as  soap  and  water  and 
urination  after  intercourse  is  that  they  are 
practical  and  their  use  can  be  enforced  with 
some  success. 

All  authorities  agree  that  it  is  a  mistake  to 
rely  too  much  on  any  of  the  chemical  agents — 
calomel,  bichloride,  injections  of  silver  salts. 
A  great  change  has  taken  place  in  medical 
opinion.  From  the  exhaustive  account  of  pro- 
phylaxis in  the  articles  of  Blaschko  in  the 
Deutsche  Strafrechtszeitung  and  other  jour- 
nals, it  is  clear  that  the  present  Teuton  pro- 
gram is  much  the  same  as  the  British.  In  addi- 
tion, he  would  abolish  houses  of  prostitution, 
being  in  favor  of  what  is  called  neo-reglemen- 
tation,  under  which  both  sexes  are  treated 
alike,  and  men  would  be  examined  for  venereal 
diseases  before  marriage.  As  to  toleration  and 
medical  inspection,  he  believes  that  their  mer- 
its are  greatly  overestimated.  "The  doctor's 
certificate,"  he  says,  "does  not  guarantee 
safety."  Apparently  the  war  has  had  the  ef- 
fect of  making  many  medical  illusions  fade 
away.  Blaschko 's  opinions  seem  to  be  the  pre- 
vailing ones  in  Germany  today,  as  the  recent 
meetings  at  Mannheim  and  in  Galicia  indicate. 

The  wTar  has  had  another  effect.  The  ad- 
vance in  our  knowledge  of  antiseptics  has 
caused  a  notable  change  in  the  position  of  calo- 
mel. It  is  too  insoluble  to  be  an  effective  or 
even  a  trustworthy  prophylactic  for  syphilis 
and  gonorrhea.  In  a  recent  number  of  the 
Annates  des  Maladies  Veneriennes,  Gaucher 
states  that  its  effect  is  uncertain — whether  it 
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be  applied  in  the  strength  of  ten,  thirty,  or 
fifty  per  cent,  in  lanoline  and  vaseline,  whilst 
its  use  before  intercourse  is  an  incentive  to 
take  risks.  "It  is  to  be  feared,"  he  writes, 
"that  the  prophylactic  packet  will  be  a  danger 
by  giving  the  interested  a  sense  of  false  se- 
curity." 

The  upshot  of  all  these  reports  and  discus- 
sions is  that  there  has  been  a  progressive  in- 
crease in  the  precision  and  success  with  which 
hygienic  methods  have  been  employed.  Vene- 
real clinics  and  instruction  centers  are  now  es- 
tablished in  England  and  Germany,  and  in 
German}1-  punishment  is  meted  out  to  those  who 
infect  others.  The  best  methods  by  which 
venereal  diseases  can  be  attacked  are  now  con- 
sidered moral  and  hygienic  and  penal.  Ob- 
viously, if  those  contaminated  with  syphilis  ami 
gonorrhea  could  be  prevented  from  infecting 
others,  much  venereal  disease  would  disappear. 


THE  ONE  HUNDRED  AND  FOURTH  AN- 
NUAL REPORT  OF  THE  MASSACHU- 
SETTS GENERAL  HOSPITAL. 

The  one  hundred  and  fourth  Annual  Re- 
port of  the  Massachusetts  General  Hospital, 
including,  besides  the  General  Hospital  in  Bos- 
ton, the  McLean  Hospital  and  the  Convales- 
cent Hospital  in  "Waverley,  has  been  submitted 
for  the  year  1917.  The  past  year  has  been  an 
eventful  one,  for  many  changes  have  been  made 
necessary  because  of  the  active  participation  of 
many  members  of  the  staff  in  war  service. 

Both  because  of  the  absence  of  so  many  who 
are  engaged  in  military  work  and  because  of 
the  need  of  economy,  a  number  of  departments 
— including  the  Convalescent  Hospital,  the 
Cement  Shop,  the  Industrial,  Psychiatric,  and 
Consultation  Clinics,  and  the  Hydrotherapeu- 
tic  and  the  Medico-Mechanical  Rooms — have  of 
necessity  been  temporarily  closed.  Despite, 
however,  this  curtailment,  the  various  depart- 
ments have  been  supported  by  the  efficient  co- 
operation of  their  members,  and  have  rendered 
satisfactory  and  increased  services  to  the  pa- 
tients and  the  community. 

The  report  of  the  General  Hospital  shows  a 
patriotic  response  to  the  demands  upon  its 
services.  In  July,  a  unit  was  organized  for 
service  abroad,  and  is  now  serving  in  France 
as  the  United  States  Army  Base  Hospital  No. 
6.  under  the  command  of  Major  Frederic  A. 


Washburn.  This  unit  consists  of  twenty-six 
officers,  sixty-six  nurses,  and  one  hundred  and 
fifty-five  enlisted  civilians.  The  Hospital  is 
grateful  to  the  American  Red  Cross  Society  for 
the  financial  support  which  it  furnished  in  the 
preparation  and  transport  of  the  unit. 

In  response  to  a  request  made  by  the  Com- 
mandant of  the  Naval  Hospital  in  Chelsea,  pa- 
tients from  the  enlisted  force  of  the  Navy  and 
Marine  Corps  have  been  accepted  since  October. 

In  order  to  conform  with  the  requirements  of 
the  War  Department,  the  term  of  service  of 
surgical  and  medical  internes  has  been  tempo- 
rarily shortened,  in  order  to  make  hospital- 
trained  physicians  available  for  military  service 
as  soon  after  graduation  as  practicable. 

The  Nursing  Department,  in  addition  to  the 
regular  work  of  the  Training  School,  has  ad- 
mitted to  its  wards  for  ten  days'  practice  work 
seventy-four  Red  Cross  Nurses'  aids. 

The  Out-Patient  Department,  although  the 
war  has  deprived  it  of  twenty-eight  members 
of  its  staff,  has  been  able  to  maintain  its  usual 
high  standards.  Notwithstanding  the  fact  that 
the  size  of  the  clinics  has  been  considerably  re- 
duced, the  total  amount  accomplished  during 
the  year  shows  an  increase  compared  with  pre- 
vious years. 

The  Roentgenological  Department  has  been 
able  to  increase  the  efficiency  of  its  work  by  the 
additional  space  and  equipment  which  has  been 
made  available.  This  department  has  been 
opened  to  physicians  who  are  engaged  in  x-ray 
work,  in  order  to  offer  to  radiologists  of  small- 
er towns  and  hospitals  an  opportunity  to  work 
in  a  large  clinic  where  problems  in  technic  and 
diagnosis  can  be  studied. 

In  the  Medical  Department,  investigative 
work  has  been  very  largely  held  up  because  of 
war  conditions.  In  the  Children's  Medical 
Service  Department,  however,  investigations 
are  still  being  conducted.  Other  departments, 
particularly  the  Surgical  and  Orthopedic  De- 
partments, have  been  deprived  by  the  war  of 
many  members  of  their  staffs,  but  have  been 
conducted,  nevertheless,  with  satisfactory  serv- 
ice. The  Syphilis  and  Dermatological  Depart- 
ments have  conducted  active  and  satisfactory 
work  throughout  the  year.  The  clinics  for  pul- 
monary and  non-pulmonary  tuberculosis  had 
many  new  patients,  and  the  infantile  paralysis 
clinic  has  been  of  great  service.  The  usual 
work  of  the  pathological  laboratory  has  been? 
carried  on  as  in  previous  years. 
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A  private  ward  has  been  opened  in  Phillips 
House  for  the  reception  of  patients  who  have 
the  right  to  employ  their  own  physicians,  pro- 
vided they  are  members  of  the  hospital  staff  or 
alumni.  A  portion  of  this  ward  is  devoted  to 
the  Maternity  Department. 

The  work  of  the  Social  Service  Department 
has  been  increased  considerably  because  of  the 
closing  of  the  Convalescent  Hospital  at  Waver- 
ley.  The  Ladies'  Visiting  Committee  has  ren- 
dered valuable  service  to  this  department. 

The  one  hundredth  report  of  the  McLean 
Hospital  shows  limitation  in  its  medical  work 
because  of  the  enlistment  of  one-half  of  its 
medical  staff  in  the  service.  The  medical  work 
presents,  however,  several  features  of  interest, 
specially  in  the  treatment  of  general  paralysis 
by  both  intravenous  and  intraventricular  meth- 
ods, and  in  the  treatment  of  cerebrospinal 
meningitis  by  intraspinal  and  intraventricular 
administration  of  antimeningitis  serum. 

Detailed  information  and  statistics  concern- 
ing the  reports  of  the  various  departments  of 
the  Hospital  may  be  found  in  the  Annual  Re- 
port. 

The  financial  situation  of  the  Hospital  has 
felt  the  strain  of  the  demands  which  the  war 
has  necessitated.  The  increased  cost  of  every- 
thing used  in  the  Hospital  has  resulted  in  a 
deficit,  in  spite  of  the  severest  economy  which 
has  been  practised.  The  Hospital  is  indeed 
grateful  for  the  donations  to  the  general  fund 
of  over  $28,000,  and  to  the  restricted  fund  of 
more  than  $84,000.  Appreciation  is  also  ex- 
pressed for  the  voluntary  services  which  have 
been  given  to  the  Hospital. 

In  looking  forward  to  the  future  develop- 
ment of  the  Hospital,  it  is  felt  that  a  great 
effort  should  be  made  to  render  its  expensive 
equipment  and  scientific  organizations  available 
to  all  classes  for  professional  services.  It  is 
particularly  urgent  that  the  problem  of  provid- 
ing for  the  large  middle  class  in  the  community 
be  solved.  All  citizens  of  Massachusetts  are 
earnestly  implored  to  give  all  they  can  toward 
the  support  of  this  great  charitable  service. 


MASSACHUSETTS  SCHOOL  OF  PUBLIC 
HEALTH. 

A  nearly  complete  list  of  speakers  for  the 
Four-Day  Free  School  of  Public  Health,  to  be 


conducted  by  the  Massachusetts  Medical  So- 
ciety, with  the  cooperation  of  the  State  De- 
partment of  Health,  the  Massachusetts  Associa- 
tion of  Boards  of  Health,  and  the  U.  S.  Public 
Health  Service,  is  as  follows : 

Prof.  Robert  Spurr  Weston,  Consulting  Sani- 
tary Engineer;  Mr.  M.  C.  Whipple,  Instructor 
in  Sanitation  at  Harvard  University;  Mr. 
Harry  W.  Clark,  State  Department  of  Health; 
Dr.  Francis  H.  Slack,  Instructor  in  Diagnostic 
Laboratory  Methods  in  the  Harvard-Technology 
School  of  Public  Health:  Miss -Edith  A.  Beck- 
ler,  Bacteriologist  of  the  State  Department  of 
Health;  Mr.  A.  W.  Hedrich,  Secretary  of  the 
American  Public  Health  Association ;  Dr.  J.  P. 
Bill,  Instructor  in  Preventive  Medicine  at  Har- 
vard Medical  School;  Mr.  John  Ritchie,  Jr., 
Former  Health  Commissioner  of  Boston ;  Prof. 

G.  C.  Whipple,  Massachusetts  Institute  of  Tech- 
nology; Dr.  John  S.  Hitchcock,  Director  of  the 
Division  of  Communicable  Diseases,  State  De- 
partment of  Health;  Dr.  Walter  E.  Fernald,  in 
charge  of  the  Massachusetts  School  for  the 
Feeble-Minded ;  Dr.  John  B.  Hawes,  Secretary 
of  the  State  Anti-Tuberculosis  Association ; 
Dr.  David  L.  Edsall,  Specialist  in  Industrial 
Hygiene ;  Passed  Assistant  Surgeon  A.  J. 
Lanza  of  the  U.  S.  Public  Health  Service; 
Prof.  P.  G.  Stiles  of  Harvard  Medical  School; 
Dr.  W.  W.  Peter,  Director  of  Public  Health 
Education  in  China ;  Dr.  Dorothy  Reed  Men- 
denhall  of  the  Children 's  Bureau ;  Dr.  George 

H.  Wright,  Lecturer  in  the  Harvard  Dental 
School ;  Dr.  L.  D.  Bristol,  Health  Commissioner 
of  the  State  of  Maine ;  Miss  Anne  H.  Strong, 
Assistant  Professor  of  Public  Health  Nursing, 
Simmons  College;  and  Dr.  E.  R.  Kelley,  Sate 
Commissioner  of  Health. 


MEDICAL  NOTES. 

Maternal  Nursing  and  the  War. — Accord- 
ing to  Dr.  Julius  Levy,  director  of  child  hy- 
giene, New  Jersey,  an  increase  of  two  months 
in  maternal  nursing  would  be  of  considerable 
aid  to  the  war.  This  program  would  make 
available  for  war  purposes  140,625,000  quarts 
of  milk,  14,062,500  pounds  of  sugar,  and  2,500,- 
000  bottles,  in  addition  to  the  fuel  and  other  uten- 
sils required  in  the  preparation  of  milk  for  in- 
fant consumption.  This-  would  represent  an 
outlay  by  the  mothers  of  the  country  of  at 
least  $25,612,500.    Dr.  Levy  affirms  that  the 
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adoption  of  this  principle  would  also  increase 
the  happiness  of  mothers  and  insure  the  life 
and  health  of  the  children. 

Paris  Anti-Cancer  Institute. — An  Anti- 
Cancer  Institute  will  be  founded  soon  in  Paris. 
It  will  be  similar  to  those  working  in  London, 
New  York,  and  Chicago,  and  to  the  one  estab- 
lished by  Czerny  at  Heidelberg.  All  patients, 
rich  or  poor,  suffering  from  tumors,  will  re- 
ceive the  care  required  for  each  particular  case. 
There  will  be  laboratories  for  the  use  of  stu- 
dents, regardless  of  their  nationality,  who  are 
interested  in  the  study  and  treatment  of  can- 
cer. 

Infant  Death  Rate  in  New  Zealand. — The 
infant  death  rate  in  New  Zealand  is  the  lowest 
in  the  world.  How  this  is  accomplished  has 
been  explained  by  Dr.  F.  Truby  King,  a  physi- 
cian of  that  country.  For  the  past  twelve 
years,  there  has  been  manifested  in  New  Zea- 
land an  increasing  interest  in  the  welfare  of 
mothers  and  children,  with  a  result  that  the 
infant  death  rate  has  been  reduced  to  5%,  and 
the  health  of  survivors  has  been  greatly  im- 
proved. 

This  work  in  New  Zealand  was  begun  by  pri- 
vate individuals;  but  it  was  soon  increased  by 
the  formation  of  a  voluntary  society  called  the" 
' '  Society  for  Health  of  "Women  and  Children, ' ' 
or  the  "Plunket  Society."  The  first  branch 
was  formed  in  Duneden,  and  consisted  of  a 
committee  of  twenty-five  earnest  and  capable 
women.  There  are  now  eighty  branches.  A 
little  later,  the  Government  became  interested 
and  granted  subsidies  of  one  dollar  for  each 
dollar  privately  subscribed  toward  the  pay- 
ment of  trained  nurses  sent  out  by  the  Society. 
The  Government  has  now  increased  its  assist- 
ance by  granting  subsidies  of  six  dollars  for 
every  five  dollars  voluntarily  subscribed,  by 
subsidizing  the  society's  baby  hospital,  by 
granting  free  passes  over  government  railways, 
and  by  the  publishing  and  issuing  of  pam- 
phlets. This  work  is  untouched  by  politics;  it 
is  the  result  of  the  utmost  devotion  and  en- 
thusiasm of  the  various  committees.  The  news- 
papers have  been  an  important  factor  in  the 
success  of  this  infant  welfare  work,  and  should 
be  commended  for  their  cooperation. 

WAR  NOTES. 

Wounded  Soldiers  from  France. — One  hun- 
dred and  thirteen  sick  and  wounded  soldiers,  of 


the  American  Expeditionary  Forces,  were  land- 
ed in  the  United  States  during  the  week  end- 
ing Friday  night,  April  26. 

Appointment  of  Major  Bog  an. — Major 
Frederick  L.  Bogan,  of  Boston,  has  been  ap- 
pointed commanding  officer  of  the  102d  field 
hospital,  the  highest  rank  next  to  that  of  divi- 
sion surgeon. 

Souvenirs  from  France. — Dean  Bradford, 
of  the  Harvard  Medical  School,  has  received 
from  Dr.  Harvey  Cushing,  head  of  the  Har- 
vard medical  unit  in  France,  a  collection  of 
souvenirs,  including  several  pathological  speci- 
mens from  cases  of  cranial  injury.  These  gifts 
will  be  placed  in  the  Warren  Museum. 

Appointment  of  Dr.  Lee. — Major  Roger  I. 
Lee,  chief  medical  officer  of 'the  Harvard  sur- 
gical unit  which  sailed  almost  a  year  ago,  has 
been  appointed  commanding  officer  in  place  of 
Col.  Patterson. 

Army  Health  Conditions. — The  number  of 
deaths  last  week  was  251,  against  208  the  pre- 
vious week.  Pneumonia  was  not  so  prevalent. 
In  the  Regular  Army  and  the  National  Guard, 
the  number  of  deaths  has  increased,  but  the 
National  Army  shows  decrease  from  160  to  113. 
In  the  aviation  section,  nine  deaths  have  re- 
sulted from  accidents. 

Promotion  of  Dr.  Wheaton. — Dr.  James  L. 
Wheaton,  of  Pawtucket,  R.  I.,  has  been  pro- 
moted to  the  rank  of  major  in  the  Medical 
Corps  of  the  Regular  Army. 

Smith  College  Unit. — The  American  col- 
lege girls  of  the  Smith  College  unit  have  dis- 
played conspicuous  bravery  in  attending  the 
wounded  and  civilians  under  fire  during  the 
recent  German  advance.  The  girls  have  been 
engaged  in  the  work  of  rehabilitation  in  the 
Somme  district.  Because  of  the  advance  of  the 
enemy,  they  have  been  forced  ,  to  retreat  to 
Verlaine  and  Esmery-Hallon,  where  they  have 
rendered  admirable  service  in  the  care  of  old 
refugees  and  children. 

During  the  German  drive,  the  unit  has  lost 
its  entire  equipment,  with  the  exception  of' 
three  motor  cars.  The  girls  have  been  praised' 
especially  for  their  work  just  before  the  Ger^ 
mans  reached  Ham.  They  not  only  evacuated! 
their  own  tillages,  but  assisted  in  the  evacua- 
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tion  of  the  Nesle  Hospital.  As  soon  as  they 
reached  Montdidier,  a  coffee  station  was  im- 
provised, and  a  temporary  children's  hospital 
was  installed  in  a  hotel. 

Later  the  Red  Cross  asked  for  helpers  for 
Amiens,  and  five  of  the  girls  were  chosen. 
During  their  first  night,  the  town  was  bombed 
again  and  again  by  the  Germans.  Half  of 
their  time  was  spent  in  cellars  and  the  other 
half  in  rendering  what  services  they  could  to 
the  civilians.  Finally,  the  girls  were  forced  to 
move  to  another  town,  where  they  offered  their 
services  to  the  French  authorities  and  helped 
to  feed  the  wounded  who  were  passing  through 
the  town.  While  awaiting  further  oppor- 
tunities to  be  of  service,  the  girls  have  been 
engaged  especially  in  visiting  English-speaking 
wounded  in  several  of  the  hospitals,  giving  them 
cigarettes,  writing  letters  for  them,  and  attend- 
ing to  their  wants. 

The  girls  have  worked  hard  and  have  been  in 
constant  danger,  but  all  declare  that  they 
would  gladly  begin  the  work  all  over  again. 

BOSTON  AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During 
the  week  ending  May  4,  1918,  the  number  of 
deaths  reported  was  275,  against  266  last  year, 
with  a  death  rate  of  18.28,  against  17.96  last 
year.  There  were  42  deaths  under  one  year  of 
age,  against  40  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were :  diphtheria,  59 ;  scarlet  fever,  33 ; 
measles,  326 ;  whooping  cough,  45 ;  tuberculo- 
sis, 84. 

Included  in  the  above  were  the  following 
cases  of  non-residents :  diphtheria,  13 ;  scarlet 
fever,  14 ;  measles,  9 ;  whooping  cough,  1  ;  tu- 
berculosis, 2. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 4 ;  scarlet  fever,  1 ;  measles,  6 ;  whoop- 
ing cough,  5 ;  tuberculosis,  30. 

Included  in  the  above  were  the  following 
non-residents :  diphtheria,  1 ;  measles,  1 ; 
whooping  cough,  1 ;  tuberculosis,  1. 

New  England  Roentgen  Ray  Society. — A 
meeting  of  the  New  England  Roentgen  Ray  So- 
ciety was  held  at  Camp  Devens  May  4.  The 
society  was  the  guest  of  Major  Ernest  L.  Davis, 
who  read  a  paper  based  on  his  study  of  a  large 
number  of  lung  conditions,  especially  in  cases 
of  pneumonia.  Major  Lewis  Gregory  Cole  of 
Base  Hospital  No.  1  (New  York)  was  a  guest 


of  the  Society  and  led  the  discussion  of  Major 
Davis'  paper. 

New  Harvard  Dean. — Dr.  Algernon  Cool- 
idge  has  been  made  acting  dean  of  the  Grad- 
uate School  of  Medicine  and  acting  chairman 
of  the  College  Library  Council.  Dr.  Coolidge 
is  taking  the  place  of  Dr.  Alexander  S.  Begg, 
who  is  now  in  active  service. 

Dental  Clinic  Destroyed. — The  dental 
clinic  at  the  Tufts  Medical  School  has  been  de- 
stroyed by  fire,  with  a  damage  amounting  to 
$'25,000.  The  students  aided  in  saving  the 
fittings  of  the  dental  room  and  the  property 
used  for  research  purposes.  The  work  of  the 
clinic  will  be  carried  on  in  another  building. 

Massachusetts  Society  of  Examining  Phy- 
i  icians. — The  Massachusetts  Society  of  Exam- 
ining Physicians  at  its  annual  meeting  at  the 
Copley-Plaza,  on  April  26,  1918,  elected  the 
following  officers : 

President,  Dr.  Frank  E.  Schubmehl,  General 
Electric  Company,  Lynn. 

Vice-Presidents,  Dr.  Herbert  H.  Howard, 
Boston ;  Dr.  C.  S.  Benson,  Haverhill ;  Dr. 
John  E.  McCartin,  Boston. 

Secretary,  Dr.  J.  H.  Stevens. 

Treasurer,  Dr.  John  S.  Phelps. 

Councillors,  Dr.  F.  J.  Cotton,  Boston;  Dr. 
J.  F.  Edgerly,  Lincoln;  Dr.  W.  P.  Coues,  Bos- 
ton; Dr.  F.  J.  Hanley,  Whitman;  Dr.  R.  C. 
Gwynn,  Boston. 

The  Society  voted  to  oppose  Senate  Bill  No. 
345,  which  proposes  to  give  the  re-education 
and  rehabilitation  of  injured  industrial  work- 
ers to  the  State  Board  of  Education.  It  was 
the  sense  of  the  Society  that  such  power  should 
be  conferred  upon  the  Industrial  Accident 
Board. 

Home  for  Aged  Women,  Boston. — The 
sixty-eighth  annual  report  of  the  Home  for 
Aged  Women,  Boston,  has  been  submitted  for 
the  year  1917.  The  death  of  two  of  its  mem- 
bers, Miss  Sarah  H.  Crocker,  one  of  the  vice- 
presidents,  and  Miss  Zilla  Baker,  head  nurse, 
is  recorded  with  regret. 

The  health  of  the  inmates  of  the  Home  has 
been  better  than  could  reasonably  be  expected. 
The  number  of  infirm  cases  has  gradually  in- 
creased, due  largely  to  the  increased  minimum 
age  requirement. 

There  has  been  an  average  of  88  inmates 
throughout  the  year.  There  are  137  on  the 
waiting  list. 
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During  the  year,  the  women  of  the  Home 
have  engaged  in  war  work  with  remarkable 
energy,  and  have  completed  nearly  three  thou- 
sand articles  of  various  kinds. 

The  Home  has  received  bequests  amounting 
to  over  $35,000.  The  friends  of  the  Dlome  are 
earnestly  urged  not  to  forget  the  growing  needs 
of  this  institution. 


COUNCIL  OF  NATIONAL  DEFENSE. 

Some  op  the  Activities  and  Interests  of  the 
General  Medical  Board  op  the  Council  op 
National  Defense,  April,  1917- April,  1918, 
as  Reported  at  the  Annual  Meeting,  Sun- 
day, May  5,  1918,  New  Willard  Hotel, 
"Washington,  D.  C. 

The  following  statement,  which  is  authorized 
by  the  Medical  Section  of  the  Council  of  Na- 
tional Defense,  is  a  brief  summary  of  the  report 
of  Dr.  Franklin  Martin,  member  of  the  Advis- 
ory Commission  and  chairman  of  the  General 
Medical  Board  of  the  Council  of  National  De- 
fense, with  mention  of  some  of  the  leading  in- 
terests and  activities  of  the  year  of  the  Board 
and  of  the  Medical  Section,_  presented  at  the 
annual  meeting  of  the  General  Medical  Board, 
May  5,  1918. 

GENERAL. 

Secretary  of  War  Baker,  on  April  2,  1917, 
authorized  appointment  of  General  Medical 
Board.  Dr.  Martin  designated  35  physicians 
and  surgeons,  many  of  whom  have  since  en- 
tered on  active  service  abroad.  Total  now  is 
77.  Executive  Committee  consists  of  Surgeons- 
General  of  Army,  Navy,  and  Public  Health 
Service,  Dr.  Franklin  Martin,  Dr.  W.  J.  Mayo, 
Dr.  William  H.  Welch,  Dr.  Victor  C.  Vaughan, 
Dr.  F.  F.  Simpson,  Rear  Admiral  Gary  T. 
Grayson,  and  Dr.  William  F.  Snow,  Secretary. 
The  first  meeting  was  held  April  9,  1917. 

Requested  medical  men  returning  from 
abroad  to  furnish  information  regarding  con- 
ditions observed  in  medical  services  of  allied 
armies,  which  information  was  carefully  sum- 
marized for  reference. 

Responded  to  request  of  Surgeon-General  to 
assist  in  increasing  enrollment  in  Medical  Re- 


serve Corps.  Enrollments  in  M.R.C.  have  been 
increased  from  1800  in  April,  1917,  to  over 
21,000,  of  which  16,042  are  on  active  duty. 

Requested  50  medical  societies  to  furnish  lists 
of  their  members  fitted  to  perform  special  work 
for  Government. 

child  welfare. 

Formed  Committee  on  Child  Welfare,  com- 
prising representatives  of  several  government 
departments,  educational  institutions  and  na- 
tional organizations,  to  coordinate  child  welfare 
activities,  and  formulated  program  covering 
problems  of  the  child  up  to  school  age,  which 
program  has  been  issued  to  the  states  through 
the  medium  of  the  States  Council  Section  and 
the  Woman's  Committee  of  the  Council  of  Na- 
tional Defense. 

Appointed  committees :  (a)  to  study  best 
graphic  methods  of  teaching  child  welfare ; 
(6)  to  study  food  values  necessary  to  children 
and  prepare  dietaries;  (c)  to  report  best  pro- 
cedure as  to  mid-wife  question  in  present  war 
emergency;  and  (d)  to  consider  advisability  of 
investigation  of  institutions  caring  for  children. 

CIVILIAN    COOPERATION   IN   COMBATING  VENEREAL 
DISEASES. 

Developed  joint  conferences  of  medical  and 
lay  citizens  in  50  cities  with  officials,  to  discuss 
plans  for  venereal  disease  clinics  or  law  en- 
forcement measures. 

Formulated  list  of  eight  measures  essential  to 
successful  campaign  against  venereal  diseases, 
and  sent  to  State  Boards  of  Health. 

Appealed  to  State  Pharmaceutical  Associa- 
tions for  Boards  of  Pharmacy  to  assist  in  elimi- 
nating sale  of  nostrums. 

Arranged  trips  for  lecturers  who  aided 
Boards  of  Health  in  30  states,  and  stimulated 
them  to  more  vigorous  work. 

Partially  as  a  result  of  correspondence  with 
State  Boards  of  Health,  26  states  have  adopted 
measures  requiring  reporting  of  venereal  dis- 
eases, 9  have  special  venereal  bureaus,  14  pro- 
vide free  laboratory  diagnosis,  6  provide 
arsphenamine,  practically  or  absolutely  free. 
Only  7  states  classified  as  complacent. 

Partially  as  a  result  of  letters  to  1000  may- 
ors, 49  cities  provide  for  isolation  and  treat- 
ment of  venereal  cases,  51  require  reporting  of 
venereal  diseases,  43  have  clinics,  78  are  con- 
ducting educational  work. 

Informed  editors  of  health  bulletins  and  la- 
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bor  journals  of  details  of  campaign  against 
venereal  diseases. 

Distributed  printed  material  and  sent  per- 
sonal and  circular  letters  to  thousands  of  per- 
sons in  communities  adjacent  to  army  camps, 
enlisting  their  cooperation. 

DENTISTRY. 

Appealed  to  dental  profession  through  va- 
rious dental  associations,  materially  increasing 
enrollment  in  Dental  Officers'  Reserve  Corps. 

Instrumental  in  having  military  instruction 
included  in  curricula  of  dental  colleges,  and  in 
having  applicants  for  enrollment  in  Dental 
Surgeons  Corps  specially  trained. 

Cooperated  with  manufacturers  in  having 
dental  instruments  and  supplies  standardized. 

Secured  volunteer  services  of  civilian  dental 
profession  in  eliminating  dental  disabilities  of 
recruits. 

Recommended  improved  courses  in  dental 
surgery  in  Army  and  Navy  medical  schools. 

Initiated  investigation  as  to  relation  of 
trench  mouth  disease  to  oral  and  general  dis- 
ease. 

Dental  Committee  recommended  higher  rank 
for  dentists  in  Army  Dental  Corps. 

HOSPITALS. 

Recommended  to  general  hospitals  reorgan- 
ization of  staffs,  in  order  to  release  as  many  as 
possible  for  Army  and  Navy  service,  and  urged 
each  person  whose  services  could  be  spared  to 
apply  for  appointment. 

Hospitals  classified  exhaustively  as  to  size, 
convenience  to  transportation,  equipment,  and 
all  other  details. 

Investigated  subject  of  portable  hospitals, 
and  recommended  purchase  of  a  limited  number 
by  the  Surgeon-General  of  the  Army. 

Classified  and  tabulated  for  use  of  Surgeon- 
General's  office  data  as  to  private  houses  and 
large  buildings  offered  for  use  as  military  hos- 
pitals. 

HYGIENE  AND  SANITATION. 

Recommended  to  War  and  Navy  Depart- 
ments that  zones  around  camps  and  canton- 
ments be  placed  under  military  control  in 
order  to  protect  troops  from  venereal  infections. 
Encouraged  organization  of  Fosdick  Commis- 
sions or  Training  Camp  Activities. 

Appointed    sub-committees   on  drug  addic- 


tions, alcoholic  control,  public  health  nursing, 
tuberculosis,  and  health  statistics,  which  com- 
mittees have  assembled  information  and  recom- 
mended definite  sanitary  measures  for  guidance 
of  Army,  Navy,  Public  Health  Service,  Amer- 
ican Red  Cross,  and  Civil  Health  Agencies. 

Work  of  sub-committee  on  venereal  diseases 
has  expanded,  and  it  has  become  the  Committee 
for  Civilian  Cooperation  in  Combating  Vene- 
real Diseases,  a  general  committee  of  the  Gen- 
eral Medical  Board. 

INDUSTRIAL   MEDICINE  AND  SURGERY. 

Instituted  an  Advisory  Committee  on  Indus- 
trial Hygiene,  comprising  representatives  from 
Public  Health  Service,  Departments  of  Argi- 
culture,  Interior,  Commerce,  Labor,  and  of  Or- 
ganized Industry,  Organized  Labor,  Organized 
Medicine,  and  Organized  Industrial  Medicine, 
for  the  purposes  of  providing  against  unneces- 
sary human  waste  in  industry  and  society  dur- 
ing war,  to  offset  drain  of  man-power  from  in- 
dustry through  raising  of  military  forces  to 
meet  need  for  increased  production,  to  avoid 
preventable  deaths  from  accidents  and  disease, 
and  to  improve  surroundings  of  workers. 

LEGISLATION. 

Drafted  Section  of  Army  Bill  eliminating 
sale  of  alcoholic  drinks  and  prostitution  in 
five-mile  zone  around  camps  and  cantonments; 
indorsed  by  Council  of  National  Defense,  and 
enacted  into  law  within  ten  days  of  original 
rough  draft. 

Induced  authorities  to  provide  for  enlistment 
of  medical  students  of  well-recognized  schools 
in  Enlisted  Medical  Reserve  Corps,  and  com- 
pletion of  course  before  being  called  into  mili- 
tary service.  Similar  effort  made  in  aid  of  pre- 
medical  students. 

Instrumental  in  having  American  concerns 
licensed  to  manufacture  salvarsan,  and  other 
German-owned  medicinal  preparations.  Quan- 
tity previously  sold  for  $4.00  now  furnished 
Government  at  $1.00. 

Made  considerable  effort  to  have  rank  of 
medical  officers  made  commensurate  with  the 
service  which  the  nation  expects  from  the  pro- 
fession. 

MEDICAL  SCHOOLS. 

Urged  students  to  continue  medical  education 
so  that  upon  entering  government  service  they 
might  be  fully  trained;  also  urged  students  to 
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apply  for  commissions  in  Medical  Reserve 
Corps  upon  graduation. 

Urged  schools  to  release  teachers  for  enroll- 
ment in  Medical  Reserve  Corps. 

Asked  heads  of  educational  institutions  to  ad- 
vise pre-medical  students  to  enroll  in  medical 
schools  of  their  choice  as  soon  as  possible. 

Asked  medical  schools  to  allow  fourth-year 
students  to  substitute  senior  year  in  base  hos- 
pital instead  of  school,  if  emergency  arises. 

MEDICAL  WAR  MANUALS. 

Published  four  war  manuals:  1,  "Sanitation 
for  Medical  Officers,"  by  Edward  B.  Vedder, 
M.D.,  Lieut.-Col.,  M.C.,  U.S.A. ;  2,  "Notes  for 
Army  Medical  Officers,"  by  T.  H.  Goodwin, 
Lieut.-Col.,  R.A.M.C. ;  3,  "Military  Ophthalmic 
Surgery,"  by  Allen  Greenwood,  Major,  M.R.C., 
G.  E.  de  Schweinitz,  Major,  M.R.C.,  and  Walter 
R.  Parker,  Major,  M.R.C.,  and,  4,  "Military 
Orthopedic  Surgery,"  by  the  Orthopedic  Coun- 
cil. 

These  also  are  ready  for  publication :  ' '  Sur- 
gery of  the  Zone  of  Advance,"  by  George  de 
Tarnowsky,  Major,  M.R.C.;  "Notes  on  Military 
Surgery,"  by  George  W.  Crile,  Major,  M.R.C., 
and  "Lessons  from  the  Enemy,"  by  John  Mc- 
Dill. 

NURSING. 

Instrumental  in  increasing  by  20%  number 
of  pupil  nurses  in  training  schools,  by  means  of 
correspondence  with  college  and  school  gradu- 
ates, deans  of  women's  colleges,  school  princi- 
pals and  Board  of  Education  secretaries. 

Distributed  about  100,000  bulletins  and 
leaflets  for  information  of  prospective  students. 

Made  nation-wide  survey  of  country's  nurs- 
ing resources,  and  urged  heads  of  training 
schools  and  hospitals  to  increase  their  facilities. 

Published  series  of  12  articles  on  nursing  in 
newspapers  throughout  the  country. 

Instrumental  in  having  nurses  included  in 
War  Risk  Insurance  Law. 

Secured  evidence  of  need  for  military  rank 
for  nurses,  and  secured  indorsements  of  this 
movement  from  many  persons. 

Conducted  campaign  for  increasing  number 
of  candidates  for  nursing  education. 

Cooperated  in  preparing  details  of  prepara- 
tory nursing  course  for  college  graduates  at 
Vassar  College. 

Recommended  to  Surgeon-General  of  the 
Army  that  increased  accommodations  for  nurses 
be  made  at  camps,  that  not  less  than  one  nurse 


be  provided  to  six  acutely  ill  men,  that  there 
be  a  reserve  of  not  less  than  25  nurses  at  each 
camp  hospital,  and  that  a  qualified  nurse  tour 
military  and  naval  hospitals  to  make  observa- 
tions ;  all  of  which  recommendations  have  been 
favorably  received.  Miss  Annie  W.  Goodrich 
appointed  Inspector-General  of  Nursing  Service 
in  all  military  hospitals  in  the  United  States 
and  France. 

Recommended  to  superintendents  of  training 
schools  to  speed  instruction  and  hold  final  ex- 
aminations and  graduations  early  in  1918,  and 
release  graduates  for  government  service. 

Cooperated  with  Red  Cross  and  with  Na- 
tional Organization  for  Public  Health  Nursing 
in  enrollment  of  public  health  nurses  in  office 
of  Red  Cross,  and  urged  public  health  nursing 
agencies  to  release  staff  members  for  service  in 
extra-cantonment  zones  and  for  rehabilitation 
work  in  France  and  Belgium. 

Cooperated  with  Food  Administration  in  hav- 
ing public  health  nurses  instructed  in  prepara- 
tion of  war-time  food  substitutes. 

RE-EDUCATION    AND  REHABILITATION. 

Presented  to  Secretary  of  War  plan  for  for- 
mation of  Reconstruction  Board,  including  rep- 
resentatives of  Army,  Navy,  Public  Health 
Service,  Red  Cross,  Council  of  National  De- 
fense, Hospitals  and  Laboratories,  Medicine  and 
Surgery,  Vocational  Education,  Labor  and  In- 
dustry. Secretary  of  War  instructed  Surgeon- 
General  to  call  conference  and  formulate  plan. 
As  a  result  bill  was  drafted  providing  for  voca- 
tional rehabilitation  and  return  to  civil  employ- 
ment of  soldiers  and  sailors  disabled  in  line  of 
duty. 

RESEARCH. 

Instituted  investigation  of  conditions  under 
which  canned  foods  become  deleterious. 

Was  instrumental  in  having  University  of 
Minnesota  grow  a  supply  of  digitalis  adequate 
for  America's  needs,  to  replace  supply  hitherto 
obtained  from  Germany. 

Instituted  tests  of  devices  aimed  to  protect 
the  ear  from  injuries  by  explosives. 

Examined  and  card-indexed  numerous  anti- 
septics and  disinfectants,  furnishing  all  infor- 
mation to  Medical  Supply  Department  of  the 
Army.  Valuable  cocaine  substitutes  and  cheap 
disinfectants  found  usable.  Silenced  claims  of 
venders  of  large  number  of  absolutely  worth- 
!  less  preparations. 
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Placed  subject  of  shell  shock  in  hands  of 
Dr.  George  W.  Crile  for  study. 

Instrumental  in  bringing  into  use  several 
substitutes  for  ambrine,  for  treatment  of  burns. 

Instituted  study  which  led  to  discovery  that 
various  preparations  of  thromboplastin  help 
prolong  period  for  coagulation  of  blood. 

Investigated  various  devices  for  preparations 
for  sterilizing  wounds  and  germ  carriers. 

Instituted  study  of  processes  for  sterilizing 
drinking  water  which  led  to  authoritative 
statement  that  use  of  chlorine  is  best  means, 
chlorine  now  being  used  under  all  conditions. 

Instrumental  in  having  prepared  authorita- 
tive review  of  war  literature  bearing  upon  in- 
juries of  the  peripheral  nerves. 

Abstracted  all  obtainable  literature  on  meth- 
ods of  destroying  lice,  and  instituted  experi- 
mental research. 

Instrumental  in  having  published  critical  re- 
view of  methods  and  results  of  vaccination  for 
smallpox. 

Obtained  from  a  noted  French  authority 
statement  of  results  obtained  by  French  in- 
vestigators as  to  value  of  Widal  test  after  vac- 
cination for  typhoid  fever. 

STANDARDIZATION . 

Held  frequent  conferences  to  study  means 
by  which  production  might  be  speeded,  and 
demand  for  diverse  types  of  appliances  might 
be  curtailed. 

Conferences  participated  in  by  representa- 
tives of  Army,  Navy,  Red  Cross,  Public  Health 
Service,  and  manufacturers  of  surgical  instru- 
ments and  supplies.  Result:  Substantial  in- 
crease in  production  of  staple  articles,  stand- 
ardization in  types  and  issuance  of  four  cata- 
logues of  staple  medical  and  surgical  instru- 
ments and  supplies  for  use  of  Army,  Navy  and 
Red  Cross. 

STATES  ACTIVITIES. 

Obtained  though  State  and  County  Commit- 
tees names  of  physicians:  (a)  available  for 
service  in  the  Medical  Reserve  Corps,  (6)  those 
not  available  because  of  physical  disability, 
over-age  (55),  or  because  of  home  community 
need. 

Requested  cooperation  of  medical  profession 
in  asking  aid  of  Senators  and  Congressmen  for 
legislation  in  reference  to  advanced  rank  for 
medical  officers. 


Made  survey  of  medical  schools,  as  a  result 
of  which  arrangements  were  made  for  enlist- 
ment of  medical  students  of  well-recognized 
schools  in  enlisted  Medical  Reserve  Corps  and 
placing  them  on  inactive  list  until  completion 
of  their  medical  education.  Similar  effort 
made  in  aid  of  pre-medical  students. 

Organized  Volunteer  Medical  Service  Corps 
for  physicians  ineligible  to  Medical  Reserve 
Corps,  because  of  physical  disability,  over-age. 
or  essential  home  community  need. 

Prepared  and  mailed  monthly  to  State  and 
County  Committees  percentage  tables  of  recom- 
mendations by  Surgeon-General  for  commis- 
sions in  Medical  Reserve  Corps. 

Cooperated  with  Provost  Marshal  General's 
Office  in  selecting  members  of  Medical  Reserve 
Corps  as  medical  aides  to  governors.  Formu- 
lated outline  of  duties  of  medical  aides. 

Cooperated  in  having  representatives  sent  to 
44  states  urging  membership  in  Medical  Re- 
serve Corps. 

Classified  membership  records  of  Medical  Re- 
serve Corps  from  code  cards,  a  set  being  fur- 
nished for  the  Surgeon-General's  Office  in 
Washington  and  a  set  for  the  representative  of 
the  Surgeon-General  with  General  Pershing's 
Army  in  France. 

Made  survey,  through  a  sub-committee,  of  oph- 
thalmologists' of  country,  and  requested  those 
not  needed  for  institutional  and  civic  needs  to 
join  M.R.C. 

Same  committee  standardized  methods  of 
eye  examinations.  Held  conference  on  re- 
education of  blind  soldiers,  and  conducted  sur- 
vey of  workshops  for  the  blind. 

Made  survey  and  classified,  through  a  sub- 
committee, the  otolaryngologists  of  country 
(brain,  oral  and  plastic  surgeons),  requesting 
those  available  to  join  Medical  Reserve  Corps. 

Recommended  that  specialists  in  head  sur- 
gery be  assigned  to  special  duty  in  military 
hospitals ;  also  that  special  hospitals  be  assigned 
for  treatment  of  eye,  ear,  nose  and  throat 
cases ;  also  recommended  definite  number  of 
surgeons  and  assistants  of  each  specialty,  for 
chief  hospitals  and  for  each  military  division. 

WOMEN  PHYSICIANS. 

Prepared  index  and  complete  data  as  to  all 
women  physicians  in  the  United  States. 

Prepared  lists  of  anesthetists,  laboratory 
workers,  radiographers,  sanitarians,  specialists, 
and  industrial  surgeons,  willing  to  serve. 
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Compiled  data  regarding  recent  graduates  of 
35  co-educational  medical  colleges. 

Secured  registration  of  1875  women  physi- 
cians willing  to  serve — more  than  one-third  of 
the  total  number  in  the  United  States. 


THE  GENERAL  MEDICAL  BOARD  OP 
THE  COUNCIL  OF  NATIONAL  DE- 
FENSE. 

The  Council  of  National  Defense  is  com- 
posed of  six  members  of  the  President's  Cabi- 
net— the  Secretaries  of  War,  Navy,  Interior, 
Agriculture,  Commerce  and  Labor.  The  Coun- 
cil nominated,  and  the  President  appointed  an 
Advisory  Commission  of  seven  specially  quali- 
fied persons,  each  having  knowledge  of  one 
great  field.  Dr.  Franklin  H.  Martin,  as  chair- 
man of  the  Committee  on  Medicine  and  Sanita- 
tion of  the  Commission,  organized  the  General 
Medical  Board  for  the  purpose  of  aiding  in 
the  enormous  expansion  of  the  various  govern- 
ment bureaus  and  coordinating  with  their  work 
the  resources  and  talent  of  the  civilian  med- 
ical profession.  Through  this  Board,  which 
thus  has  its  authority  in  the  Advisory  Com- 
mission and  which  represents  the  civilian  popu- 
lation in  its  relation  to  the  four  government 
administrative  offices  of  the  Surgeons-General 
of  the  Army,  Navy,  Public  Health  Service  and 
the  Red  Cross,  "the  organization  for  war  of 
the  medical  profession,"  one  of  the  set  objects 
of  the  Council,  is  being  carried  out.  This 
body  originally  consisted  of  35  of  the  strongest 
medical  men  who  could  be  selected.  Ten  of  the 
original  members  have  gone  abroad  on  active 
service.  The  Board  now  has  77  members,  in- 
cluding officers  of  principal  surgical  and  med- 
ical societies,  officers  of  the  Army,  Navy,  and 
Public  Health  Service  and  a  representative  of 
the  Red  Cross,  and  22  of  these  are  on  active 
duty  in  Washington.  Recommendations  are 
made  to  it,  and  medical  questions  referred  to 
it  for  discussion.  Such  medical  problems  as 
develop  from  the  activities  of  the  committees  of 
the  Medical  Section — the  Board's  operating 
body,  of  which  Major  F.  F.  Simpson  is  chief — 
are  considered  at  the  monthly  meetings  of  the 
Board,  usually  held  on  Sunday,  and  referred, 
if  deemed  advisable,  to  the  Monday  morning 
meetings  of  the  Executive  Committee  of  ten, 


which  includes  the  Surgeons-General  of  the 
Army,  Navy  and  Public  Health  Service,  the 
Chairman  and  Vice-Chairman  of  the  Board, 
Lieutenant-Colonel  Victor  C.  Vaughan,  Lieu- 
tenant-Colonel William  H.  Welch,  Major  Wil- 
liam J.  Mayo,  Rear-Admiral  Cary  T.  Grayson, 
and  Major  William  F.  Snow,  Secretary.  If  a 
recommendation  of  a  committee  is  approved  by 
the  Executive  Committee,  it  is  laid  before  the 
Advisory  Commission  or  the  Council  of  Na- 
tional Defense,  or  both,  by  Dr.  Martin,  who  is 
thus  the  link  between  the  profession  and  the 
President's  Cabinet.  In  this  way  there  is  offi- 
cial, executive  action.  If  approved,  the  rec- 
ommendations, for  final  working  out,  are  re- 
ferred back  to  the  General  Medical  Board,  or 
distributed  in  the  way  of  information  to  those 
in  authority  in  the  bureaus  concerned.  The 
General  Medical  Board  keeps  in  touch  with  all 
State  and  County  Committees,  and  through 
them  with  all  the  sectional  medical  societies. 

MEMBERS  OF  THE  GENERAL  MEiDICAL  BOARD. 

On  Active  Duty  in  Washington. 

Dr.  Franklin  Martin,  Chicago,  Illinois,  Member  of 
Advisory  Commission,  Council  of  National  Defense. 
Chairman. 

Dr.  F.  F.  Simpson,  Pittsburgh,  Pennsylvania,  Chief  of 
Medical  Section,  Council  of  National  Defense,  Vice- 
Chairman. 

Dr.  W.  F.  Snow,  New  York  City,  Professor  Public 
Health,  Stanford  University,  Surgeon  General's 
Office,  Secretary. 

Surgeon  General  William  C.  Gorgas,  U.  S.  Army. 

Surgeon  General  William  C.  Braisted,  TJ.  S.  Navy. 

Surgeon  General  Rupert  Blue,  U.  S.  Public  Health 
Service. 

Rear  Admiral  Cary  T.  Grayson,  TT.  S.  N.,  Washington, 
D.  C. 

Dr.  William  J.  Mayo,  Rochester,  Minn. 

Dr.  Victor  C.  Vaughan,  Dean  of  Medical  Department, 
University  of  Michigan,  Ann  Arbor,  Mich. 

Dr.  William  H.  Welch,  Professor  of  Pathology,  Johns 
Hopkins  University,  Baltimore,  Md. 

Dr.  Elliot  G.  Brackett,  Asst.  Professor  of  Orthopedic 
Surgery,  Harvard  Medical  School,  Boston,  Mass. 

Dr.  Philip  Schuyler  Doane,  Chicago,  Illinois. 

Dr.  Seale  Harris,  Secretary  Southern  Medical  Asso- 
ciation, Birmingham,  Alabama. 

Dr.  Henry  D.  Jump,  Asst.  Physician,  Philadelphia 
General  Hospital,  Philadelphia,  Pa. 

Dr.  Allen  B.  Kanavel,  Associate  Professor  of  Surgery, 
Northwestern  Univ.  Medical  School,  Chicago,  111. 

Dr.  W.  H.  G.  Logan,  President-elect,  National  Dental 
Association,  Chicago,  Illinois. 

Dr.  Charles  H.  Mayo,  President,  American  Medical 
Association,  Rochester,  Minn. 

Dr.  John  D.  McLean,  Member  of  Staff,  Rush  Hospital, 
Philadelphia,  Pa. 

Dr.  James  Bordley,  Jr.,  Surgeon  in  charge,  S.  Balto. 
Eye  Hosp.,  Baltimore,  Md. 

Professor  Earle  Phelps,  Sanitary  Engineer,  Washing- 
ton, D.  C. 

Dr.  George  E.  deSchweinitz,  Professor  of  Ophthalmol- 
ogy, University  of  Pennsylvania.  Philadelphia,  Pa. 

Dr.  Winford  H.  Smith,  Superintendent,  Johns  Hop- 
kins Hospital,  Baltimore.  Md. 

Dr.  Hubert  Work,  Pueblo,  Colorado,  Chairman,  House 
of  Delegates,  American  Medical  Association. 
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On  Active  Duty  Abroad. 

Dr.  Frederic  A.  Besley,  Professor  of  Surgery,  North- 
western University,  Chicago,  Illinois. 

Dr.  George  E.  Brewer,  Professor  of  Surgery,  Colum- 
bia University,  New  York  City. 

Dr.  George  W.  Crile,  Professor  of  Surgery,  Western 
Reserve  University,  Cleveland,  Ohio. 

Dr.  John  M.  T.  Finney,  Professor  of  Clinical  Surgery, 
Johns  Hopkins  University,  Baltimore,  Md. 

Dr.  Joseph  M.  Flint,  Professor  of  Surgery,  Yale  Uni- 
versity, New  Haven,  Conn. 

Dr.  Joel  E.  Goldthwait,  Lecturer  on  Orthopedics, 
Harvard  Medical  School,  Boston,  Mass. 

Dr.  Charles  H.  Peck,  Professor  of  Surgery,  Columbia 
University,  New  York  City. 

Dr.  Richard  P.  Strong,  Professor  of  Tropical  Medi- 
cine, Harvard  University,  Boston,  Mass. 

Dr.  William  S.  Thayer,  President,  Congress  of  Ameri- 
can Physicians  and  Surgeons,  Baltimore,  Md. 

Dr.  George  Walker,  Associate  in  Surgery,  Johns  Hop- 
kins University,  Baltimore,  Md. 

On  Active  Duty  in  Camps  or  Other  Services  in  this 
Country. 

Dr.  John  Fairbairn  Binnie,  Recorder,  American  Sur- 
gical Association,  Kansas  City,  Mo. 

Dr.  Joseph  C.  Bloodgood,  Associate  Professor  of  Surg- 
ery, Johns  Hopkins  University,  Baltimore,  Md. 

Dr.  John  Young  Brown,  Professor  of  Surgery,  Uni- 
versity of  St.  Louis,  St.  Louis,  Mo. 

Dr.  Joseph  Rilus  Eastman,  President,  Western  Surgi- 
cal Association,  Indianapolis,  Ind. 

Dr.  William  D.  Haggard,  Professor  of  Surgery,  Van- 
derbilt  University,  Nashville,  Tenn. 

Dr.  Fred  Bates  Lund,  Lecturer  on  Surgery,  Harvard 
Medical  School,  Boston,  Mass. 

Dr.  Edward  Martin,  Professor  of  Surgery,  University 
of  Pennsylvania,  Philadelphia,  Pa. 

Dr.  Stuart  McGuire,  Professor  of  Surgery,  Medical 
College  of  Virginia,  Richmond,  Va. 

Dr.  Albert  J.  Ochsner,  Professor  of  Surgery,  Univer- 
sity of  Illinois,  Chicago,  Illinois. 

Other  Members. 

Dr.  Thomas  W.  Huntington,  Professor  of  Surgery, 
University  of  California,  San  Francisco,  Cal. 

Dr.  Alexander  C.  Craig,  Secretary,  American  Medical 
Association,  Chicago,  Illinois. 

Dr.  John  B.  Deaver,  Professor  of  Practice  of  Surgery, 
University  of  Pennsylvania,  Philadelphia,  Pa. 

Dr.  Simon  Flexner,  Director,  Rockefeller  Institute  for 
Medical  Research,  New  York  City. 

Dr.  Hobart  Amory  Hare,  Professor  of  Therapeutics, 
Materia  Medica  and  Diagnosis,  Jefferson  Medical 
College.  Philadelphia,  Pa. 

Dr.  C.  Jeff  Miller,  Professor  of  Obstetrics  and  Clinical 
Gynecology,  Tulane  University,  New  Orleans,  La. 

Dr.  Hubert  A.  Royster,  Secretary,  Southern  Surgical 
Association,  Raleigh,  N.  C. 

Dr.  George  H.  Simmons.  Editor  Journal  of  American 
Medical  Association,  Chicago,  Illinois. 

Dr.  J.  Bentley  Squier,  Professor  of  Urology  and 
Genito-Urinary  Surgery,  College  of  Physicians  and 
Surgeons,  Columbia  University,  New  York  City. 

Dr.  Herman  M.  Biggs,  State  Commissioner  of  Health, 
New  York  City. 

Dr.  Alexis  Carrel,  Member  of  Staff,  Rockefeller  In- 
stitute, New  York  City. 

Dr.  John  G.  Clark,  Professor  of  Gynecology,  Univer- 
sity of  Pennsylvania,  Philadelphia,  Pa. 

Dr.  Frederic  J.  Cotton,  Associate  in  Surgery,  Harvard 
Medical  School.  Boston,  Mass. 

Dr.  Thomas  S.  Cullen.  Vice-President,  Southern  Sur- 
gical and  Gynecological  Assn.,  Baltimore,  Md. 

Dr.  Edward  P.  Davis,  Professor  of  Obstetrics,  Jeffer- 
son Medical  College,  Philadelphia,  Pa. 

Dr.  Robert  L.  Dickinson.  First  Vice-President,  Ameri- 
can Gynecological  Society,  Brooklyn,  N.  Y. 

Dr.  William  A.  Evans.  President.  American  Public 
Health  Association,  Chicago,  Illinois. 


Dr.  Duncan  Eve,  Sr.  President,  Southern  Medical 
Association,  Nashville,  Tenn. 

Dr.  S.  S.  Goldwater,  Superintendent,  Mt.  Sinai  Hos- 
pital, New  York  City. 

Dr.  S.  McC.  Hamill,  Professor  of  Pediatrics,  Univer- 
sity of  Pennsylvania,  Philadelphia,  Pa. 

Dr.  Malcolm  L.  Harris,  Secretary,  Board  of  Trustees, 
American  Medical  Association,  Chicago,  111. 

Dr.  Jabez  Jackson,  Kansas  City,  Mo. 

Dr.  Charles  E.  Kahlke,  Professor  of  Surgery,  Hahne- 
mann Medical  College,  Chicago,  111. 

Dr.  John  H.  Landis,  Health  Commissioner,  Cincinnati, 
Ohio. 

Dr.  John  A.  Lichty,  Professor  of  Medicine,  Univer- 
sity of  Pittsburgh,  Pittsburgh,  Pa. 
Dr.  Rosalie  Slaughter  Morton.  Chairman,  American 

Women's  Hospitals,  New  York  City. 
Miss  M.  Adelaide  Nutting,  Professor  of  Nursing  and 
'  Health,   Teachers'   College,    Columbia  University, 

New  York  City. 
Dr.  Charles   B.   Penrose,   Professor  ot  Gynecology, 

University  of  Pennsylvania,  Philadelphia,  Pa. 
Dr.  Emmet  Rixford,  Professor  of  Surgery,  Stanford 

University  Medical  School,  San  Francisco,  Cal. 
Dr.  Sterling  Ruffln,  Professor  of  Medicine,  George 

Washington  University,  Washington,  D.  C. 
Dr.  George   David   Stewart,   Professor   of  Surgery, 

University  Bellevue  Hospital  Medical  College,  New 

York  City. 

Dr.  William  B.  Van  Lennep,  Professor  of  Surgery, 

Hahnemann  Medical  College,  Philadelphia,  Pa. 
Dr.  Florence  N.  Ward,  Chief  Surgeon.  Florence  N. 

Ward  Sanatorium,  San  Francisco,  California. 
Dr.  Ray  L.  Wilbur.  President,  Stanford  University, 

San  Francisco,  California. 
Dr.  W.  C.  Woodward.  Health  Officer  of  the  District 

of  Columbia,  Washington,  D.  C. 
Dr.  Katharine  B.  Davis.  Executive  Secretary,  Bureau 

of  Social  Hygiene.  Rockefeller  Foundation,  New 

York  City. 

Honorary  Members. 

Colonel  C.  U.  Dercle,  Medical  Department,  French 
Army,  Paris.  France. 

Colonel  T.  H.  Goodwin,  Surgeon  General,  R.  A.  M.  C, 
London,  England. 

Mr.  Julius  Rosenwald.  Member  of  Advisory  Commis- 
sion, Council  of  National  Defense,  Chicago,  111. 

Colonel  Claude  K.  Morgan,  British  Army  Medical 
Service,  London,  England. 

The  Committees  op  the  General  Medical 
Board  op  the  Council  op  National  De- 
fense ARE: 

Executive  Committee. 

(The  Central  Governing  Board  has  in  charge 
the  organization  of  the  Volunteer  Medical 
Service  Corps,  and  is  made  up  of  members 
of  the  Executive  Committee.) 

Child  Welfare. 

Civilian  Cooperation   in   Combating  Venereal 
Diseases. 

Dentistry. 

(With  sub-committees  on  Dental  and  Oral 
Surgery,  Dental  Legislation  and  Enroll- 
ment, Dental  Publicity,  Dental  Research, 
Examining  Boards,  Mobilizing  Dental  Ed- 
ucational Activities,  Preparedness  League 
of  American   Dentists,   Special  Hospitals, 
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Standardization  of  Dental  Equipment  and 

State  '  Dental  Societies.) 
Editorial. 
General  Surgery. 

(With  sub-committees   on  Classification  of 

Surgeons,  Head  Surgery,  Ophthalmology, 

Otology,  Laryngology  and  Rhinology.) 
Hospitals. 

Hygiene  and  Sanitation. 

(With  sub-committees  on  Alcohol,  Drug  Ad- 
diction, Public  Health  Nursing,  Statistics, 
Tuberculosis,  and  Venereal  Diseases.) 

Industrial  Medicine  and  Surgery. 

Legislation. 

Medical  Advisory  Board. 

Medical  Schools. 

Nursing. 

Publicity. 

Research. 

State  Activities  and  Examinations. 
Volunteer  Medical  Service  Corps. 
Women  Physicians. 


HOSPITAL  NEEDS  URGENT. 

The  following  letter  written  by  Dr.  W.  A 
Brooks,  acting  surgeon-general  of  Massachu- 
setts, setting  forth  the  present  need  of  hospital 
facilities  has  been  forwarded  to  Surgeon-Gen- 
eral Gorgas : 

"With  100,000  going  into  action,  and  thou- 
sands more  to  follow,  it  is  beyond  comprehen- 
sion that  this  country  is  not  more  alive  to  the 
fact  that  within  a  few  weeks  thousands  of 
wounded  may  be  coming  home  to  be  cared  for. 

I  am  informed  that  the  intention  of  the  Army 
Medical  Corps  is  to  send  home  only  the  wrecks, 
and  to  take  care  of  the  less  severely  wounded  on 
the  other  side.  No  doubt  the  authorities  in 
Washington  think  they  see  their  way  clearly  to 
care  for  all  the  wounded  in  France,  but  to  a 
man  who  has  spent  all  of  his  life  in  hospitals, 
the  thought  occurs  that  perhaps  such  plans  may 
have  to  be  changed,  and  if  they  are  changed, 
then  truly  the  hospitals  of  New  York,  Boston 
and  Baltimore  will  be  proven  to  be  utterly  in- 
adequate to  handle  the  situation.  They  are  not 
constructed  on  a  large  enough  scale.  We  read 
that  about  30  or  40%  of  100,000  men  means 
30,000  wounded.  It  has  been  estimated  that  in 
the  entire  United  States  there  are  only  about 
150,000  hospital  beds,  and  these  are  filled  the 
greater  part  of  the  time.  Massachusetts  has  a 
normal  capacity  of  about  6000  beds.  In  an 
emergency  about  3500  more  can  be  furnished, 
and  these  are  scattered  all  over  the  State. 


The  6000  beds  are  practically  full  now.  There 
are  available,  therefore,  only  about  3500  beds. 
A  few  good-sized  shiploads  of  wounded  and  the 
available  supply  of  beds  will  be  exhausted. 
Within  12  months  we  may  have  over  1,000,000 
men  at  the  front.  If  so,  taking  the  minimum 
number  of  normal  casualties  and  adding  10% 
for  those  who  are  taken  ill,  and  we  will  have  a 
minimum  of  300,000  or  400,000  men  to  be  cared 
for.  Prance  and  England  are  today  over- 
burdened with  their  own  sick  and  wounded. 
Is  it  within  reason  that  we  can  borrow  hospital 
beds  from  them  ? 

Another  point.  The  three  or  four  hundred 
thousand  sick  and  wounded  have  to  be  fed.  Is 
it  a  feasible  plan  to  keep  our  wounded  over 
there  with  cargo  supply  so  limited?  Does  it 
stretch  the  imagination  much  to  imagine  the 
difficulties  in  keeping  our  fighting  troops  well 
supplied,  and  at  the  same  time  feed  and  care 
for  three  or  four  hundred  thousand  in  the  hos- 
pitals? The  more  sick  and  wounded  who  have 
to  be  cared  for  on  the  other  side,  the  more  diffi- 
cult becomes  the  task  of  properly  looking  out 
for  the  fighting  force.  Our  transports  take  our 
troops  over.    Are  they  coming  back  empty? 

The  objection  has  been  raised  that  if  the 
wounded  are  brought  home,  military  authorities 
would  never  be  able  to  get  them  back  on  the 
fighting  line.  Granted  that  this  may  be  true 
(I  for  one  do  not  think  it  is),  there  should  be 
other  trained  men  to  take  their  places  if  the 
Army  is  going  to  be  built  on  the  scale  it  should 
be. 

Assuming  for  the  moment  that  only  10%  of 
all  the  sick  and  wounded  are  brought  back,  how 
are  the  30,000  or  40,000  going  to  be  cared  for? 
This  country  is  now  talking  in  billions.  Not 
many  months  ago  we  were  talking  in  millions, 
and  not  long  before  that  we  were  talking  in 
hundred  thousands.    Our  hospitals  are  still  in 
the  hundred  thousand  class  when  they  should, 
in  order  to  keep  up  with  the  times,  be  in  the 
'  billion.    Hospitals  of  2000  beds  should  be  the 
!  rule,  and  not  the  exception,  if  we  are  to  deal 
properly  with  the  problems  which  must  soon  be 
j  met.    Is  America  to  fail  to  look  after  its  sick 
|  and  wounded  ?    It  surely  will  unless  something 
is  done  and  done  quickly. 

All  the  talk  about  putting  wounded  in  pri- 
vate homes  is  all  rubbish.  It  can  be  done,  but 
who  is  going  to  look  after  them?  In  the  city 
of  Boston  today  every  hospital  is  filled,  and 
every  hospital  is  short  of  skilled  surgeons  and 
physicians.  Where  are  the  doctors  coming 
from  to  go  from  house  to  house? 

It  is  only  by  concentrating  the  work,  that 
there  will  possibly  be  found  enough  physicians 
and  surgeons  to  care  for  the  wounded  properly. 
There  ought  to  be  under  construction  today 
near  Boston  a  hospital  with  at  least  2000  beds. 
It  is  not  practical  to  think  that  any  old  build- 
ing can  be  taken  and  converted  into  a  hospital. 
Old  buildings   are   not   sanitary.  Epidemics 


692 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[May  16.  191 S 


would  sweep  through  them.  They  are  not  sup- 
plied with  proper  plumbing.  They  are  built 
up  in  the  air  and  would  be  dangerous  in  case  of 
fire. 

The  situation  as  it  exists  today  demands  im- 
mediate action,  and  I  wish  to  go  on  record  be- 
fore the  Public  Safety  Committee  of  Massachu- 
setts as  having  stated  the  situation  as  it  is,  and 
as  having  stated  the  prospects  of  its  soon  be- 
coming critical.  I  wish  to  go  on  record  in  re- 
gard to  recommendations  as  to  what  in  my  opin- 
ion, should  be  done  immediately." 


(CorrrHpnttfiptirr. 


COMPULSORY  ANTITYPHOID  INOCULATION. 

The  following  letter  has  been  sent  by  Dr.  Keen  to 
the  Secretary  of  War : 

1729  Chestnut  St..  Philadelphia, 
April  30,  1918. 
Hon.  Newton  D,  Baker,  Secr'etary  of  War, 
War  Department,  Washington,  D.  C. 
My  dear  Mr.  Secretary: — 

In  a  four-page  pamphlet  entitled  "Why  is  My  Sol- 
dier Sick?"  issued  by  the  National  Antivivisection 
Federation,  Incorporated,  with  headquarters  at  456 
Fourth  Avenue,  New  York  City,  are  published  two 
resolutions  passed  by  the  New  York  Antivivisection 
Society  at  its  annual  meeting,  January  31,  1918,  and 
forwarded  to  you  officially.  The  second  resolution 
reads  as  follows: 

"BE  IT  FURTHER  RESOLVED  :  That  a  copy 
of  the  foregoing  resolution  be  forwarded  to  tie 
Secretary  of  War  as  our  official  protest  against 
the  medical  department's  claim  that  serum  in- 
oculation is  a  necessary  war  measure  and  for 
that  reason  made  compulsory,  and  as  our  protest 
against  compulsory  inoculation  when  the  indi- 
vidual soldier  conscientiously  objects  thereto:  and 
we  point  to  the  provision  of  exemption  now  made 
by  Great  Britain,  that  power  having  been  forced 
to  rescind  the  rule  of  compulsion  after  the  alarm- 
ing effects  of  inoculation  were  disclosed."  * 

It  has  long  been  a  matter  of  common  knowledge  and 
deeply  regretted  by  the  medical  profession  that  Great 
Britain  has  never  made  antityphoid  vaccination  com- 
pulsory, as  it  fortunately  is  in  our  own  army. 

In  an  article  entitled  "The  Red  Cross  and  the  Anti- 
vivisectionists,"  a  copy  of  which  I  am  enclosing,  I 
have  shown  by  irrefutable  facts  how  extraordinary 
the  protection  of  the  antityphoid  vaccination  has  been 
in  our  army  and  in  the  British  army. 

Although  I  knew  that  the  statement  in  this  Resolu- 
tion was  an  absolute  falsehood,  I  preferred  to  have 
an  authority  which  was  beyond  all  question.  Ac- 
cordingly, on  Saturday,  April  27,  I  sent  the  following 
cable  to  Surgeon  General  Goodwin,  who  occupies  the 
same  post  in  Great  Britain  that  General  Gorgas  does 
in  this  country : 

"Surgeon  General  Goodwin, 

War  Office,  London. 
Has  antityphoid  vaccination  ever  been  compulsory 
in  British  army?  Keen." 

To  this,  on  Monday,  April  29,  I  have  received  the 
following  reply : 

•  Ital  lea  my  own. 


"London. 

"Prof.  Keen,  Philadelphia. 

"Antityphoid  inoculation  has  never  been  compul- 
sory in  British  army.  Goodwin." 

You  will  observe,  therefore,  that  this  is  a  flat  con- 
tradiction of  the  false  assertion  or  the  New  York 
Antivivisection  Society. 

Nearly  all  of  the  British  army  has  been  voluntarily 
vaccinated  against  typhoid  fever.  Col.  F.  F.  Russell, 
in  Surgeon  General  Gorgas'  office,  authorizes  me  to 
say  that  he  understands  that  99%  of  the  British  sol- 
diers are  vaccinated  against  typhoid  fever.  The  rea- 
son for  this  is  that  they  have  seen  how  extraordinarily 
complete  is  the  protection  offered  by  the  antityphoid 
inoculation.  At  this  time  the  fate  of  the  war  depends 
largely  on  the  health  of  our  army.  It  is,  in  my  opin- 
ion, equivalent  to  disloyalty  to  deprive  our  soldiers 
of  this  protection  and  sacrifice  their  lives  instead  of 
the  lives  of  a  few  rabbits,  guinea-pigs,  cats  and  dogs. 

Yours  very  respectfully, 

W.  W.  Keen. 


SOCIETY  NOTICE. 

New  England  Pediatric  Society.— There  will  be  a 
special  meeting  of  the  New  England  Pediatric  Society 
at  the  Boston  Medical  Library,  on  Friday,  May  24, 
1918,  at  8.15  p.m. 

Dr.  William  Palmer  Lucas,  M.D.,  of  San  Francisco, 
Cal..  Director  of  the  Children's  Bureau,  Department 
of  Civil  Affairs,  American  Red  Cross,  will  describe 
the  work  now  being  done  for  children  in  France. 
All  physicians  are  invited  to  attend. 

Light  refreshments  will  be  served  after  the  meeting. 

Charles  Hunter  Dunn,  M.D.,  President, 
Richakd  H.  Smith,  M.D.,  Secretary. 


NOTICE. 

Pilots  Wanted  for  Naval  Aviation  Service. — The 
aviation  branch  of  the  Naval  Reserve  Force  has 
again  opened.  Young  men  between  the  ages  of  20 
and  25,  who  have  two  or  three  years  college  training, 
or  its  equivalent,  will  be  accepted  as  applicants,  pro- 
vided they  have  a  good  knowledge  of  higher  mathe- 
matics, trigonometry  being  absolutely  essential. 

These  men  will  be  given  the  provisional  rating  of 
chief  quartermaster  while  under  training  for  their 
commissions.  The  pay  for  chief  quartermaster  is 
$61.00  per  month. 

Only  American  citizens  will  be  accepted.  Men 
desiring  to  enroll  in  this  branch  should  send  a  per- 
sonal letter  to  Lieutenant  J.  K.  Park,  Jr.,  Room  1225, 
Little  Building,  Boston,  Mass.,  who  will  mail  applica- 
tions and  full  information.  No  personal  interviews 
will  be  given. 

Men  whose  applications  have  been  favorably  con- 
sidered will  be  ordered  to  active  duty  at  once  and 
receive  their  training  at  the  Massachusetts  Institute 
of  Technology,  Cambridge,  Mass. 


RECENT  DEATH. 

Dr.  D.  Fletcher  Ingals,  lecturer  at  the  University 
of  Chicago  and  a  writer  on  medical  topics,  died  in 
Chicago,  as  a  result  of  angina  pectoris.  Dr.  Ingals 
was  an  accepted  authority  on  this  disease,  and  in  a 
recent  issue  of  the  Journal  of  the  American  Medical 
Association,  he  contributed  an  article  describing  his 
own  experiences  as  a  patient. 
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THE   RELATION  OF  THE  DOCTOR  TO 

WORKMEN'S  COMPENSATION.* 

By  Fkancis  D.  Donoghue,  M.D.,  Boston, 

Medical   Adviser   of   the   Massachusetts  Industrial 
Accident  Board. 

In  the  beginning,  I  would  like  to  ask  how 
many  members  of  this  Society  have  read  the 
Workmen's  Compensation  Act?  Because  I  be- 
lieve that  a  large  part  of  the  misunderstand- 
ings that  occur  are  due  to  the  fact  that  the 
doctors,  as  a  rule,  so  busily  engaged  in  their 
own  affairs,  have  not  taken  time  to  find  out 
just  what  their  relations  to  the  Workmen's 
Compensation  Act  really  are. 

Beginning  on  May  23,  1917,  the  employee 
was  given  "the  right  to  select  a  physician  other 
than  the  one  provided  by  the  Association,  and 
in  case  he  shall  be  treated  by  a  physician  of  his 
own  selection,  or  whether  in  case  of  emergency 
or  for  other  justifiable  cause,  a  physician  other 
than  the  one  provided  by  the  Association  is 
called  in  to  treat  the  injured  employee,  the 
reasonable  cost  of  his  services  shall  be  paid  by 
the  Association,  subject  to  the  approval  of  the 
Industrial   Accident   Board.     Such  approval 

*  Read  before  the  Norfolk  South  District  Medical  Society,  March 
7,  1918. 
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shall  be  granted  only  if  the  Board  finds  that  the 
employee  was  so  treated  by  such  physician,  or 
that  there  was  such  emergency  or  justifiable 
cause  and,  in  all  cases,  that  the  services  were 
adequate  and  reasonable  and  the  charges  rea- 
sonable. ' ' 

In  asking  for  a  change  in  the  law,  it  was  al- 
leged that  the  man  should  have  a  right  to 
choose  his  physician,  and,  on  the  other  hand,  it 
was  alleged  that  some  of  the  treatment  pro- 
vided by  the  insuring  companies  was  not  ade- 
quate. 

The  Legislature,  having  given  this  right  to 
the  injured  man  to  choose  his  own  doctor,  at 
the  request  of  the  physician  rather  than  at  the 
request  of  the  injured  man,  it  behooves  the 
physician  to  give  the  best  treatment  that  can 
be  given,  at  a  reasonable  cost.  The  measure  of 
their  success  will  be  found  in  the  restoration 
of  the  injured  employee  to  work  under  the  new 
system  as  compared  with  the  old,  and  the  meas- 
ure of  insurance  costs  as  assessed  upon  the 
employers  of  labor  represented  by  insurance 
premiums. 

To  have  the  free  choice  of  physicians  contin- 
ued indefinitely,  it  is  perfectly  apparent  that 
the  cost  must  not  be  excessive  and  the  results 
must  be  good. 

Now,  all  doctors  are  not  well  qualified  to 
care  for  industrial  accidents,  and  they  should 
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carefully  consider  in  every  case  their  relation 
to  the  case  and  their  relation  to  their  fellow 
practitioners,  because  a  few  cases  improperly 
and  inadequately  diagnosed,  that  lead  to  long 
periods  of  disability  and  to  the  resulting  loss 
in  wages  to  the  man  and  the  resulting  costs  to 
the  insurance  funds,  tend  to  offset  the  good 
that  comes  in  the  great  majority  of  cases  which 
the  average  man  is  competent  to  treat.  Early 
consultations,  when  in  doubt,  in  conjunction 
with  the  insurance  companies,  may  obviate  this 
danger. 

UNUSUAL  TREATMENT. 

The  law  does  not  give  full  medical  treat- 
ment.   The  law  reads  as  follows: 

"During  the  first  two  weeks  after  the  in- 
jury, if  the  employee  is  not  immediately  in- 
capacitated thereby  from  earning  full  wages, 
then  from  the  time  of  such  incapacity,  and  in 
unusual  cases,  in  the  discretion  of  the  Board, 
for  a  longer  period,  the  Association  shall  fur- 
nish adequate  and  reasonable  medical  and  hos- 
pital services,  and  medicines,  when  they  are 
needed. ' ' 

In  asking  for  this  law  the  Board  made  use 
of  the  following  phrase: 

"The  Industrial  Accident  Board  requests 
that  the  Legislature  give  the  Board  the  power 
to  require  the  payment  of  bills  for  medical  and 
surgical  treatment,  medicine,  medical  and  sur- 
gical supplies,  crutches  and  apparatus  when 
necessary,  beyond  the  first  two  weeks  after  tho 
injury,  in  unusual  cases  where  the  injury  is  so 
serious  as  to  require  and  warrant  such  addi- 
tional medical  treatment." 

In  a  general  way,  the  Board  has  interpreted 
this  section  to  mean :  in  unusually  serious  cases 
that  require  treatment  in  a  hospital,  in  \m- 
usually  serious  cases  where  the  compensation 
was  not  sufficient  to  care  for  the  injured  work- 
man and  for  his  family  or  his  dependents  if  he 
had  them,  and  in  a  third  group  of  cases,  in  cases 
where  special  or  unusual  treatment  might  ma- 
terially reduce  the  period  of  disability  and 
materially  minimize  the  consequences  of  the  in- 
jury ;  in  other  words,  where  treatment  would 
tend  to  restore  the  wage-earning  capacity  of  a 
ease  which  otherwise  might  have  a  tremen- 
dously long  period  of  loss. 

The  Industrial  Accident  Board  has  been  in- 
clined to  be  liberal  in  its  interpretation  of  the 
section  with  reference  to  medical  treatment  in 
"nnusual"  cases.  The  Supreme  Judicial  Court, 


as  shown  by  their  decision  in  Huxen's  Case, 
226  Mass.  292,  has  given  a  rather  restricted 
interpretation  to  the  word  "unusual."  Huxen, 
the  employee,  was  injured  by  being  burned 
with  live  steam,  the  burns  being  extensive  and 
serious.  After  receiving  treatment  at  his  home 
during  the  first  two  weeks,  the  employee  was 
given  further  treatment  at  the  office  of  the 
doctor,  in  Boston.  The  employee's  home  was  in 
Cambridge.  The  bill  of  the  physician,  at  the 
usual  rate  for  office  calls,  was  approved  by  the 
Board,  and  the  insurer  appealed  to  the  Su- 
preme Judicial  Court. 

The  Court  said,  in  part:  It  is  manifest  that 
the  Legislature  did  not  intend  to  impose  all  ex- 
penses of  medical  attendance  upon  the  insurer. 
The  obligation  to  provide  such  attendance  as  an 
absolute  duty  is  confined  to  the  first  two  weeks 
after  the  injury.  It  is  manifest  that  in  the  ag- 
gregate there  must  be  many  cases  where  medical 
attendance  may  be  required  for  a  longer  period. 
It  is  not  in  an  ordinary  case  requiring  longer 
medical  attendance  that  the  discretion  of  the 
Board  may  be  exercised  to  charge  this  attend- 
ance to  the  expense  of  the  insurer.  It  is  only 
in  1 '  unusual  cases ' '  that  they  may  do  so.  There 
would  be  grave  doubt  whether  a  case  where  the 
employee  is  able  to  go  from  his  home  in  Cam- 
bridge to  an  office  in  Boston  could  be  so  unusual 
as  to  be  within  the  purview  of  the  Act. 

Then  comes  the  significant  part  of  the 
Court's  decision:  "But  there  is  a  further  cir- 
cumstance in  the  case  at  bar  which  renders  it 
impossible  to  say,  as  matter  of  law,  that  the 
finding  of  the  Board  was  unwarranted."  The 
Court  refers  to  the  letter  of  the  insurer  offering 
to  .furnish  "first-class  treatment  free  of 
charge,"  or  if  the  employee  wished  to  continue 
with  Dr.  Morse  (his  own  physician)  "we  will 
allow  him  $1  an  office  visit."  The  Court  then 
says:  "The  offer  to  pay  $1  per  visit  to  Dr. 
Morse,  or  to  provide  its  own  physician  free  of 
charge,  may  have  been  found  to  be  an  admis- 
sion that  under  the  act  the  insurer  was  bound  to 
furnish  medical  attendance,  and  hence  that  it 
was  an  'unusual'  case.  As  the  finding  of  the 
Board  must  stand  if  there  is  any  evidence  on 
which  it  might  reasonably  have  been  founded, 
it  cannot  be  pronounced  unwarranted."  And 
the  Court  modified  the  decision  of  the  Board  by 
allowing  Dr.  Morse  a  sum  equivalent  to  $1  per 
office  visit. 

It  would  have  been  helpful  to  the  Board  had 
the  Court  stated  the  law  more  clearly  as  to  the 
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meaning  of  the  word  "unusual,"  particularly 
with  reference  to  the  point  as  to  whether  a  case 
which  may  be  regarded  as  "unusual"  during 
the  time  the  employee  is  confined  to  his  home, 
may,  thereafter,  because  he  is  able  to  journey  to 
the  doctor's  office,  become  "usual"  and  relieve 
the  insurer  of  further  liability  under  the  Act. 

It  seems  to  me  that  the  intent  of  the  com- 
pensation law  is  just  as  much  to  cure  injured 
people  as  it  is  to  determine  their  legal  rights  to 
compensation. 

There  are  certain  obligations  which  the  doc- 
tor owes  to  the  act,  and  by  the  act  I  mean  to 
his  patient,  and  the  first  of  these  obligations  is 
to  keep  an  adequate  record,  from  which  cause 
and  effect  may  be  deduced  if  the  case  comes  to 
a  hearing;  and  the  second  is  to  respond  to  calls 
for  his  presence  before  the  Accident  Board  or 
any  of  its  members  when  a  case  which  he  has 
treated  is  under  discussion,  because  it  may  be 
that  he  is  the  only  person  that  can  give  the 
facts  in  the  form  of  adequate  evidence  on 
which  the  injured  man  may  get  his  rights ;  and 
again,  if  the  injured  man,  through  the  failure 
to  present  adequate  medical  evidence,  loses 
his  rights,  the  doctor  also  loses  his  rights  as  to 
the  collection  of  his  bill  for  the  services  ren- 
dered. 

While  the  Industrial  Accident  Board  goes  a 
long  way  in  protecting  the  rights  of  the  in- 
jured, there  is  an  obligation  upon  all  parties 
conversant  with  an  accident  to  see  that  the 
steps  prescribed  by  law  are  followed,  or  a  per- 
son, by  reason  of  the  fact  that  rights  are  de- 
rived from  the  law,  loses  his  legal  rights;  and 
the  first  place  where  a  man's  rights  need  pres- 
ervation is  in  the  filing  of  a  notice  of  an  acci- 
dent. 

Notice  of  injury,  Sections  15,  16,  17  and  18, 
reads  as  follows : 

"Section  15.  No  proceedings  for  compensa- 
tion for  an  injury  under  this  act  shall  be 
maintained  unless  a  notice  of  the  injury  shall 
have  been  given  to  the  Association  or  sub- 
scriber as  soon  as  practicable  after  the  happen- 
ing thereof,  and  unless  the  claim  for  compen- 
sation with  respect  to  such  injury  shall  have 
been  made  within  six  months  after  the  occur- 
rence of  the  same;  or,  in  case  of  the  death  of 
the  employee,  or  in  the  event  of  his  physical  or 
mental  incapacity,  within  six  months  after 
death  or  the  removal  of  such  physical  or  mental 
incapacity. 

Section  16  (as  amended  by  Chapter  172,  Acts 


of  1912,  and  Section  3  of  Chapter  571,  Acts  of 
1912).  The  said  notice  shall  be  in  writing,  and 
shall  state  in  ordinary  language  the  time,  place 
and  cause  of  the  injury,  and  shall  be  signed  by 
the  person  injured,  or  by  a  person  in  his  behalf, 
or,  in  the  event  of  his  death,  by  his  legal  rep- 
resentative or  by  a  person  in  his  behalf,  or  by 
a  person  to  whom  payments  may  be  due  under 
this  act  or  by  a  person  in  his  behalf.  Any 
form  of  written  communication  signed  by  any 
person  who  may  give  the  notice  as  above  pro- 
vided, which  contains  the  information  that  the 
person  has  been  so  injured,  giving  the  time, 
place  and  cause  of  the  injury,  shall  be  consid- 
ered a  sufficient  notice. 

Section  17.  The  notice  shall  be  served  upon 
the  Association,  or  an  officer  or  agent  thereof, 
or  upon  the  subscriber,  or  upon  one  subscriber, 
if  there  are  more  subscribers  than  one,  or  upon 
any  officer  or  agent  of  a  corporation  if  the  sub- 
scriber is  a  corporation,  by  delivering  the  same 
to  the  person  on  whom  it  is  to  be  served,  or 
leaving  it  at  his  residence  or  place  of  business, 
or  by  sending  it  by  registered  mail  addressed 
to  the  person  or  corporation  on  whom  it  is  to 
be  served,  at  his  last-known  residence  or  place 
of  business. 

Section  18.  A  notice  given  under  the  provi- 
sions of  this  act  shall  not  be  held  invalid  or 
insufficient  by  reason  of  any  inaccuracy  in 
stating  the  time,  place  or  cause  of  the  injury, 
unless  it  is  shown  that  it  was  the  intention  to 
mislead,  and  the  Association  was,  in  fact,  mis- 
led thereby.  Want  of  notice  shall  not  be  a  bar 
to  proceedings  under  this  act  if  it  be  shown 
that  the  Association,  subscriber,  or  agent  had 
knowledge  of  the  injury." 

Many  men  leave  their  employment  and  are 
disabled  without  giving  adequate  notice,  and  it 
is  not  sufficient  that  the  doctor  assume  that 
notice  has  been  given  in  a  serious  case,  but  he 
should  see  to  it  that  notice  is  given  by  filing 
such  notice  himself,  in  the  name  of  and  with  the 
assent  of  the  employee,  with  the  employer,  or 
insurer,  sending  a  copy  to  the  Industrial  Acci- 
dent Board.  This  will  protect  the  injured 
man's  rights  and  protect  the  rights  of  the  doc- 
tor. 

In  addition  to  notice,  there  must  be  a  claim 
filed.  Section  23,  Part  II,  of  the  act  regarding 
claim  for  compensation,  reads  as  follows : 

"The  claim  for  compensation  shall  be  in 
writing  and  shall  state  the  time,  place,  cause 
and  nature  of,  the  injury;  it  shall  be  signed  by 


696 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[May  23,  1918 


the  person  injured  or  by  a  person  in  his  behalf, 
or,  in  the  event  of  his  death,  by  his  legal  rep- 
resentative or  by  a  person  in  his  behalf,  or  by 
a  person  to  whom  payments  may  be  due  under 
the  act  or  by  a  person  in  his  behalf,  and  shall 
be  filed  with  the  Industrial  Accident  Board. 
The  failure  to  make  a  claim  within  the  period 
prescribed  by  Section  15  shall  not  be  a  bar  to 
the  maintenance  of  proceedings  under  this  act 
if  it  is  found  that  it  was  occasioned  by  mistake 
or  other  reasonable  cause." 

In  this  also,  the  doctor  must  exercise  a  rea- 
sonable interest. 

There  is  another  kind  of  claim  other  than  the 
one  I  have  called  to  your  attention,  and  that  is 
the  claim  for  specific  compensation  under  the 
Workmen's  Compensation  Act.  It  is  a  specific 
compensation  for  the  loss  or  loss  of  use  of  a 
hand,  phalange,  finger,  eye,  leg,  foot,  toe,  etc. ; 
and  a  recent  case  passed  upon  by  the  Supreme 
Court,  the  Thomas  Levangie  case,  containing  a 
lot  of  things  in  the  nature  of  advice,  points  out 
many  things  which  medical  men  should  care- 
fully consider. 

The  first  thing  is  for  the  doctor  to  tell  the 
truth  to  the  patient  or  someone  representing 
him,  that  his  rights  may  be  protected. 

In  the  Levangie  case,  the  man  fell  from  a 
staging,  a  distance  of  about  fourteen  feet,  and 
received  a  fracture  of  the  spine ;  not  a  typical 
fracture  of  the  spine,  but  a  typical  fracture 
of  the  spine  where  there  has  been  a  crush  of 
the  cord.  The  evidence  in  this  case  shows  that 
from  the  time  of  the  injury  the  employee  was 
practically  bedridden  and  has  been  incapaci- 
tated for  work  which  required  the  movement 
of  the  legs,  but  "aside  from  the  complete 
paralysis  of  the  legs  (and  sphincters)  he  is  in 
excellent  health.  At  the  hearing  before  the 
committee,  in  answer  to  the  question,  lYo\\ 
knew  your  back  was  broken?'  the  employee 
testified,  'I  know  now.  I  knew  my  back  was 
fractured,  but  people  time  and  again  come  to 
my  bed  and  told  me  that  people  were  the  way 
I  was  and  come  through  all  right  so  I  lived  in 
that  hope.'  He  further  testified:  'I  never  ex- 
pected to  use  them  as  before  I  injured  them'; 
'I  always  had  hopes  they  would  come  around 
all  right,'  and  thought,  as  late  as  June  16, 
1916,  'I  would  get  on  crutches,  and  finally  get 
better  so  I  could  walk  around  a  little  bit.'  To 
the  question,  'That  was  your  hope?'  he  an- 
swered, 'Yes.'  " 

The  bearing  of  this  is  found  in  a  later  part 


of  the  decision,  when  the  insurance  company 
refused  to  pay  for  the  specific  compensation  for 
the  loss  of  the  legs.  "The  failure  of  the  em- 
ployee to  file  a  claim  for  compensation  with  the 
Industrial  Accident  Board  before  Oct.  30,  1916, 
was  not  due  to  physical  or  mental  incapacity, 
or  the  result  of  ignorance  of  the  right  to  addi- 
tional compensation  under  St.  1911,  C.  751, 
Part  II,  Sec.  11,  and  acts  in  amendment  there- 
of, nor  was  there  a  mistake  of  fact  as  to  the 
time  of  the  injury  or  as  to  its  nature,  degree 
or  probable  permanency  or  other  'justifiable 
cause, '  within  the  meaning  of  St.  1911,  C.  751, 
Part  II,  Sec.  23,  as  amended  by  St.  1912,  C. 
571,  Sec.  5,  for  the  failure  to  make  a  claim 
within  the  period  prescribed  by  Section  15. 
McLean's  Case,  223  Mass.  312;  Gorski's  Case, 
116  N.  E.  811.  Moreover,  the  claim  filed  with 
the  Industrial  Accident  .Board  Oct.  30,  1916, 
was  not  presented  to  that  Board  within  a  rea- 
sonable time  after  Oct.  2,  1916,  the  day  when 
the  employee  first  learned  definitely  that  his 
legs  were  rendered  permanently  incapable  of 
use.    Carroll's  case,  225  Mass.  203." 

In  this  case,  by  reason  of  the  failure  to  file 
a  claim  within  twenty-eight  days,  the  man  lost 
his  rights  on  this  and  other  grounds,  to  spe- 
cific compensation  for  a  period  of  fifty  weeks  at 
$10  a  week. 

The  "Workmen's  Compensation  Act  is  such  a 
big  subject,  even  treating  it  solely  from  a  med- 
ical standpoint,  that  it  has  been  possible  to 
touch  upon  only  a  few  of  the  more  important 
matters  of  interest  to  physicians. 

A  final  word,  touching  on  the  war.  Every- 
where we  are  confronted  with  the  sign,  "Don't 
waste  it."  This  command  refers  to  food.  Of 
far  greater  importance  is  man  power.  Don't 
waste  it.  Save  it.  Try  and  save  at  least  one 
working  day  for  every  man  treated  by  you; 
more  than  one  day,  if  possible.  Such  saving 
means  an  extra  day  for  the  man,  one  more 
day's  production  for  his  employment,  and, 
above  all,  an  added  day  for  our  country. 


East  Boston  Medical  Society. — Dr.  L.  G. 
Lowrey.  chief  medical  officer  of  the  Psychopathic 
Hospital,  will  speak  before  the  East  Boston 
Medical  Society  on  Friday  evening,  May  24,  at 
8.15  p.m.  Subject:  "The  Clinical  Manifesta- 
tions of  Mental  Disease."  Those  interested  in 
the  subject  are  invited  to  visit  Walcott's  Hall, 
Central  Square,  East  Boston,  on  that  night. 

J.  Danforth  Taylor,  Secretary. 
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THE  APPLICATION  OF  ANAPHYLACTIC 
SKIN  TESTS  TO  GENERAL  MEDICINE.* 

By  Samuel  Ayees,  Jr.,  Boston, 
Harvard  Medical  School. 

The  purpose  of  this  discussion  is  to  call  at- 
tention to  the  broader  possibilities  of  diagnosis 
.and  treatment  on  the  basis  of  information  ob- 
tained by  the  so-called  anaphylactic  skin  re- 
actions. Nearly  everyone  is  familiar  with  the 
brilliant  progress  recently  made  possible  by 
this  method  in  the  control  of  hay-fever  and 
asthma.  Few  people,  however,  have  gone  be- 
yond this ;  in  fact,  when  one  speaks  of  the  ana- 
phylactic skin  tests,  these  two  conditions  are 
usually  thought  of.    Some  investigators  have 


principle  of  the  disorder,  the  diagnosis  and 
the  treatment  of  which  we  are  to  consider.  I 
do  not  intend  to  bore  you  with  a  long  discus- 
sion of  this  matter,  which  is,  doubtless,  more  or 
less  familiar.  I  mean  to  sketch  only  a  brief 
outline,  which  I  have  summarized  from  a  lec- 
ture by  Dr.  Robert  A.  Cooke  of  New  York  in 
the  Medical  Clinics  of  North  America  for  No- 
vember, 1917.1  I  can  do  this  best  in  the  form 
of  a  table.  Our  animal  is  a  guinea  pig,  and  the 
foreign  protein  which  we  shall  inject  is  horse 
serum.  Each  Roman  numeral  represents  a  dif- 
ferent guinea  pig. 

The  theory  which  most  plausibly  accounts  for 
the  above  results  is  as  follows:  A  foreign 
protein  (in  this  case,  horse  serum)  is  not  in 
itself  toxic.  When  such  a  foreign  protein 
gains  entrance  to  the  circulation  of  an  animal 
for  the  first  time,  it  stimulates  the  production 


Animal    First  Procedure 
I.    Serum  injected 


Second  Procedure 


II. 


III. 


IV. 


Result 
No  symptoms 


Antibodies 
Absent 


Condition 
Non-sensitive 


Serum  injected   Next  day,  serum    No  symptoms 
injected 


Very  few  attached  Non-sensitive 
to  cells 


Serum  injected    After  10  to  14  days    Anaphylactic  shock    Many  and  attached  Sensitive 
serum  injected         and  death  to  cells 


Serum  injected    After   10   days   a    No  symptoms 
sub-lethal  injec- 
tion. Symptoms  but 
not  death.  On  11th 
day  large  dose 


V.    Serum  injected 


Injections    on   10    No  symptoms 

consecutive  days. 

No  symptoms.  On 

11th  day  a  large 

dose. 


Excess  free 


Excess  free 


Desensitized 


Immune 


endeavored  to  apply  the  reactions  to  other  dis- 
orders of  an  anaphylactic  nature,  and  are  in- 
vading the  fields  of  general  medicine.  The  work 
is  entirely  new,  the  literature  scant,  and  ade- 
quate data  for  measuring  the  success  of  the 
venture  are  as  yet  unavailable.  The  aim  in  pre- 
senting this  subject,  therefore,  is  not  so  much  to 
offer  statistics  as  to  arouse  interest  in  the  pos- 
sibilities at  hand,  which  may  lead,  perhaps,  to 
further  investigation  and  the  tabulation  of 
more  data.  Progress  in  this  field  will  not  be 
made  in  the  laboratory,  but  in  every-day  clin- 
ical practice  and  in  proportion  as  the  practi- 
tioner becomes  interested.  The  technic  is  ex- 
tremely simple,  requiring  neither  elaborate  ap- 
paratus nor  profound  skill. 

But,  first,  let  us  understand  what  we  mean 
by  anaphylaxis,   for  that   is  the  underlying 

*  Read  before  the  Boylston  Medical  Society,  March  22,  191 S. 


of  specific  antibodies  which  previously  did  not 
exist.  These  antibodies,  which  may  or  may 
not  be  enzymes,  are  produced  by  certain  cells 
of  the  body  and  seem  to  be  intimately  asso- 
ciated with  the  cells  which  produced  them.  If 
time  enough  is  allowed  for  a  sufficient  number 
of  antibodies  to  accumulate,  and  a  second  doso 
of  the  same  protein  is  introduced,  the  anti- 
bodies' react  with  the  protein,  splitting  it  into 
toxic  fragments,  which  in  turn  injure  the  body 
cells  and  give  rise  to  anaphylactic  symptoms, 
If,  on  the  other  hand,  an  excess  of  antibodies 
has  been  produced  and  are  free  in  the  blood 
stream  they  combine  with  the  foreign  protein 
and  prevent  it  from  reacting  with  the  body 
cells,  just  as  antitoxin  neutralizes  toxin.  In 
other  words,  when  antibodies  are  absent  or  few 
in  number,  we  have  the  non-sensitive  state; 
when  numerous  and  attached  to  body  cells,  we 
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have  the  sensitive  or  anaphylactic  state;  and 
when  in  excess  with  many  unattached  to  body 
cells,  we  have  the  immune  state.  Anaphylaxis 
and  immunity  are  the  same  in  principle,  dif- 
fering only  quantitatively. 

As  noted  in  animal  No.  V  on  the  chart,  small 
injections  on  consecutive  days  do  not  give  rise 
to  symptoms,  but  carefully  controlled  experi- 
ments2 have  shown  that  such  a  procedure,  con- 
tinued over  a  long  period  of  time,  leads  to  very 
definite  pathological  changes  in  the  arterial 
walls  of  most  of  the  organs.  This  work  will  be 
referred  to  later  in  speaking  of  arteriosclero- 
sis. 

Of  course,  clinically,  the  typical  picture  of 
anaphylactic  shock  with  respiratory  failure  and 
death  is,  fortunately,  a  rare  occurrence,  and 
happens  only  when  an  animal  serum,  usually 
containing  an  antitoxin,  is  injected  into  a  per- 
son who  is  sensitive  to  that  particular  animal. 
But  all  degrees  of  the  milder  grades  of  anaphy- 
laxis are  met  with  in  everyday  practice,  and  are 
often  unrecognized. 

As  stated  above,  the  antibodies  produced  by 
the  sensitizing  protein  or  antigen  tend  to  attach 
themselves  to,  or  develop  in  the  cells  of  different 
tissues.  Clinical  manifestations  vary  according 
to  the  tissue  or  group  of  tissues  sensitized.  If 
the  smooth  muscle  cells  of  the  bronchi  and  the 
mucous  membrane  of  the  respiratory  tract  are 
sensitized,  we  have  asthma  from  a  narrowing  of 
the  bronchioles,  due  to  contraction  of  the 
smooth  muscle  and  edema  of  the  mucosa.  If 
the  mucous  membranes  of  the  eyes,  nose  and 
throat  are  sensitized,  anaphylaxis  is  mani- 
fested as  hay- fever;  if  it  is  the  epithelium  of 
the  skin,  we  have  urticaria  or  eczema ;  if  it  is 
the  connective  tissue,  we  have  angioneurotic 
edema;  if  the  intestinal  mucosa  and  smooth 
muscle,  we  have  gastro-enteritis  from  edema 
and  spasm.  The  involvement  of  joint  surfaces 
results  in  arthralgia ;  that  of  renal  elements  in 
pseudo-nephritis.3 

We  do  not  have  to  indulge  in  guesswork  to 
attribute  these  symptoms  to  anaphylaxis ;  we 
have  only  to  observe  a  patient  with  diphtheria 
who  has  received  injections  of  antitoxin,  the 
offending  protein,  of  course,  being  the  horse 
serum.  After  a  few  days  of  incubation  the 
symptoms  begin  (presumably  when  the  anti- 
bodies have  reached  a  sufficient  concentration). 
The  reaction  is  manifested  by  a  transient  rise 
in  temperature,  pulse  and  respiration,  by  cuta- 
neous outbreaks  such  as  urticaria  and  erythema 


multiforme,  pains  in  the  joints,  gastro-intestinal 
disorders,  respiratory  symptoms,  a  transient 
acute  nephritis,  etc.  The  picture  is  a  familiar 
one. 

Then,  again,  we  have  the  everyday  symptom- 
complex  of  the  person  who  has  been  poisoned 
by  a  definitely  recognized  article  of  food,  such 
as  strawberries,  lobster,  shrimp,  or  salmon.  The 
manifestations  are  in  no  wise  different  from 
those  of  the  diphtheria  patient  who  has  re- 
ceived horse  serum.  In  the  first  instance,  we 
expect  a  reaction,  and  we  do  nothing  about  it 
except  to  make  the  patient  comfortable;  in  the 
second  case  we  recognize  a  definite  etiology  to 
account  for  the  symptoms,  and  we  advise  the 
patient  to  omit  that  article  from  his  diet. 

But  what  of  the  patient  who  seeks  treatment 
for  urticaria  or  asthma,  or  acute  indigestion, 
or  non-rheumatic  arthralgia,  or  chronic  and 
persistent  constipation, — any  of  these  symptoms 
alone  or  in  combination, — who  can  incriminate 
no  definite  part  of  his  diet  ?  These  symptoms, 
again,  are  like  those  produced  by  horse  serum 
or  strawberry  poisoning,  even  though  the  etio- 
logical factor  is  obscure.  Of  course  they  may 
have  been  produced  in  an  entirely  different 
way, — no  one  would  deny  that, — but  there  is  at 
least  an  even  chance  that  they  are  purely  an 
anaphylactic  manifestation.  Surely  we  should 
be  able  to  recognize  old  friends;  and,  in  fact, 
we  have  progressed  so  far  that  we  single  out 
the  respiratory  symptoms,  such  as  hay-fever 
and  asthma,  and  treat  them  accordingly.  By 
means  of  the  cutaneous  anaphylactic  reactions, 
we  test  out  various  proteins,  including  horse 
hair,  horse  dandruff,  pollens,  bacteria,  and 
food  proteins,  etc.,  and  we  note  those  to  which 
the  patient  reacts.  The  food  proteins  we  elimi- 
nate from  the  diet ;  we  get  rid  of  offending  bac- 
terial proteins  by  attempting  to  clean  up  foci 
of  infection,  such  as  bad  teeth  or  tonsils,  and 
we  desensitize  the  patient  against  pollens  and 
horse-hair  proteins  by  the  principle  of  small  in- 
jections, as  shown  in  chart  under  IV. 

This  is  a  thoroughly  scientific  method  of 
procedure,  but  why  use  it  only  in  respiratory 
anaphylactic  symptoms,  to  the  exclusion  of  all 
others?  Why  not  employ  it  in  cutaneous  or 
gastro-intestinal  disorders  if  we  can  rule  out 
other  causes  for  the  disturbance?  It  is  to  be 
remembered  that  anaphylaxis  shows  itself  ac- 
cording to  the  tissues  which  are  sensitized. 

Dr.  Henry  A.  Christian  of  the  Peter  Bent 
Brigham  Hospital  has  recently  published  a  se- 
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ries  of  ten  eases3  which  he  groups  together  un- 
der a  definite  clinical  entity,  the  pathology  of 
which  consists  in  transitory  focal  lesions  of  the 
small  blood  vessels  and  capillaries,  causing  dila- 
tation, diapedesis,  or  exudation,  either  singly 
or  in  combination.  The  areas  of  vascular  in- 
volvement  may  be  either  in  the  cutaneous,  mu- 
cous, or  serous  surfaces,  subcutaneous  tissues, 
muscles,  or  viscera,  hence  the  variety  and  com- 
plexity of  symptoms.  The  skin  lesions  may 
manifest  themselves  as  purpura,  erythema,  ur- 
ticaria, angioneurotic  edema,  and  the  visceral 
lesions  as  arthritis,  gastro-intestinal  symptoms, 
hematuria  and  various  disturbances  of  renal 
function.  Since  the  visceral  lesions  may  occur 
without  concomitant  skin  lesions,  the  difficul- 
ties in  diagnosis  are  apparent.  Dr.  Christian 
does  not  offer  any  explanation  to  account  for 
this  clinical  picture,  but  he  points  out  the  simi- 
larity between  the  joint  symptoms  and  the  ar- 
thralgia of  serum  sickness.  The  almost  obvious 
anaphylactic  nature  of  this  condition  is  well 
illustrated  in  Case  No.  9. 

The  patient,  a  man,  aged  58,  had  had  a  large 
number  of  attacks  of  localized  swelling  in  the 
right  hand,  and  other  manifestations  of  urti- 
caria. The  day  before  coming  to  the  hospital, 
he  was  in  his  usual  health  until  the  afternoon. 
While  having  tea  his  abdomen  became  dis- 
tended, there  was  some  belching  of  gas,  he  felt 
rather  uncomfortable  and  went  to  bed.  He 
slept  poorly  that  night,  due  to  pain  in  epigas- 
trium and  the  discomfort  from  distention. 
The  next  morning  when  he  came  to  the  hos- 
pital, his  abdomen  was  found  still  to  be  dis- 
tended and  diffusely  painful  and  slightly  ten- 
der, suggesting  distinctly  intestinal  obstruc- 
tion. For  twenty-four  hours  very  little  result 
was  obtained  from  enemas  or  rectal  tube. 
Then  a  good  fecal  result  was  obtained  and  the 
patient  passed  a  considerable  amount  of  gas. 
Forty-eight  hours  after  admission,  his  abdomen 
was  much  less  distended  and  the  patient  was 
more  comfortable.  Four  days  after  admission, 
scattered  patches  of  erythema  and  edema  ap- 
peared over  his  hands,  arms  and  feet  which,  he 
said,  were  similar  to  those  that  he  had  repeat- 
edly had  after  eating  fish,  shellfish  or  canned 
goods  that  were,  possibly,  not  quite  good.  He 
recalled  having  eaten  sardines  on  the  day  that 
his  abdomen  became  distended  and  the  dis- 
comfort developed.  These  findings  suggested 
that  possibly  the  intestinal  obstruction  was  due 
to  a  similar  type  of  lesion  (i.e.,  an  edema)  in 


the  intestinal  wall.  A  bismuth  roentgen  ray 
study  of  the  gastro-intestinal  tract,  made  the 
following  day,  confirmed  this  hypothesis.  Five" 
hours  after  taking  the  bismuth  meal,  a  sausage- 
shaped  dilation  with  a  narrow  outlet  was  seen 
in  one  of  the  upper  loops  of  the  ileum.  Three 
days  later,  all  symptoms  had  disappeared,  and 
two  subsequent  roentgen  i*ay  examinations  re- 
vealed no  evidence  of  the  obstruction. 

Dr.  I.  C.  Walker  employed  the  anaphylactic 
skin  tests,  using  a  large  number  of  proteins, 
including  sardines,  but  without  getting  any 
positive  reactions. 

Another  case  might  be  cited  from  Cooke's 
lecture  already  mentioned.1 

A  man,  aged  36,  asthmatic  since  the  age  of 
4,  came  to  the  hospital,  complaining,  in  addi 
tion  to  his  bronchial  symptoms,  of  chronic 
constipation  and  gastric  indigestion  with  flatu- 
lence, pyrosis  and  eructations.  By  means  of 
the  cutaneous  protein  reactions,  he  was  found 
sensitive  to  horse  hair,  ragweed,  and  a  long  list 
of  food  proteins.  With  the  elimination  of 
these  particular  foods  from  his  dietary,  all  en- 
teric symptoms  ceased.  He  was  treated  for  his 
bronchial  symptoms  by  subcutaneous  desensi- 
tizing doses  of  horse  and  pollen  proteins. 

Cooke  points  out  that  the  presence  of  a  posi- 
tive cutaneous  reaction  does  not  necessarily 
mean  that  that  particular  protein  when  in- 
gested will  always  cause  symptoms,  but  that  the 
results  of  treatment  based  on  this  line  of  study 
yield  more  satisfactory  results  than  were  pre- 
viously obtained.  He  finds  that  treatment  to 
relieve  food  anaphylaxis  is  unsatisfactory  as 
compared  with  desensitization  against  pollens, 
and  advises  avoidance  of  food  proteins  which 
are  known  to  offend. 

The  pathology  responsible  for  these  symp- 
toms, as  already  indicated,  is  a  multiple  local1 
edema,  involving  the  small  blood  vessels  and 
capillaries,  and  occurring  in  any  or  all  tissues. 
The  exact  mechanism  by  which  this  edema  is 
brought  about  may  seem  to  be  a  question  of  un- 
importance; as  a  matter  of  fact,  it  is  of  con- 
siderable importance  if  we  are  to  treat  the  con- 
dition intelligently  with  drugs'.  For  a  long 
time  urticaria  has  been  treated  by  calcium  lac- 
tate, on  the  theory  that  a  deficiency  of  calcium 
in  the  blood  is  responsible  for  the  condition  by 
delaying  the  coagulation  time.  G.  R.  Minot,4  in 
studying  three  cases  of  severe  urticaria,  found 
the  coagulation  time  normal  in  two  of  them, 
and  delayed  in  one;  and  Pepper  and  Krumb- 
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haar5  deny  that  there  is  any  deficiency  in  cal- 
cium. Possibly  the  anaphylactic  agents,  such 
as  foreign  serum  or  shellfish  (Heidenhain's 
lymphagogues  of  the  first  class),  produce  local- 
ized edema  by  injuring  the  capillary  walls, 
causing  an  increased  permeability,  as  shown  by 
the  protein-rich  nature  of  the  exudates.6  Or, 
according  to  Martin  Fischer,7  the  edema  may 
be  due  to  a  localized  increase  of  acid  products, 
caused  by  the  anaphylactic  process,  resulting 
in  the  tissue  colloids  imbibing  water.  Fischer 
produced  an  experimental  urticaria  on  a  gela- 
tin plate  by  injecting  formic  acid  into  the 
gelatine  with  a  hypodermic  syringe  and  then 
immersing  the  plate  in  water.  A  typical  urti- 
caria wheal  resulted  wherever  the  acid  had 
been  injected.  This  phenomenon  has  a  close 
analogy  in  the  wheal  from  a  mosquito  bite  or 
a  jellyfish  sting. 

At  all  events,  the  exact  mechanism  of  the 
process  is  still  a  matter  of  discussion.  "With- 
out denying  that  calcium  lactate  may  have  a 
place  in  therapeutics,  it  should  be  borne  in 
mind  that  it  is  by  no  means  the  panacea  which 
some  people  regard  it.  The  best  treatment  in 
localized  edemas  such  as  we  have  been  discuss- 
ing is,  first,  to  rule  out  non-anaphylactic  causes, 
and  then  by  means  of  the  cutaneous  tests  to 
isolate  the  offending  protein,  and  manage  the 
case  accordingly. 

Perhaps  the  testimony  of  a  few  men  who 
have  employed  these  reactions  will  carry 
weight. 

F.  B.  Talbot,  of  Boston,8  in  discussing '  the 
"Role  of  Food  Idiosyncrasies  in  Practice," 
says  that  eczema  has  been  shown  in  many  in- 
stances, and  arthralgia  in  some  cases,  to  be  due 
to  food  sensitization.  In  regard  to  the  inheri- 
tance of  such  sensitizations,  he  finds  that  in 
twenty-nine  of  thirty-six  cases  studied,  there 
was  a  definite  family  history  of  asthma,  hay- 
fever,  or  eczema. 

H.  F.  Shattuck,  of  New  York,4  says  that  the 
almost  constant  appearance  of  general  urticaria 
in  such  definite  anaphylactic  conditions  as 
serum  sickness,  together  with  the  beneficial  re- 
sults obtained  in  some  cases  of  urticaria  from, 
protein  restriction  in  accordance  with  positive 
anaphylactic  skin  reactions,  points  strongly  to  a 
protein  sensitization  as  the  etiology  of  most 
urticarias. 

Charles  J.  White,  of  Boston,9  using  the  cu- 
taneous or  intracutaneous  tests,  found  about 
W%   of  eczematous  patients  sensitive  to  some 


of  the  common  food  types.  He  is  not  as  op- 
timistic, however,  as  some  investigators,  in  the 
therapeutic  results  obtained  by  eliminating 
foods  as  indicated  by  the  tests ;  he  has  had  more 
success  in  this  way  with  children  than  with 
adults.  It  is  necessary,  of  course,  as  White  has 
done,  to  rule  out  other  possible  causes  of 
eczema,  such  as  fat  indigestion,  by  examination 
of  the  stools. 

Blaekfan,  of  New  York,9  found  that  of 
twenty-seven  patients  with  eczema,  twenty-two 
gave  evidences  of  susceptibility  to  proteins,  and 
that  the  removal  of  some  or  all  of  the  animal 
proteins  from  the  food  brings  about  great  im- 
provement in  some  cases  of  eczema  in  older 
children  and  adults. 

N.  S.  Ferry,  of  Detroit,  Michigan,9  concludes 
that  the  anaphylactic  phenomenon  is  one  of  the 
most  valuable  diagnostic  agents  we  have  at 
present. 

Cooke,  of  New  York,1  found  that  the  cuta- 
neous tests  have  given  satisfactory  results  in 
50%  of  urticarias,  25%  of  angioneurotic 
edemas,  but  did  not  give  results  in  eczema  or 
hypertrophic  arthritis.  He  brings  out  the  im- 
portant point  that  over  50%  of  sensitized  peo- 
ple show  sensitization  to  more  than  one  protein. 

J.  A.  Turnbull,  of  the  Massachusetts  General 
Hospital,  Boston,10  is  an  enthusiastic  advocate 
of  the  anaphylactic  tests,  and  has  had  wide  ex- 
perience in  the  work.  He  has  found  positive 
reactions  and  has  met  with  therapeutic  success 
by  removing  the  specific  proteins  in  many  cases 
of  gastro-enteritis,  headache,  chronic  constipa- 
tion, arthritis  deformans,  hay-fever,  asthma, 
psoriasis,  eczema,  urticaria,  angioneurotic 
edema,  erythema  multiforme,  and  one  case  of 
lupus  erythematosus.  He  has  also  used  the 
tests  on  normal  individuals  with  no  symptoms, 
as  controls,  and  has  found  uniformly  negative 
reactions. 

The  technic  of  the  cutaneous  tests  is  ex- 
tremely simple.  The  powdered  protein  ex- 
tracts may  be  obtained  in  ampoules  from  sev- 
eral pharmaceutical  houses.  The  following  is 
the  procedure  used  by  Dr.  Turnbull. 

1.  Wash  the  flexor  surface  of  the  forearm 
from  the  bend  of  the  elbow  to  the  wrist  and 
rinse  with  70%  alcohol. 

2.  Dry  with  sterile  gauze. 

3.  Using  a  two-tenths  per  cent,  solution  of 
KOH  as  a  diluent,  place  one  drop  just  below 
the  bend  in  the  elbow.  Distal  to  this,  place 
three  drops   across  the   forearm,   each  drop 
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equally  spaced.  Cover  the  remainder  of  the 
forearm  with  similar  three-drop  rows,  stopping 
just  before  reaching  the  tendinous  part  of  the 
wrist. 

4.  With  a  sharp  scalpel  make  an  incision 
about  five-tenths  of  a  centimeter  long,  through 
the  drop  into  the  skin,  but  not  deep  enough  to 
draw  blood. 

5.  Immediately  place  a  small  bit  of  the 
powdered  protein  on  the  end  of  the  knife  blade, 
and  mix  it  thoroughly  with  the  drop  of  KOH. 
Perform  a  similar  operation  with  the  remaining 
drops,  using  a  different  protein  with  each  one. 

6.  The  first  drop  just  below  the  bend  of  the 
elbow  is  used  as  a  control,  the  incision  being 
made,  but  no  protein  added.  The  location  of 
the  control  drop  may  be  varied,  but  Dr.  Turn- 
bull  has  found  this  region  to  be  particularly 
sensitive,  so  that  if  there  is  any  tendency  to  a 
false  positive  reaction,  it  can  be  easily  detected 
with  the  control  in  the  most  sensitive  area. 

Usually  there  is  a  slight  transient  non- 
specific wheal  formation,  due  to  trauma,  but 
this  can  be  ruled  out  because  it  occurs  in  the 
control  as  well.  It  lasts  a  variable  time  and 
may  disappear. 

The  true  reaction  occurs  from  two  to  twenty 
minutes  or  longer  after  the  protein  has  been  ap- 
plied. Usually  the  reading  is  taken  fifteen 
minutes  after  the  last  incision  has  been  made. 
Dr.  Turnbull  regards  a  reaction  as  positive 
when  there  is  a  wheal,  an  erythema,  or  a  com- 
bination of  the  two  with  a  total  narrow  diam- 
eter of  three  millimeters,  or  more,  appearing 
at  the  site  of  some  of  the  incisions,  but  absent 
in  the  control  incision.  A  reaction  less  than 
this  should  be  regarded  as  negative  or  ques- 
tionable. Some  reactions  may  be  very  intense 
and  involve  a  large  area. 

Practically  all  of  the  proteins  with  which  an 
individual  is  likely  to  come  into  contact  are  ob- 
tainable on  the  market  in  a  purified  state.  Thus 
we  have  the  food  proteins,  such  as  beef,  pork, 
chicken,  lobster,  strawberry,  banana,  wheat, 
rye,  etc. ;  different  bacterial  proteins,  pollen  pro- 
teins, and  inhaled  animal  proteins,  such  as 
horse,  dog,  or  cat  dandruff  or  hair,  etc.  It  is 
not  necessary  to  try  out  the  whole  list  on  every 
individual;  the  indications  in  each  case  should 
determine  the  procedure. 

You  probably  already  have  in  mind  the  prac- 
tical bearing  of  all  this.  Suppose  a  patient 
comes  to  your  office  complaining  of  chronic 
urticaria  and  constipation,  and  with  no  definite 


ideas  as  to  etiology.  Is  your  treatment  going 
to  be  rational  or  irrational ;  is  it  going  to  be 
scientific  or  of  the  old-fashioned  hit-or-miss 
variety  ? 

Are  you  going  to  give  him  salol  or  beta-naph- 
thol  as  an  intestinal  antiseptic,  calcium  lactate 
for  a  hypothetical  deficiency  of  calcium  in  his 
blood,  and  tell  him  to  stop  eating  all  meats  ?  Or 
are  you  going  to  determine  in  a  very  simple 
manner  by  skin  reactions  to  what  proteins  he  is 
sensitive  and  regulate  his  diet  according  to 
definite  indications,  beginning,  of  course,  with 
a  thorough  catharsis? 

According  to  the  first  line  of  treatment  there 
are  three  objections.  In  the  first  place,  the 
efficacy  of  intestinal  antiseptics  is  a  matter  of 
considerable  debate,  but,  granting  their  value, 
they  can  never  result  in  permanent  cure  so 
long  as  anaphylactic  proteins  are  being  ingested 
or  inhaled.  In  the  second  place,  the  evidence 
in  favor  of  a  calcium  deficiency  in  urticaria  is 
balanced  or  even  outweighed  by  evidence  to  the 
contrary.  However,  some  very  capable  men 
claim  satisfactory  results  from  the  use  of  cal- 
cium, and  it  is  possible  that  some  urticarias 
and  angioneurotic  edemas  may  be  due  to  a  dis- 
turbance of  calcium  in  the  blood,  brought  on  or 
aggravated  by  such  decalcifying  agents  as 
fruit  acids.    This  is  open  to  question. 

In  the  third  place,  and  most  important  of 
all,  the  prescription  of  a  diet  should  be  as  care- 
fully considered,  and  as  intelligently  ordered  as 
the  prescription  for  any  drug.  What  good  is  it 
going  to  do  our  patient  when  we  tell  him  to 
cut  out  all  meats  and  fish  and  raw  fruits,  if  his 
symptoms  are  due  to  the  wheat  or  rye  in  his 
bread,  or  the  casein  in  his  milk?  Cooke1  em- 
phasizes the  fact  that  over  50%  of  sensitized 
people  show  multiple  sensitization.  Our  pa- 
tient may  be  sensitive  to  beef,  eggs,  shrimp, 
wheat,  casein,  and  beans.  How  is  it  going  to 
benefit  him,  then,  if  we  order  him  to  eliminate 
from  his  dietary  all  meats,  or  all  fruits,  or  all 
vegetables?  Diet  is  an  individual  problem, 
and  we  should  endeavor  to  make  the  food  fit 
the  patient,  instead  of  trying  to  make  the  pa- 
tient fit  the  food.  A  tailor  who  would  attempt 
to  fatten  up  his  customer  so  that  he  would 
round  out  a  certain  desirable  suit  of  clothes, 
instead  of  altering  the  suit  to  fit  the  customer, 
would  be  sent  to  the  Psychopathic  Hospital. 

In  other  words,  the  aim  in  treating  any  dis- 
ease should  be  to  remove  the  underlying  cause; 
with  this  in  mind,  drugs  are  useful  as  adju- 
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vauts.  The  cutaneous  anaphylactic  reactions 
offer  a  means  for  determining  the  underlying 
cause  of  disease  in  a  large  number  of  condi- 
tions. 

In  conclusion,  let  us  look  forward  a  bit  and 
see  if  any  other  diseases  are  likely  to  fall  with- 
in the  scope  of  analysis  by  this  method. 

Louis  F.  Bishop,  of  New  York,11  regarding 
arteriosclerosis  as  being  due  to  a  disturbed 
physiology  of  the  cells  of  the  body  of  wide  gen- 
eral distribution,  resulting  in  degenerative 
changes  in  the  blood  vessels  and  all  the  organs, 
emphasizes  his  belief  that  there  is  a  disturbed 
relationship  between  the  cells  and  the  nutritive 
material  with  which  they  have  to  deal,  or  the 
bacterial  proteins  with  which  they  come  into 
accidental  contact.  Undoubted  and  well-recog- 
nized benefit  is  seen  in  such  patients  when  there 
is  diminution  of  the  intake  of  animal  food,  but 
he  has  secured  equal,  if  not  greater  improve- 
ment in  the  condition  of  the  patients,  not  by  a 
low  protein  diet,  but  by  what  he  calls  a  "few 
protein"  diet.  "The  question  is  not  whether 
food  is  good  food,  or  has  a  certain  food  value, 
or  what  its  qualities  are,  so  much  as  whether  it 
is  the  right  food  for  the  one  who  has  to  live  on 
it."  He  believes  that  the  proper  study  of 
dietetics  in  disease  depends  upon  a  study,  not 
so  much  of  the  food  as  upon  the  reaction  of  the 
patient  to  the  food.  And  this,  in  a  few  words, 
epitomizes  the  theme  of  our  discussion. 

In  an  article  written  two  years  ago,  Bishop 
referred  to  the  new  work  of  food  sensitization 
tests,  but  said  that  he  had  not  employed  them 
because  the  methods  at  that  time  had  not  been 
standardized.  Purified  proteins  have  only  re- 
cently been  obtainable  on  the  market. 

His  usual  method  of  treating  arteriosclerosis 
is  to  remove  all  classes  of  usually  offending 
proteins,  such  as  are  contained  in  eggs,  fish, 
meat,  etc.,  and  after  definite  improvement  has 
set  in,  to  return  these  proteins  one  at  a  time, 
noting  the  effects,  and  permanently  eliminating 
those  which  cause  bad  reactions,  as  measured 
by  pain,  blood  pressure,  indigestion,  renal 
function,  etc. 

To  quote  a  paragraph12: 

"A  man  with  arteriosclerosis,  feeling  pain 
in  his  chest  every  time  that  he  moves,  suffering 
from  a  blood  pressure  that  is  so  high  as  to  be 
a  danger  to  his  life,  with  kidneys  that  are  un- 
able to  perform  their  functions,  can  by  proper 
diet,  exercise,  and  attention  to  the  state  of  his 
intestinal  canal,  be  so  improved  that  he  will 


present  all  the  appearances  of  health,  perform 
all  labor  that  can  be  reasonably  required  of  a 
man  of  his  age,  and  can  live  out -the  period  of 
his  expectation  of  life  as  laid  down  by  the  in- 
surance tables.    That  is  all  one  could  ask." 

While  it  is  perfectly  possible  and  not  at  all 
unlikely  that  arteriosclerosis  may  result  from 
conditions  other  than  anaphylaxis,  at  the  same 
time  there  is  experimental  evidence  to  support 
his  views.  I  would  call  attention  to  the  work 
of  T.  H.  Boughton,  published  recently  in  the 
Journal  of  Immunology.2 

He  found  that  repeated  injections  of  foreign 
protein,  such  as  egg  white  and  horse  serum,  into 
sensitized  guinea  pigs,  produced  lesions  of  the 
smaller  arteries  of  the  liver  and  spleen  in  100% 
of  cases,  and  of  the  kidneys  and  heart  in  66% 
of  cases.  These  lesions  were  characterized  by 
degeneration  and  regeneration  of  endothelium, 
edema  and  Assuring  of  intima  and  media  and 
sometimes  splitting  of  the  internal  elastic  lam- 
ina. The  lesions  were  interpreted  as  being 
subacute  rather  than  chronic.  Five  animals 
were  injected  with  from  twelve  to  seventeen 
doses  of  egg  white  or  beef  serum  during  a 
period  of  six  to  eighteen  weeks,  the  doses  being 
so  spaced  as  to  avoid  anaphylactic  shock  at 
any  time.  This  experiment  simulates  the  con- 
dition in  the  human  arteriosclerotic  who  re- 
ceives by  mouth  frequent  small  doses  of  a  pro- 
tein to  which  he  has,  for  some  reason  or  other, 
become  sensitized.  When  the  animals  were 
finally  killed  and  the  tissues  examined  histolog- 
ically, vascular  lesions  were  found  similar  to 
those  in  the  other  experiments,  but  less  severe 
than  in  those  animals  which  were  allowed  to  die 
in  anaphylactic  shock. 

Certainly  the  disease  of  arterioscelorisis  is  a 
field  which  bears  investigation  by  means  of  the 
cutaneous  protein  tests. 

In  view  of  the  steadily  rising  death  rate  in 
cancer  under  surgical  treatment,  L.  D.  Bulk- 
ley,13  senior  physician  to  the  New  York  Skin 
and  Cancer  Hospital,  in  his  monograph  on  can- 
cer, just  published,  speaks'  as  follows: 

"Personally,  I  believe  that  sooner  or  later  it 
will  be  generally  recognized  that  the  starting 
point  of  cancer  occurs  in  some  cell  or  cells,  pre- 
viously normal,  probably  as  the  result  of  local 
irritation,  in  which  there  is  a  deposit  of  some 
of  the  elements  of  faulty  nitrogenous  partition, 
induced  by  undue  ingestion  of  animal  protein ; 
and  that  the  malignant,  reproductive  process  in 
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the  cells  is  kept  up  by  a  continuance  of  the 
same  supply  of  imperfectly  disintegrated  ni- 
trogenous matter. 

"'The  x-ray  and  radium,  as  also  caustics,  are 
in  the  same  position  as  surgery,  and  can  do 
little  more  than  cause  to  disappear,  more  or  less 
temporarily,  some  of  the  lesions  which  have  de- 
veloped from  causes  which  they  cannot  reach." 

The  New  York  Skin  and  Cancer  Hospital 
maintains  a  medical  clinic  for  cancer.  Dr. 
Bulkley  bases  his  arguments  on  many  years  of 
observation  with  successful  medical  and  dietary 
treatment  alone  or  combined  with  surgery  or 
radiotherapy. 

It  is,  no  doubt,  clear,  from  what  has  been  said, 
that  the  employment  of  the  cutaneous  anaphy- 
lactic reactions  has  a  legitimate  and  important 
place  in  the  field  of  general  medicine.  Many 
cases  will  fail  to  give  satisfactory  results,  both 
from  a  diagnostic  and  therapeutic  standpoint, 
but  that  should  not  obscure  the  good  results 
obtainable  in  other  cases.  Very  few  diagnostic 
agents  are  100%  perfect.  The  electro-cardio- 
gram often  shows  nothing  abnormal  in  a  heart 
which  may  fail  the  next  day.  The  Wassermann 
reaction  frequently  falsifies.  Renal  function 
tests  are  often  untrustworthy.  X-ray  plates 
are  sometimes  of  extremely  negative  value,  espe- 
cially in  regard  to  showing  gallstones  or  ab- 
dominal adhesions.  And  even  the  stethoscope 
may  fail  to  detect  a  centrally  situated  tuber- 
cular process  in  the  lung.  Yet  we  would  not 
give  up  any  one  of  these  adjuncts  to  diagnosis. 
Let  us  not  be  too  harsh,  then,  in  criticizing  the 
cutaneous  anaphylactic  tests,  but  rather  en- 
deavor to  improve  the  method  and  extend  its 
applicability. 

It  is  not  within  the  scope  of  this  paper  to 
discuss  the  therapeutic  measures  intended  to 
cure  anaphylaxis  by  the  administration  of  de- 
sensitizing doses  of  the  specific  protein.  I  wish 
only  to  emphasize  the  importance  of  the  cuta- 
neous anaphylactic  tests  as  a  diagnostic  agent. 

I  think  the  most  important  statement  in  this 
discussion  is  that  of  Bishop's,  in  which  he  in- 
sists on  the  fact, — 

"The  proper  study  of  dietetics  in  disease 
depends  upon  a  study,  not  so  much  of  the  food, 
as  upon  the  reaction  of  the  patient  to  the 
food." 
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DIFFERENTIAL  DIAGNOSIS  IN  PSY- 
CHIATRY: A  COMPARISON  OF  SYMP- 
TOMS IN  VARIOUS  DISEASE  STATES* 
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Assistant  in  Neuropathology  and  in  Psychiatry,  Har- 
vard Medical  School;  Temporary  Investigator  of 
Brain  Syphilis,  Massachusetts  Commission  on 
Mental  Diseases;  Chief  Medical  Officer, 
Psychopathic  Department,  Boston 
State  Hospital. 

The  importance  of  accurate  observation  and 
intelligent  interpretation  of  symptoms  is,  per- 
haps, nowhere  in  medicine  so  clearly  seen  as  in 
psychiatry;  and  in  psychiatry  nowhere  any 
more  plainly  than  at  the  Psychopathic  Hospital. 
There  are  two  reasons  for  this  latter  fact:  (1) 
the  short  period  of  observation;  (2)  the  large 
number  of  border-line  and  "not  insane"  cases 
which  are  seen. 

Receiving  only  temporary  care,  voluntary  or 
special  legal  cases,  which  for  the  most  part  re- 
main not  more  than  ten  days  in  the  hospital,  it 
follows  that  rapid,  intensive  work  is  necessary, 
with  accurate  observation  and  intelligent  inter- 
pretation the  sine  qua  non  of  success  in  the 
work. 

Hence,  it  is  necessary  that  the  symptom  an- 
alysis be  thorough,  and  symptoms  and  states  be 
correctly  related  to  disease  process,  if  our  diag- 
noses and  prognoses  are  to  stand  the  test  of 
critical  inspection  by  relatives,  courts  or  state 
hospitals  to  which  the  patient  may  be  sent.  It 
is  clear  that  mistakes  cannot  entirely  be  avoid- 
ed, but  all  mistakes  should  be  studied  with  dili- 
gence and  avoided  thereafter.  It  is  usual  to 
find  that  understudy  or  improper  interpretation 
are  at  the  bottom  of  the  more  serious  errors. 

Careful  study  and  analysis  are  particularly 
necessary  in  order  to  avoid  the  most  common 
error  in  psychiatric  diagnosis, — that  of  classi- 
fying any  dementia  or  poorly  understood  case 
as  one  of  dementia  precox.  This  is  little  more 
than  a  scientific  crime,  and  tends'  to  retard  the 
progress  of  psychiatry.    It  is  far  less  dangerous 

*  A  contribution  of  the  Massachusetts  Commission  on  Mental 
Diseases,  series  of  1918. 
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to  plead  ignorance  and  leave  the  case  undiag- 
nosed than  to  be  pseudo-scientific  and  pro- 
nounce the  case  one  of  dementia  precox.  If 
this  disease  is  to  stand  as  a  psychiatric  entity, 
it  must  have  a  recognizable  symptomatology. 
Nor  is  outcome  in  dementia  sufficient  to  estab- 
lish such  a  diagnosis.  The  dementia  must  be 
of  a  particular  sort,  since  precox  is  not  the 
only  disorder  whose  sequence  is  dementia. 

Similarly,  we  may  take  any  other  symptom 
or  state, — dementia  may  be  regarded  as 
either, — and  we  find  that  it  may  occur  in  a 
variety  of  diseases,  each  of  which,  as  a  rule,  has 
certain  characteristic  signs. 

"We  have  found  that  a  most  useful  division  of 
mental  activities  is  that  into  the  sensorium-in- 
tellect  and  emotions-will.  It  comes  out  quite 
clearly  on  analysis  of  any  large  group  of  cases 
that  the  types  of  disease  process  associated  with 
disorders  chiefly  in  one  of  these  two  fields  (ob- 
tained by  reduction  from  the  original  four)  are 
very  characteristic. 

Thus,  those  mental  states  in  which  the  symp- 
toms are  primarily  and  predominantly  in  the 
sensorium-intellect  field  are  very  clearly  re- 
lated with  the  toxic-organic-epileptic  disease 
processes.  Also,  the  disturbances  primarily  and 
predominantly  in  the  emotion-will  field  are 
clearly  related  to  the  schizophrenic-cyclothmie- 
psychoneurotic-psychopathic  group  of  disease 
processes,  i.e.,  with  disorders  of  the  types 
usually  thought  of  as  functional. 

Hence,  it  is  necessary  to  differentiate  with 
great  care  between  primary  and  secondary  ef- 
fects in  any  mental  state ;  and  to  determine  de- 
gree of  disturbance  in  all  fields.  A  depressed 
patient  may  develop  paranoid  ideas  (often  as  a 
rationalization  of  the  state),  while,  conversely, 
a  paranoid  patient  may  develop  a  depressed 
state,  as  the  emotional  reaction  to  the  ideas.  In 
each  case,  the  complex  mental  state  may,  on 
superficial  analysis,  appear  to  be  the  same;  yet 
how  different  is  the  total  effect  after  careful  ex- 
amination and  evaluation,  and  how  different 
the  end  state ! 

Primary  symptoms  are  those  which  are  com- 
mon to  all  cases  of  a  particular  group :  for  in- 
stance, the  emotional  changes  of  dementia  pre- 
cox or  the  intellectual  losses  in  paresis.  These 
are  obviously  the  most  important  and  character- 
istic symptoms.  The  secondary  symptoms'  are 
those  which  occur  in  some,  but  not  all,  cases  of 
any  group — such  as  the  hallucinations  in  de- 
mentia precox,  or  the  delusions  of  grandeur  in 


paresis.  Such  are  diagnostically  of  great  im- 
portance when  present. 

Then  we  have  certain  rare  symptoms, — the 
symptoms  may  in  themselves  be  common,  but 
rare  in  particular  combinations.  Thus  real 
memory  defect  is  not  an  essential  constituent 
of  the  dementia  precox  picture,  though  it  does 
occur.  In  these  cases,  the  memory  defect  is  al- 
ways more  apparent  than  real,  and  never 
dominates  the  disease  picture. 

The  primary  symptoms  are  not  always  pre- 
dominant; frequently  they  are  detected  only 
with  difficulty  because  of  the  greater  role  as- 
sumed by  secondary  and  rare  symptoms.  It  is 
in  such  cases  that  experience  and  skill  in  ex- 
amining and  interpreting  symptoms  are  of  such 
great  importance  in  determining  diagnosis  and 
prognosis. 

We  must  realize  that  in  most  cases  of  mental 
disease  the  entire  mind  is  affected,  but  the  af- 
fection is  usually  differentially  greater  in  cer- 
tain fields  according  to  the  etiology.  The  dis- 
turbance may  be  only  very  slight  in  certain  fields 
of  activity,  while  very  marked  in  others.  Al- 
ways we  can  recognize  the  primary  and  sec- 
ondary elements  in  the  mental  state,  and  from 
a  clear  analysis  of  these  we  can  easily  proceed 
to  the  more  important  etiological  diagnosis.  At 
present  psychiatric  entities  represent  a  queer 
mixture  of  state,  etiological  and  prognostic 
ideas.  Thus  manic-depressive  is  a  diagnosis  of 
state,  as  is  organic  dementia.  General  paresis 
and  arteriosclerotic  psychosis  are  typical  exam- 
ples of  etiologic  diagnosis;  and  dementia  pre- 
cox often  represents  a  prognostic  diagnosis 
(especially  in  the  paranoid  forms).  This  mere- 
ly reflects,  of  course,  that  the  heterogeneous  con- 
dition of  clinical  and  pathological  work  in  psy- 
chiatry is,  perhaps,  only  a  reflection  of  the 
infinite  difficulties  of  the  study  of  mind. 

"With  these  various  points  in  mind — the  an- 
alysis and  interpretation  of  symptoms ;  the  con- 
ception of  states,  with  primary  and  secondary 
phenomena;  the  necessity  for  careful  and  com- 
plete analysis  of  the  whole  individual ;  the  re- 
lationship of  states  to  causal  processes;  and  the 
scientific  importance  of  symptomatic  (as  op- 
posed to  termination)  diagnoses — it  has  seemed 
worth  while  to  present  a  brief  analysis  of  mental 
symptoms  and  states  which  shall  be  of  value  in 
clearing  and  unifying  diagnostic  lines,  even 
though  we  recognize  the  constant  changing  of 
concepts  and  know  that  eventually  the  lines 
must  be  recast. 
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This  paper  does  not  present  anything  espe- 
cially new,  but  largely  represents  a  re-working 
of  standard  psychiatric  material  from  the 
viewpoint  of  rapid  and  thorough  differential  di- 
agnosis. What  we  are  especially  interested  in 
is  in  rapidly  narrowing  down  the  diagnostic 
field  to  a  few  possibilities,  and  then  finding  the 
characteristics  which  permit  accurate  diagnosis. 

On  the  side  of  sensorium-intellect  we  have  to 
do  with  disorders  of  perception  (illusion,  hallu- 
cination) ;  of  attention  (hyperprosexia,  apro- 
sexia)  ;  of  consciousness  (clouding  and  diso- 
rientation in  their  various  degrees)  ;  of  memory 
(retentive,  recollective  and  associative  as  types; 
amnesia,  hypermnesia,  paramnesia,  as  symp- 
toms) ;  of  judgment  (delusions,  fixed  ideas,  ob- 
sessions) ;  and  the  judgment  and  memory 
largely  determine  the  associations  (though  not 
the  associative  mechanism). 

Combined  disorders  of  the  certain  of  these — 
namely,  disturbances  of  attention,  consciousness 
and  especially  of  memory — are  particularly 
characteristic  of  the  various  disorders  in  which 
we  find  actual  discernible  causes  for  damage  to 
nerve  cells, — alcoholism  and  other  exogenous 
poisons,  fever,  organic  disease  of  the  nervous 
system  (meningitis,  syphilis,  arteriosclerosis, 
senile  atrophy,  trauma,  tumor),  endogenous 
toxemias  (i.e.,  so-called  somatic  or  symptomatic 
psychoses),  and  epilepsy.  In  addition,  in  many 
of  these  cases  we  find  very  characteristic  hallu- 
cinations and  delusions. 

t 

"We  may  contrast  the  very  active  processes 
(usually  of  toxic  origin),  such  as  delirium 
tremens,  with  the  less  active  (usually  organic), 
such  as  senile  dementia.  In  the  former  case 
the  entire  mental  life  is  taken  up  with  the  fleet- 
ing mass  of  terrifying  hallucinations  and  delu- 
sions, and  consciousness  is  markedly  clouded ; 
in  the  latter  there  is  progressive  and  gradual 
loss  of  the  stored  knowledge,  plus  attention  and 
consciousness  disorder,  so  that  the  patient  loses 
the  higher  faculties  of  self-control,  i.e.,  inhibi- 
tion lost  through  ignorance. 

It  takes  no  particular  argument  to  show  that 
in  the  groups  of  psychoses  mentioned  the  major 
symptomatology  lies  in  the  sensorium-intellect. 
A  first  group — paresis,  senile  dementia,  arterio- 
sclerotic, the  chronic  alcoholic  psychoses  (except 
alcoholic  paranoia),  some  of  the  somatic  cases, 
epilepsy,  i.e.,  in  general  the  chronic  "dement- 
ing" group — have  as  primary  symptoms  of  the 
mental  trouble  disturbances  in  the  retentive 


field  (of  memory),  combined  with  certain  dis- 
turbances of  attention  and  assimilation  and 
often  of  consciousness.  Other  symptoms  may 
be  very  variable  and  running  through  the  en- 
tire range  of  mind,  but  these  are  the  symptoms 
common  to  all  cases  of  a  particular  group.  The 
differential  diagnosis  between  groups  is,  then, 
to  be  based  on  special  signs  and  symptoms  of 
each. 

Thus  we  differentiate  paresis  largely  on  the 
neurological  changes :  pupils,  reflexes,  speech, 
handwriting.  The  state  of  activity  is  not,  as  a 
rule,  of  much  differential  value,  though  rarely 
it  may  be.  Such  symptoms  as  delusions  of 
grandeur,  euphoria,  etc.,  are  very  characteristic 
when  present,  as  they  are  in  a  certain  per- 
centage of  cases. 

Senile  dementia  is  differentiated  on  the  basis 
of  age  at  onset,  the  characteristic  loss  of  recent 
memory,  with  the  retention  of  remote  memory, 
disorientation, — the  patient  living  in  the  past,— 
with  restlessness  at  night,  forgetfulness  for  im- 
mediate happenings,  and  conduct  disorder. 

Alcoholic  deterioration  is  characterized  by " 
the  long  history  of  alcohol,  the  loss  of  details  in 
memory,  the  humoristic  emotional  tone,  lack  of 
finer  sensibilities,  and  the  absence  of  signs  of 
organic  disease.  One  particular  chronic  alco- 
holic psychosis,  Korsakow's  syndrome,  is  espe- 
cially characterized  by  polyneuritis,  memory 
disturbance  and  fabrications.  When  the  active 
process  subsides,  we  very  frequently  find  a  pro- 
nounced alcoholic  dementia. 

Arteriosclerotic  brain  disease  is  to  be  differ- 
entiated on  the  basis  of  recurring  periods  of 
confusion,  with  amnesia  therefore  and  neuro- 
logical changes  characteristic  of  the  disorder. 
The  age  of  onset  is  also  of  importance,  as  is 
emotional  instability. 

Epileptic  "dementia"  is  to  be  differentiated 
by  the  history  of  fits,  the  striking  slowness  of 
reactions  (without  depression),  and  the  patho- 
logical irritability.  The  diagnosis  may  be  cor- 
rectly made  even  in  the  absence  of  a  good  his- 
tory of  frank  fits,  by  the  minor  signs.  Of 
course  the  important  thing  in  epilepsy  is  the 
etiology,  for  which  intensive  search  should  al- 
ways be  made.  The  epileptic  psychoses  are,  as 
a  rule,  more  nearly  allied  to  the  next  large 
group,  with  which  they  will  be  considered. 

In  the  second  large  group,  i.e.,  the  acute  alco- 
holic (with  the  important  exception  of  acute  al- 
coholic hallucinosis),  other  acute  toxic  psycho- 
ses  of  exogenous    origin,    severe  meningitis, 
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acute  traumatic,  acute  somatic  (including  puer- 
peral, cardio-renal,  etc.),  fever  psychoses,  and 
epilepsy  at  or  after  a  convulsion  ("psychic 
equivalents") — in  general,  then,  the  acute 
"fulminating"  group — we  have  to  do  with 
very  active  symptoms  in  the  field  of  conscious- 
ness and  perception  (confusion,  disorientation, 
failure  of  attention,  hallucinations  and  illusions, 
especially  visual)  ;  and  usually  the  patients  are 
so  difficult  of  examination  that  memory  cannot 
carefully  be  tested,  but  it  is  sure  to  be  much 
confused  (though  not  entirely  lost)  if  tested. 
The  consciousness  disturbance  varies  from 
only  a  slight  cloud  to  stupor, — perhaps  mutter- 
ing delirium, — and  perceptual  disorders  are 
usually  present  to  a  marked  degree.  With  re- 
covery of  consciousness  we  find  characteristic 
circumscribed  amnesias,  but  without  much  loss 
in  the  memory  of  events  previous  to  the  attack. 
In  these  cases  we  have  very  marked  disorders: 
delirium,  semi-delirium,  stupor;  and  the  very 
first  thing  we  need  to  know  is  the  cause. 

So  with  any  confused,  hallucinated,  and  terri- 
fied or  active  patient,  or  with  a  stuporous  pa- 
tient, we  need  to  examine  at  once  for  alcohol, 
for  the  acute  infectious  diseases,  including 
pneumonia,  typhoid,  cerebrospinal  meningitis, 
blood  infections ;  for  retained  uterine  contents 
in  the  post-partum  cases;  for  chronic  disease 
such  as  cardio-renal  and  diabetes ;  for  organic 
disease  of  the  central  nervous  system ;  for  epi- 
lepsy. 

Hence,  we  need  to  know  the  immediate  his- 
tory and  physical  state  of  the  patient ;  tem- 
perature, pulse  and  respiration :  lumbar  punc- 
ture; blood  findings  (cytology;  culture;  nitro- 
gen content)  ;  urinalysis.  Thus  we  have  erected 
at  once  a  practical  program  for  speedily  deter- 
mining cause  and  starting  effective  treatment. 
A  careful  physical  examination,  including  urin- 
alysis and  the  temperature,  is  the  most  impor- 
tant of  these,  aside  from  a  history  of  immediate 
etiology.  Based  upon  these,  we  can  proceed  to 
other  tests,  such  as  lumbar  puncture  and  blood 
examination,  which  may  be  needed  to  clear  up 
the  etiology.  In  fact,  this  may  be  said  to  be  the 
ideal  method  of  procedure  in  any  case  of  any 
group, — the  quick  but  accurate  evaluation  of 
the  mental  symptoms  making  up  the  state,  the 
immediate  history,  the  physical  examination  de- 
termining the  presence  or  absence  of  physical 
disease. 

We  must  remember  that  not  all  physical  dis- 
eases are  capable  of  causing  mental  disease,  and 


that  mental  disease  of  any  type  may  co-exist 
with  almost  any  type  of  physical  disease.  It 
follows  that  for  the  establishment  of  etiological 
factors  the  mental  disturbance  must  be  of  the 
type  which  the  somatic  disease  ordinarily 
causes.  Only  after  the  most  searching  and  rigid 
analysis  should  markedly  atypical  cases  be  in- 
cluded. 

In  the  confused,  hallucinated,  amnestic  pa- 
tients, we  are  most  likely  to  find  acute  causes  of 
one  sort  or  other,  which  are  amenable  to  the 
more  ordinary  types  of  treatment.  It  is  in  this 
group  that  the  internist,  surgeon  and  gynecolo- 
gist are  of  the  greatest  service. 

The  differential  diagnosis  in  this  group  de- 
pends obviously  on  the  establishment  of  a  toxic 
cause  by  history  or,  more  particularly,  by  the 
physical  examination.  It  must  be  remembered 
that  in  some  groups  the  delirium  is  but  the 
forerunner  of  a  prolonged  attack.  Such  is  true 
in  those  Korsakow's  cases  where  the  onset  is 
with  a  delirium-tremens-like  attack.  Similarly, 
it  is  extremely  difficult  in  the  puerperal  cases 
to  make  out  whether  we  are  dealing  with  a 
purely  toxic  affair,  or  whether  the  puerperium 
and  toxemia  are  merely  exciting  events  for  a 
manic-depressive  or  dementia  precox  psychosis. 
There  are  a  number  of  other  rather  obscure 
points  in  this  group. 

From  the  standpoint  of  differential  diagnosis, 
the  important  point  is  to  realize  that  confusion 
and  amnesia  characterize  the  organic  group, 
while  confusion,  circumscribed  amnesia  and 
hallucinations  characterize  the  toxic  group,  with 
epilepsy  sometimes  in  one  group  and  sometimes 
in  the  other. 

Primary  disorders  in  the  field  of  the  emo- 
tions and  will  are  most  clearly  made  out  in  de- 
mentia precox,  manic-depressive,  psycho-neu- 
rotic and  psychopathic  states.  The  emotions  are 
subject  to  various  morbid  alterations, — exalta- 
tion, depression,  instability,  dulling  or  dete- 
rioration. The  will  shows  itself  in  disorders  of 
activity;  of  influencibility,  ranging  from  pure 
negativism  to  extreme  suggestibility;  in  impul- 
sivity.  The  disorders  in  these  two  fields  tend  to 
occur  together  in  certain  fairly  definite  combi- 
nations. 

The  complicating  factors  in  diagnosis  lie  in 
the  fact  that  emotion-volition  disorder  occurs  in 
psychoses  belonging  to  any  group,  and  the  con- 
duct may  be  quite  similar  in  groups  of  widely 
varying  etiology.  The  essential  points  of  dif- 
ferentiation lie  in  the   state  of  consciousness 
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and  in  the  memory,  together  with  an  analysis 
of  the  fitness  of  conduct  to  ideational  back- 
ground. 

The  simplest  psychotic  state  known  is  that  of 
the  manic-depressive,  either  manic  or  depressed. 
Here  we  have  to  do,  in  the  milder  types,  with 
an  exaggeration  of  normal  emotion  and  will. 
Intellectual  processes,  though  accelerated  or 
slowed,  are  not  as  a  rule  greatly  damaged,  and 
there  is  no  disturbance  of  memory  or  conscious- 
ness. They  tend  to  recovery  without  dementia. 
Disturbances  of  consciousnesss,  with  resulting 
circumscribed  amnesia,  do  rarely  occur;  but 
only  in  the  very  severe  attacks  and  never  pre- 
dominating the  picture.* 

In  these  states  hallucinations  are  very  rare. 
Delusions  are  fairly  common,  but  their  content 
always  agrees  with  the  emotional  state,  and  they 
are  usually  personal, — either  somatic  or  auto- 
psychic. 

More  complex  are  the  schizophrenic  states, 
where  again  the  emotion  and  will  disturbance  is 
the  predominant  feature.  Here  the  disturbance 
is  in  a  new  direction — the  emotions  and  will 
impulses  do  not  correspond.  The  indifference 
to  all  about  them  is  striking,  as  is  the  indiffer- 
ence manifested  to  ideas  which  are  in  them- 
selves of  a  torturing  nature.  With  a  clear  con- 
sciousness they  are  hallucinated;  giving  the 
impression  of  clouding  and  of  memory  loss,  they 
are,  nevertheless,  oriented  and  without  partic- 
ular memory  defect.  Even  the  negativism, 
muteness  and  stupor  are  often  recovered  from 
with  surprisingly  little  amnesia  for  the  period 
when  the  patient  seemed  entirely  withdrawn. 
The  difficulty  in  these  cases  is  in  accessibility 
and  in  expression  (both  dependent  on  volition)  ; 
not  in  the  state  of  consciousness  or  in  loss  of 
intellect.  Hallucinations  and  delusions  of  all 
sorts  occur,  but  the  reaction  is  usually  not  in 
accord  with  the  beliefs  held  by  the  patient. 
States  of  excitement  and  of  depression  occur 
and  tend  to  alternate  rapidly ;  the  production  is 
often  senseless,  revealing  the  crossing  of  will 
impulses;  the  activity  is  queer  and  not  easily 
understood ;  there  will  be  evasiveness,  inability 
to  think  connectedly,  mannerisms  and  many 
other  symptoms  referable  to  will  difficulty. 
The  essential  point  we  must  recognize  is  that 
clouding  of  consciousness  and  intellectual  dis- 
order are  not  the  characteristic  symptoms  of 
the  precox  process — and  that  we  must  hesitate 

*  Very  striking  is  the  case  of  a  woman,  75  years  of  age,  in  her 
third  attack  of  manic-depressive  depression  with  no  disturbance  of 
consciousness  and  no  detectable  memory  loss,  showing  the  typicaj 
picture  of  depression,  retardation  and  underactivity. 


to  make  such  a  diagnosis  in  cases  where  symp- 
toms are  not  predominantly  in  the  emotions 
and  will.t 

Accordingly,  we  find  that  in  the  emotion - 
volition  group  the  manic-depressive  is  charac- 
terized by  quantitative  alterations,  without  in- 
tellect or  perception  disorder.  The  dementia- 
precox  case  is  characterized  by  a  mixture  of 
qualitative  and  quantitative  disorder;  in  both, 
by  a  splitting,  such  that  reactions  do  not  corre- 
spond to  emotions  and  ideas;  and  by  secondary 
symptoms  of  mania,  depression,  hallucinations, 
delusions,  etc.  Particular  types  have  character- 
istic symptoms,  such  as  the  eerea  flexibilitas  of 
catatonia.  But  common  to  all  are  the  stupid- 
ity, queerness,  dulling  of  emotions,  difficulties 
in  thought  and  expression,  etc.,  without  any 
clouding  of  consciousness  or  delirium. 

In  the  psychoneuroses  we  have  to  do  with  dis- 
orders of  emotion  and  will,  and  not  with  intel- 
lectual disorders.  Such  alteration  of  conscious- 
ness as  does  occur  is  a  narrowing  of  the  field 
(Janet)  and  not  a  clouding  of  the  entire  field, 
as  is  characteristic  in  our  first   group  of  cases. 

The  dream  states  are  particularly  character- 
istic in  this  sense.  In  the  dream  state  there  is 
partial  or  complete  dissociation  of  the  personal- 
ity, and  all  sorts  of  queer  events  may  happen. 
Here  we  are  apt  to  find  disorientation  and 
clouding  of  the  existing  consciousness.  The 
differential  diagnosis  is  then  to  be  based  on  his- 
tory and  the  reactions  of  the  patient.  The 
hallucinations  tend  to  be  of  the  scenic  sort, — un- 
controlled and  vivid  imagination.  The  emo- 
tional response  is  likely  to  be  normal  for  the 
ideas  entertained.  Loss  of  consciousness  ap- 
parently occurs,  but  is  not  really  complete, 
since  it  can  always  be  penetrated  by  some  per- 
son or  persons. 

The  psychopaths  represent  cases  of  abnormal 
make-up,  the  difficulties  lying  chiefly  in  the 
emotional  and  will  field.  Usually  recognized 
because  of  conduct  disorder,  we  find  on  analysis 
that  the  causes  lie  in  improper  relations  of 
emotion  and  will.  As  a  rule  the  intelligence  is 
of  normal  level,  though  it  may  be  qualitatively 
abnormal.  Reference  to  various  forms  of  sex- 
ual psychopathy  very  quickly  proves  this  point. 

t  A  particularly  striking  case  may  be  very  briefly  presented. 
This  man's  cerebellar  tumor,  as  shown  at  autopsy,  was  correctly 
diagnosed  at  his  second  admission  here.  Despite  the  fact  that  his 
symptoms  were  all  in  the  intellectual  (memory  loss  as  the  out- 
standing symptom)  and  motor  (speech  and  gait)  fields  on  his  first 
admission,  two  years  previously,  he  had  been  called  dementia  prae- 
cox !  Just  previous  to  this  he  had  been  psychoanalyzed  with 
— to  quote  his  physician — "75  per  cent,  improvement!"  A  full  re- 
port of  this  case  is  to  appear  later. 
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These  points  are  so  well  known  that  they  would 
seem  to  need  no  further  elaboration. 

There  is  one  important  toxic  psychosis  in 
which  disturbance  of  consciousness  is  absent, 
the  memory  is  intact,  and  the  symptoms  are 
mainly  in  the  field  of  the  emotions'  and  will 
(with  characteristic  hallucinations  and  delus- 
ions). This  is  acute  alcoholic  hallucinosis.  But 
the  typical  cases  of  this  resemble  dementia  pre- 
cox more  closely  than  anything  else ;  in  fact,  we 
may  wonder  if  it  is  not  toxic  dementia  precox. 
Here  the  history  is  of  great  importance  in  the 
diagnosis. 

Finally,  there  is  one  great  group  of  cases  in 
which  the  disorder  is  chiefly  intellectual,  but 
of  a  particular  sort.  These  are  the  paranoid 
states  (omitting  paranoid  dementia  precox, 
where  the  important  thing  is  the  precox  dis- 
turbance). There  is  no  consciousness  disturb- 
ance and  no  disturbance  of  retention  and  rec- 
ollection (beyond  possible  falsification  in  line 
with  the  delusions),  but  there  is  a  marked 
judgment  disorder.  The  emotions  are  chiefly 
exaggerations  of  the  suspiciousness  group,  with 
at  times  other  disturbances.  The  will  may  or 
may  not  be  controlled  by  the  ideas.  These 
paralogical  states  occupy  a  position  of  their 
own,  and  in  only  a  few  is  the  etiology  clear 
(e.g.,  so-called  alcoholic  paranoia).  Of  those 
not  dementia  precox,  we  have  paranoia,  para- 
phrenia, jealousy  psychosis  (usually  of  alcoholic 
etiology)  and  the  presenile  psychosis  (ideas  of 
reference  predominating).  Differential  diag- 
nosis between  the  various  types  is  to  be  based 
on  history  and  symptoms. 

According  to  my  views,  we  need  to  analyze 
the  state  of  the  patient  very  quickly.  "We  need 
to  know  the  condition  of  consciousnesss  and 
orientation,  the  gross  memory,  delusions  and 
hallucinations,  emotional  tone  and  reac- 
tions— the  latter  with  special  reference  to 
will  disturbance.  Given  these  facts,  which 
can  be  obtained  in  a  short  interview,  to- 
gether with  immediate  history  and  cer- 
tain physical  phenomena  already  mentioned 
(neurological  changes,  temperature,  general 
physical  condition),  we  should  be  able  at  once 
to  say  in  which  of  the  several  large  groups 
here  erected  the  difficulty  lies.  If  the  evalua- 
tion and  interpretation  are  correct,  then  the 
case  becomes  one  for  finer  differentiation  within 
the  large  group.  This  represents  diagnosis  by 
exclusion,  but  not  in  the  sense  of  ordinary 
physical  diagnosis,  since  the  state  of  the  psy- 


chotic patient  is  always  more  complex,  and  the 
presenting  symptoms  more  numerous  than  is 
the  case  with  physical  disease  alone.  The  order 
of  exclusion  is'  important,  but  represents  an- 
other viewpoint,  which  I  shall  not  discuss. 

The  problem  is,  of  course,  complicated  where 
there  is  no  obvious  psychosis  present.  Here  the 
analysis  must  proceed  to  demonstrate  the  ab- 
sence of  psychosis,  and  determine  then  (a) 
whether  the  patient  is  normal  or  abnormal,  and 
(6)  if  abnormal,  whether  it  is  psychoneurosis, 
psychopathia,  or  feeble-mindedness',  or  some 
other  form  of  neurological  or  psychiatric  diffi- 
culty. 

Accurate  differential  diagnoses  can  be  made 
only  if  the  observations  are  detailed  and  thor- 
ough, and  if  the  examiner  interprets  correctly 
and  properly  aligns  the  symptoms  with  causes. 
Symptomatic  diagnoses  should  be  the  rule,  and 
should  be  checked  against  outcome  in  every 
case. 


STRUCTURAL  DEFORMITIES  VERSUS 
FUNCTIONAL  EFFICIENCIES  AS  OB- 
JECTS OF  TREATMENTS* 

By  Herman  W.  Maeshaix,  M.D.,  Boston. 

Patients  with  stiff  knees  can  usually  find 
some  physicians  who  are  willing  to  advise  res- 
torations of  motions  by  surgical  interference; 
and  other  patients  with  damaged  knee  joints, 
which  still  permit  some  motion,  can  find  physi- 
cians who  will  advocate  making  such  knees 
stiff  by  operative  means. 

Or  again,  straight,  stiff  legs  may  be  thought 
less  preferable  than  slightly  flexed,  rigid  knee 
deformities ;  yet  in  other  instances  immovable 
knees  already  bent  are  straightened. 

Hips,  elbows,  and  other  joints  with  impaired 
functions  likewise  at  times  are  stiffened,  while 
joints  ankylosed  already  in  other  cases  are 
made  movable  again. 

The  interesting  questions  that  these  clinical 
procedures  raise  are  those  which  constitute  the 
most  desirable  methods  of  treatment  and  the 
reasons  involved.  The  answers  can  be  made 
convincingly  after  first  reviewing  some  of  the 
peculiarities  of  the  present  stage  of  medical  de- 
velopment. 

Modern  scientific  methods  used  in  medicine 
have  revealed  how  erroneous  and  fantastic  fre- 

*  Read  before  the  New  England  Association  of  Physical  Thera- 
peutics, on  April  23,  1918. 
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quently  were  the  theories  and  ideas  held  by 
old  medical  practitioners  who  were  unscientific, 
and  who  relied  so  largely  on  their  own  inde- 
pendent observations  and  what  was  termed 
"common  sense." 

Such  tremendous  advances  have  been  made 
in  the  last  fifty  years  or  more, — progress  pre- 
viously impossible  through  past  centuries,  with- 
out exact  science, — that  one  occasionally  won- 
ders whether  there  are  any  limits  to  scientific 
attainments,  or  whether  there  is  such  a  possi- 
bility as  too  rapid  growth  of  scientific  medi- 
cine. 

As  past  achievements  are  reviewed,  there  may 
be  seen  important  medical  problems  solved,  sat- 
isfactory broad  biological  and  scientific  pre- 
ventive medical  theories  advanced ;  and  in  clin- 
ical practice  a  notable  increase  in  numbers  of 
special  practitioners.  Ranges  for  individual 
endeavor  in  medical  practice  have  narrowed 
and  deepened  until  newly  made  specialists  of 
late  have  been  predicting  that  the  days  of  gen- 
eral medical  practitioners  have  passed. 

There  has  been  so  much  to  do  in  all  special 
fields  of  scientific  medical  work,  and  so  much 
enthusiasm  and  friendly  rivalry  among  special 
workers  that  scientific  facts  have  accumulated 
at  an  extremely  rapid  rate.  In  not  a  few  in- 
stances the  fascinations  of  making  new  addi- 
tions to  medical  knowledge  apparently  have 
partly  eclipsed  the  main  consideration  of  med- 
ical practice,  namely,  the  welfare  of  patients. 

There  has  tended  to  develop  under  these  cir- 
cumstances what  may  be  called,  appropriately, 
malignant  scientific  development, — an  abnor- 
mally rapid  growth  which  is  of  benefit  to  med- 
ical science  itself  and  possibly  to  future  gener- 
ations of  patients,  but  harmful  to  present-day 
sufferers  when  it  absorbs  attention  that  should 
be  given  to  the  numerous  other  factors  which 
always  enter  into  every  patient's  problems. 

Such  excessive  scientific  development  may  be 
compared  to  the  rapid  growth  of  a  malignant 
tumor, — development  which  is  all  right  for  the 
tumor  itself,  but  injurious  to  the  person  who 
possesses  the  new  growth.  So  the  welfare  of 
the  present  generation  of  patients  is  influenced 
by  the  rate  of  growth  of  medical  science,  be- 
nignly affected  by  moderate  progress  and  un- 
favorably influenced  by  its  extremely  slow  or 
excessively  rapid  rates. 

Limitations  of  extreme  scientific  clinical 
specialists  already  have  become  so  obvious  at 
the  present  time  that  renewed  efforts  are  being 


made  to  group  them  into  single  combinations 
possessing  greater  usefulness  and  of  more  even 
balance.  By  this  procedure  it  is  hoped  that  the 
practical  common-sense  judicial  capacities  of 
old-time  practitioners  will  be  included  along 
with  most  specialized  scientific  knowledge,  be- 
cause it  is  becoming  recognized  more  and  more 
generally  that  strictly  scientific  methods  are 
quite  inadequate  for  the  most  successful  man- 
agement of  numerous  varied  clinical  difficul- 
ties encountered. 

No  reasons  exist  for  supposing  there  ever, 
will  be  a  time  when  comprehensive  judicial 
abilities  alone  or  conservative  scientific  meth- 
ods independently  will  be  sufficient  for  all  re- 
quirements of  clinical  practice ;  on  the  contrary, 
a  properly  balanced  system  resulting  from  the 
combination  of  these  two  opposite  factors  al- 
ways, presumably,  should  govern  treatments  of 
patients. 

To  return  to  the  special  topic  of  structural 
deformities  and  functional  efficiencies  as  ob- 
jects of  treatments,  at  the  outset  let  it  be 
clearly  understood  that  deformities  of  them- 
selves show  results  of  previously  acting  causes ; 
and,  secondly,  they  may  occasionally  simulta- 
neously contribute  to  existing  pathological 
symptoms  or  be  contributing  causes  of  future 
peculiarities.  They  must  not  be  considered  ori- 
gins of  abnormal  symptoms,  when  really  they 
commonly  represent  only  the  anatomic  results  of 
previously  acting  causes. 

Deformities  may  consist  of  mal-positions  in 
reunited  bones  after  fractures  or  congenital 
bony  defects  originating  in  obscure  prenatal 
causes.  They  may  be  the  results  of  slow  changes 
going  on  after  birth  in  muscles  and  ligaments, 
which  produce  round  shoulders,  hollow  backs, 
lateral  curvatures,  visceral  ptoses,  and  faulty 
postures  in  general ;  as  well  as  the  anatomic 
defect  of  flat-foot,  which  results  from  weakness 
of  ligaments  and  muscles  of  these  parts. 

Diseases  and  peculiarities  originating  within 
bones  themselves  or  in  joints  are  responsible 
for  structural  peculiarities  in  some  instances ; 
but  in  this  paper  will  be  considered  principally 
musculo-ligamentous  causes  for  deformities. 

A  person's  attitude,  or  form  of  his  feet,  or 
positions  of  his  fractured  bones  alone,  are  often 
inadequate  for  judgments  and  treatments  of 
functional  efficiency.  An  individual  may  have 
a  stooped  posture,  or  a  slight  lateral  twist  of 
the  spine,  and  yet  be  strong  and  vigorous,  pro- 
vided there  have  been  strengthenings  of  mus- 
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culo-ligamentous  stays  subsequently  to  devel- 
opments of  these  structural  changes.  Natural 
physiologic  hypertrophies  of  muscles  and  liga- 
ments are  the  normal  compensatory  results  of 
increased  strain  and  increased  use  of  muscles 
and  ligaments. 

A  moderate  postural  defect  in  one  person  may 
have  had  very  slow  continuous  development, 
and  have  reached  a  balanced  state  through 
compensatory  musculo-ligamentous  hypertrophy 
at  the  time  of  medical  examination;  while  a 
second  patient  may  have  acquired  a  similar 
postural  defect  recently  and  rapidly,  and  this 
person,  perhaps,  will  have  back  pains  with  the 
same  degree  of  anatomic  deformity  as  the  other 
individual.  The  cause  of  abnormal  symptoms 
in  the  second  case  cited  is  not  due  to  the  exist- 
ing deformity,  however,  but  to  acute  musculo- 
ligamentous  weakness  and  strain. 

Similar  relationships  exist  in  feet  with  regard 
to  structural  variations  in  their  forms  and 
musculo-ligamentous  changes  in  strengths  from 
time  to  time.  With  fractured  bones  it  is  uni- 
versally recognized  that  good  alignment  of  the 
fragments  does  not  necessarily  signify  best  pos- 
sible function,  if  muscles  concerned  have  been 
neglected  so  that  their  normal  activities  are 
seriously  impaired. 

On  the  other  hand,  it  is  not  so  very  unusual 
to  see  surprisingly  good  function  after  frac- 
tures that  have  been  surgically  neglected,  be- 
cause muscles  have  increased  rather  than  de- 
creased in  strength  and  usefulness  in  these  par- 
ticular patients: 

Deformities  are  not  without  significance, 
nevertheless,  and  they  may  be  of  such  serious 
degrees  that  compensatory  muscular  hyper- 
trophies are  inadequate  for  restorations  of  the 
normal  physiological  balance  between  the  bones 
and  their  flexible  stays.  Certainly  deformities 
should  be  treated  and  corrected  as  much  as 
musculo-ligamentous  factors  in  the  balance  of 
each  situation  indicate  are  likely  to  be  needed. 
It  is  wished  only  to  caution  against  destroying, 
or  unnecessarily  upsetting,  fairly  satisfactory 
functional  efficiencies  simply  on  anatomical 
grounds  alone. 

Reasons  for  these  peculiarities  of  medical  de- 
velopment are  not  difficult  to  see.  Peculiarities 
and  variations  in  gross  anatomical  structures 
can  be  observed  easily,  and  are  demonstrable  to 
others ;  furthermore,  the  prominence  and  popu- 
larity of  surgery  has  kept  attention  directed  to- 
ward structural  problems. 


Musculo-ligamentous  strengths,  on  the  con- 
trary, are  uninteresting  and  troublesome  to 
measure.  Obscure  physiological  changes  within 
living  muscle  and  ligamentous  fibers,  which  are 
responsible  for  changes  in  their  strengths,  have 
been  looked  upon  as  of  interest  only  to  labora- 
tory scientists ;  and  chemical  and  physical  va- 
riations of  the  circulating  blood  which  produce 
changes  in  musculo-ligamentous  strengths  are 
still  imperfectly  known  on  account  of  being  ex- 
tremely difficult  to  study.  In  consequence,  nat- 
urally, the  practical  significance  of  variations 
in  these  flexible  supports  and  muscular  appara- 
tus has'  not  been  quickly  or  completely  compre- 
hended. 

Eventually,  however,  in  the  impartial  study 
of  all  elements  which  enter  into  normal  phys- 
iologic balances  and  into  functional  efficiencies 
there  will  be  revealed  clearly  the  equal  impor- 
tance of  both  structural  and  functional  pe- 
culiarities. 

Some  pathologists  and  surgeons  with  strong 
anatomic  tendencies  still  declare  emphatically 
that  it  is  dangerous  to  pay  so  much  attention  to 
mere  symptom-complexes  and  difficultly  meas- 
ured functional  troubles;  but  probably  there  is 
still  greater  danger  in  blindly  ignoring  the  lat- 
ter when  directing  treatments,  as  though  these 
important,  obscure  considerations  are  non- 
existent. 

What  do  we  really  know  about  muscles  and 
ligaments  at  the  present  time?  This  question 
cannot  be  answered  briefly,  but  if  old  physio- 
logical laboratory  experiments  which  were  done 
in  medical  school  days,  and  generally  promptly 
forgotten  for  more  interesting  clinical  and  sur- 
gical experiences,  are  resurrected,  they  will  fur- 
nish quite  a  list  of  peculiarities  of  muscles, 
their  reactions  to  electrical  stimulation,  to 
chemicals,  to  heat  and  cold  and  other  physical 
agents.  Perusal  of  modern  textbooks  of  phys- 
i  iology  will  reveal  exhaustive  descriptions  of 
theories  of  muscle  fatigue  and  the  influences  of 
changing  compositions  of  blood- on  muscle  con- 
tractions. In  gymnasia  have  been  recorded 
averages  and  extremes  of  muscles  strengths  for 
many  different  groups  of  human  muscles. 

There  are  plenty  of  data  upon  the  subject 
which  physical  therapeutists  are  familiar  with, 
concerning  the  merits  and  limitations  of  exer- 
cises, passive  motions,  massage,  radiant  heat, 
various  forms  of  electricity  and  so  on;  but  the 
rest  of  us  still  generally  need  considerable  ad- 
ditional education  in  these  directions. 
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An  interesting  experience  recently  occurred 
to  the  writer  in  connection  with  some  examina- 
tions of  a  number  of  Sicilian  laborers  who 
claimed  to  be  suffering  with  back  strains,  but  who 
were  thought  to  be  malingerers  wrongly  obtain- 
ing industrial  accident  compensation  for  their 
alleged  injuries  during  the  cold  winter  months. 

These  Italian  laborers  often  have  well-devel- 
oped, hard  back  muscles  and  scanty  subcu- 
taneous fat,  so  that  it  is  impossible  to  tell  with 
absolute  certainty  whether  soreness  they  com- 
plain of  is  real  or  feigned,  and  whether  the 
muscles  are  normally  tense  or  are  abnormally 
contracted  and  rigid.  The  natural  tendency  of 
this  class  is  to  exaggerate  their  symptoms  un- 
consciously, and  if  there  are  restrictions  in 
ranges  of  back  motions,  together  with  alleged 
subjective  symptoms  of  pain  and  local  tender- 
ness, the  problem  of  discovering  the  real  state 
of  affairs  is  difficult,  especially  since  x-rays  are 
of  so  very  little  value  in  these  troubles. 

It  occurred  to  me  to  test  the  lifting  strengths 
of  these  patients'  backs  on  a  dynamometer, 
which  records  the  maximum  pull  exerted  in 
each  instance.  The  results  obtained  were 
variable,  but  some  patients  lifted  such  absurdly 
small  amounts,  which  they  claimed  were  their 
maximum  efforts,  that  no  doubts  remained  in 
these  cases  as  to  the  malingering  phases'  of  the 
situations. 

Confirmatory  evidence  could  sometimes  be  ob- 
tained, also,  by  testing  in  similar  manner  the 
strengths  of  other  normal  muscle  groups,  about 
which  there  were  no  complaints ;  and  having  al- 
ready claimed  weaknesses  for  their  backs,  the 
malingerers  tried  to  play  a  safe  game,  and  reg- 
istered abnormally  small  maximums  also  for 
these  other  muscles  as  well. 

Perhaps  this  experiment  should  be  classified 
as  detective  work  rather  than  legitimate  med- 
ical endeavor ;  but  it  reveals  the  fact  that  in 
our  thorough  routine  back  examinations,  as 
usually  done  by  orthopedic  specialists,  we  do 
not  estimate  accurately  one  of  the  principal 
functions  of  backs,  namely,  back  strengths. 

What  justifications  are  there  for  fitting  steel 
back  braces,  plaster  jackets  and,  particularly, 
innumerable  new  corsets  and  webbing  belts  to 
anatomical  peculiarities  of  backs,  without  tak- 
ing into  careful  consideration  each  patient's 
musculo-ligamentous  and  physical  therapeutic 
needs,  also  without  deliberate  judgments  of 
general  conditions  and  need  of  internal  medical 
measures?'  It  is  true,  nevertheless,  many  patients 


are  tied  up  in  orthopedic  appliances  simply,  and 
apparently  have  very  little  else  done  for  them. 

What  objections  also  are  there  to  determining 
the  limits  of  applicability  of  any  operations 
that  are  safe  and  do  not  endanger  the  lives  of 
patients  ? 

Certainly  a  great  deal  of  scientific  informa- 
tion would  accumulate  if  orthopedic  surgeons 
with  strong  inclinations  for  stiffening  damaged 
joints  by  operations  could  all  plan  to  turn  their 
patients  over  to  other  surgeons  who  believe 
firmly  in  attempting  restorations  of  joint  mo- 
tions by  operative  procedures. 

Such  an  arrangement  would  tend  to  increase 
surgical  skill  along  these  special  lines,  and  if 
the  second  group  of  surgeons  would  refer  their 
cases  after  treatment  to  the  first  group,  both 
might  always  have  a  large  supply  to  select 
from.  Then  if  wise  choices  were  made  of  pa- 
tients who  could  afford  to  pay  large  fees,  there 
would  be  adequate  compensations  received  by 
the  doctors  for  their  continuous  endeavors  to 
advance  medical  science,  and,  furthermore,  in- 
dividual reputations  might  be  enhanced  by  ju- 
dicious publications  of  surgical  results  ob- 
tained. If  enough  momentum  was  attained  to 
induce  charitable  organizations  and  institutions 
to  become  interested,  then  so  much  the  better 
for  the  scheme. 

The  most  serious  drawback  to  this  impossible 
plan  is  that  patients'  welfares  are  almost  ob- 
scured and  they  become  merely  objects  on 
which  scientific  surgery  can  develop.  The  il- 
lustration is  given,  however,  to  indicate  that 
possibilities  do  exist  for  substitution  of  one  de- 
fect for  another,  without  great  advantage  to 
the  recipients,  in  many  instances ;  and  this 
chance  ought  to  be  kept  clearly  in  mind  by  all 
those  who  are  concerned  in  the  great  problem 
of  reconstruction  of  disabled  soldiers  and  in- 
dustrial workmen. 

If  practising  specialists  are  more  interested 
in  scientific  features  of  their  profession  than 
in  individual  welfares  of  patients,  they  ought 
to  be  grouped  into  single  combinations,  as  has 
been  suggested,  with  a  responsible  head  who  is 
obliged  to  look  closely  after  patients'  interests. 
Under  these  conditions  it  is  possible  to  conceive 
of  a  very  complete  set  of  such  doctors  working 
together  harmoniously,  with  an  exceptionally 
well-balanced  man  to  direct  them  that  could 
accomplish  results  in  no  other  way  attainable ; 
just  as  it  is  possible  for  the  long-range  German 
cannon  to  shell  Paris  now  from  an  unheard-of 
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distance  at  great  expense,  inconvenience  and 
labor. 

Let  us  not  deny  the  possibilities  of  large  pre- 
tentious groups  of  specialists,  nor  the  advis- 
ability of  having  them  for  rare  occasions;  but 
let  there  be  even  greater  insistence  upon  the 
fact  that  the  enormous  bulk  of  medical  work 
can  be  done  more  satisfactorily  by  smaller 
groups  of  different  kinds  of  special  practition- 
ers. 

It  is  possible  still  for  a  single  practitioner  of 
average  capacity  to  select  some  limited  field  in 
medicine,  as,  for  example,  affections  of  bones; 
muscles  and  joints,  and  become  familiar  enough 
with  these  topics  to  deserve  the  legitimate  title 
of  specialist.  He  can  retain  important  per- 
sonal relationships  with  the  restricted  class  of 
patients  he  receives,  which  the  older  school  of 
family  practitioners  maintained  with  their  pa- 
tients. Tt  is  possible  for  him  to  know  advan- 
tages, limitations,  and  comparative  merits  of 
different  therapeutic  measures  used  in  his  spe- 
cialty, and  yet  appreciate  their  comparatively 
minor  values  in  treatment  among  patients  who 
possess  other  ailments.  In  brief,  he  can  be  an 
old-time  general  practitioner  within  his  narrow 
sphere,  looking  out  for  his  patients'  interests 
always,  first  with  unusual  care,  and  simulta- 
neously advancing  himself  at  a  satisfactory 
rate  in  special  scientific  attainments. 

Some  patients  he  will  treat  entirely  alone, 
while  others  he  can  send  to  other  similar  asso- 
ciates, one  or  more  in  a  flexible  manner,  ac- 
cording to  the  obscurity  and  difficulty  of  indi- 
vidual cases.  He  can  fit,  as  a  consultant,  into 
unpretentious  shifting  combinations  temporarily 
from  time  to  time  for  the  purpose  of  group  di- 
agnoses upon  other  specialists'  patients. 

Altogether,  this  type  of  practitioner  avoids 
so  many  of  the  present-day  unfavorable  tenden- 
cies, including  dangers  of  over-treatment  and 
excessive  expense,  that  it  seems  that  his  good 
qualities  and  possibilities  should  be  loudly  pro- 
claimed along  with  those  of  formal  fixed  groups. 

Future  time  has  to  decide  how  strongly  the 
new  ideas  of  reconstruction  among  industrial 
workmen,  sailors  and  soldiers  will  be  influ- 
enced purely  by  surgical,  mechanical,  and  an- 
atomic factors;  and  how  much  can  be  advan- 
tageously done  in  fitting  special  structural  de- 
formities to  particularly  favorable  industrial 
tasks  without  intervention  of  surgery.  Both 
aspects  deserve  prolonged  consideration  and  dis- 
cussion, because  there  will  be  medical  solutions 


of  problems  that  are  likely  to  oppose  present 
ideas  of  labor  organizations  and  uniform  scales 
of  wages  for  all  workmen  in  each  class.  Varia- 
tions arising  from  many  grades  of  disability 
will  necessarily  make  uniformity  with  fairness 
increasingly  difficult,  yet  large  numbers  of 
partially  disabled  men  will  demand  an  oppor- 
tunity to  work  as  much  as  their  abilities  permit. 

All  practitioners  of  all  kinds  undoubtedly 
will  give  their  best  endeavors  to  the  tasks 
ahead,  and  now  is  the  time  to  bring  forward 
friendly  criticisms  and  comments  in  modera- 
tion. Accordingly,  I  wish  to  insist  that  func- 
tional efficiencies  rather  than  structural  de- 
formities should  be  made  the  goals  that  are 
striven  for. 

We  shall  undoubtedly  make  progress  some- 
how, and  practical  experience  will  point  out, 
later,  clearly  where  our  successes  and  failures 
were  made,  but  also  at  the  present  time  we 
ought  to  try  to  keep  the  numbers  of  those  at 
a  minimum  who  are  sacrificed  to  malignant  sci- 
entific tendencies. 

In  conclusion,  an  answer  to  the  questions 
suggested  in  the  beginning  of  the  paper  will  be 
made  by  the  statement  that  each  of  the  methods 
mentioned  may  be  either  right  or  wrong,  ac- 
cording as  they  are  used  to  increase  or  dimin- 
ish special  functional  efficiencies  in  each  pa- 
tient, and  depending  upon  the  degree  of  success 
they  fit  each  person  treated  to  periods  of  future 
usefulness. 


THE  BEGINNING  OF  DISPENSARIES.* 

By  Michakl  M.  Davis,  Jr.,  Boston, 
and 

Andrew  R.  Warner,  M.D.,  Cleveland. 

In  1665,  the  great  conflagration  which  de- 
vastation London  brought  in  its  fiery  train  a 
blessing,  for  it  rid  the  city  of  plague.  But  the 
germs  of  poverty  cannot  be  burned  up,  and  the 
sickness  and  misery  that  follow  poverty  were 
so  apparent  to  the  public-spirited  members  of 
the  medical  profession  of  London,  that  in  1687, 
they  voted  that  all  members  of  the  College  of 
Physicians,  their  professional  organization, 
should  give  their  services  to  the  poor  without 
charge.  In  due  form  they  transmitted  this 
resolution  to  the  Lord  Mayor  and  Aldermen. 
When,  however,  the  charitable-minded  sought 

*  Reprinted,  by  permission  of  The  Macmillan  Company,  from  a 
forthcoming'  book  on  "Dispensaries:  their  Organization-  and  Manage- 
ment," by  the  authors  above  named. 
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to  call  the  good  physicians  to  the  service  of  the 
poor,  no  means  was  found  of  providing  the 
medicines  which  the  doctors  wished  to  prescribe. 
The  pharmacists  of  London  were  at  that  time 
organized  as  a  guild,  the  so-called  Apothecaries' 
Hall;  and  Apothecaries'  Hall  would  not  lower 
its  prices',  even  when  the  College  of  Physicians 
requested  it  on  behalf  of  the  poor. 

The  physicians  did  not  sit  idle  under  this 
monopoly  in  the  prescription  market.  Fifty-three 
leading  spirits  signed  an  agreement  on  December 
22,  1696,  to  pay  ten  pounds  apiece  to  Dr. 
Thomas  Burwell,  one  of  their  number,  which 
sum  Dr.  Burwell  was  to  use  for  medicines'  for 
the  poor.  Thereupon  the  first  dispensary  in  the 
English-speaking  world  was  opened  in  the  build- 
ing of  the  College  of  Physicians. 

THE  FIRST  DISPENSARY  IN  ENGLAND. 

During  the  first  five  years'  of  its  existence,  we 
do  not  know  how  many  patients  the  doctors 
treated,  but  it  is  recorded  that  20,000  prescrip- 
tions were  given  out.  The  physicians,  however, 
complained  that  the  dole  of  medicines  was  more 
highly  regarded  by  the  public  than  the  freely 
given  services  of  the  physicians.  We  do  not 
find  this  first  dispensary  mentioned  in  Addison 's 
Spectator;  but  if  the  sentiment  of  the  educated 
London  public  could  have  been  gauged,  we 
should  probably  find  that  the  dispensary  was 
regarded  as  a  medical  soup-kitchen.  Medicines 
and  medical  services  alike  were  doubtless  thought 
of  as  a  dole  to  the  needy. 

In  the  seventeenth  century  specialists  in 
medicine  had  not  appeared;  modern  scientific 
aids  to  diagnosis  were  unknown,  treatment  was 
necessarily  of  symptoms  of  diseases  rather  than 
of  causes.  The  giving  of  medicines'  played  a 
larger  part  in  theory  and  in  practice  than  it  does 
today.  The  spirit  of  service  characteristic  of 
the  medical  profession,  which  led  the  London 
doctors  of  1696  to  establish  the  first  dispensary 
in  the  English-speaking  world,  is  the  one  fine 
continuing  element  through  the  whole  history 
of  the  dispensary  movement  from  this  early  be- 
ginning. 

The  later  history  of  this  first  London  dispen- 
sary is  obscure ;  not  until  the  latter  part  of  the 
eighteenth  century  are  dispensaries  again  notice- 
able in  London.  In  1770  the  so-called  "General 
Dispensary"  was  started,  and  four  years  after- 
ward, the  "Westminster  Dispensary";  in  1779 
the  "London  Dispensary,"  in  1780  the  "Flush- 
ing Dispensary"  and  in  1782  the  "Eastern  Dis- 


pensary." These  institutions  were  supported 
mainly  by  private  subscriptions,  usually  of  one 
guinea;  patients  were  accepted  only  when 
recommended  by  a  subscriber,  and  it  is  said  that 
they  were  required,  when  discharged  from  the 
care  of  the  dispensary,  to  return  thanks  to  the 
subscriber  by  letter.  Dr.  Lettsom,  one  of  the 
first  physicians  of  the  General  Dispensary  in 
London,  said,  under  date  of  1801,  referring  to 
the  five  London  Dispensaries,  "50,000  poor  per- 
sons are  relieved  annually,  one-third  of  whom 
are  attended  at  their  own  dwellings :  a  mode  of 
relief  which  keeps  the  branches  of  the  family 
from  being  separated  and  affords  the  wife  an 
opportunity  of  nursing  the  sick  husband,  or 
child,  or  the  husband  to  superintend  and  pro- 
tect the  sick  wife.  And  by  this  mode  of  convey- 
ing relief  to  the  bosoms  and  houses  of  the  poor, 
the  expense  is  trivial  indeed,  as  one  guinea,  which 
is  the  annual  subscription  of  a  governor,  affords 
the  means  of  relief  to  at  least  ten  patients." 

Thus,  during  the  latter  part  of  the  eighteenth 
century  dispensaries  blossomed  in  the  English 
metropolis.* 

Dispensaries  do  not  appear  to  have  been  es- 
tablished in  America  until  after  the  Revolution, 
but  within  a  few  years  following  the  conclusion 
of  peace,  each  of  the  three  chief  cities  in  the 
United  States  had,  as  will  be  seen,  followed  the 
example  of  London  and  established  a  dispensary. 

DISPENSARIES  IN  THE  UNITED  STATES. 

The  first  was  started  in  Philadelphia  in  1786. 
The  Philadelphia  Dispensary  still  stands  on 
Independence  Square,  occupying  the  same  build- 
ing which  was'  erected  in  1801  and  which,  with 
slight  modifications,  serves  for  the  30,000-odd 
patients  who  pass  through  it  annually.  In  New 
York  City  the  New  York  Dispensary  was  es- 
tablished in  1790  and,  unlike  its  Quaker  brother, 
has  passed  from  one  building  to  another,  en- 
larging as  it  moved.  The  third  dispensary  in 
the  country  was  the  Boston  Dispensary,  estab- 
lished in  1796  at  a  point  r>n  Washington  Street, 
close  to  the  corner  of  Court  Street,  on  which 
the  restaurant  known  as  Thompson's  Spa  now 
stands.  Those  responsible  for  the  establishment 
of  the  Boston  Dispensary  were  familiar  with 
the  institutions  in  New  York,  Philadelphia  and 

*  By  1850  the  number  of  dispensaries  in  London  is  said  to  have 
increased  to  35.  No  reference  is  made  here  to  dispensaries  on 
the  Continent.  They  do  not  appear  to  have  affected  the  early  de- 
velopment of  dispensaries  in  the  United  States.  In  the  latter  part 
of  the  nineteenth  century,  foreign  clinics,  in  which  many  American 
physicians  studied,  had  substantial  influence  upon  the  procedures 
of  medical  education,  and  thus  upon  some  of  the  dispensary  move- 
ments described  later. 
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London,  as  the  following  statement,  prepared  by 
a  committee  in  September,  1796,  bears  witness: 

"It  having  been  found  by  experience  both 
in  Europe  and  in  several  of  the  capital  towns 
in  America,  that  dispensaries  for  the  medical 
relief  of  the  poor  are  the  most  useful  among 
benevolent  institutions,  a  number  of  gentlemen 
propose  to  establish  a  public  dispensary  in  the 
town  of  Boston,  for  the  relief  of  the  sick  poor; 
which  they  presume  will  embrace  the  following 
advantages : 

"1.  The  sick,  without  being  pained  by  a 
separation  from  their  families,  may  be  attended 
and  relieved  in  their  own  houses. 

"2.  The  sick  can,  in  this  way,  be  assisted  at 
a  less  expense  to  the  public  than  in  a  hospital. 

"3.  Those  who  have  seen  better  days  may 
be  comforted  without  being  humiliated ;  and  all 
the  poor  receive  the  benefits  of  a  charity,  the 
more  refined  as  it  is  the  more  secret." 

The  benevolent  desire  to  help  the  sick  poor 
thus  appears  in  these  quaint  phrases  as  the 
primary  motive  leading  to  the  establishment  of 
this  institution,  and  it  was  indeed  the  underlying 
and  typical  motive  behind  all  the  early  dispen- 
saries'. The  London  system  was  followed  in  all 
the  three  earliest  American  dispensaries,  re- 
quiring that  patients'  be  accepted  only  when 
recommended  by  subscribers,  printed  forms  be- 
ing furnished  those  contributing  five  dollars  or 
more  a  year.  In  Boston,  a  subscriber  might 
keep  two  patients  under  care  for  each  five  dol- 
lars annually  contributed.  The  aim  was  to  give 
the  subscriber  a  spiritual  return  for  his  money 
as  well  as  to  insure  "worthiness"  in  the  appli- 
cant. That  the  "worthiness"  of  the  applicant 
was  emphasized,  appears  from  the  rule  which 
was  certainly  followed  in  Boston  and  probably 
elsewhere,  "That  persons  suffering  from  vene- 
real disease  or  from  the  effects'  of  alcohol  should 
not  be  treated  by  the  dispensary,  as  being  the 
victims  of  their  own  sensual  indulgence." 

The  early  Boston  Dispensary  consisted  merely 
of  a  drug  store,  and  the  physician  was  to  be  in 
attendance  daily  except  Sundays.  Ambulatory 
cases  might  see  him  there  at  11  o'clock.  Patients 
too  sick  to  come  for  treatment  were  to  be  visited 
at  their  homes  and  to  a  certain  extent  these  eigh- 
teenth century  dispensary  physicians  saw  pa- 
tients at  their  private  offices  without  charge.  Al- 
most the  sole  elements  of  expense  in  the  early 
days  were  the  medicines  provided,  and  of  these, 
at  least  at  the  Boston  Dispensary,  wines  or 
spirits  were  the  largest  items  among  the  treas- 


urer's bills.  The  method  of  the  early  dispen- 
saries was  simply  this:  a  poor  patient  had  to 
have  a  letter  from  a  subscriber,  and  must  present 
this  at  the  dispensary  during  the  announced 
hours;  or  the  letter  of  recommendation  might 
be  left  by  some  friend  or  member  of  the  family 
with  the  apothecary,  so  that  the  doctor  should 
have  the  name  and  address,  in  order  to  call  at 
the  sick  person's  home.  At  first  only  one  physi- 
cian at  a  time  was  furnished.  Dr.  John  Fleet, 
the  first  physician  of  the  Boston  Dispensary, 
for  instance,  treated  80  patients  during  the  first 
year.  As  the  city  grew  in  size,  more  physicians 
were  added  and  the  city  was  divided,  each  phy- 
sician seeing  patients  only  within  his  own  dis- 
trict. 

In  New  York  additional  dispensaries  were 
founded  early  in  the  nineteenth  century,  the 
Northern  Dispensary  (still  in  existence)  in  1827, 
and  the  "Eastern  Dispensary"  in  1832.  The 
city  was  then  more  or  less  equally  divided  be- 
tween them.  As  the  communities  became  larger, 
the  earlier  system  of  recommending  patients 
through  subscribers  became  increasingly  incon- 
venient and  was  gradually  given  up.  Dr.  Oliver 
Wendell  Holmes,  a  physician  of  the  Boston  Dis- 
pensary in  1837,  complained  in  a  letter  to  the 
Board  of  Managers  that  the  physicians  of  the 
dispensary  were  practically  compelled  to  secure 
tickets  signed  in  blank  by  subscribers.  The 
patients  usually  appealed  to  the  physician  in  the 
first  instance,  and  the  rule  requiring  that  they 
then  go  to  the  subscriber  and  secure  a  recommen- 
dation for  treatment  became  merely  vexations. 
The  London  dispensaries  and  the  New  York  Dis- 
pensary had  already  established  clinics  on  the 
modern  principle  by  which  the  physician  treats 
ambulatory  cases  at  a  given  time  and  place,  not 
in  informal  conferences  at  the  apothecary  shop. 
Thus  the  system  of  recommending  patients  by 
subscribers  fell  into  disuse  and  was  finally  aban- 
doned, and  clinics  as  we  know  them  today  were 
developed.  The  Boston  Dispensary  started  these 
clinics  in  1856. 

A  new  element  which  powerfully  reinforced 
the  charitable  desire  to  help  the  sick  poor  ap- 
peared in  the  dispensary  movement  during  the . 
first  part  of  the  nineteenth  century,  namely,  the 
interest  of  physicians  in  acquiring  medical  ex- 
perience and  in  teaching  medical  students  at  a 
clinic.  In  connection  with  the  Boston  Dispen- 
sary students  were  allowed  to  attend  patients 
almost  from  the  beginning,  as  regulations  gov- 
erning the  activities  of  students  appear  in  the 
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records  as  early  as  1827.  The  development  of 
clinical  teaching  in  the  latter  part  of  the  nine- 
teenth century,  instead  of  mere  didactic  instruc- 
tion, has  been  one  of  the  most  powerful  factors 
in  increasing  the  number  of  dispensaries  and 
improving  their  work.  Oliver  Wendell  Holmes 
wrote  a  report  to  the  Boston  Dispensary  in  1837, 
after  he  had  been  one  of  its  district  physicians, 
and  urged  the  establishment  of  a  clinic,  saying : 
"A  consulting- room  well  attended  is  one  of 
the  most  valuable  schools  for  students,  as  well 
as  practitioners  of  medicine,  since  many  cases 
of  disease  may  be  seen  within  a  very  limited 
time;  and,  being  thus  collected,  may  be  com- 
pared with  and  illustrate  each  other.  This  is 
one  of  the  legitimate  ends  of  all  medical  chari- 
ties." 

Very  much  more  recently  we  see  the  chari- 
table motive  and  the  teaching  motive  balanced 
in  the  utterance  of  Sir  William  Osier,  in  his 
address  at  the  opening  of  the  new  out-patient 
building  of  the  Cardiff  Hospital,  in  1908 : 

"That  an  out-patient  department  is  simply 
for  the  relief  of  the  poor — the  common  idea — is 
to  take  an  altogether  too  narrow  view  of  its 
functions.  .  .  .Of  course  the  first 
and  most  important  (function)  is  the  relief  of 
the  poor.  .  .  .In  acting  as  the  train- 
ing school  for  the  younger  members  of  the  pro- 
fession, the  out-patient  department  fulfills  its 
second  great  function.  .  .  .  With 
sufficient  staff,  there  is  no  reason  why  just  as 
careful  notes  should  not  be  taken  in  these  rooms 
as  in  the  wards ;  and  let  me  remind  the  younger 
physicians  in  the  audience  that  some  of  the  most 
brilliant  reputations  in  the  profession  of  this 
country  have  been  built  up  upon  the  solid 
foundation  of  notes  taken  in  out-patient  depart- 
ments. Let  me  urge  you  to  make  ample  pro- 
vision for  your  medical  students  in  the  out- 
patient department,  where  they  see  the  patients 
in  their  native  state,  so  to  speak,  before  they 
have  been  scoured  and  cleansed  by  the  nurses  in 
the  ward." 

The  two  motives  we  have  thus  analyzed,  to 
do  charity  and  to  advance  medical  knowledge 
and  education,  are  responsible  for  the  establish- 
ment and  development  of  probably  a  thousand 
dispensaries  in  the  country  today.  During  the 
last  fifteen  years,  a  new  force  or  motive  has 
supervened — from  the  public  health  field.  Each 
of  the  chief  militant  public  health  movements  of 
late  years  has  led  to  the  establishment  of  a  num- 
ber of  dispensaries  as  part  of  its  program  to 


prevent,  treat  or  control  some  disease  or  group 
of  diseases.  The  movements  to  combat  tuberculo- 
sis, infant  mortality,  mental  disease,  venereal 
disease,  are  instances  in  point,  and  about  1500 
public  health  dispensaries  have  been  founded 
as  a  result.  From  small  beginnings,  the  dispen- 
sary movement  has  assumed  much  larger  pro- 
portions in  recent  years.  In  1800  there  were 
three  dispensaries  in  the  United  States.  In  1900 
there  were  about  100.  The  number  is  25  times 
as  great  today. 


THE    RELATION    OF    THE  DUCTLESS 
GLANDS   TO   GYNECOLOGY:  PHYSIO- 
LOGICAL AND  THERAPEUTIC* 
By  Alice  H.  Bigelow,  A.B.,  M.D.,  Boston. 

The  present  paper  owes  its  origin  to  a  burst 
of  enthusiasm  over  an  impressive  and  fascinat- 
ing book  on  the  ductless  glands  by  Falta  of  Vi- 
enna, translated  by  Meyers  of  Philadelphia.  I 
have  tried  to  gather  from  its  substantial  pages 
the  material  which  bears  on  gynecology,  and  to 
this  I  have  added  modifications  and  suggestions 
found  in  recent  magazine  articles  by  American 
authorities  in  the  same  line  of  research. 

One  by  one,  the  organs  comprising  this  sys- 
tem have  been  recognized  as  having  some  func- 
tion other  than  their  obvious  ones;  their  re- 
moval or  overactivity  has  caused  symptoms 
uniform  enough  to  lead  to  laws,  till  at  last  they 
have  been  grouped  into  a  family  of  recognized 
standing.  Some  of  them  produce  secretions 
that  can  be  seen  and  recognized;  and,  in  addi- 
tion, other  forces  that  are  known  only  by  their 
results.  These  latter  are  known  as  the  internal 
secretions,  or,  better,  by  the  picturesque  Greek 
hormones,  or  messengers.  They  are  passed  di- 
rectly into  the  blood  stream,  and  hence  are  not 
seen  at  work,  but  are  judged  as  to  efficiency 
only  as  the  goods  they  carry  are,  or  are  not,  de- 
livered. Adrenalin — product  of  the  medulla  of 
the  suprarenals — is  the  only  hormone  that  has 
been  isolated. 

The  members  of  this  glandular  family  are  as 
follows:  thyroid,  parathyroid,  thymus,  pitui- 
tary or  hypophysis  (anterior  and  posterior 
lobes),  pineal  or  epiphysis,  ovaries  and  testicles, 
suprarenals  (cortex  and  medulla),  and  the 
islands  of  Langerhans  in  the  pancreas.    The  in- 

*l  Read  before  the  New  England  Women's  Medical  Society,  April 
18,  1918. 
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teraction  of  this  chain  of  glands  is  amazing. 
Some  work  at  the  same  time  directly  with  some 
of  the  others  and  directly  against  the  rest. 
Any  given  one  will  cooperate  with  some  of  its 
family  and  inhibit  the  others;  or — to  put  it  in 
familiar  mathematical  terms — vary  directly 
with  some,  vary  inversely  with  the  others. 
Classification  of  their  activities  is  based  on 
their  effect  on  metabolism.  Some  are  accelera- 
tory  and,  by  hastening  the  body  processes,  make 
for  katabolism.  These  are  the  thyroid,  ovaries 
and  testicles,  posterior  lobe  of  the  pituitary, 
medulla  of  the  adrenal.  Others  retard  the  con- 
stant breakdown  of  the  tissues  and  so  are 
classed  as  anabolic.  These  are  the  parathyroid, 
anterior  lobe  of  the  pituitary,  suprarenal  cor- 
tex, and  probably  thymus  and  pineal.  To  save 
this  classification  from  being  purely  academic, 
look  at  a  few  familiar  examples.  The  thyroid 
is  classed  as  katabolic  because  it  accelerates 
body  processes;  shown  easily  because  its  hyper- 
function  in  goiter  gives  excitability  and  tachy- 
cardia. In  this  katabolic  class  is  placed  also 
the  medulla  of  the  adrenals.  It  excites  the 
sympathetic  system  and  breaks  down  glyocgen, 
hence  the  fleeting  glycosuria  of  students  in  ex- 
amination, and  soldiers  going  up  for  medical 
inspection.  In  the  anabolic  class  is  placed  a 
substance  now  in  the  white  light  of  scientific 
inspection, — that  of  the  pancreatic  islands  of 
Langerhans.  It  is  known  to  conserve  glycogen ; 
and,  when  on  strike,  to  lose  it ;  hence  the 
charge  laid  upon  it  of  a  share  in  the  diabetic 
process.  The  reader  of  this  classification  notes, 
perhaps  with  surprise,  that  portions  of  some  of 
the  organs  named  work  at  variance  with  each 
other.  We  cite  the  anterior  and  posterior  lobes 
of  the  pituitary  and  the  cortical  and  medullary 
parts  of  the  suprarenal. 

The  ductless  gland  system  is  supplied  chiefly 
by  the  sympathetic  nervous  system,  and  its 
nervous  influence  is,  in  turn,  mostly  upon  the 
sympathetic  system.  The  hormones  tend  to  ac- 
celerate the  sympathetic  nerves,  and  each  shows 
predilections  for  special  nerves — the  most  fa- 
miliar affinity  being  that  of  the  posterior  lobe  of 
the  hypophysis  for  the  innervation  of  the 
uterus.  The  increase  in  the  general  vitality  of 
the  individual  at  the  time  of  ovulation,  espe- 
cially if  the  ovum  become  fertilized,  is  set 
down  as  a  sympathetic  stimulus  by  the  internal 
ovarian  secretion ;  and  the  vasomotor  disturb- 
ances of  the  menopause  are  laid  to  the  loss  of 
the  same  regulating  hormone.    The  so-called 


climacteric  changes  that  sometimes  occur  in  the 
male  are  placed  in  the  same  class. 

The  last  general  remark  concerning  this  sys- 
tem regards  its  determining  relation  to  the 
general  make-up — to  avoid  the  more  subtle  term 
"diathesis" — of  the  person.  Where  the  sym- 
pathetic nervous  system  is  sluggish,  there  the 
activities  of  these  glands  are  minimized,  and 
we  find  an  asthenia,  with  sluggishness  of  most 
of  the  organs,  enteroptosis,  and  constipation. 
With  an  irritable  sympathetic  system  we  are 
apt  to  find  definite  manifestations  of  glandular 
activity,  such  as  swelling  of  the  thyroid  with 
pregnancy,  almost  amounting  to  Graves'  dis- 
ease, to  short  and  sudden  changes  in  body 
weight,  to  functional  dysmenorrhea.  For  those 
in  whom  the  balance  throughout  this  system  is 
well  maintained,  the  author  reserves  the  happy 
phrase,  "enviable  equilibrium." 

I  will  now  deliberately  narrow  the  field  to  the 
influence  of  these  interesting  glands  upon  con- 
ditions of  a  gynecological  nature,  with  the  ob- 
ject of  deducing,  later,  some  practical  thera- 
peutic conclusions. 

An  important  and  complicated  relation  of 
these  glands  is  with  the  secondary  sex  charac- 
teristics. These  are  accepted  as  meaning  all 
differential  points  of  sex  anatomy  and  physiol- 
ogy except  those  immediately  concerned  with 
reproduction.  Attention  was  first  called  to 
this  relation  by  the  obvious  body  changes  fol- 
lowing castration  and  oophorectomy.  Bodies 
other  than  the  testicle  and  ovary  are  now  known 
to  share  in  determining  these  characteristics. 

To  begin  with  the  less  important  members  of 
the  series,  we  may  make  a  few  interesting  notes. 
First:  that  the  parathyroids  control  nerve  and 
muscle  activity  to  such  a  degree  that  their  in- 
activity is  now  held  responsible  for  many 
forms  of  tetany,  especially  that  which  occurs  in 
pregnancy.  Administration  of  the  gland,  how- 
ever, has  not  cured  the  condition,  leaving  the 
theory  still  in  laboratory  form.  Second:  that 
the  thymus,  largest  at  birth,  atrophies  at  pu- 
berty. Its  function  seems  to  vary  indirectly 
with  sexual  activity,  because  it  ceases  to  act 
when  this  begins  and,  on  the  other  hand,  in 
eunuchs  it  is  large  and  presumably  active.  In 
the  condition  of  acromegaly,  caused  by  hyper- 
function  of  the  pituitary,  external  sex  mark- 
ings are  exaggerated.  Body  hair  becomes 
heavy  and  profuse,  virile  in  women,  and  the 
external  genitalia  are  hypertrophied.  Colos- 
trum sometimes  appears.     Menstruation  and 
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conception  may  or  may  not  take  place.  Con- 
versely, with  hypofunction  of  the  pituitary,  we 
find  a  loss  of  body  hair,  an  increase  of  fat 
which  blurs  the  characteristic  body  outlines  of 
sex,  and  a  retrogression  of  sex  functions  and 
glandular  tissue.  In  the  female  dwarf,  when 
the  cause  lies  in  the  pituitary,  we  find,  as  we 
should  expect,  infantile  genitalia  and  amenor- 
rhea. 

The  more  familiar  thyroid  is  placed  physio- 
logically in  the  class  with  the  ovary;  but  the 
neat  classification  which  we  are  tempted  to 
make,  of  excessive  menstruation  on  the  one 
hand,  and  amenorrhea  on  the  other,  according 
as  the  gland  is  over-  or  under-active,  is  not 
supported  by  clinical  facts.  Everyone  admits 
that  thyroid  disturbance  shows  in  menstrual 
phenomena.  Osier  says  that  there  is  no  uni- 
formity in  the  menstrual  disturbance  as  to 
regularity  or  amount.  In  some  instances  the 
thyroid  is  known  to  vary  directly  with  pelvic 
activity,  when  it  enlarges  during  pregnancy 
and  with  the  periods.  Novak  of  Baltimore  says 
of  it  that,  taken  by  and  large,  menstruation  is 
more  apt  to  be  scanty  or  absent  with  thyroid 
hypertrophy  in  Graves'  disease,  and  increased 
by  its  atrophy  in  myxedema.  Hence  we  must 
add  thyroid  disturbance  to  our  list  of  causes 
for  amenorrhea  as  we  meet  it  clinically.  That 
list  stands  as  follows:  pregnancy,  menopause, 
anemia,  recent  immigration,  tuberculosis.  If 
we  bear  the  thyroid  in  mind,  we  may  find  an 
obvious  goiter  and  its  syndrome  of  tachycardia 
and  tremor,  or  a  myxedema,  with  dry,  shiny, 
hairless  skin,  and  a  bloated  body  outline.  In 
the  latter  case  thyroid  extract  by  mouth  tends 
to  act  with  charming  accuracy. 

An  allied  form  of  functional  amenorrhea  is 
due  to  pituitary  insufficiency.  These  patients 
are  frankly  fat,  often  distressingly  obese.  The 
condition  staggers  under  the  technical  descrip- 
tion of  "adiposo-genital  dystrophy,"  or  Froe- 
lich's  syndrome.  We  are  accustomed  to  asso- 
ciate obesity  with  amenorrhea.  Once  its  rela- 
tion was  supposed  to  be  causal ;  now  both  are 
known  to  reach  back  to  some  deeper  cause 
common  to  both.  This  discovery  has  put  a  ban 
on  the  emmenagogue  drugs,  which  can  cause 
only  pelvic  congestion  and  distress,  and  thrown 
the  thoughtful  physician  back  on  the  logical 
use  of  gland  tissue.  Administration  of  the 
pituitary  body  itself  has  not  helped  much,  but 
the  thyroid  gives  a  reliable  preparation  which 
is  favored  by  Novak  in  conditions  where  the 


pituitary  is  deficient,  as  well  as  the  ovary  or 
the  thyroid  itself.  He  considers  thyroid  ex- 
tract the  safest  and  most  stable  gland  prepara- 
tion, and  uses  it  in  doses  of  gr.  V  a  day,  watch- 
ing for  tachycardia,  tremor,  or  serious  loss  of 
weight.  Sometimes  he  supplements  it  with 
corpus  luteum. 

Before  discussing  the  ovary  as  a  ductless 
gland,  one  statement  must  be  made  as  a  sum- 
mary of  the  foregoing,  namely,  that  the  ovary 
is  a  less  important  member  of  the  family  than 
has  been  supposed,  and  owes  much  to  its  coad- 
jutors, the  thyroid  and  portions  of  the  ad- 
renals and  pituitary. 

Even  more  recent  and  precise  than  the  work 
we  have  been  reviewing  is  the  research  on  the 
ovary  published  by  Graves  of  Boston  in  the 
Journal  of  the  A.  M.  A.  of  Sept.  1,  1917.  He  be- 
gins with  a  frank  statement  of  the  facts  concern- 
the  ovary  which  we  should  like  to  know  and 
don't;  its  relation  to  menstruation;  the  rela- 
tion, in  turn,  of  menstruation  to  ovulation ;  the 
function  of  the  internal  secretion,  whether  it 
be  direct  or  only  regulating;  the  portion  of  the 
ovary  creating  that  subtle  product;  and  the 
very  reasonable  question  as  to  whether  there 
may  not  be  two  of  these  products. 

That  the  corpus  luteum  does  make  an  in- 
ternal secretion  is  so  generally  accepted  that  it 
is  called  by  many  "an  organ  of  internal  secre- 
tion." This  phrase,  Dr.  Graves  points  out,  is 
histologically  inaccurate,  because  the  secreting 
cells  of  the  corpus  luteum  are  duplicated  in 
cells  scattered  throughout  the  body  of  the 
ovary  and  known  as  the  interstitial  cells.  Hence 
he  argues  that  the  entire  ovarian  tissue  takes  part 
in  producing  the  hormone;  and  because  ovarian 
activity  is  seen  in  youth,  before  the  corpus 
luteum  is  mature,  it  seems  likely  that  the 
primary  source  of  the  secretion  lies  in  the  inter- 
stitial cells  rather  than  the  special  cells 
usually  credited  with  it.  The  similarity  of 
these  interstitial  cells  to  the  cells  of  Leydig  in 
the  testicle,  which  is  admitted  to  have  its  own 
hormone,  is  another  argument  against  the  ex- 
elusive  activity  of  the  corpus  luteum. 

He  has  not  found  therapeutic  preparations  of 
the  corpus  luteum  stable  or  uniform  because 
made  during  different  stages  of  its  life.  They 
have  been  inert  on  the  one  hand,  and  toxic  on 
the  other,  giving  nausea  for  a  week  or  more. 
Preparations  from  the  whole  ovary,  however, 
have  been  found  more  reliable  and  have  given 
good   results,   especially  when   taken   from  a 
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pregnant  animal.  He  has  used  them  success- 
fully in  the  vasomotor  disturbances  of  the 
menopause,  natural  and  artificial ;  in  functional 
amenorrhea ;  in  amenorrhea  of  thyroid  origin ; 
menstrual  headache ;  kraurosis,  and  senile  pru- 
ritus. Success  with  kraurosis  is  interesting  be- 
cause it  supports  the  theory  that  the  inter- 
stitial cells  are  the  trophic  control  for  the  gen- 
ital tract. 

Armour's  preparation  of  the  whole  ovary  in 
five-grain  capsules  was  the  form  used. 

Dr.  Graves'  contribution  consists  in  shifting 
the  emphasis  of  value  from  the  corpus  luteum 
to  the  cells  in  the  body  of  the  ovary,  and  he 
has  supported  his  theory  still  further  than  the 
above  description  by  giving  ovarian  prepara- 
tions with  the  corpus  luteum  excluded,  with 
results  as  satisfactory  as  those  procured  by  the 
whole  organ. 

Reflection  on  these  considerations  seems  to 
urge  the  physician  who  handles  many  women 
to  look  at  the  pelvis  no  less  carefully,  but  to 
look  also  at  the  patient  as  a  complicated  whole; 
to  avoid  chemical  interference  with  body  proc- 
esses of  an  origin  deeper  than  we  used  to  think ; 
to  listen  at  the  laboratory  door  for  suggestions 
as  to  how  we  may  catch  nature  at  work  and 
imitate  her.  If,  as  teachers  of  women,  we  can 
attack  the  ancient  tradition  that  centers  their 
thought  of  themselves  too  strongly  in  the 
pelvic  organs,  we  shall  help  them  greatly  to- 
ward that  happy  condition,  named  adequately 
by  Falta  an  ' 'enviable  equilibrium." 


look  UfirtPtuH. 


A  Text-Book  of  Organic  Chemistry.  For  Stu- 
dents of  Medicine  and  Biology.  By  E.  V. 
McCollum,  Ph.D.,  Professor  of  Agricultural 
Chemistry,  University  of  Wisconsin.  New 
York:  The  Macmillan  Company. 

In  a  comparatively  brief  work,  though 
not  approaching  the  meagerness  of  the  Quiz 
Compends,  the  author  has  attempted  to  present 
the  subject  of  organic  chemistry  for  students 
of  medicine  and  biology.  Beginning  with  the 
simplest  of  the  organic  compounds,  consisting  of 
two  elements  only,  he  has  built  up  the  more  com- 
plicated structures  much  as  a  child  builds  houses 
from  blocks. 

The  subject  of  Isomerism,  that  "pons  asin- 
orum"  of  all  medical  students,  has  been  treated 


by  the  author  in  a  new  and  rather  novel  way, 
which  ought  to  deprive  the  subject  of  some  of 
its  difficulties. 

The  alcohols,  ethers  and  esters  are  considered 
largely  from  a  purely  scientific  standpoint,  with 
very  little  reference  to  their  enormous  impor- 
tance in  biochemistry.  It  would  seem  only  fair 
that  a  work  which  assumes  to  be  adapted  to 
medical  students,  should  at  least  show  more  inti- 
mately the  relation  between  organic  chemistry 
and  medicine,  and  not  leave  it  to  the  reader  to 
make  these  inferences  and  draw  his  own  conclu- 
sions. Then,  again,  much  material  has  been 
included  which  has  little  or  no  relation  to  medi- 
cine and  biology.  Whether  the  persistent,  con- 
tinuous use  of  formulae  in  place  of  verbal  ex- 
planation is  a  desirable  one  for  young  students 
will  still  remain  somewhat  in  doubt.  No  labor- 
atory work  is  included,  and  the  perusal  of  this 
work  for  the  acquisition  of  knowledge  would  be 
about  as  interesting  as  the  perusal  of  Webster's 
Unabridged. 

On  the  whole,  apart  from  its  brevity,  it  does 
not  seem  to  be  any  improvement  over  the  nu- 
merous other  works  on  organic  chemistry  which 
do  not  contain  this  special  appeal  to  devotees  of 
medicine  and  biology. 

The  Sex  Complex.  By  W.  Blair  Bell,  B.S., 
M.D.,  Lond.  New  York:  William  Wood  and 
Company. 

According  to  its  sub-title,  this  monograph, 
based  on  the  author's  Arris  and  Gale  lectures  of 
1913,  is  "a  study  of  the  relationships  of  the  in- 
ternal secretions  to  the  female  characteristics 
and  functions  in  health  and  disease.  "  It  aims 
to  demonstrate  "that  the  reproductive  func- 
tions are  directed  and  controlled  by  all  the  or- 
gans of  internal  secretion  acting  in  conjunction, 
rather  than  by  the  gonads  alone,  as  formerly 
thought,"  This  correlation  of  the  internal  se- 
cretions with  regard  to  the  sex  functions  is  in- 
dicated by  the  term  "sex  complex." 

The  work  is  divided  into  two  parts,  the  first 
dealing  with  morphologic,  physiologic,  and 
psychologic;  the  second  with  pathologic  consid- 
erations. The  author  discusses  successively  the 
primary  and  secondary  female  sex  characteris- 
tics, the  function  of  the  ovaries,  and  the  rela- 
tions of  the  thyroid,  pituitary,  suprarenals,  and 
pancreas  to  the  genital  system.  The  outbreak 
of  the  European  War  prevented  the  comple- 
tion of  work  on  the  parathyroids,  pineal,  and 
thymus,  which  are,  therefore,  but  briefly  con- 
sidered. The  second  part  deals  clinically  with 
derangements  in  the  structural  and  functional 
development  of  the  genital  organs  and  of  the 
fully  established  female  characteristics  and 
functions,  as  well  as  with  sexual  and  repro- 
ductive psychoses  and  neuroses.  An  appendix 
states  briefly  the  physiological  effects  of  extracts 
of  the  endocritic  organs.  The  volume  is  a  val- 
uable contribution  to  the  philosophy  of  their 
action. 
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MEDICAL  SECTION   OF   THE  COUNCIL 
OF  NATIONAL  DEFENSE. 

The  recent  visit  to  Washington  for  the  Con- 
ference of  the  Council  of  National  Defense, 
Medical  Section,  so  impressed  the  seven  mem- 
bers of  the  Massachusetts  State  Committee 
who  attended  it,  that  a  few  words  regarding  it 
may  not  be  out  of  place. 

To  those  who  had  not  seen  it  before,  the  sight 
of  the  whole  country  at  work,  and  at  top  speed, 
was  indeed  inspiring.  From  Boston  to  Balti- 
more a  long  double  line  of  factories,  foundries, 
munition  plants  and  shipbuilding  establish- 
ments cover  the  land,  having  sprung  up  over 
night  and  still  growing;  the  train  passes  be- 
tween two  unending  rows  of  them,  like  bat- 
talions of  a  far-flung  army.  Throughout  the 
twenty-four  hours  the  hundreds  and  hundreds 
of  thousands  of  workers  toil  within  them;  they 
are  literally  pillars  of  smoke  by  day  and  of  fire 
by  night. 


Washington  itself  is  transformed.  One  hun- 
dred and  fifty  thousand  men  and  women  have 
been  added  to  its  normal  population.  Every- 
where are  new  buildings,  offices  and  barracks. 
Seventeen  thousand  are  working  for  the  Coun- 
cil of  National  Defense  alone :  men  who  have 
come  from  every  corner  of  the  country.  They 
have  given  up  business,  family  and  salary — no, 
not  all  salary,  for  though  they  never  limit 
themselves  to  an  eight-hour  day,  they  are  paid 
one  dollar  a  year  by  the  Government.  They 
are  lawyers,  bankers,  business  experts,  men  of 
affairs,  chemists,  engineers,  professors,  doctors 
and  social  workers.  And  their  spirit  is  only 
the  index  of  the  spirit  of  the  country  at  large : 
they  have  forgotten  previous  miscalculations  or 
misconceptions,  working  with  all  their  strength 
and  mind  and  enthusiasm  for  one  great  end. 

The  meeting  of  the  State  Committees  brought 
doctors  from  every  State  in  the  Union,  from 
Maine  to  the  Gulf,  and  to  the  Pacific  Coast. 
Immediately  after  the  roll  call,  the  impressive 
oath  of  allegiance  to  the  United  States  was  ad- 
ministered to  all  present.  Every  fact  of  pres- 
ent importance,  as  well  as  outlines  of  essential 
plans  for  the  future,  were  then  laid  before  us 
by  various  heads  of  departments  and  other  high 
officials.  All  the  innumerable  reports  and  ad- 
dresses may  be  summarized  from  our  stand- 
point in  one  sentence — "More  doctors,  more 
doctors,  more  doctors,  for  the  Army,  Navy  and 
Public  Health  Service."  There  is  no  limit  set  to 
this  number,  as  Secretary  Baker  recently  said 
in  relation  to  the  fighting  men. 

As  a  result  of  all  that  was  presented  on  Sat- 
urday and  Sunday,  May  4  and  5,  it  is  ob- 
viously the  ideal  thing  at  this  moment  that 
every  doctor  in  the  United  States  who  is  not 
yet  fifty-five,  should  offer  his  services  to  the 
country  now,  and  without  reference  to  institu- 
tional or  to  community  needs.  If  every  one  of 
the  one  hundred  thousand  of  these  men  would 
at  once  apply  for  and  accept  a  commission,  the 
entire  complex  and  urgent  problem  of  the  fu- 
ture medical  needs  of  the  fighting  forces  would 
vanish  into  thin  air.  The  War  Department 
could  then,  with  advice  and  counsel,  call  imme- 
diately those  whom  it  most  needs;  and  assign 
the  others,  at  least  for  the  present,  to  local  and 
imperative  civil  positions  and  tasks,  often  to 
continuing  to  do  what  they  are  and  have  been 
doing;  and  if  any  of  those  accepting  commis- 
sions desire  immediate  service,  a  personal  re- 
quest to  the  Surgeon-General  will  secure  it 
within  a  few  hours.   This  is  the  ideal ! 
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However,  if  this  universal  medical  service 
must  yet  be  held  a  short  time  in  abeyance,  at 
the  very  least  every  doctor  who  can  possibly 
go  into  service  should  apply  at  once ;  now  is  the 
acceptable  time ;  fifty-five  years  is  still  the 
limit  as  to  age.  But  it  must  be  remembered 
that  the  best  and  fairest  flowers  of  the  over 
fifty  group  have  already  been  culled;  they  are 
at  this  moment  working  twelve  hours  a  day, 
and  more,  in  Prance,  bearing  as  uncomplain- 
ingly as  the  fighting  man  their  share  of  rain 
and  cold  and  mud ;  or  they  are  stationed  at  the 
various  posts  and  camps  throughout  these 
States,  doing  their  allotted  tasks  quietly  and 
effectively.  It  is  obvious  that  a  considerable 
majority  of  the  five  thousand  now  urgently 
needed  must  be  under  fifty,  since  these  are  the 
ones  who  can  most  easily  withstand  the  army 
work.  Massachusetts'  immediate  minimum 
quota  is  three  hundred  and  sixty,  but  in  reality 
she  should  send,  and  send  at  once,  at  least  five 
h  undred. 

It  has  not  been  the  tradition  of  Massachu- 
setts in  the  past  to  range  herself  in  the  rear 
rank  when  patriotic  duty  is  demanded.  And 
in  this  war  she  has  done,  as  usual,  more  than 
her  share  in  sending  fighting  men  to  the  ranks ; 
and  has  contributed  more  than  her  allotment 
of  dollars  to  Liberty  Loans,  to  the  Red  Cross 
funds,  and  to  the  other  numberless  appeals  for 
works  of  humanity  and  mercy.  Shall  it  be 
said  that  in  medical  loyalty  alone  she  remains 
behind?  That  the  most  merciful  of  the  pro- 
fessions, to  whom  the  call  came  first  of  all,  is 
still  backward?  It  may  be  true  that  at  pres- 
ent Massachusetts  need  not  hang  her  head  in 
deep  shame  over  either  the  number  or  the  qual- 
ity of  the  doctors  she  has  given,  but  it  is  also 
true  that  she  cannot  hold  it  proud  and  high, 
for  until  now  she  has  done  in  this  field  but  a 
scant  and  cautious  duty.  It  is  not  the  habit  of 
Massachusetts  to  allow  thirty  other  States  to 
precede  her  in  volume  of  public  service,  yet 
today  she  stands  thirty-first  in  the  proportion 
of  doctors  sent  to  the  war.  This  must  not  and 
shall  not  be !  Let  every  man  who  can  possibly 
do  so  apply  for  a  commission  at  once ;  let  them 
come  in  such  numbers  that  before  the  great 
holiday  in  the  first  week  of  July  arrives,  Mas- 
sachusetts shall  have  abandoned  her  present  po- 
sition of  rear  guard,  and  in  her  loyalty  to  the 
care  of  the  fighting  man  shall  have  assumed 
once  more  the  place  which  she  has  always  be- 
fore held;  the  only  place  appropriate  for  one 


of  the  original  American  colonies — the  place  at 
the  head  of  the  column,  among  those  who  lead 
by  action  and  by  example;  one  of  the  elect,  the 
chosen  Twelve  Apostles  of  the  States. 

At  a  dinner  given  at  the  Army  and  Navy 
Club,  to  the  States  Committees,  Dr.  William 
Williams  Keen,  past  his  eighty-first  birthday 
but  dressed  in  khaki,  made  a  speech  so  fired 
with  patriotism  and  eloquence,  that  it  might 
well  be  repeated  at  every  medical  meeting  in 
the  country.  He  used  a  singularly  beautiful 
figure,  "the  inspiration  of  disaster."  He  re- 
ferred obviously  to  Russia,  the  small  nations, 
and  the  Western  drive.    He  said  in  substance: 

"We  have  felt  and  have  known  the  'inspi- 
ration of  disaster';  our  eyes  and  our  ears  are 
opened ;  it  now  remains  for  us  to  resolve  and 
determine  with  every  ounce  of  our  strength, 
and  every  power  of  our  being,  that  no  sacrifice 
is  too  great,  no  effort  too  intense,  to  wipe  out 
completely  all  that  now  intervenes  between  us 
and  ultimate,  adequate  victory. ' ' 

Physicians  of  Massachusetts,  come  forward ! 
Massachusetts  State  Committee 

op  National  Defense. 


REST  IN  CARDIAC  INSUFFICIENCIES. 

Perhaps  the  only  therapeutic  measure  that  is 
applicable  to  all  forms  of  cardiac  insufficiency 
or  in  cardiac  decompensation,  with  equal  value, 
is  rest — generally  absolute  rest  in  bed.  In 
fact,  no  other  form  of  treatment  is  of  any 
avail  unless  accompanied  by  rest  in  bed.  Heart 
stimulants  administered  to  such  patients  who 
are  not  at  rest  can  do  more  harm  than  good. 
In  acute  decompensation  the  rest  must  be  ab- 
solute, no  matter  how  long  it  takes  for  compen- 
sation to  reassert  itself.  In  individuals  in 
whom  a  break  in  compensation  is  imminent  or 
where  recovery  from  decompensation  has  just 
occurred,  the  rest  treatment  need  not  be  so  ab- 
solute, but  can  consist  merely  in  total  absti- 
nence from  all  forms  of  work  or  fatiguing  ae 
tivity  or  exercise.  Rest  is  intended  to  diminish 
the  burden  on  the  heart  merely  to  that  neces- 
sary to  keep  the  circulation  alive ;  it  must  not 
be  used  for  the  added  needs  of  circulation 
during  activity.  With  rest  properly  main- 
tained, no  other  form  of  treatment  is  usually 
necessary.  In  children  rest  may  have  to  be 
maintained  for  months,  and  for  a  very  long 
time  after  compensation  has  again  been  estab- 
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lislu'd.  In  children,  rest  in  bed  serves  the 
double  purpose  of  reestablishing  compensation 
and  preventing  recurrences  of  the  acute  dis- 
ease the  basis  of  the  cardiac  condition.  In  the 
aged,  the  question  of  maintaining  absolute  rest 
over  long  periods  when  there  is  myocardial  de- 
generation is  a  mooted  one.  Of  course,  there  is 
the  objection  of  encouraging  the  production  of 
hypostatic  congestion  in  the  lungs.  Moreover, 
the  lack  of  any  exercise  in  aged  myocardial 
eases  may  encourage  further  degeneration  of  the 
heart  muscle.  Yet,  in  any  case,  it  is  probably 
better  to  err  on  the  side  of  too  much  rest  than 
too  little  of  it.  Much  of  the  danger  of  too  lit- 
tle exercise  may  be  overcome  by  passive  exer- 
cise, resistance  exercises  and  massage.  The 
time  for  these  exercises,  the  quality  and  the 
amount  must  be  determined  in  each  case.  In 
the  very  acute  decompensations  not  even  these 
indications  for  keeping  up  the  nutrition  of  the 
heart  and  the  circulation  can  be  carried  out. 
For  severe  cases  long  rests  periodically  are  abso- 
lutely necessary,  and  although  this  is  making 
of  these  patients  chronic,  helpless  invalids,  it  is 
the  only  way  of  keeping  them  alive  and  com- 
fortable. Where  climatic  conditions  are  good, 
the  rest  treatment  maintained  out  of  doors  is 
much  more  pleasant  than  elsewhere.  The 
amount  and  quality  of  rest  forced  upon  young 
cardiacs  will  often  determine  their  future  be- 
havior toward  cardiac  insufficiency.  The  essen- 
tial difference  between  the  normal  heart  and 
the  heart  with  decompensation  is  in  the  reserve 
force.  Normal  hearts  have  little  actual  force 
but  a  great  deal  of  reserve  force;  abnormal 
hearts  have  much  actual  force  and  little  reserve 
force.  The  latter  need  much  actual  force  to 
drive  the  impeded  blood  current.  Prolonged 
rest  treatment  will  increase  this  reserve  power 
so  that  it  will  be  there  to  act  when  called  upon, 
instead  of,  in  the  absence  of  sufficient  reserve 
power,  a  break  in  compensation  resulting  from 
the  extra  burden  put  on  the  heart. 


THE  ARIDITY  OF  HEATED  ROOMS. 

High  atmospheric  temperatures  are  better 
tolerated,  within  limits,  as  the  relative  humidity 
of  the  atmosphere  is  lower.  That  this  is  so  is 
due  to  the  fact  that  evaporation  from  the  skin 
is  in  inverse  proportion  to  the  degree  of  hu- 
midity.   On  the  other  hand,  an  over-dry  at- 


mosphere, where  the  relative  humidity  is  very 
low,  is  extremely  irritating  to  the  mucous  mem- 
branes and  encourages  catarrhal  affections. 
Very  dry  atmosphere  on  the  outside  brings 
with  itself,  of  course,  dust,  which  adds  to  the 
irritation.  Heated  rooms  in  which  there  is  an 
inadequate  provision  for  ventilation  are  most 
likely  to  suffer  from  an  artificial  aridity.  This 
occurs  at  any  time  when  there  is  no  replenish- 
ment of  the  moisture  used  up  by  the  heating 
appliances.  In  the  very  poor  homes,  where  the 
problem  of  heating  is  a  difficult  one  because  of 
the  money  outlay  or  from  fuel  shortage,  per- 
haps but  one  room  is  heated,  and  superheated, 
and  no  provision  is  made  for  ventilation  be- 
cause it  is  not  desired. to  waste  any  of  the  heat. 
Both  the  temperature  and  the  atmospheric  dry- 
ness are  likely  to  be  excessive.  The  tendency 
to  catarrhal  affections  under  these  circum- 
stances is  illustrated  by  statistics  that  show  that 
catarrhal  affections  and  pneumonia  increase 
during  the  months  of  artificial  heating  and 
lessened  ventilation.  The  connection  between 
pneumonia  and  adverse  atmospheric  conditions 
of  heated  rooms  is  suggested  by  the  benefit  ob- 
tained in  the  treatment  of  pneumonia  in  the 
open  air,  even  when  the  temperature  is  very 
low. 

The  weather  bureau  (Topeka,  Kansas,  1909- 
1910)  pointed  out  that  in  winter,  steam-heated 
offices  with  good  ventilation  maintained  at  an 
average  temperature  of  72°  F.,  had  an  average 
relative  humidity,  as  determined  by  the  whirl- 
ing psychrometer,  of  23%.  At  the  same  time 
the  outdoor  humidity  was  82%.  The  average 
relative  humidity  of  Death  Valley,  California, 
in  the  summer  of  1891,  was  23%.  In  such 
well-known  arid  places  as  Yuma,  Arizona ; 
Santa  Fe,  N.  M. ;  Pueblo,  Col.,  the  average  rela- 
tive humidity,  even  during  the  dryest  seasons, 
did  not  exceed  35,  29,  and  38%,  respectively. 
Indoor  heating  during  the  winter  can  make  the 
air  drier  than  a  desert,  and  there  is  small  won- 
der that  catarrhal  conditions  in  Northern  cities 
are  almost  universal.  Besides  proper  ventilation 
of  heated  rooms  and  the  regulation  against 
overheating,  it  is  necessary  to  replenish  in 
some  method  the  moisture  taken  up  by  heating, 
otherwise  places  become  not  only  uncomfortable 
but  render  the  occupants  likely  to  catarrhal 
conditions.  The  work  of  the  New  York  Board 
of  Health  for  the  encouragement  of  open  win- 
dows during  the  winter  has  done  much  to  re- 
duce the  incidence  of  pneumonia. 
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LOW  PULSE  PRESSURE. 

While  a  great  deal  of  attention  is  justly  paid 
to  high  blood  pressure,  its  causes,  prevention 
and  treatment,  the  possibility  of  low  blood 
pressure  being  a  pathological  factor  is  often 
quite  overlooked.  Low  pulse  pressure  is  an  im- 
portant and  cardinal  element  in  mitral  insuffi- 
ciency after  severe  infectious  diseases  as  well 
as  after  severe  hemorrhage,  but  may  occur  irre- 
spective of  either  of  these  conditions,  and  is  al- 
ways a  difficult  condition  with  which  to  cope. 
Low  pulse  pressure  of  the  idiopathic  type  is 
most  frequently  associated  with  inanition, 
asthenic  conditions,  neurasthenia,  and  the 
pretubercular  state.  Just  exactly  what  is  the 
basic  condition  in  low  pulse  pressure — hypo- 
sphyxia — is  difficult  to  say.  In  the  light  of  the 
newer  studies  into  the  functions  of  the  glands 
of  internal  secretion — the  endocrinous  system — • 
it  is  quite  likely  that  low  blood  pressure  has 
much  to  do  with  some  disturbance  in  this  sys- 
tem. The  whole  vasomotor  control  and  the  nu- 
trition of  the  blood  vessels  is  under  the  con- 
trol of  the  sympathetic  nervous  system,  which, 
in  turn,  is  very  closely  associated  with  the 
glands  of  internal  secretion.  With  the  lowered 
blood  pressure  there  is  a  diminished  arterial 
output,  general  circulatory  sluggishness  and 
venous  stasis.  Failure  of  general  body  nutri- 
tion and  deteriorative  physical  and  mental  ef- 
fects are  the  end-results.  There  is  diminution 
in  all  body  secretions,  lessened  blood-making 
powers  and  an  increase  of  the  blood  viscosity, 
although  there  is  a  lowering  of  the  hemoglobin 
content.  The  failure  of  digestion  is  the  nat- 
ural consequence  of  the  diminished  digestive 
secretions.  All  these  conditions  are  more  often 
exemplified  in  the  obese,  pale  and  flabby  type 
of  individual.  It  is  the  same  type  in  whom 
disturbance  of  the  glands  of  internal  secretion, 
especially  of  the  pituitary,  is  commonly  met. 

The  indications  for  treatment  are  not  so 
much  the  increase  of  blood  pressure,  as  an  at- 
tempt to  remedy  causes  when  possible.  Nat- 
urally, organotherapy  has  received  a  great  deal 
of  attention.  Not  merely  the  pituitary  gland, 
but  the  thyroid,  ovarian  and  epinephrin  ex- 
tracts have  been  tried.  Pluriglandular  treat- 
ment is  often  better,  no  matter  if  the  partic- 
ular gland  disease  can  be  localized,  because  of 
the  close  relationship  of  the  whole  system. 
When  there  is  disturbance  in  one,  all  the  oth- 


ers of  the  system,  are  likely  to  be  affected. 
Improvement  in  the  general  mode  of  life,  the 
administration  of  appropriate  stimulants,  ton- 
ics and  hematinics  are  important  elements  of 
treatment.  Massage  and  gradually  increased 
exercise  not  only  benefit  muscular  tone  but, 
by  helping  to  empty  the  blood  vessels  in  the 
muscular  tissues,  improve  the  general  circula- 
tion. 


NAVAL  RESERVE  NEEDS  MALE  NURSES 
AND  PHARMACISTS. 

There  are  several  desirable  openings  in  the 
Hospital  Corps  of  the  United  States  Naval  Re- 
serve Force  for  men  between  the  ages  of  18 
and  28,  who  are  citizens  of  the  United  States. 
Young  men  who  desire  to  take  up  a  calling 
where  a  satisfactory  wage  is  obtained  imme- 
diately and  where  there  is  every  opportunity 
for  advancement,  instruction,  education,  and 
pleasant  duty,  or  who  contemplate  the  study  of 
nursing  or  other  allied  subjects,  are  invited  to 
consider  the  Hospital  Corps  as  a  field  for  em- 
ployment or  elementary  training.  Graduates  of 
training  schools  for  nurses  of  hospitals,  or  men 
who  have  served  as  attendants  in  hospitals,  or 
in  institutions,  and  pharmacists,  will  find  in  this 
branch  of  the  naval  service  an  opening  to  pur- 
sue their  chosen  profession  with  added  train- 
ing and  inducement.  Referring  to  the  duties  in 
brief:  hospital  corpsmen  act  as  nurses  to  the 
sick,  administer  first  aid  to  accident  cases, 
assist  at  surgical  operations,  care  for  the  med- 
ical stores  and  property,  compound  medicines, 
and  attend  to  the  clerical  work  of  the  depart- 
ment. For  enrollment  in  the  Hospital  Corps, 
U.  S.  Naval  Reserve  Force,  apply  in  person  at 
the  office  of  District  Medical  Aide.  Room  1210, 
Little  Building,  Boston,  Mass. 


MEDICAL  NOTES. 

Result  of  Vaccination  against  Pneumonia. 
— At  the  opening  session  of  the  American  So- 
ciety for  Clinical  Investigation,  Atlantic  City, 
N.  J.,  Dr.  Russell  L.  Cecil,  of  the  Rockefeller 
Hospital,  New  York,  announced  that  the  adop- 
tion of  prophylactic  vaccination  had  reduced 
the  number  of  cases  of  pneumonia  in  a  military 
camp  to  seventeen  among  twelve  thousand  vac- 
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ciliated,  as  compared  with  one  hundred  and 
seventy-three  cases  among  nineteen  thousand 
men  who  had  not  been  treated  with  the  serum. 

The  Illegitimate  Baby's  Rights. — The 
rights  of  illegitimate  children  and  the  State's 
responsibility  for  seeing  that  every  child,  no 
matter  what  his  parentage,  has  the  nurture, 
protection,  and  education  essential  to  his  use- 
fulness as  a  citizen,  are  for  the  first  time  given 
complete  national  recognition  in  the  Norwegian 
laws  concerning  illegitimate  children,  accord- 
ig  to  a  report  issued  May  23,  by  the  Children's 
Bureau  of  the  U.  S.  Department  of  Labor. 

These  laws  make  the  State  instead  of  the 
mother  responsible  for  establishing  paternity. 
The  State  holds  both  parents  equally  and  con- 
tinuously responsible  for  the  illegitimate  child: 
"The  child  shall  be  entitled  to  bringing  up — 
maintenance,  training,  and  education — from 
both  its  father  and  its  mother."  The  report 
contains  a  translation  of  the  several  Norwegian 
laws,  with  amendments,  on  illegitimate  chil- 
dren and  their  care.  A  history  of  the  efforts 
through  which  the  legislation  was  secured  is 
given  in  the  introduction. 

The  attitude  which  looks  upon  illegitimacy 
as  a  child-welfare  problem  that  must  be  solved 
for  the  sake  of  the  child  and  of  the  State  is 
exemplified  by  this  Norwegian  legislation.  In 
connection  with  its  studies  of  the  bearing  of 
the  war  upon  child  welfare,  the  Children's  Bu- 
reau examined  the  evidence  obtainable  but 
could  not  find  that  it  justified  the  statements 
that  have  been  circulated  of  widespread  in- 
crease in  illegitimacy  since  the  war.  The  Bu- 
reau believes,  however,  that  the  needs  of  the 
illegitimate  child  must  be  considered  in  the 
Children's  Year  campaign  "to  save  100,000 
children's  lives  during  the  second  year  of  the 
war  and  to  get  a  square  deal  for  children." 
In  the  Children's  Year  Working  Program  at- 
tention is  called  to  the  necessity  of  providing 
opportunity  for  normal  development  to  the 
child  of  unmarried  parents. 

Red  Cross  Week. — President  Wilson  has  is- 
sued a  proclamation  designating  the  week  be- 
ginning May  20  as  "Red  Cross  Week."  The 
American  people  are  earnestly  called  upon  to 
contribute  generously  to  the  second  $100,000,- 
000  war  fund  of  the  American  Red  Cross,  for 
the  alleviation  of  suffering  among  both  the 
American  and  Allied  troops  in  France  and  the 
civilian  population  at  home  and  in  the  Allied 
countries.    By  this  means,  not  only  will  it  be 


possible  to  continue  the  important  work  of  re- 
lieving distress,  but  it  will  also  assist  in  main- 
taining the  morale  of  our  own  troops  and  the 
troops  and  people  of  our  Allies,  "by  this  mani- 
festation of  effort  and  sacrifices  on  the  part  of 
those  who,  though  not  privileged  to  bear  arms, 
are  of  one  spirit,  purpose,  and  determination 
with  our  warriors." 

WAR  NOTES. 

Appropriation  for  Army  Needs. — The  War 
Department  has  asked  Congress  to  appropriate 
$33,000,000  to  provide  for  the  medical  neces- 
sities of  the  new  forces  about  to  be  assembled 
under  the  new  draft. 

Health  op  the  Army. — Health  conditions  in 
the  army  posts  and  training  camps  in  the 
United  States  showed  a  marked  improvement 
during  the  week  ending  May  3.  All  sick  rates 
continued  to  decline,  with  the  exception  of 
measles.  The  total  number  of  deaths  was  188, 
compared  with  251  the  week  before. 

War  Relief  Funds. — On  May  18,  the  totals 
of  the  principal  New  England  War  Relief  funds 
reached  the  following  amounts : 

Belgian  Fund  $671,205.28 

French  Wounded  Fund   361,996.34 

Armenian-Syrian  Fund   305,123.97 

French  Orphanage  Fund   179,066.91 

Italian  Fund    170,737.46 

British  Imperial  Fund   119.645.67 

LaFayette  Fund   36,351.29 

Incidence  of  Venereal  Disease  in  the 
American  Army. — An  unofficial  report  from 
France  on  May  12,  attributes  to  Major  Hugh 
H.  Young  a  statement  that  among  the  American 
Expeditionary  Forces  now  in  France,  the  inci- 
dence of  venereal  diseases  thus  far,  requiring 
hospital  treatment,  has  been  only  one-tenth  of 
one  per  cent.  This  figure  is  considerably  lower 
than  was  expected  or  than  has  been  suggested 
by  earlier  reports,  but  it  is  to  be  remembered 
that  the  first  statement  is  not  necessarily  au- 
thentic or  authoritative. 

BOSTON  AND  MASSACHUSETTS. 

South  Essex  Medical  Society. — At  the  an- 
nual meeting  of  the  South  Essex  Medical  So- 
ciety, ex-Lieutenant  Governor  Grafton  D.  dish- 
ing described  conditions  in  France.  Dr.  James 
J.  Egan,  of  Gloucester,  was  elected  president 
for  the  coming  year ;  Dr.  Carolus  M.  Cobb, 
Lynn,  vice-president;  Dr.  Hamlin  P.  Bennett, 
Lynn,  secretary;  and  Dr.  George  Z.  Goodell, 
Salem,  treasurer. 
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Week's  Death  Rate  in  Boston. — During 
the  week  ending  May  11,  1918,  the  number  of 
deaths  reported  was  234,  against  278  last  year, 
with  a  rate  of  15.86,  against  18.77  last  year. 
There  were  42  deaths  under  one  year  of  age, 
against  39  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were :  diphtheria,  64 ;  scarlet  fever,  40 ; 
measles,  385 ;  whooping  cough,  63 ;  typhoid 
fever,  3 ;  tuberculosis,  94. 

Included  in  the  above  were  the  following 
cases  of  non-residents :  diphtheria,  10 ;  scarlet 
fever,  8 ;  measles,  3 ;  tuberculosis,  14. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 1 ;  scarlet  fever,  2 ;  measles,  8 ;  whoop- 
ing cough,  5 ;  typhoid  fever,  1 ;  tuberculosis,  34. 

Included  in  the  above  were  the  following  non- 
residents :  scarlet  fever,  1 ;  tuberculosis,  6. 

Smallpox :  2  cases  for  week,  both  residents  of 
Boston. 


Notice  op  Removal. — On  May  22,  Dr.  Wal- 
ter L.  Burrage,  Secretary  of  The  Massachusetts 
Medical  Society,  removed  from  282  Newbury 
Street,  Back  Bay,  Boston,  to  42  Eliot  Street, 
Jamaica  Plain,  Boston,  between  Center  Street 
and  Jamaica  Pond  Parkway.  Telephone,  Ja- 
maica 469. 

NOTES  FROM  THE  DISTRICT  SOCIETIES. 

District  Correspondents. 
Berkshire,  A.  P.  Merrill,  M.D.,  Pittsfleld. 
Bristol  North,  Arthur  R.  Crandell,  M.D.,  Taunton. 
Bristol  South,  Edwin  D.  Gardner,  M.D.,  New  Bedford. 
Essex  North,  T.  N.  Stone,  M.D.,  Haverhill. 
Essex  South,  H.  P.  Bennett,  M.D.,  Lynn. 
Hampden,  Laurence  D.  Chapin,  M.D.,  Springfield. 
Hampshire,  E.  E.  Thomas,  M.D.,  Northampton. 
Middlesex  South,  William  C.  Hanson,  M.D.,  Belmont. 
Norfolk  South,  Daniel  B.  Reardon,  M.D.,  Quincy. 
Plymouth,  Alfred  C.  Smith,  M.D.,  Brockton. 
Worcester,  Ernest  L.  Hunt,  M.D.,  Worcester. 

Worcester  District  Medical  Society. — Of- 
ficers elected  for  1918-1919:  President,  Dr. 
W.  L.  Johnson,  Uxbridge;  vice-president,  Dr. 
William  J.  Delahanty,  Worcester;  secretary, 
Dr.  George  A.  Dix,  Worcester;  orator,  Major 
Kendall  Emerson,  M.R.C.,  Worcester.  Commit 
tee  on  Funds,  Dr.  0.  H.  Everett,  Worcester ;  Dr. 
Homer  Gage,  Worcester ;  Dr.  David  Harrower, 
Worcester.  Commissioner  of  Trials,  Dr.  George 
F.  O'Day,  Worcester. 

Councilors:  Dr.  W.  P.  Bowers,  Clinton,  pres- 
ident; Dr.  Frank  Clapp,  North  Grafton;  Dr. 
J.  O.  Genereux,  Webster;  Dr.  Albert  G.  Hurd, 


Millbury;  Dr.  W.  L.  Johnson,  Uxbridge,  vice- 
presidents  ;  Dr.  F.  H.  Washburn,  Hoiden ;  Dr. 
F.  H.  Baker,  Worcester;  Dr.  William  J.  Dela- 
hanty, Worcester;  Dr.  John  T.  Duggan,  Wor- 
cester; Dr.  Michael  F.  Fallon,  Worcester;  Dr. 
Homer  Gage,  Worcester;  Dr.  R.  W.  Greene, 
Worcester;  Dr.  David  Harrower,  Worcester; 
Dr.  G.  0.  Ward,  Worcester;  Dr.  S.  B.  Wood- 
ward, Worcester;  Dr.  C.  D.  Wheeler,  Worces- 
ter; Dr.  E.  L.  Hunt.  Worcester.  Councilor  on 
Nominations :  Dr.  David  Harrower,  Dr.  John  T. 
Duggan,  Alternate. 

Censors :  Dr.  F.  H.  Washburn,  Hoiden,  su- 
pervisor ;  Dr.  W.  C.  Seelye,  Worcester ;  Dr. 
J.  J.  Cummings,  Worcester ;  Dr.  Alexander 
McNeish,  Leicester;  Dr.  Andrew  E.  O'Connell, 
Worcester.  Auditing  Committee:  Dr.  A.  W. 
Atwood,  Worcester ;  Dr.  Anna  Murphy,  Wor- 
cester; Dr.  E.  W.  Barry,  Whitinsville.  Libra- 
rian: Dr.  George  C.  Lincoln,  Worcester;  -Dr. 
A.  C.  Getchell,  pro  tern.  Library  Committee: 
Dr.  John  F.  Curran,  Worcester;  Dr.  Peter  A 
Colberg,  Worcester;  Dr.  John  A.  MacFayden, 
Worcester. 

Nominating  Committee:  Dr.  P.  H.  Cook, 
Worcester,  chairman;  Dr.  William  F.  Lynch, 
Worcester ;  Dr.  G.  F.  H.  Bowers,  Worcester ; 
Dr.  M.  B.  Fox,  Worcester;  Dr.  C.  A.  Sparrow, 
Worcester. 

Revised  List  op  Physicians  from  Worces- 
ter District  in  Military  Service  of  the 
United  States  or  the  Allies: 
Medical    Officers'    Reserve    Corps,  United 
States  Army,  on  active  duty: 

Beal,  Howard,  Worcester. 
Bigelow,  Edw.  B..  Worcester. 
George,  Frank  W.,  Worcester. 
Kinnicutt.  Roger,  Worcester. 
Simmons,  E.  B.,  Worcester. 
Denning,  William  E..  Worcester. 
Lemaire,  Willard.  Worcester. 
Goodwin,  James  J.,  Clinton. 
Beckley.  Chester  C.  Lancaster. 
Schofield.  Roger,  Worcester. 
Lincoln.  Merrick,  Worcester. 
Lincoln,  George  C,  Worcester. 
Phelan,  E.  F..  North  Brookfield. 
Newton,  R.  S.,  Westboro. 
Fay,  William  J.,  Worcester. 
Yoosuf,  A.  K.,  Worcester. 
♦May,  James  V.,  Worcester. 
Gwynne,  Samuel  C.  Worcester. 
Cahill,  Harry  P..  Worcester. 
Lurier.  Israel,  Worcester. 
Gilfillan.  Donald.  Worcester. 
O'Connor,  D.  F.,  Worcester. 
Gage,  Homer.  Worcester. 
Thorn,  D.  A..  Worcester. 
Emerson,  Kendall.  Worcester. 
Harriman,  Frank  E.,  Worcester. 
Lewis,  Elisha  S„  Princeton. 
Ledbury,  J.  W.,  Fxbridge. 
MaoTntire.  W.  A.,  Worcester. 
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Oberg,  Frank  T..  Worcester. 
.Simmons,  H.  I.,  Worcester. 
Stapleton,  Willard  P.,  Worcester. 
Watt,  George,  Worcester. 

Commissioned  but  not  yet  called  to  active 
duty: 

Little.  George  T.,  Uxbridge. 
Salmon,  Charles,  Worcester. 
Bridge  wood,  David,  Worcester. 
Berry.  Gordon,  Worcester. 

Staff  Officer  104th  Infantry: 
O'Connor.  Joseph,  Worcester. 

United  States  Navy: 
Halgh,  Gilbert,  Worcester. 
Johnson.  Linwood,  Worcester. 
Courtney.  Thomas.  Worcester. 
Lannois.  Joseph  L.,  Northboro. 
Adams.  Wlnthrop,  Worcester. 

Massachusetts  State  Guard: 
Shea.  Peter  O.,  Worcester. 
Woodward,  L.  F..  Worcester. 
Sparrow,  C.  A.,  Worcester. 
Ward.  Roy  J.,  Worcester. 
Magune,  Frank  L.,  Worcester. 
Bowers,  George  F.  H..  Worcester. 
Mackay,  Edw.  H..  Clinton. 

English  Army  (Harvard  Unit). 
fEmerson,  Kendall.  Worcester. 
Stansfield,  Oliver,  Worcester. 
Bridges,  Stanley.  Worcester. 
fWatt,  George,  Worcester. 

English  Hospitals : 
Raymond,  Albert  O.,  Worcester. 
MacKay,  William  H.,  Worcester. 

United  States  Selection  Service  (Local 
Boards)  : 

Austin,  James  C,  Spencer. 
Balmer,  Edw.  W.,  Whitinsville. 
Barnes,  J.  Arthur,  Worcester. 
Bryant,  Frederick,  Worcester. 
Harkins,  John  F.,  Worcester. 
Hunt,  Ernest  L.,  Worcester. 
McKibben,  William  W.,  Worcester. 
McCrea,  A.  J.,  Southbridge. 
Tobey,  George  L.,  Clinton. 

Medical  Advisory  Board,  District  15-A: 
Baker.  F.  H.,  Worcester,  Chairman. 
Burley,  B.  T.,  Worcester,  Secretary. 
Wheeler,  C.  D.,  Worcester, 
narrower,  David,  Worcester. 
Cook,  Philip  H.,  Worcester. 
iDelahanty,  William  J.,  Worcester. 

District  15-B : 
Watkins,  R.  P.,  Worcester,  Chairman. 
Cook,  Philip  H.,  Worcester.  Secretary. 
Miller,  Lester  C,  Worcester. 
Church,  C.  A.,  Millbury. 
Estabrook,  C.  T..  Worcester. 
Mason,  B.  H.,  Worcester. 

District  16. 
French,  O.  L.,  Clinton,  Chairman. 
Morse,  Irene  M.,  Clinton,  Secretary. 
Scribner,  E.  V.,  Worcester. 
Barton,  J.  A.,  Fitchburg. 
Abbott,  Charles  R.,  Clinton. 

Additional  Examining  Physicians  (Advisory 
Boards)  : 

Leland,  L.  P.,  Worcester. 
Williams,  F.  R.,  Worcester. 


llartuett,  Henry,  Worcester. 
O'Day,  George  F.,  Worcester. 
Fox,  M.  B.,  Worcester, 
shannahan,  R.  J.,  Worcester. 
Little,  George  T.,  Uxbridge. 
Emery,  George  E.,  Worcester. 
Ward,  R.  J.,  Worcester. 
Rice,  John  E.,  Worcester. 
Washburn,  F.  H.,  Holden. 
Cooper,  Edward,  Worcester. 
McClusky,  Henry  L.,  Worcester. 
McSheehy,  T.  C,  Worcester. 
Power,  George  A.,  Worcester. 
Dolan,  William.  Worcester. 
Rrown,  George  C,  Worcester. 
Kennedy,  J.  T.,  Worcester. 
McDonald,  J.  W..  Worcester. 
Roehette,  E.  C.  Worcester. 
(  'a  hill,  J.  W.,  Worcester. 
Croissant,  Charles,  Worcester. 
Wheeler,  Alfred  A.,  Leominster. 
Chase,  G.  L.,  Clinton. 
Currier,  W.  E.,  Leominster. 
Shaughnessy,  T.  A.,  Leominster. 
Brigham,  Charles,  Leominster. 
Griswold,  Merton  L..  Uxbridge. 

Additional  Examining  Physicians  (Local 
Boards)  : 

Marsh.  Arthur  W..  Worcester. 
Hill,  George  H.,  Worcester. 
Oilman.  Warren  R.,  Worcester. 
Sparrow.  C.  A..  Worcester. 
Cross.  Albert  E.,  Worcester. 

American  Ambulance  (Paris)  : 
Clark.  W.  Irving,  Worcester. 

The  Medical  War  Committee  invites  informa- 
tion to  supplement  or  correct  this  list.  Doctors 
joining  the  Colors  should  notify  the  Committee 
and  indicate  their  wishes  with  regard  to  shar- 
ing the  fees  derived  from  their  patients. 

Ernest  L.  Hunt,  Secretary. 
*  Honorably  discharged.       f  Now  in  U.  S.  Army. 
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CONVOCATION    AND    FOUR-DAT    SCHOOL  OF 
PUBLIC  HEALTH. 
Boston,  May  28,  29,  30,  31,  1918. 
The  Convocation  and  Four-day  School  of  Public 
Health  will  be  held  under  the  auspices  of  the  Com- 
mittee on  Public  Health  of  the  Massachusetts  Medi- 
cal Society,  with  the  endorsement  and  cooperation 
of  the  State  Department  of  Health,  the  Massachu- 
setts Association  of  Boards  of  Health  and  the  United 
States  Public  Health  Service. 
*  PROGRAM. 

Tuesday,  May  28. 

MORNING. 

Session  on  Water  and  Sewage  Purification. 
At  Huntington  Hall,  491  Boylston  Street,  Boston. 
9.05    "Purification   of  Water  by   Storage.''   M.  C. 
Whipple,   Instructor   in    Sanitary  Chemistry, 
Harvard  University. 
10.05    "The  Control  of  Water  Supplies."    Harry  W. 
Clark,  Director  and  Chemist  of  the  Division  of 
Water  and  Sewage  Laboratories,  State  Depart- 
ment of  Health. 
11.05   "Sewage    Disposal    for    Residences.''  Prof. 
Robert  Spurr  Weston  of  Messrs.  Weston  & 
Sampson,  Consulting  Sanitary  Engineers,  and 
formerly  Assistant  Professor  of  Public  Health 
Engineering,  M.  I.  T.  Stereopticon. 
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12.00  Addresses  of  welcome  from :  Dr.  Enos  H.  Bige- 
low,  Chairman  of  the  Committee  on  Public 
Health  of  the  Massachusetts  Medical  Society ; 
Dr.  Samuel  B.  Woodward,  President  of  the 
Massachusetts  Medical  Society ;  Dr.  Eugene  R. 
Kelley,  State  Commissioner  of  Health;  His 
Honor,  Andrew  J.  Peters,  Mayor  of  the  City 
of  Boston,  and  His  Excellency,  Hon.  Samuel 
W.  MeCall,  Governor  of  the  Commonwealth. 
These  addresses  will  be  followed  by  a  roll- 
call  of  cities  and  towns  represented. 

AFTERNOON. 

Session  on  Public  Health  Laboratory  Methods. 
At  Huntington  Hall.  491  Boylston  Street,  Boston. 

2.05  "The  Present  Status  of  Pneumococcus  Type 
Determination."  Miss  Edith  A.  Beckler,  S.  B., 
Bacteriologist,  State  Department  of  Health. 

3.05  "The  Development  of  a  Public  Health  Labora- 
tory." Dr.  F.  H.  Slack,  Instructor,  Depart- 
ment of  Biology  and  Public  Health,  M.  I.  T., 
and  formerly  Bacteriologist  to  the  Board  of 
Health  of  Boston. 

4.00  There  will  be  an  opportunity  for  persons  en- 
gaged in  laboratory  work  to  visit  either  the 
State  or  the  City  Diagnostic  Laboratory. 

Wednesday,  May  29. 

MORNING. 

Session  on  Public  Health  Reports. 
At  the  Massachusetts  Institute  of  Technology,  Cam- 
bridge, Boom  10-250. 
9.05    "Statistical  Arithmetic."  Prof.  G.  C.  Whipple, 
Professor  of  Sanitary  Engineering  at  Harvard 
University  and  the  M.  I.  T. 
10.05    "Graphic  Methods  in  Public  Health  Work." 
Dr.  J.  P.  Bill,  Department  of  Preventive  Medi- 
cine and  Hygiene,  Harvard  Medical  School. 
Stereopticon. 

11.05  "How  to  Keep  Posted  on  Public  Health 
Progress."  John  Ritchie,  Jr.,  formerly  Health 
Commissioner,  City  of  Boston. 

12.05  "The  Annual  Report."  A.  W.  Hedrich,  Secre- 
tary, American  Public  Health  Association. 

AFTERNOON. 

Session  on  Specific  Diseases. 
At  Massachusetts  Institute  of  Technology,  Cambridge, 
Room  10-250. 

2.05  "The  Control  of  Venereal  Diseases."  Dr.  John 
S.  Hitchcock,  Director,  Division  of  Communi- 
cable Diseases,  State  Department  of  Health. 

3.05  "The  Relation  of  Feeble-mindedness  to  Public 
Health."  Dr.  Walter  E.  Fernald,  Superin- 
tendent, Massachusetts  School  for  Feeble- 
minded. 

4.05  "Present  Needs  in  the  Tuberculosis  Campaign." 
Dr.  John  B.  Hawes,  2d,  Secretary.  Trustees  of 
State  Hospitals  for  Consumptives.  Stereopti- 
con. 

Thursday,  May  30. 
afternoon. 

Session  on  Industrial  Hygiene  and  Sanitation. 
At  Massachusetts  Institute  of  Technology,  Cambridge, 
Room  10-250 

2.05  "Diet  and  the  Health  of  the  Worker."  Dr. 
Percy  G.  Stiles,  Assistant  Professor  of  Physi- 
ology, Harvard  University. 

3.05  "The  United  States  Public  Health  Service  and 
the  Sanitation  of  War  Industries."  Passed 
Assistant  Surgeon  A.  J.  Lanza,  United  States 
Public  Health  Service,  Washington,  D.  C. 

4.05  "Industrial  Health."  Dr.  David  L.  Edsall, 
Jackson  Professor  of  Clinical  Medicine,  Har- 
vard Medical  School,  and  Member  of  Public 
Health  Council,  State  Department  of  Health. 

EVENING. 

At  Massachusetts  Institute  of  Technology,  Cambridge, 
Room  10-250. 


7.30  "Methods  Employed  in  Public  Health  Educa- 
tion in  China."  Dr.  W.  W.  Peter,  Secretary, 
Joint  Council  on  Public  Health  Education, 
Shanghai,  China.  A  lecture,  richly  illustrated, 
to  be  followed  by  a  social  hour.  Ladies  espe- 
cially invited. 

Friday,  May  31. 

MORNING. 

Session  on  Child  Welfare. 
At  Huntington  Hall,  491  Boylston  Street,  Boston. 
9.05    "Dental  Hygiene,  the  Prevention  of  Children's 
Diseases    Through    Supervised   Care    of  the 
Mouth.''    Dr.  George  H.  Wright,  Lecturer  on 
Dental  Hygiene,  Harvard  Dental  School. 

10.05  "Ten- Years'  School  Nursing  in  the  Boston 
Public  Schools."  Miss  Helen  F.  McCaffrey, 
Supervising  Nurse.  Boston  School  Department. 

11.05  "The  Plan  and  Work  of  the  Committee  on 
Child  Conservation  of  the  State  Department 
of  Health."  Dr.  Richard  M.  Smith,  Secretary 
of  the  Committee. 

12.05  "Child  Welfare  in  War  Time."  Dr.  Dorothy 
Reed  Mendenhall  of  the  Division  of  Hygiene, 
Children's  Bureau.  U.  S.  Department  of  Labor, 
Washington,  D.  C.  and  Lecturer  on  Health, 
Agricultural  Extension,  University  of  Wiscon- 
sin. 

afternoon. 
Session  on  Public  Health  Administration. 
At  Huntington  Hall,  491  Boylston  Street,  Boston. 
2.05    "The  Work  of  the  Public  Health  Nurse."  Miss 
Anne  H.  Strong,  R.N.,  Assistant  Professor  of 
Public  Health  Nursing,  Simmons  College.  Stere- 
opticon. 

3.05  "Public  Health  Administration  in  Rural  Dis- 
tricts." Dr.  L.  D.  Bristol,  M.D..  Dr.  P.H.,  State 
Commissioner  of  Health  of  Maine,  formerly 
Special  Agent,  Massachusetts  State  Depart- 
ment of  Health  Investigating  Infant  Paralysis. 

4.05  "Essential  Activities  of  a  Board  of  Health." 
Dr.  Lyman  A.  Jones,  Director  of  the  Division 
of  Hygiene,  State  Department  of  Health. 

Time  of  Lectures. 
All  lectures  will  begin  promptly  at  five  minutes  after 
the  hour,  and  those  attending  are  asked  to  be  in 
their  seats  before  this  time,  in  order  to  avoid  dis- 
turbing the  speaker  and  the  audience.  In  general, 
lectures  will  close  at  forty-five  minutes  after  the 
hour  and  ten  minutes  given  to  a  round  table  dis- 
cussion in  charge  of  the  speaker.  Listeners  are  urged 
to  bring  up  practical  questions  for  discussion  at 
that  time.  In  all  cases,  ten  minutes'  intermission 
will  be  allowed  between  lectures. 

Welcome. 

Not  only  Public  Health  Officials  of  the  State  of 
Massachusetts,  but  all  persons  professionally  inter- 
ested in  public  health  and  allied  activities  will  be 
welcome  at  these  sessions. 

Place  of  Meetings. 

The  sessions  of  Tuesday,  May  2S.  and  Friday,  May 
31,  will  be  held  in  Huntington  Hall,  Rogers  Building, 
at  491  Boylston  Street,  Boston. 

The  sessions  of  Wednesday.  May  29.  and  Thursday, 
May  30,  will  be  held  in  Room  10-250  at  the  new  Tech- 
nology buildings  in  Cambridge.  This  room  is  on  the 
second  floor  in  the  central  building,  directly  under  the 
dome.  To  reach  the  new  Technology  buildings  from 
Park  Street  or  South  Station,  take  the  Cambridge 
Subway  to  Central  Square,  transferring  there  to  a 
Dudley  Street  car.  Leave  this  car  at  Bexley  Hall 
and  enter  the  Technology  building  from  the  side. 

Information. 

Further  information  may  be  secured  by  writing  or 
telephoning  to  the  agent  of  The  Public  Health  Com- 
mittee, C.  E.  Turner,  M.A..  69  Massachusetts  Ave- 
nue, Cambridge.    Telephone  Cambridge  0900. 
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ROENTGENOLOGY   IN   THE  AMERICAN 
ARMY. 

By  Frank  Wheatley,  Jr.,  M.D.,  North  Abington, 
Mass., 

First  Lieutenant,  Medical  Reserve  Corps. 

Although  I  am  not  able  to  be  in  Brockton  to 
fulfill  the  duties  of  the  office  that  is  usually  dele- 
gated to  the  newer  members  of  a  medical  society, 
— that  of  orator, — I  feel  that,  possibly,  you  will 
not  consider  it  entirely  inappropriate  that  my 
efforts  in  this  matter  take  the  form  of  a  letter 
describing  the  activities  of  my  branch  of  the 
service.  Such  a  letter  will  have  the  undeniable 
advantage  of  being  short,  as  one's  duties  in  the 
x-ray  department,  in  addition  to  military  ac- 
tivities, are  such  that  there  is  little  time  for 
personal  use.  From  5.45  a.m.  to  9.30  p.m.  there 
are  things  that  must  be  done,  and  between  these 
two  hours  one  has  a  pardonable  desire  to  rest. 
Sunday  he  has  an  intense  longing  to  get  back 
to  nature,  especially  during  the  wonderful  spring 
weather  which  we  now  have  at  Chickamauga 
Park.  However,  that  you  may  suffer  properly 
for  the  sin  you  have  committed  in  creating  such 
an  office,  the  orator  of  1918  is  sacrificing  his 
spare  time  to  that  end.    If,  on  his  return,  he 
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finds  that  the  Plymouth  District  Society  no 
longer  has  orations  at  its'  annual  meeting,  he 
will  consider  that  his  sacrifice  was  productive  of 
a  great  good — not  always,  perhaps,  to  the  Society 
as  a  whole,  but  certainly  to  the  newer  men  who 
are  in  danger  of  being  called  upon  to  deliver 
one  of  these  "gas  attacks." 

When  it  became  certain  that  this  country 
would  enter  the  world-war,  it  was  found  that 
little  preparation  had  been  made  for  the  use  of 
x-ray  in  the  army.  It  was  also  realized  that, 
with  the  newer  type  of  warfare,  using  shells 
with  undreamed-of  explosive  power  and  bombs 
which  produce  extensive  lacerations  filled  with 
dirt  and  shell  fragments,  we  would  need,  more 
than  ever  before,  the  assistance  of  the  Roentgen 
ray. 

To  meet  the  emergency  caused  by  these  new 
conditions,  the  Council  of  National  Defense, 
working  in  conjunction  with  the  American 
Roentgen  Ray  Society,  called  a  meeting  at  New 
York  to  elaborate  a  program  which  would  make 
the  American  army  efficient  in  this  respect. 

As  the  situation  was  studied,  it  became  more 
and  more  apparent  that  the  need  of  such  a  pro- 
gram was  great,  and  the  committee  became  en- 
thusiastic about  the  prospects  of  developing  an 
organization  which  would  render  the  greatest 
assistance  to  the  surgeons  in  the  war  zone.  Then 
the  plans  of  the  "War  Department  for  recon- 
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struction  hospitals  were  made  public,  and  more 
than  ever  before,  the  committee  realized  the  re- 
sponsibility placed  upon  it. 

As  the  scope  of  the  work  developed,  it  became 
apparent  that  the  x-ray  apparatus  available  did 
not  possess  some  very  essential  features  which 
would  make  it  adaptable  for  war  use.  It  was 
*  too  cumbersome,  and  there  was  little  effort  made 
toward  standardization.  Also  there  was  need  of 
a  powerful  portable  outfit  which  would  furnish 
its  own  power. 

To  overcome  these  difficulties  a  sub-committee 
was  put  to  work,  and  these  men,  in  association 
with  the  large  apparatus  manufacturers,  evolved 
some  absolutely  new  and  very  desirable  machines 
— among  them  being  the  U.  S.  Army  Bedside 
Unit,  which  uses  a  new  type  of  Coolidge  tube 
and  develops  a  large  amount  of  radiation  from 
any  electric  light  socket,  and  the  U.  S.  Army 
Portable  Field  Unit  which  utilizes  a  simple 
gasoline  engine  for  power.  The  latter  outfit  is 
the  one  most  used  in  the  zone  of  advance,  and  it 
gives  opportunity  to  fluoroscope  the  entire  body 
of  the  wounded  shortly  after  the  injury  is  re- 
ceived. An  accessory  being  developed  for  the 
Bedside  Unit  is  a  stereoscopic  fluoroscope  which 
will  allow  the  operator  to  obtain  perspective. 
This  feature  will  be  of  great  aid  while  operating 
for  foreign  bodies,  as  the  old-style  fluoroscope 
gave  simply  a  shadow  picture. 

It  soon  became  plain  that  there  were  not 
enough  x-ray  men  in  the  country  to  furnish  the 
personnel  required,  even  if  every  one  were 
called,  and  the  plan  of  instructing  officers  of 
the  Medical  Reserve  Corps  in  this  work  was  in- 
stituted. In  a  dozen  large  centers  throughout 
the  country,  leading  roentgenologists  were  de- 
tailed to  start  military  x-ray  schools — these 
schools  being  under  the  direct  supervision  of  the 
Surgeon-General  of  the  Army.  Dr.  (now  Major) 
A.  W.  George,  my  own  instructor,  had  charge 
of  the  Boston  school  which  drew  its  men  from 
the  New  England  States.  These  schools  were  in- 
tended only  to  furnish  men  needed  at  once,  and 
it  was  the  intention  to  close  them  all  after  ar- 
rangements could  be  completed  for  their  con- 
solidation at  Oglethorpe.  This'  work  is  now 
finished,  and  all  the  schools  will  be  closed  shortly 
except  the  one  here  with  which  I  am  connected. 

It  may  be  interesting  to  you  to  know  that 
the  plans  of  the  Surgeon-General  contemplate 
the  founding  of  the  greatest  medical  training 
school  in  the  world,  here  at  Oglethorpe — a  per- 
manent organization  having  for  its  instructors 


men  of  international  standing,  and  for  its  stu- 
dents men  especially  selected  for  service  with 
the  army.  The  location  is  historic.  In  the  Civil 
War  the  battles  of  Chickamauga,  Lookout 
Mountain,  Missionary  Ridge,  and  Chattanooga 
form  an  interesting  chapter.  In  the  Spanish 
War,  Chickamauga  Park  became  notorious,  as 
more  men  died  here  from  disease  than  were 
killed  by  the  enemy.  Typhoid  and  dysentery 
had  full  sway — to  the  disgrace  of  the  Medical 
Corps  of  the  Army.  The  doctors,  however,  were 
nbt  entirely  to  blame  as  they  had  no  power  to 
enforce  measures  for  sanitation,  and  other 
officers,  laymen,  had  no  sympathy  for  such 
"foolishness,"  as  it  probably  seemed  to  them. 
So  it  is  an  interesting  fact  that,  twenty  years 
after  the  display  of  such  inefficiency,  the  Medical 
Department  of  the  Army  selected  this  spot  as 
the  center  of  their  activities,  and  can  point  to 
records  of  the  entire  army,  week  after  week,  with 
absolutely  no  typhoid  or  dysentery — typhoid 
reduced  by  vaccination ;  dysentery  by  sanitation. 
The  Owen  Bill,  now  before  Congress,  increasing 
the  rank  of  the  Medical  Department  in  order 
that  they  may  have  power  to  enforce  sanitation, 
should  have  the  active  support  of  every  medical 
society. 

In  order  that  the  full  scope  of  x-ray  work  in 
the  army  may  be  understood,  it  is  necessary  that 
one  understand  the  various  medical  components 
of  a  fighting  force.  First,  there  are  regimental 
aid  stations  located  as  near  as  possible  to  the 
front,  where  the  wounded  are  given  temporary 
aid,  such  as  simple  dressings',  morphine  or  hot 
drinks.  Then,  further  back,  there  are  dressing 
stations,  where  new  dressings  are  applied,  so 
that  the  patient  can,  if  necessary,  be  transported 
to  the  next  unit,  the  field  hospital,  which  may 
be  approximately  five  miles  from  the  front. 
It  is  here  that  the  first  x-ray  work  is  done.  Fur- 
ther back,  possibly  fifteen  or  eighteen  miles,  are 
situated  the  evacuation  hospitals.  These  are 
mobile  units,  but  have  much  more  extensive 
equipment  than  the  field  hospital.  Then  come 
the  base  hospitals  which  are  situated  in  per- 
manent positions' — many  in  this  country.  The 
litter-bearers,  ambulance  companies,  hospital 
trains  and  ships,  furnish  transportation  between 
these  various  units. 

In  the  field  hospital,  the  portable  gas  engine 
apparatus  is  used  for  the  fluoroscopy  of  the  en- 
tire body  of  the  wounded,  in  search  of  foreign 
bodies.  Little  plate  work  is  done,  but  the  ac- 
curate localization  of  shell  fragments,  bullets, 
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etc.,  is'  accomplished  by  extremely  ingenious 
methods  perfected  since  the  war  began.  During 
the  period  of  hostilities  this  fluoroscopic  work 
will  comprise  the  major  part  of  the  duties  of 
the  x-ray  personnel. 

In  the  evacuation  hospital,  the  smaller  trans- 
former outfit  is  used  for  what  plate  work  is 
done — mostly  pictures  of  fractures.  And,  of 
course,  the  bedside  portable,  with  its  stereo- 
scopic fluoroscope,  is  made  use  of  in  the  wards. 

In  the  base  hospital  the  most  elaborate  x-ray 
equipment  is  found.  Here,  all  the  apparatus 
common  to  a  well-equipped  x-ray  laboratory  is 
used.  Plates  are  used  almost  entirely,  and  it  is 
here  that  the  x-ray  will  be  of  the  utmost  impor- 
tance in  the  rehabilitation  work  the  Government 
has  planned  to  undertake  after  the  war. 

With  the  new  types  of  apparatus  made  avail- 
able by  the  foresight  of  the  Council  of  National 
Defense,  the  Medical  Department  of  the  Ameri- 
can Army  is  in  a  position  to  treat  the  wounded 
much  more  efficiently  than  has  hitherto  been 
possible.  With  the  high-powered  portable  ap- 
paratus the  committee  has  evolved,  foreign 
bodies  can  be  removed  soon  after  the  injury  is 
received,  thus  shortening  the  time  so  important 
in  the  eternal  fight  against  sepsis. 

One  of  the  epoch-making  plans  our  Govern- 
ment has  is  the  treatment  of  the  wounded  after 
the  war  is  over.  It  has  been  the  practice  to 
turn  loose  on  the  community  a  large  number  of 
semi-crippled  men  with  a  small  pension,  and  the 
result  has  not  been  altogether  beneficial  either 
to  the  individual  or  to  the  community.  It  is  the 
purpose  of  our  Government  to  discharge  from 
the  army  no  wounded  man  until  his  injury  is 
cured  completely,  or,  if  that  is  not  possible,  un- 
til he  has  been  trained  in  some  line  of  work  that 
he  can  do  efficiently  in  spite  of  his'  injury.  This 
means  the  establishment  of  a  large  number  of 
so-called  reconstruction  hospitals.  These  will  be 
base  hospitals  and  here  the  surgeon  and  roent- 
genologist will  work  together  to  correct  deform- 
ity and  to  return  to  civil  life  men  able  to  take 
care  of  themselves.  One  of  the  largest  of  these 
hospitals  will  be  located  here  in  Chickamauga 
Park  and  will  furnish  clinical  material  for  the 
instruction  of  men  in  training. 

One  of  the  most  interesting  phases  of  x-ray 
work  in  the  recruit  camps  is  the  detection  of 
malingerers.  As  long  as  there  are  humans  there 
will  be  slackers,  and  we  feel  humiliated  when  one 
of  them  gets  away  with  his  tale  of  woe.  One 
of  the  drafted  men  was  given  a  discharge  be- 


cause of  kidney  stone.  Before  he  left  he  did 
too  much  talking,  with  the  result  that  an  epi- 
demic of  kidney  stone  symptoms  broke  out  in 
his  company.  Of  course,  justice  to  the  men 
demanded  complete  investigation  of  these  symp- 
toms, and  when  a  few  had  been  x-rayed  and 
found  wanting,  the  epidemic  disappeared  as 
mysteriously  as  it  came.  On  the  other  hand, 
there  are  many  cases  in  which  an  unsuspected 
lesion,  which  would  incapacitate  a  man  for  mili- 
tary service,  is  discovered,  and  the  Government 
is  saved  the  unnecessary  expense  of  training  a 
useless  soldier.  X-ray  furnishes  one  of  the 
safest  and  surest  methods  for  the  detection  of 
malingerers. 

Roentgenology,  as  a  science,  has  reaped  un- 
usual advantages  from  the  stimulus  furnished 
by  the  necessities  of  this  great  war.  Not  only 
has'  the  apparatus  been  standardized  and  made 
infinitely  more  efficient,  but  the  clinical  material 
available  has  added  to  our  knowledge  of  patho- 
logical lesions. 

More  and  more  is  the  surgeon  turning  to  the 
roentgenologist,  not  only  for  aid  in  diagnosis, 
but  also  for  information  concerning  the  progress 
of  pathology  under  treatment.  These  two  profes- 
sions are  working  in  harmony,  and  progress 
made  by  either  one  is  dependent,  to  a  degree, 
on  the  progress  made  by  the  other.  It  is  from 
the  surgeon's  work  that  the  x-ray  man  has 
learned  to  interpret  his  own  work.  It  is  by 
understanding  the  possibilities  and  limitation 
of  each  that  this  harmony,  and  also  efficiency, 
has  been  brought  about. 

The  diagnosis  of  tuberculosis  by  x-ray  plates 
has  been  worked  out  to  a  remarkable  degree 
from  clinical  material  made  available  by  the 
army,  and,  after  the  war,  this  knowledge  will 
aid  in  the  campaign  against  the  "great  white 
plague."  Obscure  bone  and  joint  lesions  will 
be  much  easier  to  diagnose,  for  the  war  has 
given  us  a  vast  amount  of  clinical  material  of  this 
nature,  and,  instead  of  telling  the  surgeon  that 
pathology  is  present,  the  roentgenologist  can 
give  a  far  more  detailed  statement  of  the  true 
condition.  The  stereoscopic  fluoroscope  will  en- 
able us  to  visualize  the  angles  and  shapes  of  the 
intestines,  and  we  shall  be  in  a  position  to  make 
lesions  much  more  plain  to  the  surgeon  before 
he  operates',  or  decides  not  to  interfere.  Also 
the  heart  and  lungs  will  be  clearly  shown  in 
their  true  relation  by  this  device  which  is  one 
of  the  direct  results  of  the  stimulation  of  the 
war. 
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So,  as  in  almost  every  calamity,  the  evils 
which  are  only  too  apparent  at  the  time  are,  to 
a  remarkable  extent,  offset  by  benefits  which  be- 
come apparent  later.  Medical  science,  as  a 
whole,  will  receive  a  lasting  impetus  from  the 
situation  brought  about  by  the  war,  aud  roent- 
genology, especially,  will  have  made  great 
advances. 


THE  PHYSICIAN  AND  PSYCHOLOGY.* 

By  J.  Danforth  Taylor,  M.D.,  East  Bostox,  Mass., 
Secretary,  East  Boston  Medical  Society. 

At  the  completion  of  his  course  in  the  med- 
ical school  and,  possibly,  after  a  year  or  so  of 
training  in  the  hospital  as  an  interne,  our  em- 
bryo physician  is  let  loose  upon  a  credulous 
public  as  a  full-fledged  medico.  "With  the 
greatest  confidence  in  his  own  skill  and  ability, 
he  hangs  up  his  "shingle"  and  prepares  for 
the  rush  of  patients  which  he  expects.  No  doubt 
he  has  seen  and  knows  of  older  practitioners, 
with  far  less  training  and  knowledge  than  he 
has,  who  make  a  big  success  of  medicine; 
and  he  reasons  as  follows:  "If  those  old  gray- 
beards  can  make  good  and  know  as  little  as  they 
do,  it  will  be  more  than  easy  for  me."  But 
year  after  year  passes  by  and  at  last  he  is  com- 
pelled to  acknowledge  that  he  has  been  a  com- 
plete failure  and  often  turns  to  some  other 
business  to  support  himself. 

The  "old  graybeards"  were  possessed  of 
something  by  which  they  were  able  to  increase 
their  business  and  to  out-class  all  competitors. 

Why  is  this  often  so?  What  are  some  of  the 
necessary  qualifications  for  success  in  the  prac- 
tice of  medicine? 

A  competent  knowledge  of  the  various  branch- 
es of  medicine  and  surgery  is,  of  course,  the 
first  requisite.  Common  sense  in  the  applica- 
tion of  that  knowledge,  a  neat  personal  appear- 
ance, correct  habits,  a  courteous  manner,  and 
the  ability  to  "size  up"  the  other  fellow,  are 
indispensable  qualifications — the  last  of  these 
being  one  of  the  most  important. 

A  knowledge  of  the  essential  factors  of  psy- 
chology is  as  necessary  to  a  man's  success  as 
knowledge  of  his  business.  All  successful  lead- 
ers in  the  social  and  business  world  are  prac- 
tising psychology  whether  they  realize  it  or  not. 
Whatever  they  do  is  imitated  and  reflected  on 
those  who  imitate  by  the  power  of  suggestion. 

*  Ertract  from  lecture  delivered  to  the  East  Boston  Psychological 
Society,  April  24,  1918. 


Medical  practitioners  in  every  city  and  town 
are  pointing  to  their  successful  men  and  ask- 
ing, "How  do  they  do  it?" 

It  would,  indeed,  be  ridiculous  if  one  ex- 
pected to  tell  the  whole  story  of  psychology  in 
this  brief  paper.  But  the  worth  of  any  article 
or  spoken  word  is  not  so  much  in  its  intrinsic 
value,  as  its  power,  through  suggestion,  to 
stimulate  the  brain  cells  to  act  and  strive  for 
a  deeper  knowledge  of  the  subject. 

Older  books  defined  psychology  as  the  science 
of  the  soul,  of  the  mind,  or  of  consciousness, 
but  they  all  fall  short  because  of  the  difficulty 
in  correctly  defining  those  terms.  Best  of  all 
is  the  definition  of  McDougall,  of  Oxford, 
when  he  calls  psychology  "the  study  of  be- 
havior." There  it  is,  in  a  nutshell, — "the 
study  of  behavior, ' ' — and  under  that  classifica- 
tion we  can  study  and  observe  all  kinds  of  be- 
havior in  man  or  beast,  bird  or  insect,  be  it 
normal,  supernormal  or  subnormal. 

It  is  the  duty  of  science  to  collect  all  facts, 
classify  and  compare  them,  experiment  with 
them,  and  then  draw  conclusions  which  shall 
stand  as  hypotheses,  until  they  have  been  so 
universally  verified  that  they  become  laws. 

All  human  society  works  on  the  growing 
mind  by  a  number  of  processes  which  we  can 
classify  briefly  under  three  great  heads, — sug- 
gestion, sympathy,  and  imitation. 

Suggestion  is  where  one  communicates  or  in- 
duces a  belief  in  people,  independently  of  all 
logical  reasoning,  to  a  conclusion.  Politicians 
cater  to  popular  beliefs  and  sound  popular 
slogans  irrespective  of  their  truth.  Hypnotic 
subjects  perform  ridiculous  antics  through 
suggestion. 

Sympathy  makes  us  experience  the  same  emo- 
tions and  impulses  as  our  neighbors  when  con- 
fronted by  the  same  conditions.  Note  the  com- 
mon expression  of  sorrow  over  the  loss  of  a 
relative  by  death,  or  of  the  loss  of  money  or  of 
sickness.  Note  also  the  universal  indignation 
aroused  when  warring  nations  kill  and  maim 
innocent  women  and  children. 

Imitation  prompts  us  to  direct  our  bodily 
and  mental  movements  according  to  a  pattern 
set  us  by  others.  Observe  how  we  follow  cer- 
tain lines  of  clothing,  talk,  customs,  etc.,  of 
those  with  whom  we  come  in  contact. 

You  may  say,  "yes,  this  is  all  fine,  but 
where  does  a  knowledge  of  all  this  help  a  phy- 
sician?" Let  us  look  at  this  illustration:  A 
patient  visits  your  office.    You  receive  him  in 
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a  dignified  and  courteous  manner.  You  try  to 
convey  to  him  the  idea  that  you  are  interested 
in  his  case  and  will  do  all  you  can  to  help  him. 
You  take  his  family  history,  drop  a  brief 
word  of  sympathy  if  he  has  had  recent  deaths 
or  congratulate  him  on  the  virility  of  his  peo- 
ple if  they  are  all  alive. 

As  all  religious  societies  recognize  the  value 
of  music  to  place  the  minds  of  the  congrega- 
tion in  a  receptive  mood,  so  the  physician  must 
recognize  the  hypnotic  value  and  effect  of  the 
human  voice,  properly  modulated,  in  calming 
his  patients'  nerves  and  getting  their  confi- 
dence. 

Having  passed  through  the  usual  careful 
physical  examination  which  should  always  be 
complete  as  possible,  considering  the  nature  of 
the  case,  the  patient  is  then  assured  that  "there 
is  hope."  (That  one  phrase  made  millions  for 
Munyon.)  If  the  case  is  one  in  which  there  is 
no  hope,  it  is  well  to  inform  the  relatives  of 
the  patient  of  the  facts.  Whether  we  are  justi- 
fied in  telling  a  patient  is  one  that  depends  on 
the  circumstances. 

The  patient  who  visits  a  physician  and  is 
told  that,  with  care,  and  the  following  out  of 
directions,  there  is  every  prospect  of  his 
being  helped  and  eventually  cured,  will  leave 
that  office  feeling  .better  in  mind  and  body  be- 
cause the  suggestions  have  had  a  favorable  re; 
flective  action. 

If  the  physician  dispenses  his  own  drugs,  the 
patient  sees  the  medicine,  hears  the  assuring 
words  of  the  physician,  is  impressed  with  the 
time  at  which  it  should  be  taken,  and  feels  the 
package  when  placed  in  his  hands. 

The  physician  has  given  his  message  to  a  re- 
ceptive mind,  and  his  success  is  assured  in  80% 
of  his  cases.  Why?  Because  the  most  primi- 
tive sensations  of  his  patient  have  been  ap- 
pealed to  and  stimulated  in  a  most  powerful 
manner.  His  visual  sensations  have  recorded 
the  courteous  manner  of  his  reception  and  he 
has  seen  his  medicine  prepared.  His  auditory 
sensations  have  been  pleased  with  a  well-modu- 
lated voice  which  has  assured  him  relief  from 
his  physical  conditions,  and  his  tactile  sensa- 
tions have  felt  the  package  containing  the  rem- 
edy which  is  to  help  him. 

His  physician  has  suggested  that  he  will  be 
well;  he  feels  that  the  doctor  is  in  sympathy 
with  him,  and  unconsciously  he  tries  to  imitate 
a  man  of  stronger  mentality  and  fall  in  line 
with  his  suggestions. 


By  association,  any  previous  success  that  the 
physician  may  have  had  with  the  patient,  or  a 
remembrance  of  some  friend  who  has  been  suc- 
cessfully treated,  at  once  tends  doubly  to  im- 
press and  fix  on  the  mind  of  the  patient  the 
thought  that  he  will  be  well.  Associations  of 
this  kind  may  be  stimulated  by  the  physician 
who  uses  tactful  suggestions  which  leave  in  the 
mind  of  the  patient  only  favorable  sensations. 

A  large  proportion  of  patients  have  mental 
disturbances  of  brief  duration,  as  well  as  phys- 
ical ones.  Ability  to  treat  those  mental  or 
physical  conditions  is  greatly  enhanced  by  a 
knowledge  of  psychology.  The  use  of  psychol- 
ogy at  the  present  time  by  the  army  and  by 
large  industrial  concerns  in  picking  men  of 
efficiency  should  impress  us  all  with  its  impor- 
tance and  value. 

Let  me  repeat:  as  much  knowledge  of  medi- 
cine and  its  allied  branches  as  one  can  absorb 
is  indispensable,  but,  without  a  working  knowl- 
edge of  the  elements  of  psychology,  one's  years 
of  preparation  are  liable  to  go  to  waste. 

One  thing  more:  the  study  of  psychology  is 
a  review  of  the  behavior  of  all  peoples,  at  all 
times  and  under  all  conditions.  It  is  a  college 
education  in  itself.   Why  not  look  into  it? 


(Original  Articles. 

RENAL  AND  URETERAL  STONE* 

By  Benjamin  Tenney,  M.D.,  F.A.C.S.,  Boston. 

Some  years  ago  a  five-year  period  in  the  rec- 
ords of  the  Massachusetts  General  and  of  the 
Boston  City  Hospital  showed  that  a  trifle  over 
three  per  cent,  of  the  surgical  admissions 
could  be  classed  as  urinary  cases.  Of  these 
urinary  cases  a  little  over  one-third,  or  one  per 
cent,  of  the  total  surgical  admissions,  were 
treated  for  stone  in  the  urinary  tract,  and  the 
proportion  may  have  increased  with  the  greater 
perfection  in  urinary  diagnosis  which  has  been 
acquired  since  1915.  Certainly  a  lesion  which 
may  be  expected  at  least  once  in  every  hundred 
surgical  cases  is  worth  keeping  constantly  in 
mind.  Of  1140  cases,  quickly  assembled  from 
the  literature  and  not  duplicated,  668  were  in 
males  and  472  were  in  females. 

Many  studies  of  the  composition  of  urinary 
stones  lead  to  the  same  conclusion,  as  stated  by 
Morris,  that  they  may  be  classed  as  primary 
and  secondary.  "  Primary  calculi  are  composed 

*  Read  before  the  East  Boston  Medical  Society,  October.  1917. 
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of  certain  salts  or  other  ingredients  precipi- 
tated from  the  urine  in  the  kidney  inde- 
pendently of  any  preceding  change  in  that  or- 
gan and  of  any  septic  condition  in  the  urinary 
passages.  Microorganisms  thus  take  no  part  in 
this  formation.  Secondary  calculi  occur  in 
kidneys  (and  bladders)  which  have  been  the 
seat  of  previous  disease  (or  injury),  whereby 
lime  salts  are  precipitated  from  the  urine  as  a 
result  of  chemical  changes  caused  by  the  pres- 
ence of  microorganisms." 

Most  calculi  are  built  up  in  concentric  layers 
around  a  nucleus,  and  these  layers  may  consist 
of  the  different  urinary  salts  in  almost  any 
order.  An  examination  of  the  collection  of 
stones  in  the  Hunterian  Museum  led  the  chem- 
ist to  consider  the  calculus  with  a  urate  nu- 
cleus as  formed  in  infancy,  that  with  a  uric 
acid  nucleus  as  formed  in  young  adult  life,  and 
that  with  an  oxalate  of  lime  nucleus  as  formed 
in  middle  life. 

The  origin  of  urinary  stone  is  not  yet  fully 
determined.  The  older  theory  is  that  of  "dia- 
thesis," whatever  that  may  be,  whereby  one 
person  out  of  many,  living  the  same  life,  eating 
and  drinking  alike,  precipitated  his  urinary 
salts  in  the  form  of  a  palpable  stone.  Another 
theory  requires  a  bacterial  origin  for  all  stones, 
in  spite  of  the  fact  that  most  stones  are  unilat- 
eral, while  bacterial  excretion  is  bilateral.  A 
more  recent  suggestion  is  that  of  partial  ob- 
struction of  outflow,  producing  somewhere  a 
slowing  of  the  urinary  current.  The  "dia- 
thesis" may  finally  be  found  to  be  some  combi- 
nation of  the  last  two  factors. 

It  is  generally  agreed  that  almost  all  urinary 
stones  originate  in  the  kidney,  and  they  are 
found  below  the  kidney,  and  often  increase  in 
size  after  migration.  We  find  crystalline  de- 
posits in  the  kidney  substance  both  at  autopsy 
and  on  the  operating-table.  I  distinctly  re- 
member one  patient  whose  x-ray  examination 
showed  two  shadows,  one  produced  by  a  cal- 
culus free  in  the  kidney  pelvis,  and  the  other 
by  a  little  pocket  of  gritty  crystals  near  the 
lower  end  of  the  kidney  substance.  An  inter- 
esting article  by  Bolognesi,  on  "Lime  Infarcts 
in  the  Kidney,"  describes  the  appearance  of 
these  deposits  after  the  administration  of  va- 
rious chemicals  by  mouth  and  following  the  in- 
jection of  certain  liquid  antiseptics  directly 
into  the  kidney.  In  all  the  instances  the  de- 
posit was  in  or  near  the  tubules,  and  not  in 
the   glomeruli.     How  often   these   and  other 


crystalline  deposits  occur  in  our  kidneys  we 
have  no  means  of  knowing,  but  the  proportion 
of  men  and  women  who  at  intervals  feel  a 
sudden  sharp  stab  of  pain,  sometimes  re- 
ferred to  the  rectum  and  sometimes  to  the 
bladder  or  genitals,  is  really  quite  large.  The 
sensation  described  differs  only  in  duration  and 
degree  from  that  produced  by  a  visible  concre- 
tion. 

Probably  most  of  us  have  crystalline  infarcts 
in  our  kidneys  at  some  time  in  our  lives,  and 
most  of  us  work  them  out  while  they  are  still 
too  small  to  produce  more  than  trivial  symp- 
toms. The  individual  who  retains  them  in  the 
kidney  substance  and  increases  their  size,  ulti- 
mately discharges  them  into  his  kidney  pelvis 
where  they  probably  produce  the  first  sub- 
jective disturbance.  The  crystalline  deposits 
are  found  in  the  region  of  tne  uriniferous 
tubules  rather  more  than  in  the  glomeruli,  and 
this  may  have  some  bearing  on  their  migration 
into  the  pelvis.  Further  than  this  we  have 
occasional  pelvic  diverticula  whose  shape  is 
such  that  a  visible  fragment  might  easily  be 
ratained  and  grow  therein  until  some  accident 
shifts  it  to  the  upper  opening  of  the  ureter. 

Of  654  cases  of  renal  and  ureteral  stones,  re- 
ported by  Braasch  from  the  Mayo  Clinic,  56% 
were  removed  from  the  kidney  and  the  rest 
were  passed,  or  removed  from  the  ureter.  At 
the  present  time  we  can  say  that  a  few  more 
than  half  of  these  stones  are  recognized  while 
yet  in  the  kidney,  and  that  this  is  probably  due 
to  some  anatomical  peculiarity  which  retains 
them  there  until  they  are  too  large  to  escape. 

After  they  enter  the  ureter  they  may  be 
stopped  at  either  of  the  three  narrowings,  the 
first  about  two  inches  below  the  kidney,  the  sec- 
ond just  above  or  below  the  pelvic  brim,  and 
the  third  and  narrowest  in  the  vesical  end  of 
the  ureter.  About  two-thirds  of  the  operated 
cases  have  had  stones  removed  from  the  lower 
end  of  the  ureter.  The  history  of  a  stone  in 
the  bladder  is  not  unlike  that  of  a  stone  in  the 
kidney  pelvis;  probably  most  which  can  get 
through  the  ureter  pass  out  through  the 
urethra,  giving  minor  discomfort.  Some  pass 
with  great  pain,  some  are  caught  at  one  of  the 
narrow  spots,  and  others  are  retained  within 
the  bladder  in  a  diverticulum,  or  because  the 
shape  of  the  internal  meatus  prevents  the  stone 
from  engaging  in  it.  That  this  theory  rests  on 
solid  ground  is  shown  by  the  fact  that  one  pa- 
tient out  of  every  eight  operated  for  prostatic 
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obstruction,  in  a  series  of  816  cases,  had  vesical 
stone. 

To  sum  up :  we  do  not  understand  the 
mechanism  by  which  a  crystal  too  large  for  a 
urinary  tubule  reaches  the  kidney  pelvis, — per- 
haps a  constant  urinary  pressure  behind  it, 
slight  but  persistent.  Its  retention  in  the  pel- 
vis may  well  be  the  result  of  some  peculiarity 
in  the  shape  of  a  calyx  of  the  kidney. 

Once  in  the  ureter,  we  have  the  peristaltic 
action  of  the  ureter  assisted  by  the  pressure  of 
the  urine,  if  the  stone  has  entirely  blocked  the 
passage,  to  carry  it  along.  Once  in  the  bladder 
its  further  progress  is  determined  by  the  pres- 
ence or  absence  of  anatomical  obstruction. 

Urinary  stones  produce  quite  different  symp- 
toms when  obstructing  the  urinary  outflow 
from  those  described  when  the  stone  is  quiet 
and  the  urine  can  flow  past.  Urinary  obstruc- 
tion is  far  more  common  than  any  one  cause 
for  it,  and  the  subjective  symptoms  of  such  ob- 
structions are  practically  the  same  whatever 
the  cause.  On  the  other  hand  a  "sleeping" 
stone  may  produce  so  few  and  such  indefinite 
symptoms  that  its  discovery  by  x-ray  or  in  the 
course  of  some  abdominal  operative  work  may 
be  quite  unexpected.  For  these  reasons  it  is 
impossible  to  give  any  set  of  symptoms  which 
will  allow  us  to  make  a  diagnosis  from  the  case 
history  and  ordinary  observation. 

Usually  during  an  attack  of  renal  colic  the 
quantity  of  urine  is  diminished,  while  the  fre- 
quency of  urination  is  increased,  and  this  is  a 
valuable  indication  in  cases  with  acute  and  se- 
vere symptoms.  Complete  anuria  is  more  com- 
monly associated  with  urinary  stone  than  with 
any  other  cause.  The  urine  passed  by  a  man 
or  catheterized  from  a  woman  will  often  give 
valuable  evidence  for  or  against  urinary  stone 
if  the  sediment  be  promptly  examined  under 
the  microscope.  Obvious  blood  in  the  urine 
helps  in  the  diagnosis,  but  the  presence  or  ab- 
sence of  albumen  counts  for  little. 

The  group  of  symptoms  characteristic  of 
urinary  stone  includes  hematuria,  subcostal  or 
vesical  pain,  and  unusual  frequency  in  urinat- 
ing during  activity.  This  combination  never 
exists  without  some  serious  lesion  in  the 
urinary  tract,  though  the  lesion  is  not  always 
a  stone.  The  converse  is  also  true — that  a 
stone  may  be  lying  in  the  kidney,  the  ureter, 
or  the  bladder  without  any  symptom  of  this 
group  showing  for  a  long  period,  and  our  his- 
tory-taking may  fail  to  reveal  the  presence  of 


any  of  these  symptoms  in  the  past.  With 
some  patients  the  diagnosis  makes  itself,  and 
with  others  it  is  made  only  after  disappoint- 
ments at  the  failure  of  varied  surgical  adven- 
tures to  give  relief. 

The  x-ray  has  given  the  most  reliable  assist- 
ance in  diagnosis  of  all  the  methods  used,  but 
the  10  or  15%  of  error  in  the  hands  of  most 
competent  operators  forbids  our  complete 
trust  in  its  showing.  The  cystoscope  and  ure- 
teral catheter  are  helpful  in  making  the  diag- 
nosis and  sometimes  give  a  positive  answer,  but 
more  often  they  contribute  only  a  piece  of  evi- 
dence to  be  weighed  with  the  rest.  Fortu- 
nately, with  these  aids  and  a  careful  history,  a 
definite  and  accurate  diagnosis  can  be  made  in 
the  majority  of  cases. 

If  it  is  pain  that  brings  the  patient  and 
physician  together,  the  patient's  hand  will  lo- 
cate the  pain  more  definitely  than  his  words. 
If  he  locates  it  about  the  twelfth  rib,  think  of 
obstruction  to  the  urinary  current  on  that  side. 
This  obstruction  may  be  stone,  or  clot  of  blood 
or  pus,  or  kink  or  stricture  in  the  ureter.  The 
pain  may  be  anything  from  a  dull  aching  in 
the  upright  position  only,  to  a  prostrating  ag- 
ony with  vomiting,  cold  perspiration,  and  rigid 
abdominal  muscles.  It  may  simulate  an  appen- 
dix or  gall-bladder  colic,  an  acute  intestinal  ob- 
struction or  perforation,  or  the  rupture  of  an 
extra-uterine  pregnancy. 

Ureteral  colic  reaches  its  maximum  of  pain 
rather  suddenly,  and  is  peristaltic  in  character, 
corresponding  to  the  ureteral  contractions 
which  are  more  frequent  than  those  of  the  in- 
testine, but  the  ache  of  a  distended  kidney  is 
more  likely  to  be  a  steady  grind,  and  to  be  re- 
lieved by  horizontal  posture. 

If  hematuria  is  the  symptom  which  occasions 
the  professional  visit,  we  can  confine  our  study 
to  the  urinary  tract  and  inquire  into  the  de- 
tails of  its  appearance  before,  with,  or  after 
urination,  its  relation  to  activity  and  posture, 
and  its  association  with  pain  and  functional  dis- 
turbance. In  these  cases  the  cystoscope  is  in- 
dispensable as  well  as  the  best  means  of  de- 
stroying bleeding  papillomata. 

If  the  female  patient  comes  for  relief  from 
frequent  urination,  urgent  urination,  leakage, 
or  pelvic  discomfort,  the  physician  should  al- 
ways keep  in  mind  the  possibility  that  a  ureter 
or  vesical  stone  may  be  the  cause,  even  if  there 
be  some  genital  injury  or  abnormality.  Here 
again  the  cystoscope  and  x-ray,  separately  or 
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combined  for  pyelography,  will  give  invaluable 
assistance  in  determining  the  cause  of  the 
symptoms. 

Fortunately,  urinary  stone  is  not  rapidly 
fatal.  Death  from  calculus  anuria  seldom  oc- 
curs before  the  fifth  day,  and  the  other  fatal- 
ities from  urinary  stone  are  much  slower.  Ure- 
teral and  renal  colics  quickly  reach  their  max- 
imum of  pain  and  general  disturbance  while 
the  other  acute  processes  with  which  they  may 
be  confused  do  not  reach  their  maximum  of 
general  disturbance  so  rapidly. 

The  mistakes  of  diagnosis  in  the  atypical 
cases  are  due  to  various  things.  If  a  man 
takes  his  responsibility  to  a  specialty  more  se- 
riously than  he  does  his  general  pathology  he 
will  include  too  many  outside  cases  in  his  list 
honestly,  because  his  questions  are  uncon- 
sciously framed  to  elicit  certain  answers.  An- 
other source  of  error  is  the  persistence  in  our 
minds  of  names  that  mean  nothing  definite, 
such  as  lumbago,  neuralgia,  inflammation  of 
this  and  that  unseen  organ,  and  the  like.  An- 
other is  the  eagerness  to  give  relief  by  mechan- 
ical means  with  which  the  practitioner  is  fa- 
miliar, and  which  have  brought  him  honor  in 
cases  which  justified  his  quick  diagnosis. 

It  is  a  melancholy  fact  that  most  of  us  will 
die  before  we  attain  to  perfection  in  diagnosis 
or  anything  else,  but  careful  history-taking  and 
the  equally  careful  use  of  the  diagnostic  meth- 
ods available  in  a  large  town  will  be  followed 
by  fewer  mistaken  diagnoses  in  the  urinary 
tract  than  in  almost  any  other  human  depart- 
ment. 

TREATMENT. 

There  is  but  one, — removal  either  by  direct 
operation  or  through  the  natural  passages.  At- 
tempts at  solution  or  disintegration  of  a  real 
calculus  by  drugs  or  waters  are  followed  by 
the  same  degree  of  success  that  obtains  without 
their  use.  Sixty-four  out  of  654  cases  of  renal 
and  ureteral  calculi  reported  by  Braasch  were 
eliminated  without  a  cutting  operation.  Many 
patients  are  so  little  incommoded  by  their 
stones  that  they  prefer  to  take  the  chance  of 
elimination  rather  than  have  prompt  surgical 
relief,  and  for  them  we  can  try  distention  of 
the  bladder  to  the  limit  of  tolerance,  rectal  irri- 
gation with  hot  water,  or  the  various  fluids  sug- 
gested for  use  through  the  ureteral  catheter. 
Operating  cystoscopes  fitted  with  scissors  for 
slitting    the    ureter    orifice,    and  forceps  for 


Fie.  1.    Ureteral  Stcne.    May,  1013.    E.  W.  S. 
(Kindness  of  Massachusetts  Homeopathic  Hospital,   X-ray  Dept.) 

grasping  the  stone,  have  been  used  with  success 
by  some  urologists. 

For  the  control  of  pain  during  a  colic,  opium 
in  the  form  of  Dover's  powder  or  morphine 
hypodermically  are  best.  Inhalation  anesthesia 
is  preferred  by  some  because  it  can  be  discon- 
tinued at  once  when  the  pain  stops.  Prompt 
relief  can  be  obtained  by  open  operation  on 
any  part  of  the  urinary  tract,  with  very  low 
mortality.  Posterior  pyelotomy  is  preferred 
for  renal  stone  when  the  kidney  can  be  well 
mobilized.  Nephrotomy  is  often  necessary  be- 
cause of  adhesions  or  a  short  pedicle,  and  ne- 
phrectomy can  be  done  if  the  kidney  be  dam- 
aged beyond  comfortable  repair  and  its  part- 
ner be  known  to  be  competent.  Suture  is  nec- 
essary after  nephrotomy  or  pyelotomy. 

Stones  in  the  ureter  are  best  removed  by 
cutting  directly  down  on  them.  Suture  is  de- 
sirable and  usually  successful,  but  a  fistula 
from  a  ureter  usually  closes.  Removal  of  these 
stones  is  in  one  way  like  the  removal  of  gall- 
stones,— the  anatomical  conditions  which  ac- 
companied their  formation  still  exist  and  may 
favor  re-formation  or  themselves  produce  symp- 
toms. For  this  reason  the  suggestion  of  Fow- 
ler that  after  extraction  of  a  renal  stone  the 
kidney  should  be  fixed  parallel  to  the  twelfth 
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Fio.  2.    Ureteral  Stonp.    March,  1916.    E.  W.  S. 
Taken  by  Dr.  A.  W.  George. 


rib  is  worth  considering.  Such  a  position 
might  make  the  difference  between  the  reten- 
tion and  growth  of  a  crystal  in  a  calyx  and  its 
prompt  discharge  through  the  ureter.  After 
removal  of  ureteral  stones  occasional  dilatation 
of  the  ureter  is  advisable  and  sometimes  very 
necessary. 

"Without  operative  treatment  the  stone  may 
be  expelled,  a  10%  chance,  according  to  the 
figures  quoted,  and  certainly  a  painful  experi- 
ence. If  the  stone  is  allowed  to  stay  in  the 
kidney  it  will  cause  some  degree  of  discomfort 
and  disability  and  some  damage  to  the  kidney 
structure  if  too  large  to  engage  in  the  ureter. 
If  the  stone  remains  in  the  ureter,  the  discom- 
fort and  disability  may  be  greater,  with  the 
probability  of  producing  a  hydronephrosis,  and 
the  possibility  of  a  periureteral  abscess  from 
perforation  of  the  ureter,  or  fatal  anuria.  An- 
other possibility  is  shown  in  the  x-ray  plates 
accompanying  this  paper.  The  first  plate  was 
taken  in  1913  and  the  second  in  1916.  The 
stone  lay  in  a  dilated  ureter,  adherent  to  the 
walls,  and  was  easily  crushed  during  extrac- 
tion. 

Some  of  my  cases  are  briefly  reported  which 
show  some  special  feature  of  interest. 

Case  1.  Referred  by  Dr.  John  L.  Ames. — 
Three  years  previous  to  my  examination  she 
had  spent  three  days  in  bed  with  severe  pain 


in  the  lower  abdomen,  vomiting,  and  frequent 
urination.    At  the  time  of  her  examination  her 

urination  was  —q~  •  Catheter  urine  was  per- 
fectly clear  and  albumen-free.  She  had 
large  uterus  with  multiple  fibroids.  At  the 
time  of  hysterectomy  a  calculus  was  felt  and 
removed  from  the  left  ureter,  but  at  no  time 
I  could  any  further  history,  suggesting  ureteral 
calculus,  be  obtained. 

Case  2.  Referred  by  Dr.  F.  A.  Bardwell.— 
j  Nine  years  before,  his  appendix  was  removed. 
!  Pour  years  later  he  was  operated  for  acute  in- 
testinal obstruction  and  had  a  fecal  fistula  last- 
ing two  years.  One  week  before  his  visit  he 
had  severe  pain  in  right  back,  lasting  six  hours. 
This  has  recurred  and  prevented  sleep.  He 
had  never  had  pain  of  this  sort  before,  and  no 
nausea  with  the  pain,  no  radiation  of  pain,  and 
no  pain  on  left  side.  His  right  kidney  was  ten- 
der and  also  the  line  of  right  ureter.  Urine 
showed  pus  and  blood.  Cystoscopy  found  hy- 
pertrophy of  the  ureteral  bands.  Both  cathe- 
ters passed  easily  and  delivered  cloudy  urine 
from  the  painless  side.  An  x-ray  plate  later  ex- 
plained this  by  showing  a  "sleeping"  stone  in 
the  left  kidney  and  a  calculus  in  the  right 
ureter.  Both  were  easily  removed  at  the  same 
operation. 

Case  3.  Referred  by  Dr.  George  Bowles. — 
Frequent  and  imperative  urination,  with  leak- 
age for  years.  Pain  and  tenderness  on  right 
side,  contracted  bladder  and  difficult  cystos- 
copy. X-ray  showed  shadow  in  the  region  of 
left  kidney.  This  was  operated  first  under  the 
idea  of  "crossed  pain,"  which  was  then  being 
discussed.  A  calcified  lymph  node  was  re- 
moved from  the  region  of  a  normal-appearing 
kidney,  and  later  a  tubercular  right  kidney 
was  removed,  relieving  the  patient  of  her  symp- 
toms. 

Case  4.  Referred  by  Dr.  A.  D.  MacLennan. — 
Frequent  urination  for  five  years ;  two  attacks 
of  colicky  pain  on  the  left  side,  with  increased 
frequency  of  urination,  and  one  on  the  right 
side.  Hematuria  once.  No  tenderness  over 
either  kidney ;  urine  contained  pus  and  blood ; 
cystoscopy  showed  a  normal  bladder,  with  ten- 
der left  ureter  and  blood  in  both  catheter 
specimens.  X-ray  showed  no  shadow  in  either 
kidney.  I  did  not  see  him  again,  but  learned 
that  his  left  kidney  was  removed  at  the  Boston 
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City  Hospital  on  account  of  calculus  pyone- 
phrosis about  a  year  later. 

Case  5.  Referred  by  Dr.  Harry  W.  Good- 
all. — Hematuria  for  three  weeks,  with  slight 
pain  in  lower  left  side  for  a  few  days.  Blood  i 
always  mixed  with  urine.  No  pain  at  any  part 
of  urination.  No  night  urines.  No  pain  on 
either  side.  Cystoscopy  negative  and  no  gross 
blood  in  either  catheter  urine ;  some  microscop- 
ic in  both,  more  in  right.  Three  months  later 
had  attack  of  severe  pain  on  right  side,  with 
tenderness  over  kidney  and  along  right  ureter. 
X-ray  showed  stone  in  right  side,  probably  in 
upper  ureter.  This  was  removed  without  diffi- 
culty. 

Case  6.  Referred  by  Dr.  Walter  H.  Young. 
— Pain  in  left  side  in  periods  lasting  from 
three  to  nine  hours,  vomiting,  urination  hourly 
by  day,  two  or  three  times  at  night.  Urine  con- 
tained pus  and  blood.  Cystoscopy  negative, 
purulent  urine  from  left  ureter.  X-ray  posi- 
tive. At  operation  a  double  ureter  was  found 
with  the  stone  easily  removed  from  the  second. 

Case  7.  Previously  published.  Attacks  of 
colic  for  two  years,  pain  extending  to  bladder. 
Attacks  came  on  gradually,  with  diminution  of 
urine,  followed  by  an  hour  of  increasing  dis- 
comfort up  to  the  colic.  Much  urine  after  pain 
stopped.  Patient  was  very  thin,  and  a  very 
tender  mass,  freely  movable,  could  be  felt 
above  the  pelvic  brim.  A  stone  was  easily  re- 
moved from  the  ureter. 

Case  8.  Referred  by  Dr.  Samuel  Breck. — 
Case  of  calculus  in  both  ureters,  with  pain 
sometimes  on  the  left  side  and  sometimes  on  the 
right,  with  the  usual  frequency,  and  purulent 
urine.  X-ray  showed  shadows  on  left ;  and  op- 
eration found  and  removed  stone  from  upper 
end  of  ureter.  Probe  and  catheter  failed  to 
find  other  concretions  on  this  side.  Convales- 
cence was  disturbed  by  severe  pain  in  the  right 
side,  and  vaginal  examination  found  a  tender 
nodule  at  lower  end  of  right  ureter.  Oil  was 
injected  into  the  right  ureter  without  imme- 
diate relief.  Patient  was  transferred  to  a  con- 
tagious hospital  with  scarlet  fever  and  passed 
her  right  concretion  there. 

In  two  other  cases,  one  seen  with  Dr.  Henry 
F.  Dearborn  of  Lawrence,  and  the  other  the 
wife  of  a   physician,   it  has  been  possible  to 


reach  a  tender  nodule  by  vagina  and  identify 
it  with  the  ureter.  The  nodule  in  these  cases 
has  been  several  times  the  size  of  its  enclosed 
calculus  and  mostly  composed  of  fat  firmly  ad- 
herent to  the  outside  of  the  ureter.  That  the 
i  presence  of  such  a  tender  nodule  does  not  settle 
the  diagnosis  is  shown  by  a  patient  referred  by 
Dr.  Daniel  F.  Murphy  of  Beverly. 

She  had  a  tender  left  nodule  in  close  relation 
to  the  left  ureter,  urinary  symptoms,  left-sided 
pain,  a  positive  shadow  on  successive  x-ray 
plates,  and  a  previous  laparotomy.  The  only 
negative  finding  was  the  absence  of  obstruction 
in  passing  a  ureteral  catheter.  At  operation 
the  ureter  appeared  normal,  but  was  opened 
and  explored  its  full  length  with  a  flexible 
metal  probe  without  finding  stone  or  other  ob- 
struction. In  front  of  the  ureter  was  an  en- 
larged lymph  node  which  probably  had  enough 
lime  in  it  to  produce  the  x-ray  shadow. 

Another  case  with  positive  x-ray  and  nega- 
tive findings  was  referred  by  Dr.  C.  0.  Kepler. 
In  this  patient,  a  young  woman,  there  was  no 
palpable  nodule  and  nothing  was  discovered  at 
the  operation  to  account  for  the  shadow. 

To  sum  up :  urinary  stone  produces  about 
1%  of  surgical  cases  and  should,  therefore,  al- 
ways be  considered  among  the  causes  of  loin 
and  pelvic  pain.  A  small  stone  may  be  passed 
through  the  natural  tubes — about  a  10% 
chance — and  its  passage  may  be  assisted  in 
various  mechanical  ways,  but  we  have  no  reli- 
able evidence  of  the  solution  of  any  such  con- 
cretion. Nature's  method  may  cause  great  and 
repeated  physical  distress,  with  danger  to  the 
kidney,  and  should  not  be  endured  beyond  a 
reasonable  time. 

The  surgical  removal  of  stones  from  the  kid- 
ney or  ureter  is  safely  possible  in  most  cases, 
and  desirable  for  all  who  have  demonstrated 
their  inability  to  pass  them  after  such  assist- 
ance as  can  be  given  through  the  cystoscope. 


MOBILIZATION  OF  THE  KNEE  JOINT  IN 
SUSPENSION  -  TRACTION  TREATMENT 
OF  FRACTURE  OF  THE  FEMOEAL 
SHAFT. 

By  G.  A.  Moore,  M.D.,  Brocktox,  Mass. 

Soon  after  the  outbreak  of  the  present  war  it 
became  evident  to  most  military  surgeons  that 
the  generally  accepted  methods  of  treating  frac- 
tures of  the  shaft  of  the  femur  in  civil  practice 
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were  inapplicable  to  war  wounds  of  this  region. 
By  the  accepted  methods  are  meant,  briefly, 
Buck's  extension,  Thomas'  hip  splint  with  lat- 
eral splints,  plaster  cast,  Lane's  plates  and 
Parham's  bands. 

To  those  who  have  done  military  surgery  in 
the  present  war,  the  reasons  for  discarding  these 
methods  are  obvious:  First,  a  simple  fracture 
in  a  wounded  soldier  is  as  rare  as  a  case  of  ty- 
phoid; and  second,  practically  all  fractures  are 
infected  with  the  most  virulent  types  of  bac- 
teria. 

In  most  hospitals  today  these  wounds  are 
treated  by  some  form  of  wet  dressing  or  irriga- 
tion, which  increases  the  profuse  discharge  re- 
sulting from  sepsis.  Under  such  conditions  it 
is  necessary  to  change  the  dressings  frequently ; 
at  least  once  a  day,  sometimes  oftener. 

The  large  dressings  for  absorption  of  dis- 
charge from  the  wounds  interfered  with  the 
application  of  the  splints  in  Buck's  extension, 
and  the  lateral  splints  with  the  Thomas  hip 
splint,  and  made  them  uncomfortable.  It  was 
found  to  be  impossible  to  maintain  traction  and 
alignment  of  fragments  with  these  methods 
during  the  dressing  of  the  wounds,  the  use  of 
the  bed  pan,  bathing,  etc. 

The  plaster  cast  does  not  offer  these  difficul- 
ties when  once  properly  applied.  It  is,  how- 
ever, limited  to  selected  cases,  where  the  injury 
is  not  extensive.  Its  application  in  these  cases 
requires  considerable  skill,  as  the  wounded 
area  must  be  bridged  to  allow  dressings,  and  a 
certain  amount  of  extension  must  be  maintained 
by  the  cast.  It  is  used  more  by  men  with  or- 
thopedic training  than  by  general  surgeons. 

Plates  and  Parham  bands  have  been  used  to 
some  extent,  but  have  given  discouraging  re- 
sults and  are  being  discarded.  The  screw- 
holes  for  the  application  of  plates  offer  new 
avenues  for  bacteria  to  enter  the  medullary 
cavity  of  the  bones  and  increase  bone  involve- 
ment. Bands  often  become  loose,  owing  to  ne- 
crosis of  ends  of  bones,  and  are  of  no  value. 

To  obviate  these  difficulties,  the  method  of 
treating  fractures  of  the  extremities  by  trac- 
tion and  siispension  was  adopted.  This  con- 
sists, briefly,  in  attaching  a  Balkan  frame  to 
the  bed,  with  stringers  between  the  head  and 
foot  pieces  over  the  injured  limb.  The  Balkan 
frame  has  been  described  so  frequently  in  arti- 
cles on  war  surgery  that  a  repetition  of  it  here 
seems  unnecessary. 

Traction  on  the  limb  is  maintained  by  means 


of  Canton  flannel  strips  attached  to  the  limb 
with  mucilage.*  These  are  attached  to  a  spread- 
er to  which  a  cord  with  weights  is  attached, 
passing  over  a  pulley  at  the  foot  of  the  bed. 
In  certain  types  of  fractures  involving  the  low- 
er third  of  the  femur  a  Steinman  pin  or  Fino- 
L'hetto  band  is  used. 

A  Thomas-Hodgen  splint,  which  is  used  in 
most  hospitals,  is  then  placed  over  the  leg  and 
the  leg  slung  up  in  the  splint  by  means  of 
hammocks  made  from  strips  of  cloth  pinned  to 
each  side  of  the  splint.  The  limb  within  the 
splint  is  then  suspended  by  means  of  cords  at- 
tached to  the  upper  end,  the  middle  and  the 
foot  of  the  splint.  These  cords  are  carried  up- 
ward and  passed  through  pulleys  in  the  string- 
er of  the  Balkan  frame.  To  the  ends  of  these 
cords,  after  passing  through  the  pulleys,  are  at- 
tached sand  bags  made  of  suitable  size  to  bal- 
ance the  weight  of  the  limb. 

As  a  result'  of  this  maintenance  of  balance 
between  the  weight  of  the  leg  and  the  sand 
bags,  the  patient  is  enabled  to  raise  or  lower 
the  leg  at  will  and  to  move  about  on  the  bed 
as  far  as  a  hospital  bed  permits,  without  caus- 
ing any  motion  of  the  fragments.  It  is  surpris- 
ing in  dressing  the  extensive  wounds  that  ac- 
company these  fractures  of  the  femur,  in  bath- 
ing the  patients,  and  in  the  use  of  the  bed  pan, 
to  observe  that  practically  all  motion  of  the 
fragments  is  absent. 

In  applying  the  various  splints  in  base  hos- 
pital work  to  fractures  of  the  extremities,  one 
is  first  impressed  with  the  -  ingenuity  of  these 
devices  for  allowing  passive  and  active  motions 
of  the  joints  of  the  injured  limb  during  treat- 
ment. These  methods  will  be  described  in  a 
later  paper.  "While  these  methods  are  not  in 
accordance  with  the  old  teaching  of  immobiliz- 
ing the  joint  above  and  below  a  fracture,  re- 
sults have  proven  that  in  war  surgery  they  are 
superior  to  the  old  custom.  Better  function  of 
the  injured  limb  is  obtained  at  the  time  the 
fracture  is  united,  and  less  time  and  expense 
are  required  for  massage,  electrical  treatment, 
baking  and  passive  and  active  exercise,  to  ob- 
tain complete  function  after  the  splints  are  re- 
moved. 

In  the  treatment  of  fractures  of  the  shaft  of 
the  femur  by  this  method,  considerable  motion 
of  the  hip  joint  is  obtained  by  raising  and 

•Prescription  for  mucilage: 

Canada  Balsam    1  ounce 
Venice    Turpentine  ounce 
Ether     V2  ounce 
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Fig.  1. — Modified  Thomas-Hodgen  splint  for  knee  flexion. 

lowering  the  limb;  also  by  the  patient's  moving 
about  in  bed.  So  that  ankylosis  of  the  hip  is 
rarely  seen  following  this  injury. 

As  regards  the  knee  joint:  so  far  as  I  have 
been  able  to  learn,  up  to  January,  1917,  no 
method  had  been  devised  in  the  treatment  of 
fractures  of  the  femoral  shaft  for  mobilizing 
the  knee  joint.  The  nearest  approach  to  it 
were  the  so-called  railway  splint,  and  the  bent 


fication  in  the  method  of  traction  could  be 
made,  enabling  the  patient  to  raise  the  traction 
pulley  coincidently  with  flexing  his  knee,  thus 
maintaining  traction  in  the  line  of  the  shaft  of 
the  femur  at  all  times. 

A  modified  Thomas-Hodgen  splint  was  then 
made  (see  Fig.  1),  hinged  at  the  knee,  and 
with  eyes  for  suspension  at  the  site  of  the 
joint;  it  was  also  jointed  at  the  heel,  and  the 
foot  piece  held  at  right  angles  by  rubber  bands 
attached  to  the  side  pieces  to  allow  motion  of 
the  foot  and  to  prevent  toe-drop.  Then,  as  the 
heel  of  the  splint  would  move  upward  towards 
the  head  of  the  bed  when  flexion  of  splint  was 
produced,  small  wheels  were  attached  to  the 
heel  part  of  the  splint  and  a  board  placed  in 
the  bed  for  the  heel  to  roll  back  and  forth  on. 


Fig.  2. — Drawings  for  splint,   showing  overhead  plan  of  pulleys. 


Thomas-Hodgen  splint ;  but  both  of  these  meth- 
ods simply  held  the  knee  fixed  in  slight  flexion 
and  did  not  allow  motion  of  the  joint  during 
treatment.  As  a  result  of  the  prolonged  fixa- 
tion of  the  joint,  necessitated  by  the  sepsis 
which  accompanied  many  of  these  fractures, 
ankylosis  frequently  resulted,  often  requiring 
nearly  as  long  to  overcome  and  restore  func- 
tion in  the  joint  as  the  treatment  of  the  sepsis 
had  required. 

In  treating  this  type  of  case  in  the  American 
Ambulance  Hospital,  the  idea  presented  itself 
to  the  writer  that  a  Thomas-Hodgen  splint 
could  be  jointed  at  the  knee,  traction  main- 
tained by  extension  straps  attached  above  the 
knee,  and  the  limb  could  be  suspended  in  the 
splint  in  the  usual  way.    Further,  that  a  modi- 


The  next  step  was  the  application  of  this 
device  in  such  a  way  that  traction  would  be 
maintained  in  the  plane  of  the  shaft  of  the 
femur  in  whatever  degree  of  flexion  the  knee 
was  placed.    This  was  done  in  the  following 


Flo.  3. — Collar  for  extension  of  lower  third  of  fragment. 
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way:  after  suspending  the  limb  in  the  splint 
in  the  usual  way,  the  traction  cord  was  passed 
through  another  pulley,  suspended  from  the 
overhead  stringer  of  the  Balkan  frame  (see 
Fig.  2).  The  cord  which  supported  the  mov- 
able pulley  was  passed  through  another  pulley 
on  the  overhead  stringer.  It  was  then  carried 
towards  the  head  of  the  bed  and  attached  to 
the  cord  which  suspended  the  limb  at  the  knee 
after  this  cord  has  passed  through  a  pulley. 
After  joining  these  two  cords  together,  the 
single  cord  was  brought  down  over  the  pa- 
tient's chest  and  attached  to  a  hand  piece 
within  easy  reach  of  the  patient. 

It  will  readily  be  appreciated  that  when  the 
patient  pulled  on  the  hand  piece  over  his  chest, 
he  would  raise  or  flex  his  knee  and  at  the  same 
time  raise  the  movable  pulley  which  supported 


means  of  a  cord  attached  to  the  splint,  passing 
through  a  pulley  in  the  stringer,  and  then  at- 
tached to  a  sand  bag  to  balance  the  weight  of 
the  leg. 

The  application  of  long  strips  of  Canton  flan- 
nel to  the  sides  of  the  thigh  limited  the  use  of 
the  splint  to  fractures  of  the  middle  and  upper 
third  of  the  shaft  of  the  femur.  To  extend 
the  field  of  usefulness  of  the  splint  to  the  lower 
third  of  the  femur,  wide  strips  of  Canton  flan- 
nel, about  5  or  6  inches  long,  were  applied  to 
the  lower  end  of  the  femoral  shaft  and  at- 
tached to  the  skin  with  mucilage ;  these  were 
further  secured  by  turns  of  bandage  soaked 
with  mucilage  as  they  were  applied.  This 
formed  a  collar  about  the  lower  portion  of  the 
femur,  permitting  extension  of  fractures  in  the 
lower  third  of  the  femur  and  at  the  same  time 


Fig.  i. — Splint  applied  in  case  of  fracture  in  region  of  trochanters.   Abduction  frame  In  use  with  splint.   Unfortunately,  the  entire 

Balkan  frame  is  not  shown  in  the  photograph. 


the  traction  weight.  If  these  cords  were  ad- 
justed properly,  traction  could  be  made  contin- 
uously in  the  plane  of  the  shaft  of  the  femur. 
It  was  necessary  to  place  check  knots  in  the 
cords  to  prevent  complete  extension  when  the 
patient  was  not  flexing  his  knee.  Owing  to  the 
overhead  loops  on  the  splint,  traction  could  not 
be  maintained  when  the  leg  was  in  full  exten- 
sion. To  allow  the  patient  fully  to  extend  his 
leg,  a  suspension  cord  was  attached  to  the  foot 
piece  of  the  splint,  carried  up  to  the  pulleys 
in  the  stringer,  then  forward  and,  after  pass- 
ing through  a  second  pulley  over  the  man's 
chest,  it  was  brought  down  and  attached  to 
a  second  handle.  By  pulling  on  this  handle  the 
leg  could  be  placed  in  full  extension.  The  last 
step  in  the  application  of  the  splint  was  to 
suspend  the  upper  end  in  the  usual  way,  by 


allowing  flexion  of  the  knee  (see  Fig.  3).  This 
idea  was  suggested  by  Dr.  MacAuley  of  the 
American  Ambulance  and  resulted  in  less  edema 
of  the  leg  than  the  Hennequin  method. 

RESULTS. 

On  leaving  the  American  Ambulance  Hospital 
the  last  of  January,  1917,  we  had  not  used  this 
method  on  enough  cases  to  give  statistics  on  its 
comparative  value.  The  patients  on  whom  we 
had  applied  it  showed :  First,  a  rapid  improve- 
ment in  the  movement  of  the  knee  joint;  sec- 
ond, a  gradual  improvement  in  the  atrophied 
condition  of  the  thigh  muscles;  third,  traction 
and  alignment  of  fragments  were  maintained 
as  well  as  by  the  old  method  of  traction,  by 
means  of  long  strips  on  the  leg  below  the  knee ; 
fourth,  as  a  result  of  the  flexed  position  of  the 
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leg,  less  weight  was  required  to  pull  the  frag- 
ments down  and  prevent  over-riding.  No  pull 
was  made  on  contracted  hamstring  muscles. 

In  the  case  illustrated  in  Fig.  -A :  A  man 
wounded  two  months  before  entrance  to  the 
American  Ambulance  Hospital  and  treated  in 
a  hospital  near  the  front.  On  entrance  he  pre- 
sented a  large  gangrenous  wound  in  the  right 
trochanteric  and  gluteal  region,  with  a  sinus 
extending  up  into  the  right  hip  joint.  X-rays 
showed  a  loss  of  substance  of  part  of  the  upper 
third  of  the  femur,  the  trochanters  and  part  of 
the  neck  of  the  femur.  He  had  almost  com- 
plete ankylosis  of  the  knee.  On  applying  the 
splint  he  would  rouse  the  entire  ward  by  his 
cries  each  time  he  attempted  to  flex  his  knee. 
Four  days  later  he  was  able  to  flex  his  knee  to 
nearly  right  angles  without  pain  and  without 
any  apparent  harm  to  the  wound.  This  case 
was  not  a  real  test  of  the  method,  as  there  was 
a  loss  of  substance  of  the  bone  and  therefore 
no  fragments  to  keep  in  alignment  or  prevent 
from  over-riding.  But  in  the  cases  of  fracture 
of  the  shaft  of  the  femur  to  which  it  was  ap- 
plied, alignment  could  be  maintained  and  over- 
riding prevented  as  well  as  by  the  older  meth- 
ods. 

CRITICISM. 

Much  more  care  and  patience  are  required 
in  the  application  of  this  splint  than  the 
Thomas-Hodgen  splint;  and,  similar  to  the  lat- 
ter splint,  there  are  certain  fractures  of  the 
lower  third  of  the  femur  in  which  there  is 
marked  backward  displacement  of  the  upper 
end  of  the  lower  fragments  where  it  is  in- 
applicable. In  such  fractures  the  methods  de- 
scribed by  Blake  and  Bulkley  are  best  suited. 
Like  all  methods  of  traction  which  depend 
upon  the  pull  upon  the  bone  being  transmitted 
through  the  fascia,  this  method  requires  more 
weight  than  is  used  with  a  Steinman  pin  (Blake 
and  Bulkley). 

If  a  method  of  direct  traction  upon  the  bone 
could  be  devised,  by  means  of  which  no  injury 
to  the  periosteum  or  bone  would  be  done,  all 
methods  of  external  traction  could  be  discard- 
ed. 

CONCLUSIONS. 

This  method  was  devised  for  the  treatment  of 
compound  fractures  of  the  shaft  of  the  femur 
to  obviate  ankylosis  of  the  knee  joint.  In  the 
cases  to  which  it  was  applied  in  base  hospital 
work,  it  fulfilled  this  requirement.     It  does, 


however,  require  more  care  in  application  than 
the  Thomas-Hodgen  splint.  On  the  other  hand, 
when  union  is  obtained  and  the  wound  healed, 
the  patient  is  able  to  flex  his  knee,  and  there  is 
less  atrophy  of  the  thigh  muscles  than  follow- 
ing the  older  methods  of  treatment.  From  an 
economic  point  of  view,  as  a  result  of  this 
method,  much  of  the  massage,  baking  and  elec- 
trical treatment  necessary  to  obtain  good  func- 
tion of  the  knee,  following  the  older  methods 
of  treatment,  is  obviated.  It  is  applicable  to 
simple  fractures  as  well  as  compound ;  and. 
like  many  other  ideas  that  have  been  stimulated 
by  the  present  war,  has  a  field  of  usefulness  in 
civil  surgery. 


HHeMral  PrngrfHB. 

EEPORT  ON  DERMATOLOGY. 

By  John  T.  Bowi^-,  M.D.,  Boston. 
TREATMENT  OF  CUTANEOUS  CANCER. 

.MacKee1  insists  on  the  importance  of  an  early 
diagnosis  of  cutaneous  cancer,  and  urges  the 
need  of  impressing  this  fact  strongly  both  on 
the  student  and  practitioner.  Also  the  lay  pub- 
lic should  be  told  that  cutaneous  cancer  may  be 
permanently  cured  if  properly  attacked  suffi- 
ciently early,  and  that  a  physician  should  be 
consulted  for  a  persistent  lesion  of  the  skin  or 
mucous  membrane.  This  is  as  important  rela- 
tively as  the  early  recognition  of  syphilis. 

While  the  two  main  varieties  of  epithelioma — 
the  basal  cell  and  the  prickly  cell — may  appear 
on  the  unaffected  skin,  they  are  usually  pre- 
ceded by  keratoses,  of  either  the  seborrhoeic  or 
senile  type.  It  is  not  always  possible  to  de- 
termine the  type  of  epithelioma  that  may  follow 
from  these  varieties  of  keratoses,  therefore  they 
are  all  to  be  considered  as  potentially  danger- 
ous, and  should  be  destroyed.  If  a  simple 
superficial  keratosis,  curetting,  followed  by 
cauterization  of  the  base,  is  sufficient.  The 
roentgen  ray  or  radium  is,  of  course,  effective 
in  such  cases,  but  not  necessary.  Also  solid 
carbon  dioxide  and  fulguration  may  be  em- 
ployed. It  should  be  remembered  that  the 
roentgen  ray  is  capable  in  itself  of  causing  kera- 
toses, which  are  very  liable  to  become  malig- 
nant. In  these  cases  more  drastic  measures 
should  be  resorted  to  than  in  simple  and  senile 
keratoses.    Inasmuch  as  in  all  types  of  pre- 
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cancerous  keratoses  there  are,  in  addition, 
changes  in  the  lower  epidermal  layers,  it  is 
well  to  destroy  the  epidermis  to  a  greater  depth 
and  extent.  Leukoplakia,  as  it  frequently 
eventuates  in  cancer,  should  be  radically  treat- 
ed. Small  patches  should  be  destroyed  with 
caustic  potash,  chloride  of  zinc,  or  the  actual 
cautery.  Radium  is  often  effective.  The  pig- 
mented mole  is  a  dangerous  lesion,  especially 
the  flat,  deeply  colored  variety.  It  should  either 
be  left  alone  or  thoroughly  destroyed,  as  inade- 
quate treatment  often  hastens  epitheliomatous 
change.  The  method  should  be  either  a  wide 
excision,  or  by  the  actual  cautery. 

With  regard  to  recognized  methods  of  treat- 
ing cutaneous  cancer,  MacKee  considers  three 
principal  ones  that  have  received  wide  recogni- 
tion :  (1)  excision,  (2)  cauterization,  and  (3) 
roentgen  ray  or  radium. 

Excision  is  indicated  in  small  lesions  in  lo- 
cations such  as  the  cheek,  lip,  trunk  and  penis, 
where  the  resulting  scar  is  unimportant  or 
barely  noticeable.  In  other  locations,  such  as 
the  nose,  eyelids,  etc.,  the  resulting  deformity  is 
apt  to  be  objectionable.  Cauterization  is  ac- 
complished by  chemical  agents,  actual  heat,  or 
electricity.  The  high-frequency  spark  is  usually 
employed  only  as  an  aid  to  some  other  treat- 
ment, as  the  roentgen  ray.  The  method  is  pain- 
ful and  this  is  not  wholly  obviated  by  local  anes- 
thetics. Cauterization  is  by  some  considered  to 
be  better  than  the  knife  or  curette,  because  it 
does  not  open  up  the  lymphatic  and  blood  ves- 
sels, and  they  also  claim  for  it  a  selective  action 
on  the  pathological  tissue,  and  that  an  inhib- 
itory action  is  produced  on  the  malignant  cell 
by  the  copious  outpouring  of  serum. 

Cauterization  by  Sherwell's  method  of  thor- 
ough curetting,  followed  by  the  prolonged  ap- 
plication of  acid  nitrate  of  mercury,  gives  ex- 
cellent results.  It  is  especially  useful  in  cases 
where  excision  is  inapplicable  on  account  of  the 
size,  depth,  or  location  of  the  lesions,  or  where 
they  have  failed  to  respond  to  roentgen  ray  or 
radium.  In  extensive  lesions  a  general  anes- 
thetic is  advisable.  Arsenious  paste,  as  recom- 
mended by  Robinson,  is  reliable  if  properly 
employed,  but  it  seems  to  be  a  method  that  re- 
quires considerable  experience.  Chloride  of 
zinc  is  more  destructive  and  the  resulting  scar 
more  disfiguring. 

Roentgen  Ray  and  Radium.  Broadly  speak- 
ing, the  action  of  these  two  agents  on  cutaneous 
cancer  is  about  the  same,  and  they  are  suitable 


for  use  in  selected  cases,  the  cosmetic  results 
being  superior  to  those  by  any  other  method. 
An  objection  is  the  atrophy  and  telangiectasis 
that  sometimes  follow  these  procedures.  The  ab- 
sence of  pain  and  the  saving  of  time  and  in- 
convenience to  the  patients  are  advantages,  on 
the  other  hand.  It  is  in  lesions  situated  in  spe- 
cial locations,  such  as  the  inner  canthus,  the 
eyelids,  and  the  alae  of  the  nose, — places  in 
which  scarring  is  especially  undesirable, — that 
these  methods  are  indicated.  It  must  not  be 
forgotten  that  a  serious  dermatitis,  that  may 
never  heal,  sometimes  follows  the  injudicious 
use  of  these  agents.  The  best  results  seem  to 
be  attained  by  the  so-called  intensive  treat- 
ment, although  a  few  authorities  have  had  good 
results  with  the  fractional  method.  MacKee 
prefers  the  administration  of  full  skin  tolera- 
tion doses  at  one  sitting,  at  intervals  of  four 
weeks. 

The  basal  cell  and  the  prickly  cell  types  of 
cancer  are  then  discussed  in  relation  to  the 
three  methods  of  treatment  just  described.  In 
the  basal  cell  type  there  is  nb  fear  of  metas- 
tasis and  the  lesions  are  of  slow  growth,  hence 
there  is  no  need  of  great  haste.  Any  one  of 
the  three  methods  may  be  properly  employed, 
and  statistics  do  not  favor  any  particular  meth- 
od; excision,  cauterization,  and  roentgen  ray 
and  radium  treatment  all  giving  about  the 
same  percentages  of  cure.  It  is,  therefore,  a 
question  which  is  the  best  method  in  the  indi- 
vidual case.  MacKee  thinks  that  roentgen  ray 
m-  radium  is  the  best  method  in  every  un- 
treated case  of  basal  cell  epithelioma,  unless  the- 
lesion  is  very  extensive  and  Seep  seated.  In 
these  latter  cases  it  is  well  to  combine  cauter- 
ization or  fulguration  with  intensive  roentgen- 
ization  or  radium  therapy.  If  this  procedure 
fails,  or  cannot  be  properly  applied,  excision  or 
radical  cauterization  must  be  resorted  to. 

Squamous  cell  epithelioma  is  a  type  of  much 
greater  menace,  as  it  is  capable  of  rapid 
growth,  and  may  give  rise  to  metastases  in  its 
early  stages.  Hence  early  destruction,  without 
regard  to  cosmetic  result,  is  imperative. 
Usually  an  experienced  clinician  is  able  to  dif- 
ferentiate between  the  basal  and  squamous  cell 
type,  but  not  always.  Of  late  it  has  been  ques- 
tioned whether  it  is  wise  to  cut  out  a  bit  of  tis- 
sue for  microscopical  examination  on  account 
of  the  danger  of  diffusion  by  opening  the  lym- 
phatic channels,  as  well  as  the  use  of  the 
curette  and  radium  insertions.    The  consensus 
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of  opinion  favors  the  removal  by  excision  of 
every  lesion  of  this  type  that  it  is  possible  to  j 
eradicate  wholly.  Many  favor  removal  of  the 
neighboring  glands  as  well,  as  it  is  impossible 
to  be  certain  whether  metastasis  has  occurred. 
Eadium  and  the  roentgen  ray  may  cure  perma- 
nently very  young  malignant  tumors,  but  they 
are  very  unreliable  if  the  growth  is  indurated, 
deep,  or  well  advanced,  and  should  be  limited 
to  the  inoperative  cases.  They  may,  however, 
be  used  properly  in  connection  with  excision. 
MacKee  gives  the  following  rules  for  treating 
malignant  cutaneous  epithelioma. 

1.  If  the  lesion  is  in  the  earliest  stages  of 
evolution,  a  local  cure  may  be  expected  as  a 
result  of  adequate  treatment  with  arsenic  paste, 
actual  cautery,  roentgen  ray,  or  radium  figu- 
ration, and  excision.  It  is  advisable,  even  in 
these  early  cases,  to  apply  the  roentgen  rays  to 
the  treated  area  and  the  neighboring  lymphat- 
ics when  the  lesion  has  been  destroyed  by  some 
agent  other  than  radium  or  the  roentgen  ray. 
Speaking  comparatively  of  the  roentgen  ray 
and  radium,  there  are  instances  when  the  latter 
is  of  greater  value,  namely,  in  roentgen  ray 
cancer,  and  the  growths  that  occur  in  xero- 
derma pigmentosum.  Radium  is  also  prefer- 
able in  epitheliomas  developing  on  leukoplakia, 
not  only  on  account  of  the  location,  but  because 
the  results  are  superior. 

2.  If  the  growth  is  advanced  beyond  the 
very  early  stages,  it  should  be  removed  by  ex- 
cision and  the  roentgen  ray  applied  as  a  pro- 
phylactic agent,  as  already  outlined. 

3.  If,  for  various  reasons,  the  lesion  cannot 
be  excised,  it  can  be  removed  by  the  actual 
cautery  or  with  arsenical  paste,  and  the  roent- 
gen ray  used  as  a  prophylactic. 

4.  Finally,  there  are  cases  in  which,  on  ac- 
count of  certain  complications  and  difficulties, 
none  of  these  methods  can  be  utilized.  In  such 
instances  we  can  resort  to  Sherwell's  method. 

There  are  no  statistics  on  which  to  base  the 
value  of  the  roentgen  ray  as  a  prophylactic.  It 
has  sometimes  failed  in  cases  that  seemed  to 
*ie  particularly  favorable,  but  it  is  of  real  vahie 
as  a  post-operative  procedure,  and  also  in  in- 
operable cases. 

With  regard  to  sarcoma,  early  excision,  with 
a  wide  margin,  is  imperative.  It  may  be  wise, 
in  addition,  to  have  the  roentgen  rays  applied 
to  the  site  of  the  lesion  and  to  the  neighboring 
glands  as  a  prophylactic.  In  inoperable  cases, 
the  roentgen  ray  and  radium  are  very  val- 
uable. 


LUPUS  ERYTHEMATOSUS  AND  TUBERCULOUS  INFEC- 
TION.2 

Weiss  and  Singer  of  St.  Louis  studied  care- 
fully 12  eases  of  the  discoid  type  of  lupus  ery- 
thematosus with  regard  to  a  tuberculous  etiol- 
ogy. Up  to  recent  years  investigators  have 
tended  toward  the  view  that  lupus  erythemato- 
sus was  in  some  way  related  to  tuberculosis. 
At  first  it  was  thought  to  be  a  true  inoculated 
tuberculosis  of  the  skin ;  later,  especially  by 
the  French  observers,  it  was  regarded  as  pro- 
duced by  a  toxin  from  the  tubercle  bacillus. 
Later  still,  much  doubt  has  been  cast  upon  this 
theory,  although  many  still  believe  that  it  is 
of  toxic  origin.  The  tubercle  toxin  theory  was 
based  on  the  frequent  finding  of  evidence  of 
tuberculosis  both  clinically  and  post  mortem. 
It  had  been  claimed  that  in  a  large  proportion 
of  cases  there  was  a  family  history  of  tubercu- 
losis, a  positive  reaction  to  the  tuberculin  test, 
clinical  evidence  of  tuberculosis,  or  evidence  of 
tuberculosis  discovered  post  mortem. 

Of  the  12  cases  examined  in  this  series,  10 
showed  evidence  of  tuberculosis ;  4  of  these  were 
chronic  tuberculosis,  1  active  tuberculosis,  and  5 
healed  tuberculosis  of  childhood.  The  statistics 
of  Brocq  and  others  led  them  to  a  belief  that 
there  was  a  direct  connection  between  lupus 
erythematosus  and  tuberculosis.  The  writers' 
statistics  correspond  in  many  respects  with 
these,  and  they  might  reach  the  same  conclu- 
sions. But  their  deductions,  based  on  the 
modern  conception  of  tuberculosis,  are  quite  dif- 
ferent. 

With  regard  to  family  history.  Because  quite 
a  large  number  of  cases  of  lupus  erythematosus 
have  a  family  history  of  tuberculosis,  it  is  as- 
sumed that  this  is  in  favor  of  a  connection  be- 
tween the  two  diseases.  Taking  an  average  of 
the  percentage  of  various  authors,  it  is  found 
that  above  43.5%  of  the  cases  of  lupus  erythe- 
matosus give  a  family  history  of  tuberculosis. 
It  is  probable  that  with  careful  questioning  of 
patients,  fully  as  large  a  percentage  could  be 
found  in  many  other  conditions,  such  as  acne, 
for  example. 

Tuberculin  Test.  The  writers  believe  that 
the  positive  tuberculin  test  means  tuberculous 
infection  and  not  necessarily  tuberculous  dis- 
ease, and  that  practically  all  individuals  above 
the  age  of  twenty  and  living  in  large  cities  re- 
act to  the  tuberculin  test.  Tuberculin  has  no 
effect  on  uninfected  individuals,  but  practically 
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there  are  no  uninfected  individuals.  Hence  a 
positive  tuberculin  test  in  lupus  erythematosus 
does  not  strengthen  the  theory  that  there  is  a 
relation  between  this  disease  and  tuberculosis. 

Clinical  Evidence  of  Tuberculosis.  Clinical 
evidence  of  tuberculosis  can  be  discovered  in 
an  extremely  large  number  of  people  by  mod- 
ern methods  of  diagnosis;  the  writers  think 
that  fully  90%  of  all  individuals  above  the  age 
of  20  and  living  in  cities  are  subjects  of  tuber- 
culous infection,  or  of  tuberculous  disease.  Tu- 
berculous infection  in  early  life  is  the  rule  and 
not  the  exception,  and,  as  Opie  says,  by  far  the 
great  majority  of  us  are  vaccinated  in  child- 
hood against  tuberculosis.  In  the  writers'  se- 
ries of  cases,  83%  showed  evidence  of  tubercu- 
losis, and  they  have  reason  to  believe  that  it 
should  be  100%.  Only  one  case  showed  active 
tuberculosis,  and  they  think  it  very  improbable 
that  in  nine  out  of  ten  of  their  cases  a  circu- 
lating tubercle  bacillus  toxin  was  the  cause  of 
the  skin  condition. 

Post-mortem  Evidence  of  Tuberculosis.  Of 
late  years  more  and  more  evidence  of  the  uni- 
versality of  tuberculous  infection,  as  demon- 
strated post  mortem,  has  been  accumulating. 
Opie  has  found  that  of  50  cases  dying  of  dis- 
eases other  than  tuberculosis,  in  every  one  there 
were  lesions  of  tuberculous  infection  or  of  tu- 
berculous disease.  Hence  the  finding  of  tu- 
berculosis post  mortem  is  no  good  evidence  of 
a  relationship  between  lupus  erythematosus  and 
tuberculosis. 

It  has  been  shown  that  fully  90%  of  the 
adults  who  live  in  large  industrial  centers  are 
the  subjects  of  tuberculous  infection  or  tuber- 
culous disease,  but  that  practically  no  cases  of 
lupus  erythematosus  are  seen  among  the  in- 
mates of  large  tuberculosis  sanatoria ;  and 
furthermore,  there  is  no  similarity  between  the 
histopathology  of  lupus  erythematosus  and  that 
of  tuberculosis. 

The  conclusions  reached  by  the  writers  are 
that  no  evidence  has  as  yet  been  presented  to 
show  a  relationship  between  lupus  erythemato- 
sus and  tuberculous  infection  or  tuberculous 
disease,  although  it  has  been  shown  that  tu- 
berculosis, past  or  present,  may  be  demon- 
strated in  practically  all  cases  of  discoid  lupus 
erythematosus.  This  fact  should  be  interpreted 
only  as  further  evidence  of  the  universality  of 
tuberculous  infection,  and  not  as  proof  of  an 
etiological  relationship  between  the  two  affec- 
tions. 


ALOPECIA  FOLLOWING   X-RAY  EXPOSURES3  IN  THE 
WOUNDED. 

Frenkel  reports  a  small  epidemic  of  "pseudo 
pelade,"  which  occurred  during  the  month  of 
May,  1917,  among  those  suffering  from  ocular 
wounds  in  the  hospital  at  Toulouse.  In  all  cases 
the  alopecia  was  localized  in  the  occipital  re 
gion  and  increased  rapidly,  in  some  cases  ex- 
ceeding an  area  the  size  of  the  palm  of  the 
hand.  In  all  the  plaque  corresponded  to  the 
size  of  the  ocular  wound,  except  in  one  case 
where  it  was  in  the  median  line.  The  wound- 
ed were  distributed  throughout  different  wards, 
and  had  never  used  the  same  toilet  articles. 
Eleven  observations  are  then  related  in  detail. 
It  is  manifest  not  only  that  the  alopecia  was 
situated  on  the  same  side  as  the  ocular  injury, 
but  that  in  all  cases  there  had  been  a  severe 
traumatism,  which  had  necessitated  enucleation 
in  6  of  them.  One  would  be  led  at  first  to 
think  of  a  nervous  pseudo-pelade  due  to  trophic 
disturbances  of  a  reflex  nature,  whose  point  of 
origin  had  been  the  ocular  region.  But  a  more 
plausible  explanation  was  suggested  by  the  fact 
that  all  of  the  subjects  had  been  x-rayed  in 
order  to  determine  the  locality  of  the  projec- 
tiles which  they  harbored.  It  was  found  that 
the  first  appearance  of  the  alopecia  occurred 
almost  constantly  about  fifteen  days  after  their 
exposure  to  the  x-rays.  It  was  also  found  that 
thle  area  of  alopecia  occupied  precisely  'the 
same  situation  as  that  to  which  the  photo- 
graphic plaque  had  been  applied.  Hence  it 
seemed  obvious  that  there  was  a  direct  rela- 
tionship between  the  falling  of  the  hair  and 
the  application  of  the  radiography.  In  none 
of  the  cases  was  there  any  real  radio-derma- 
titis, but  simply  a  systematic  epilation  of  the 
region  which  had  been  in  contact  with  the  pro- 
cedure. It  was  impossible  to  discover  any 
fault  of  technic  in  these  cases,  or  any  general 
cause.  The  question  then  remained :  Why  did 
these  men,  and  not  others,  suffer  from  the 
action  of  the  rays?  It  was  found  that  some  of 
them  had  been  exposed  twice  on  different  days, 
with  an  interval  of  less  than  eight  days  be- 
tween the  two  exposures.  In  such  cases,  an 
anaphylaxis  might  be  invoked.  It  is  also  pos- 
sible that  there  was  a  difference  in  the  quality 
of  the  apparatus.  The  hair  in  the  denuded 
areas  began  to  grow  again  in  from  two  to 
three  weeks,  but  the  growth  was  very  slow,  and 
it  was  not  before  three  months  that  a  normal 
state  had  been  attained  in  two  of  the  cases. 
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PRIMARY   AND   SECONDARY  IMPETIGO  IN   SOLDIERS  - 

Major  MacCormac4  states  that  out  of  a  total 
of  1786  patients  admitted  with  skin  troubles 
into  a  general  hospital  in  April,  1917,  1411  had 
either  primary  impetigo,  or  impetigo  grafted 
on  some  other  condition,  and  this  latter  form 
may  be  so  severe  as  to  mask  the  underlying  af- 
fection. He  then  proceeds  to  describe  four 
types  or  classes  of  impetigo : 

1.  True  impetigo  contagiosa.  This  rarely 
occurs  among  the  troops  in  France,  contrary  to 
what  would  be  expected  from  its  prevalence  in 
civil  practice.  It  is  known  to  be  caused  by 
the  entrance  of  a  streptococcus  into  some  abra- 
sion or  cut  in  the  skin,  and  hence  is  usually 
found  on  the  face,  hands  and  arms — regions 
favorable  to  inoculation.  It  is  characterised  by 
a  primary  vesicle  which  soon  becomes  changed 
into  a  superficial  crust,  described  often  as  "stuck 
on."  The  treatment  consists  in  first  removing 
the  crusts  by  boric  fomentations  or  boric  starch 
poultices,  perhaps  smeared  beforehand  with 
liquid  paraffine ;  the  lesion  is  then  treated  with 
1%  of  ammoniated  mercury  in  zinc  ointment, 
or,  if  this  is  too  irritating,  Lassar's  paste,  after 
washing  with  1-1000  perchloride  lotion. 

2.  Ecthyma.  This  is  a  deep  form  of  con- 
tagious impetigo,  and  is  apt  to  be  situated  on 
the  legs  and  thighs.  When  fully  developed,  the 
lesions  consist  of  a  crust  covering  a  purulent 
ulcer,  surrounded  by  a  red  border,  and  some- 
what thickened  edges.  It  is  often  caused  by 
the  scratching  to  relieve  itching  caused  by  lice, 
or  follows  the  friction  and  rubbing  of  gar- 
ments soiled  with  mud  or  dirty  water,  and  the 
lesions  may  be  spread  rapidly  by  autoinocula- 
tion.  In  treating  this  form,  frequent  fomen- 
tations are  indicated,  preceded  by  washing 
with  a  1-4000  perchloride  solution.  Before 
this  a  removal  of  the  crusts,  as  far  as  possible, 
by  soap  and  water  is  necessary.  Afterward 
antiseptics  may  be  used — perchloride,  ammo- 
niated mercury  ointment,  etc.  Sluggish  lesions 
may  be  painted  with  a  2%  solution  of  nitrate 
of  silver  in  sweet  spirits  of  nitre. 

3.  Impetigo  complicating  seborrheic  eczema. 
Seborrhea  seems  to  be  present  to  an  unusual  ex- 
tent among  the  soldiers  in  France.  An  impet- 
igo is  frequently  added  as  a  complication  to  a 
pre-existing  seborrhea  or  seborrheic  eczema, 
and  this  condition  is  characterized,  in  distinc- 
tion from  impetigo  contagiosa  proper,  by  its 
presence  in  the  beard,  mustache  and  eyebrows, 
and  by  the  firm  attachment  of  the  crusts,  as 


well  as  by  seborrheic  lesions  being  present  in 
other  places.  This  form  may  co-exist  with 
ecthyma.  In  the  treatment  it  should  be  re- 
membered that  the  condition  is  an  eczema 
rather  than  an  impetigo.  A  liniment  of  zinc 
oxide,  calamine,  limewater  and  olive  oil  is  rec- 
ommended, followed  perhaps  by  Lassar's  paste 
with  2%  salicylic  acid,  or  ichthyol.  Boils  and 
conjunctivitis  are  frequent  complications. 

4.  Impetigo  complicating  scabies.  Almost 
all  the  cases  of  scabies  seen  in  France  are  com- 
plicated with  impetigo,  as  the  soldier  rarely 
reports  until  his  skin  has  become  infected 
with  the  pyogenic  cocci.  In  these  cases  the 
impetiginous  lesions  are  usually  grouped  over 
the  lower  buttocks,  the  elbows  and  knees.  The 
situation  on  the  buttocks  is  very  suggestive  of 
scabies.  The  treatment  in  these  cases  of  in- 
fected scabies  is  apt  to  be  long  and  tedious, 
hence  prophylaxis  is  of  great  importance.  The 
scabies  must  first  be  treated,  by  a  bath,  three 
days  sulphur  ointment,  and  a  change  of  cloth- 
ing. The  ecthyma  is  then  dealt  with  as  has 
been  described.  There  is  often  a  troublesome 
degree  of  secondary  dermatitis,  the  itching 
from  this  condition  being  often  erroneously  at- 
tributed to  a  survival  of  some  of  the  parasites. 
In  other  cases  he  recommends  the  application 
of  Lassar's  paste  with  ichthyol  during  the  day, 
with  calamine  lotion  at  night.  The  ointment 
should  not  be  applied  to  any  lesions  that  con- 
tain pus. 

RHUS  DERMATITIS. 

Toyama's5  article  embodies  an  abstract  from 
the  Japanese  works  on  this  affection,  together 
with  a  comprehensive  survey  of  the  literature 
of  other  countries.  Of  the  six  varieties  of  the 
rhus  family  that  in  Japan  grow  wild,  rhus 
toxicodendron  and  rhus  vernicifera  are  the 
most  injurious.  He  notes  that  the  first  de- 
scriptions of  rhus  dermatitis  came  from  the 
Orient  from  605  to  609  A.D.  in  China,  and 
from  923  to  930  A.D.  in  Japan.  The  clinical 
features  of  rhus  dermatitis  are  well  known. 
The  character  of  the  poisonous  element  has  not 
yet  been  firmly  established.  Some  have  assert- 
ed that  it  is  volatile,  others  that  it  is  non-vola- 
tile. Those  who  hold  to  the  former  theory 
assert  that  people  are  poisoned  who  simply 
pass  under  a  lacquer  tree  or  in  front  of  a 
lacquer-ware  shop.  New  lacquered  ware  has 
caused  a  dermatitis  in  a  large  number  of  peo- 
ple, while  old  lacquered  articles  are  harmless. 
Maisch,  together  with  other  German  and  Japa- 
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nese  authorities,  holds  this  view.  On  the  other 
hand,  Pfaff,  Tschirch  and  Jadassohn,  and  oth- 
ers, believe  that  the  toxic  agent  is  non-volatile. 
The  writer's  experiments  in  this  direction  tend 
to  show  that  rhus  has  no  volatile  poison.  Kit- 
tens and  young  rabbits  were  used,  since  they 
have  the  most  susceptible  skin  of  any  of  the 
domestic  animals.  They  found  that  the  smoke 
that  is  produced  by  the  combustion  of  lacquer 
did  not  inflame  a  susceptible  skin.  They  seek  to 
explain  the  common  observation  that  smoke 
from  burning  rhus  plants  is  poisonous,  by  the 
supposition  that  a  non-volatile  substance  may 
be  carried  by  the  particles  of  soot  in  smoke, 
and  this  is  fortified  by  an  observation  that 
smoke  filtered  through  glass-wool  is  not  poison- 
ous. An  interesting  circumstance  was  the  find: 
ing  of  an  antique  jar,  which  had  been  buried 
in  the  ground  about  a  thousand  years  ago,  in  a 
ruin  in  Japan.  Inside  this  jar  there  was  Japa- 
nese lacquer,  quite  dried  up.  Experiments  with, 
this  lacquer  showed  that  a  petroleum-etherie 
solution  was  poisonous,  although  all  of  the 
volatile  components  had  naturally  been  lost 
during  the  many  years  that  it  had  been  buried. 

A  substance  named  "urushiol"  is  claimed  to 
be  the  principal  ingredient  of  rhus.  This  may 
be  obtained  from  the  sap  of  the  lacquer  tree  by 
dissolving  in  absolute  alcohol  and  evaporating 
the  alcohol  from  the  filtrate  of  this  solution, 
and  this  may  be  further  purified.  People  who 
are  susceptible  to  rhus  poisoning  are  also  sus- 
ceptible to  urushiol,  and  cats  and  rabbits  which 
are  susceptible  to  the  lacquer  are  also  sensitive 
to  the  urushiol.  He  could  find  no  difference 
between  the  urushiol  dermatitis  and  lacquer 
poisoning,  or  poisoning  from  any  members  of 
the  rhus  family,  as  regards  either  the  symp- 
toms or  histological  findings.  He  considered 
that  the  principal  ingredient  of  the  ivy  is  the 
same,  both  in  its  clinical  character  and  its  poi- 
sonous action,  as  that  of  the  lacquer.  He  con- 
cludes that  the  cause  of  rhus  dermatitis  is 
urushiol,  a  principal  ingredient  of  the  lacquer, 
and  that  this  principal  ingredient  is  the  toxic 
agent. 

Assuming  that  urushiol,  a  non-volatile  sub- 
stance, is  the  toxic  agent,  the  writer  then  seeks 
to  explain  the  cases  of  infection  at  a  distance. 
In  the  case  where  the  infection  is  produced  by 
walking  under  a  lacquer  tree,  he  assumes  that 
a  small  quantity  of  the  sap  may  be  carried  to 
the  person  by  means  of  the  wind,  or  by  insects. 
Very  minute  particles  of  lacquer  are  sufficient 


to  produce  dermatitis  in  a  susceptible  skin.  The 
poison  may  also  be  conveyed  by  the  pollen. 
The  cases  in  which  poisoning  has  appeared 
after  passing  the  front  of  a  lacquer-ware  shop 
may  be  due  to  mechanical  transportation  of  the 
poison.  The  reason  that  old  lacquer-ware  may 
be  harmless  depends  on  the  decomposition  and 
recombining  of  urushiol  with  time.  Persons 
may  be  poisoned  by  contact  with  lacquer  that 
has  adhered  to  clothing  and  wools. 

Histologically,  he  found  marked  changes 
connected  with  the  sweat  ducts  in  the  papillary 
layer,  as  well  as  about  the  hair  follicles.  He 
assumes  that  minute  particles  of  urushiol  reach 
the  skin  and  are  easily  oxidized,  this  process  of 
oxidation  causing  a  poisonous  action.  The 
sweat  glands  and  hair  follicles  show  early 
changes  because  they  offer  a  ready  means  of  en- 
trance to  the  poison. 

With  regard  to  treatment,  the  writer  warns 
against  the  successive  application  of  various 
medicaments,  especially  in  ointment  form,  on 
account  of  the  danger  of  spreading  the  inju- 
rious substance  before  neutralization,  on  the 
sound  skin.  For  the  neutralization  or  destruc- 
tion of  the  urushiol  an  alkali,  nitric  acid,  and 
sugar  of  lead  should  be  used.  If  it  can  be 
proved  that  there  has  been  contact  with  rhus, 
he  recommends,  as  have  others,  the  prelimi- 
nary application  of  an  alkali.  The  surface 
should  be  rubbed  with  cotton  wet  in  a  solution 
of  sodium  carbonate  or  potassium  carbonate  in 
water,  or  a  1%  solution  of  caustic  potash  in 
alcohol,  glycerine  and  water.  By  the  action  of 
this  alkali,  the  lacquer  adhering  to  the  skin 
appears  as  spots  or  lines  of  blackish  color,  if  the 
quantity  is  sufficient.  These  spots  and  lines 
may  be  removed  by  the  application  of  an  al- 
coholic solution  of  1%  nitric  acid.  Then  the 
skin  may  be  washed  with  soap  and  water. 
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Tuberculosis  Nurse. — At  the  soldier  service 
meeting  of  the  State  Tuberculosis  Association, 
Manchester,  New  Hampshire,  it  was  voted  to 
create  an  office  of  a  state  tuberculosis  nurse. 
The  duties  will  consist  of  initiating  and  super- 
vising antituberculosis  work  in  communities, 
and  of  following  up  the  men  rejected  in  the 
draft  and  from  Army  camps  because  of  tuber- 
culosis. Tuberculosis  dispensaries  will  be  es- 
tablished in  cities  with  a  population  of  ten 
thousand  or  more. 
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COLLEGE   OP  PHYSICIANS  OF  PHILA- 
DELPHIA. 

Meeting  op  Wednesday,  December  6,  1917. 

The  President,  Dr.  Richard  H.  Harte,  in  the 
chair. 

EPIDEMIC  POLIOMYELITIS:  ITS  NATURE  AND  MODE 
OP  INFECTION. 

Simon  Flexner,  M.D.,  New  York:  Epidemic 
poliomyelitis,  or  infantile  paralysis  as  the  dis- 
ease is  variously  and,  on  the  whole,  erroneously 
called,  is  becoming  increasingly  familiar  to  us. 
The  disease  has  become  more  prevalent  also 
throughout  the  world.  This  wide  distribution 
can  be  attributed  to  the  endemic  focus  in 
Northern  Europe  ever  becoming  more  and  more 
active,  which  culminated  in  the  severe  epi- 
demic outbreak  in  Sweden  in  1905.  The  severe 
forms  of  the  epidemic  disease  and  the  occa- 
sional and  sporadic  instances  of  infantile 
paralysis  are  essentially  the  same  disease,  due  to 
a  common  etiologic  agent.  So  long  as  the  dis- 
ease is  conceived  of  as  one  attended  by  paraly- 
sis, a  large  number  of  cases  will  be  excluded. 
Thanks,  especially,  to  Wickham,  we  have  learned 
that  perhaps  the  majority  of  cases  in  epidemic 
times  are  not  associated  with  paralysis.  To  de- 
fine epidemic  poliomyelitis — so  called — I  should 
term  it  an  acute  infectious  and  communicable 
disease,  attended  sometimes,  but  by  no  means 
always,  by  involvement  of  the  central  nervous 
organs,  as  a  result  of  which  incident  paralysis 
often  results.  The  parts  of  the  central  nervous 
organs  most  frequently  involved  are  the 
meninges,  with  which  may  be  and  often  is  asso- 
ciated injury  to  the  grey  matter  of  the  spinal 
cord  and  brain,  leading  to  muscular  paralysis. 
In  its  essential  nature  the  disease  is  an  infec- 
tion. A  minute  anaerobic  microorganism  has 
been  secured  which  fulfills  Koch's  law  of 
causation.  I  feel,  however,  that  it  is  better  to 
wait  until  this  experimental  work  has  been  con- 
firmed in  other  countries  in  which  epidemic 
poliomyelitis  occurs  before  proclaiming  th? 
microorganism  as  the  established  cause  of  the 
disease.  Of  first  importance  is  the  discovery  of 
the  manner  in  which  the  microbic  cause  of 
poliomyelitis  enters  and  leaves  the  body.  The 
infectious  agent  enters  and  leaves  the  body  by 


the  upper  respiratory  mucous  membrane,  and 
may  at  last  leave  the  body  with  the  intestinal 
discharges.  "Whether  there  are  still  other  ave- 
nues of  infection  we  do  not  know.  Neither  do 
we  yet  understand  the  tendency  of  the  disease 
to  reach  its  height  in  the  late  summer  and 
early  autumn  months,  though  intensive  study  is 
showing  that  the  disease  extends  throughout 
the  winter,  and  in  two  instances  mid-winter 
epidemics  occurred  in  Sweden  and  Norway. 
Under  the  circumstances  the  disease  is  to  be 
regarded  as  communicable  from  person  to  per- 
son. A  simple,  readily  applied  biological  test 
to  determine  the  presence  of  poliomyelitis  is 
greatly  to  be  desired.  Lumbar  puncture  in 
90%  or  more  of  instances  gives  a  definite  an- 
swer, yielding,  as  it  does,  a  fluid,  usually  clear, 
but  showing  either  morphological  or  chemical 
changes,  or  both  these  changes  simultaneously. 
The  mononuclear  cells  tend  to  be  increased 
and  globulin  often  is  present.  These  changes, 
especially  during  periods  of  epidemic,  should 
be  regarded  as  presumptive  evidences  of  polio- 
myelitis infection.  As  beginnings  are  being 
made  in  respect  to  specific  form  of  treatment, 
the  employment  of  lumbar  puncture  and  study 
of  the  changes  in  the  cerebrospinal  fluid  are 
affording  the  basis  for  the  application  of  treat- 
ment at  the  more  favorable  periods,  before 
possible  paralysis  has  appeared,  which  may 
often  determine  whether  the  treatment  will  be 
effective  or  not. 

SOME  PRACTICAL  CONSIDERATIONS  IN  THE  ADMIN- 
ISTRATIVE CONTROL  OP  EPIDEMIC  POLIOMYELITIS. 

Dr.  Haven  Emerson,  Commissioner  of 
Health,  City  of  New  York :  There  are  obvious 
limitations  to  the  application  of  scientific  labor- 
atory and  clinical  knowledge  in  the  public  con- 
trol of  communicable  disease.  Furthermore, 
when  the  means  of  transmission,  immuniza- 
tion and  of  detection  of  carriers  of  a  disease 
are  lacking,  the  resources  of  the  public  health 
officer  are  sadly  restricted.  The  use  of  popular 
educational  publicity  will  go  far  to  teach  par- 
ents the  necessity  of  obtaining  competent  med- 
ical advice  immediately  upon  the  appearance 
of  fever,  pain;  digestive  disturbance  or  acute 
symptoms  of  any  kind  in  little  children.  To 
the  adoption  of  such  advice  we  may  attribute 
the  reduction  of  infectious  diseases.  A  type  of 
direct,  practical  advice  to  the  public  is  given  in 
an  extract  from  a  circular  of  information. 
When  such  advice  has  been  given  the  most  un- 
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expected  and  extravagant  applications  of  it 
may  ensue,  as  evidenced  in  many  a  family  of 
children  housed  for  weeks,  often  in  tight-shut 
rooms,  even  in  July  and  August.  Up  to  the 
present  there  is  no  evidence  that  environment 
has  any  relation  to  the  origin  or  dissemination 
of  poliomyelitis.  We  have  no  specific  diagnos- 
tic test,  though  the  spinal  fluid,  a  good  history 
and  definite  clinical  symptoms  will,  during  an 
epidemic,  even  in  the  absence  of  paralysis,  jus- 
tify a  positive  diagnosis.  In  a  disease  so  little 
seen  or  recognized  in  the  past  in  general  prac- 
tice it  is  not  uncommon  to  lose  that  agreement 
among  physicians  without  which  it  is  impos- 
sible to  obtain  public  compliance  with  restric- 
tions or  professional  cooperation  with  health 
officers.  The  prompt  issue  of  leaflets  of  infor- 
mation to  physicians  early  in  the  epidemic  will 
enlist  their  cooperation  and  give  the  essential 
facts  in  a  form  ready  for  reference.  Such  a 
circular  of  information  is  given  in  the  paper. 
Six  weeks  has  been  generally  agreed  to  as  a 
suitable  isolation  period  dating  from  the  day  of 
onset,  the  only  adequate  basis  for  this  being 
that,  after  six  weeks  infectious  material  has 
rarely  been  obtained  from  artificially  infected 
monkeys.  There  are  too  many  undetermined 
factors  to  draw  conclusions  upon  the  effect  of 
hospitalization  upon  the  distribution  of  polio- 
myelitis in  New  York,  although  our  observa- 
tions lead  us  to  believe  hospitalization  de- 
creases the  case  incidence  of  the  disease.  Health 
officers  owe  it  to  the  practitioner  of  medicine 
to  give  him  every  facility  to  study  the  clinical 
phases  of  the  disease.  As  to  general  measures 
of  personal  restraint  directed  to  the  abatement 
or  prevention  of  an  epidemic  we  are  more  at 
sea  than  in  the  field  of  individual  quarantine. 
The  identification  of  travelers  is  reasonable,  but 
its  incompleteness  under  modern  conditions  of 
traffic  renders  its  advisability  questionable.  Of 
absolute  quarantine  I  need  hardly  recall  the  in- 
stances of  brutal  inhumanity  resulting  from  its 
application  to  counties,  towns  and  states 
against  each  other.  I  know  of  no  benefit  from 
such  measures,  and  I  know  of  nothing  which 
has  developed  such  ingenuity  in  the  violation 
of  the  laws  and  such  whole-hearted  disrespect 
for  reasonable  sanitary  law.  General  reporting 
by  the  health  officer  at  the  point  of  departure 
to  the  health  officer  at  the  point  of  destination 
of  travelers  under  the  age  of  sixteen  years 
would  probably  accomplish  all  that  can  be  ex- 
pected.   While  awaiting  the  receipt  of  the  es- 


sential information  which  will  justify  a  logical 
and  efficient  administrative  control  of  epidemic 
poliomyelitis,  the  health  officer  of  any  com- 
munity can  hardly  do  better  than  plan  his 
campaign  in  accordance  with  the  declaration  of 
the  American  Public  Health  Association, 
which  I  have  taken  the  liberty  of  quoting  in 
full  in  the  paper.  As  a  matter  of  historical  in- 
terest and  to  present  the  result  of  the  experi- 
ence of  the  Department  of  Health  of  the  City 
of  New  York,  the  paper  also  gives  the  test  of 
information  for  field  workers,  which  describes 
the  procedure  in  the  various  phases  of  work 
last  summer. 

Dr.  C.  H.  Lavinder  of  the  U.  S.  Public 
Health  Service:  In  poliomyelitis  not  only  is 
our  knowledge  of  the  mode  of  transmission  im- 
perfect, but  we  also  lack  means  of  accurate  di- 
agnosis and  have  only  incomplete  information 
regarding  the  incubation  period  of  the  disease. 
In  a  study  of  the  mode  of  transmission  of  dis- 
ease, laboratory  research  work  and  epidemio- 
logic field  studies  should  supplement  each 
other,  and  their  results  should  be  in  full  ac- 
cord. The  United  States  Public  Health  Serv- 
ice in  the  recent  epidemic  of  poliomyelitis  de- 
sired to  take  an  extensive  view  of  the  New 
York  epidemic,  taking  New  York  City  as  its 
center,  and  studying  the  development  of  the 
disease  in  adjacent  States.  In  order  to  obtain 
a  cross  section  of  the  epidemic,  we  undertook 
the  intensive  study  of  cases  in  several  places, 
the  total  number  being  more  than  seven  hun- 
dred. While  at  this  stage  our  studies  do  not 
justify  broad  conclusions,  many  factors  indi- 
cate that  poliomyelitis  is  a  contact  infection. 
From  the  study  of  spot  maps  it  seemed  quite 
evident  that  the  disease  followed  travel  routes ; 
moreover,  that  the  disease  spread  in  waves 
from  a  center  outward.  It  was  also  observed 
that  parts  of  the  population  escaping  the  dis- 
ease were  composed  of  persons  less  in  contact 
with  the  general  public  than  others.  These 
and  other  factors  point  strongly  to  the  contact 
theory  of  the  transmission  of  poliomyelitis. 
Spinal  puncture  is  a  method  deserving  much 
wider  use  in  this  disease  than  it  has  had.  Pol- 
iomyelitis has  been  reportable  in  most  of  the 
States  since  1909,  since  which  time  to  1914,  in- 
clusive, there  have  been  5239  deaths  from  the 
disease.  There  have  been,  probably,  from  1909 
to  1915,  40,000  to  45,000  cases.  This  year  we 
certainly  have  had  in  the  United  States  35,000, 
with  a  much  higher  mortality,  indicating  that 
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the  disease  is  likely  to  be  one  of  our  important 
epidemic  diseases  of  childhood.  In  attempting 
to  meet  the  difficulties  it  would  seem  wise  to  be 
perfectly  frank  with  the  public ;  then  no  one 
would  expect  the  brilliant  results  which  at  the 
present  time  are  impossible. 

Dr.  Wilmer  Krtjsen,  Director  of  Health, 
Philadelphia:  From  June  1  to  December  1  of 
this  year  the  total  number  of  reported  cases  of 
anterior  poliomyelitis  in  Philadelphia  was  997 ; 
many  abortive  cases  have  not  been  reported,  in 
which  cases  diagnosis  is  perhaps  impossible. 
The  total  number  of  deaths  is  297,  a  per- 
centage of  29.2.  Of  the  224  patients  treated  at 
home,  125  died,  a  mortality  of  53% ;  of  the  763 
treated  in  the  hospital,  172  died,  a  mortality 
of  22.5%.  It  must  be  admitted  that  many  of 
the  patients  dying  at  home  were  in  a  very 
serious  condition  when  the  disease  was  deter- 
mined. Density  of  population,  apparently,  has 
no  influence  upon  the  incidence  of  the  disease 
in  a  given  locality.  In  the  22d  Ward  of  the 
City,  with  a  population  of  10  per  acre,  had  78 
cases ;  the  3d  "Ward,  one  of  the  so-called  slum 
districts,  with  a  population  of  210  per  acre, 
had  only  10  eases.  Regarding  the  onset  of  the 
disease,  51.4%  of  the  cases  occurred  in  August, 
8.9  in  July,  31.9  in  September,  7.7  in  October, 
1.5  in  November.  The  popular  belief  held  at 
the  beginning  of  the  epidemic,  that  the  colored 
race  was  immune,  has  not  been  borne  out,  since 
there  have  been  23  cases  among  colored  chil- 
dren, with  8  deaths.  Eighty-eight  per  cent,  of 
children  affected  have  been  under  six  years  of 
age.  A  thought,  to  me  of  special  significance, 
suggested  by  the  Chief  of  the  Bureau  of 
Health,  is  that  of  the  diminution  of  15  inches 
in  the  average  rainfall  of  the  present  year. 

Dr.  Theodore  H.  Weisenburg  :  "We  have 
had  in  Philadelphia  an  exceptional  opportunity 
for  studying  infantile  paralysis,  having  had 
about  800  cases  in  the  Municipal  Hospital,  and 
in  many  instances  also  studied  the  localities 
and  houses  from  which  the  patients  came,  of 
both  the  frank  paralytic  and  the  abortive  types. 
Tn  the  beginning  of  my  study  I  had  no  doubt 
of  the  contagiousness  of  the  disease,  but  I  now 
believe  that  Ihe  disease  is  not  so  contagious  as 
either  Drs.  Flexner,  Emerson  or  Lavinder  be- 
lieve. The  best  argument  against  contagious- 
ness is  the  multiple  instances  of  the  disease  oc- 
curring in  the  same  family.  We  observed  that 
when  more  than  one  person  in  the  family  was 


stricken,  the  symptoms  appeared  within  one  or 
two  days  of  each  other.  Our  experience  with 
the  abortive  cases  was  similar.  It  was  not  our 
experience  that  a  number  of  persons  coming  in 
contact  with  the  disease  afterward  developed  it. 
Moreover,  when  the  schools  were  opened  in 
Philadelphia  in  September  there  was  not  an  in- 
creased number  of  cases,  as  was  expected,  but 
the  opposite,  the  disease  gradually  diminish- 
ing. Dr.  Emerson's  suggestion  regarding  the 
postgraduate  study  of  the  disease  in  municipal 
hospitals  is  a  very  valuable  one.  Should  polio- 
myelitis reappear  in  Philadelphia,  such  oppor- 
nity  should  be  given  to  every  physician.  I 
quite  agree  with  Dr.  Emerson  regarding  what 
he  terms  the  brutal  quarantine  in  the  different 
cities  and  States.  I  am  entirely  opposed  to 
interstate  quarantine.  To  my  mind  nothing 
can  be  gained  by  keeping  healthy  children  from 
their  homes.  I  am  strongly  in  favor  of  isola- 
tion of  the  individual  patient.  In  my  experi- 
ence, lumbar  puncture  is  practically  the  only 
therapeutic  measure  of  value  which  we  can  em- 
ploy, and  the  earlier  its  use  the  better  is  it  for 
the  patient.  The  average  physician  outside  a 
large  city  fears  to  perform  lumbar  puncture, 
yet  the  quarantine  measures  absolutely  forbid 
the  patient  being  brought  to  the  city,  where 
such  treatment  can  be  given. 

Dr.  Theodore  LeBoutillier  :  Working 
with  the  cases  of  poliomyelitis  as  they  came 
into  the  Philadelphia  Hospital  for  Contagious 
Diseases,  our  first  step  was  to  do  a  lumbar 
puncture.  This  measure  is  not  only  one  of 
the  best  methods  of  diagnosis,  but  also  of  treat- 
ment in  this  disease  that  we  so  far  have.  It  re- 
lieves congestion,  pressure,  and,  in  many  cases, 
pain,  to  a  marked  degree.  To  be  efficient,  lum- 
bar puncture  should  be  done  frequently,  as  it 
may  be  demanded  by  each  individual  case. 
This  may  be  once  in  24  hours  for  some  days, 
once  a  week,  or  once  in  two  weeks.  In  a  case 
studied  by  the  physician  in  charge,  it  is  fre- 
quently very  easy  to  tell  when  lumbar  punc- 
ture should  be  done, — the  child  complains  of 
some  pain,  becomes  restless,  does  not  have  a 
good  appetite,  and  possibly  has  some  headache ; 
in  nine  cases  out  of  ten  lumbar  puncture  will 
relieve  the  condition.  Of  course  the  fluid 
should  be  studied  for  the  cell  count.  Children, 
three  and  four  months  after  the  onset  of  the 
disease,  who  have  recurrences  of  pain,  irrita- 
bility and  restlessness,  will  be  readily  relieved 
if  lumbar  puncture  is  again  done.    Such  a  case 
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was  seen  three  months  after  the  original  attack. 
Serum,  I  also  believe,  is  helpful  in  many  cases. 
Serum  from  the  blood  of  patients  who  have  had 
the  disease  some  months  or  years  previously,  I 
feel  absolutely  sure,  has  saved  the  lives  of  some 
patients  and  very  materially  improved  their 
condition.  In  other  cases  in  which  it  has  been 
given  too  late,  in  insufficient  quantity,  or  in 
which  it  has  not  contained  the  antibodies  ex- 
pected, the  results  have  not  been  so  good.  We 
have  had  practically  no  bad  results  where  the 
serum  has  been  given.  We  could  not  obtain 
enough  of  the  serum  to  give  routinely  in  the 
quantities  desired.  We  have  used  a  combina- 
tion of  adrenalin  chloride  intraspinally  and  the 
serum  intravenously,  and  our  results  have  been 
better  than  when  only  one  or  the  other  was 
used.  It  is  to  be  hoped  that  during  1917  a 
serum  may  be  produced  which,  if  not  so  effi- 
cient as  the  diphtheria  antitoxin,  will  at  least 
be  more  helpful  in  the  control  of  these  cases 
than  anything  so  far  discovered.  I  would  em- 
phasise the  importance  of  early  diagnosis,  the 
use  of  lumbar  puncture  both  as  a  diagnostic 
and  a  therapeutic  measure,  and  the  impor- 
tance of  not  being  afraid  to  employ  this  meth- 
od too  frequently. 

Dr.  G.  G.  Davis:  Apart  from  the  standpoint 
of  the  cause  and  spread  of  poliomyelitis,  its 
management  is  important  in  that  it  casts  upon 
the  community  a  large  number  of  cripples, 
with  all  the  consequent  deleterious  effects.  We 
who  were  familiar  with  the  original  type  of 
the  disease  regarded  it  as  an  acute  trouble  for 
a  few  days  with  immediate  onset  of  flaccid 
paralysis  and  abrupt  cessation  of  the  acute 
symptoms.  The  cases  fell  at  once  to  the  care 
of  the  orthopedic  surgeons.  As  Dr.  Flexner 
has  said,  the  disease  is  not  at  present  as  it  has 
been.  We  have  now  the  acute  onset,  the  con- 
valescence and  the  chronic  stage  of  the  disease. 
The  acute  stage  should  be  treated  by  the  physi- 
cian. He  should  have  in  consultation  a  person 
accustomed  to  guard  against  the  oncoming  de- 
formity. Even  inside  of  six  weeks  there 
should  be  provision  made  in  a  certain  number 
of  cases  against  the  contractures  which  will 
probably  occur.  In  the  stage  of  convalescence, 
the  family  physician  may  be  the  attendant,  and 
he  will  be  confronted  with  a  disease  which  to 
the  most  experienced  in  its  special  character  is 
baffling.  Let  me  urge  that  these  cases  be 
watched  over  by  some  one  skilled  in  ortho- 
pedics and  possessing  an  infinite  degree  of  per- 


severance and  patience.  My  experience  is  that 
improvement  does  not  cease  at  the  end  of  two 
years,  but  that  these  patients  continue  to  im- 
prove as  long  as  we  continue  to  work  with 
them  throughout  a  number  of  years.  Appa- 
ratus is  used  for  the  prevention  of  deformity 
and  to  facilitate  locomotion.  Even  when  em- 
ployed constantly  it  does  not  hinder  in  any 
way  the  recovery  of  the  child.  I  know  of  no 
cases  in  which  so  much  can  be  done  as  for  pa- 
tients such  as  these,  in  which  the  paralysis  is 
often  very  marked. 

Dr.  Charles  K.  Mills  :  Especially  referring 
to  the  question  of  the  communicability  of  the 
disease,  my  views  have  been  largely  expressed 
in  the  remarks  of  Dr.  Weisenburg.  I  believe 
the  disease  is  one  which  we  should  term  as  an 
infectious  disease,  and  probably  somewhat  or 
slightly  transmissible  by  human  contact.  It  is 
striking  that  Wickham,  notwithstanding  that 
he  protests  against  the  doctrine  of  insectile 
transmission  and  in  favor  of  the  personal  con- 
tact theory  gives  scarcely  a  fact  in  connection 
with  the  environmental  condition  of  the  lo- 
calities in  which  his  hundreds  of  cases  oc- 
curred. He  spends  much  space  in  discussing 
the  fact  that  the  disease  spreads  along  lines  of 
travel,  which  argument  is  open  to  very  evident 
objections.  He  describes  the  manner  in  which 
the  disease  radiated  from  schools  regarded  as 
foci,  but  fails  to  give  us  any  facts,  so  far  as  I 
recall,  regarding  the  condition  of  the  schools, 
their  environment  and  the  condition  of  the 
house  and  the  localities  from  which  the  chil- 
dren came.  During  this  present  epidemic,  with 
an  entomologist  and  others,  I  made  many 
personal  investigations  of  the  localities  in  which 
the  cases  occurred,  including  between  three  and 
four  hundred  cases  occurring  in  about  twenty 
wards  of  the  City  and  in  Chester,  Montgomery 
and  Delaware  counties.  In  90%  of  the  local- 
ities studied  we  were  struck  by  the  presence  of 
unsanitation  and  insectile  life-.  I  look  for- 
ward with  great  anticipation  to  the  publication 
of  the  field  work  of  the  United  States  Public 
Health  Service.  In  the  vast  majority  of  the 
35  or  40  diseases  caused  by  insects,  the  host, 
the  carrier,  and  the  nature  of  the  disease  have 
been  largely  revealed  by  good  field  work.  Mul- 
tiple cases  in  the  Philadelphia  epidemic  oc- 
curred in  a  way  which  indicated  that  they  were 
due  to  a  common  infection  in  the  majority  of 
cases. 

Dr.  H.  A.  Hare:    It  is  my  opinion  that  we 
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shall  never  have  control  of  epidemics  until  we 
have  Federal  control.  I  say  this  because  of  my 
observation  made  last  summer.  Orders  were 
given  in  Rhode  Island  to  quarantine  against 
"suspected  districts,"  meaning  New  York.  At 
the  time  quarantine  was  established  theie  was 
a  larger  proportion  of  cases  to  the  total  popula- 
tion in  Newport  than  in  New  York,  yet  New- 
port was  not  quarantined.  A  health  officer  of 
the  State  warned  the  hotel-keepers  that  if  such 
quarantine  were  instituted,  business  would  be 
hurt,  and  appealed  to  them  to  do  nothing  to 
keep  people  out  of  Rhode  Island.  Had  the 
state  of  Rhode  Island  been  under  Federal  con- 
trol, local  people  would  have  had  no  political 
pull  to  interfere  with  proper  ordinances.  The 
thing  reached  the  height  of  absurdity  when  a 
certain  number  of  inspectors  were  ordered  to 
board  and  walk  through  trains  and  determine 
whether  any  of  the  children  on  board  had 
poliomyelitis.  Regarding  the  transmissibility 
of  the  disease  the  question  arises  whether  some 
of  our  difficulties  do  not  lie  in  the  fact  that  the 
disease  is  transmissible  only  at  certain  periods 
of  its  existence.  At  one  time  we  did  not  know 
that  yellow  fever  was  transmissible  until  after 
a  certain  stage  of  development. 

Dr.  A.  A.  Eshner:  Admitting  the  fact  of 
the  occurrence  of  cases  in  which  paralysis  does 
not  develop,  we  have  here  an  explanation  in 
part  for  the  relatively  slight  susceptibility  to 
the  disease,  inasmuch  as  there  may  be  nu- 
merous cases  of  this  sort,  and  we  have  learned 
that  an  attack  of  the  disease  confers  immunity 
to  subsequent  attack.  Also  we  may  have  here 
an  explanation  of  the  cessation  of  the  disease 
through  exhaustion  of  the  soil.  This  fact  fur- 
ther may  have  a  possible  bearing  with  respect 
to  the  future.  On  the  basis  of  the  statements 
that  have  been  made,  it  way  be  found  that  in 
the  ensuing  year  there  will  be  even  a  greater 
degree  of  immunity  to  the  disease  than  in  the 
past,  and  it  is  therefore  to  be  hoped  that  we 
may  encounter  a  smaller  number  of  cases  next 
year  than  in  the  present. 

Dr.  A.  C.  Abbott:  With  all  due  respect  to 
the  opinions  that  have  been  expressed  upon 
the  mode  of  transmission  of  this  disease,  I  feel 
that  the  matter  is  still  unsettled.  The  question 
of  the  seasonal  occurrence  of  the  disease  has 
not  been  satisfactorily  answered.  While  the 
charts  exhibited  show  the  maximum  to  occur 
about  mid-summer  and  falling  off  toward  early 


autumn,  and  disappearing  as  cold  weather  ad- 
vances, we  have  a  notable  exception  to  this  in 
the  epidemic  in  Sweden.  I  know  of  no  natural 
law  to  which  there  is  not  an  occasional  excep- 
tion, nor  do  I  recall  the  circumstances  sur- 
rounding the  outbreak  in  Sweden  in  cold 
weather.  I  think  it  is  significant  that  in  Phila- 
delphia a  large  majority  of  cases  were  in  the 
parts  of  the  city  having  the  largest  number  of 
stables.  Another  interesting  factor  in  connec- 
tion with  the  epidemic  is  that,  with  the  open- 
ing of  the  schools,  although  we  were  having 
from  seven  to  ten  new  cases  of  poliomyelitis  a 
week,  there  was  no  increase  in  the  number  of 
cases  and  that  they  have  rather  steadily  dimin 
ished.  With  Dr.  Hare,  it  seems  to  me  that  at 
the  present  time  we  occupy  about  the  same 
mental  attitude  on  the  transmissibility  of  the 
disease  as  on  that  of  yellow  fever  before  we 
knew  how  it  arises  and  is  carried.  I  do  not 
doubt  that  direct  transmission  occurs  from 
person  to  person  in  poliomyelitis,  or  that  we 
may  have  human  carriers,  but  I  do  not  believe 
that  these  are  the  only  ways  in  which  the  dis- 
ease is  spread. 

Dr.  John  A.  Kolmer:  Since  the  appear- 
ance of  anterior  poliomyelitis  in  Philadelphia, 
Drs.  Freese,  Brown,  Matsunami,  Meine  and  I 
have  conducted  investigations  which  have 
shown  that  a  streptococcus  and  a  diplococcus 
occur  in  a  large  percentage  of  cases  of  polio- 
myelitis in  the  brains  and  cords  and  in  various 
internal  organs.  Our  experiments  have  failed 
without  exception  to  produce  experimental  pol- 
iomyelitis with  these  cultures.  It  appears  evi- 
dent to  us  that  streptococci  and  diplococci  are 
widely  distributed  in  poliomyelitis,  and  at  pres- 
ent we  regard  them  as  secondary  invaders 
growing  in  symbiosis  with  the  true  organism 
in  a  manner  analogous  to  the  growth  of  strep- 
tococci in  persons  suffering  from  scarlet  fever. 

Dr.  Emerson  (closing)  :  We  have  certain 
proved  data  upon  this  subject,  but  we  are  not 
yet  ready  to  speak  positively  upon  the  matter. 
In  New  York  we  have  had  on  Barrel  Island  the 
most  insanitary  conditions,  and  of  the  350 
children  there  was  not  a  single  case  of  polio- 
myelitis. Under  our  modern  control  we  con- 
sider the  school  as  our  main  point  in  the  con- 
trol of  communicable  diseases  of  children  and 
not  as  a  site  of  communication.  Our  most  ex- 
haustive study  of  possible  insect  carriers 
showed  that  we  could  attach  no  suspicion  to 
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this  theory.  Every  case  discharged  from  our 
hospital  is  followed  by  the  Committee  on  After- 
Care,  so  that  each  case  will  be  under  the  care 
of  a  competent  orthopedic  surgeon,  usually  in 
cooperation  with  a  neurologist.  The  organiza- 
tion and  supervision  of  this  after-care  work 
has  been  made  possible  by  the  generosity  of 
the  Rockefeller  Foundation. 


Dr.  Flexner  (closing)  :    In  the  matter  of 
the  mode  of  transmission  of  this  disease  I  want 
to  warn   against  being  misled  by  analogies. 
Reasoning  by  analogy  is  notably  unsafe,  and  I 
think  it  unfortunate  that  the  analogy  of  yellow 
fever  was  raised  this  evening.    Had  it  been 
possible    to    communicate   yellow    fever  to  a 
lower  animal,  we  should  not  have  had  to  wait 
for  Dr.  Reed  and  those  self-sacrificing  Amer- 
ican soldiers  and  civilians  to  perform  the  ex- 
periment resulting  in  one  of  the  greatest  con- 
tributions to  epidemiological  research  and  san- 
itary science  the  centuries  have  produced.  In 
the  present  instance,  however,  we  are  dealing 
with  a  disease  that  can  be  communicated  to  the 
monkey  in  all  its  forms, — abortive  meningitic 
and  paralytic.    For  the  sake  of  conviction,  we 
may  for  the  moment  throw  out  of  consideration 
the  abortive  and  meningitic  types  of  the  dis- 
ease because  they  may  in  individual  instances 
be  open  to  question,  but  you  cannot  similarly 
disregard  the  paralytic  example  because  it  cor- 
responds precisely  with  what  is  so  commonly 
seen  in  human  beings,  and  is  everywhere  rec- 
ognized as  the  type  of  poliomyelitis,  besides 
which  the  lesions  in  the  monkey  exactly  repro- 
duce those  present  in  fatal  human  cases.  In 
the  study  of  transmission  account   must  be 
taken  of  susceptibility  and  ability  to  trace  the 
source  of  infection  in  large  and  actively  mov- 
ing communities.    Since  there  is  no  doubt  that 
the  active  agent  of  the  disease  is  thrown  off 
by  the  human  body,  our  obvious  duty  is  to 
use  every  measure  to  limit  dissemination  on 
the  basis  of  established  knowledge.  Should 
fuller  knowledge  be  obtained  we  must  act  upon 
that.    But  it  is  in  the  highest  degree  unsound 
to  pursue  a  phantom  and  neglect  that  which  is 
established. 


Soak  lUtttrtu. 

Manual  of  Splints  and  Appliances  for  the 
Medical  Department  of  the  United  States 
Army.    Report  of  a  Board  Convened  for  the 


Purpose  of  Standardizing  Certain  Medical 
Department  Supplies.  Lieut. -Col.  William 
L.  Keller,  M.C.;  Major  Robert  B.  Osgood, 
M.R.C. ;  Major  Alexander  Lambert,  M.R.C. ; 
Major  Joseph  A.  Blake,  M'.R.C;  Captain 
"W.  S.  Baer,  M.R.C. ;  and  Captain  Nathaniel 
Allison,  M.R.C.  New  York:  Oxford  Univer- 
sity Press,  1917. 

This  book  is  the  outcome  of  a  meeting  of  a 
board  of  medical  officers  appointed  by  Special 
Order  No.  73,  A.  E.  F.,  August  20,  1917,  to  in- 
vestigate and  report  upon  the  advisability  of 
standardizing  certain  appliances  to  be  employed 
and  issued  by  the  Medical  Department  of  the 
United  States  Army.  The  board  met  as  directed 
and  in  its  report  recommended  that  in  addition 
to  standardizing  the  manufacture  of  splints  and 
appliances,  a  manual  describing  their  proper 
use  be  published  and  distributed  to  all  United 
States  Army  medical  officers  at  home  and  abroad. 
In  accordance  with  this  recommendation,  the 
Manual  of  Splints  and  Appliances  has  been  is- 
sued. It  was  unanimously  decided  by  the  board 
that  the  splints  and  appliances  officially  adopted 
by  the  American  Army  should  be  constructed 
with  a  view  to  efficiency  and  correct  mechanical 
principles ;  that  they  should  be  simple  of  design 
and  of  low  cost  of  construction,  and  easily  trans- 
portable, so  that  an  efficient  splint  may  be  ap- 
plied at  the  front  and  cause  no  trouble  until 
the  patient  reaches  the  base  hospital. 

The  board  has  concluded  that  with  the  three 
types  of  wire-ring  traction  and  counter-pressure 
fixation  splints  embodying  the  Thomas  prin- 
ciple, the  Jones  "Cock-up"  "Crab"  wrist  splint, 
the  long  interrupted  Liston  splint  with  adjust- 
able foot  piece,  an  anterior  thigh  and  leg  splint, 
Hodgen  type,  the  Cabot  posterior  wire  splint, 
the  wire-ladder  splint  material,  light  splint  wood, 
and  plaster-of-Paris  bandages  and  Bradford 
frames,  treatment  of  all  bone  and  joint  battle 
casualties  may  be  efficiently  carried  out  at 
the  front,  and  even  at  base  hospitals.  Therefore 
in  this  Manual  the  board  recommends  the  use 
of  these  splints,  and  describes  their  construction 
and  application  fully,  also  discussing  primary 
dressings  and  the  line  of  mechanical  after-treat- 
ment found  most  constantly  to  favor  the  healing 
of  wounds,  the  union  of  bones,  and  the  restora- 
tion of  function.  The  board  believes  that  it  is 
the  first  duty  of  all  surgeons  to  become  familiar 
by  actual  practice  in  applying  the  splints  to  liv- 
ing models,  with  the  methods  which  it  recom- 
mends, the  mechanical  principles  underlying 
these  methods — namely,  fixation  and  traction — 
and  the  details  of  the  apparatus  advised. 

The  manual  is  well  illustrated  with  a  series  of 
43  descriptive  figures,  which  form  a  half  of  its 
substance,  and  has  a  number  of  blank  pages  for 
memoranda. 
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THE  NURSING  CRISIS. 
A  pamphlet  dealing  with  the  nursing  crisis, 
by  Dr.  S.  S.  Goldwater,  has  been  published  re- 
cently. It  describes  the  efforts  which  are  being 
made  to  satisfy  the  nursing  requirements  of 
the  war,  and  suggests  a  way  out  of  the  diffi- 
culty. The  Government's  task  of  obtaining  a 
nursing  organization  of  50,000  women  to  serve 
over  400,000  sick  and  wounded  is  a  problem 
which  has  not  yet  been  solved  conclusively.  The 
number  enrolled  at  present  is  a  little  over 
9000,  about  one-fifth  of  the  total  required.  The 
difficulty  lies  in  the  fact  that  the  country  can- 
not spare  the  number  of  graduate  nurses  that 
the  army  requires,  nor  can  the  training  schools 
produce  new  graduates  in  sufficient  numbers  to 
satisfy  the  needs  of  both  the  military  and  the 
civil  population.  Shortage  of  nurses  has  al- 
ready become  apparent  in  hospitals  and  private 
practice.  To  catch  up  with  the  military  pro- 
gram, the  enrollment  of  nurses  for  military 
service  during  the  coming  year  will  have  to  be 


nearly  2000  a  month.  How  is  this  to  be  done? 
The  number  of  pupils  now  enrolled  in  the  train- 
ing schools  of  the  country  is  approximately  40,- 
000;  these  schools  cannot  turn  out  more  than 
11,000  graduates  annually,  and  of  these,  it  is 
estimated  that  only  one-third  will  enter  military 
service. 

Efforts  have  been  made  to  increase  the  supply 
of  graduating  nurses.  A  direct  appeal  has  been 
made  to  the  young  women  of  the  country  to 
enter  the  nursing  profession  as  a  patriotic  duty, 
but  the  results  have  not  been  satisfactory.  Al- 
though a  small  proportion  of  the  training 
schools  are  receiving  applications  in  excess  of 
their  capacity,  the  majority  are  unable  to  ob- 
tain even  their  normal  supply  of  pupils.  In 
November,  1917,  it  was  reported  that  training 
schools  of  the  country  were  credited  with  an 
increase  of  2600  over  the  previous  year.  This 
number,  after  more  than  six  months  of  actual 
war  and  persistent  efforts  to  increase  the  num- 
ber of  pupils  in  every  part  of  the  country, 
shows  that  industry,  business,  and  professions 
are  competing  successfully  for  the  services  of 
women.  Two  suggestions  which  have  been 
made  are  considered  by  the  author  to  be  perilous 
to  the  standards  of  nursing :  the  first  is  to  lower 
temporarily  the  established  requirements  for 
admission  to  training  schools;  the  second  is  that 
a  sufficient  number  of  "practical"  nurses  or 
attendants  be  added  to  army  service.  Another 
suggestion — that  the  Medical  Department  of 
the  Army  inaugurate  training  schools  of  its 
own — would  have  a  disastrous  effect  upon  civil 
hospitals  and  civil  population. 

Dr.  Goldwater  suggests  as  the  best  way  out 
of  the  difficulty  "the  training  of  a  large  num- 
ber of  non-professional,  voluntary  war  nursing 
aids,  enlisted  for  the  period  of  the  war  only, 
and  composed  of  a  class  which  will  not  take  up 
nursing  professionally  under  any  circumstances, 
but  which  is  willing  to  give  gratuitous  hospital 
service  during  the  emergency."  Such  women 
can  be  obtained  quickly  and  in  large  numbers, 
and  civil  hospitals  stand  ready  to  furnish  the 
necessary  training  facilities.  A  standard  course 
of  training  has  been  devised  by  a  group  of  the 
most  competent  training  school  superintendents 
in  the  country.  The  American  Red  Cross  has 
already  given  the  theoretical  part  of  this 
course  to  more  than  10,000  women.  Among  the 
1500  training  schools  of  the  country,  there 
should  be  no  difficulty  in  finding  300  which  are 
capable  of  training  twelve  nursing  aids  per 
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month  thereby  providing  the  army  with  50,000 
nurses'  assistants  by  July,  1919.  These  women 
belong  almost  wholly  to  the  leisure  class.  They 
are  the  only  labor  reserves  that  the  country 
possesses,  and  they  can  be  brought  into  the 
nursing  field  without  lessening  the  available 
supply  of  workers  for  any  essential  industry. 
These  women  are  willing  to  serve,  and  should 
be  prepared  now,  for  in  no  other  way  can  the 
war  nursing  problem  be  solved. 


CIVIL  AND  MILITARY  MORTALITY. 

Much  unauthoritative  information  has  been 
circulated  concerning  the  enormous  mortality 
of  modern  warfare,  particularly  of  this  war. 
The  mortality  of  medical  men  was  placed  at 
an  extremely  high  figure,  and  may  have  been 
intended  to  discourage  enlistments.  No  doubt 
that  warfare  has  its  mortality  among  all  classes 
in  military  life,  but  the  figures  accepted  have 
been  refuted  both  by  the  American  and  the  Brit- 
ish authorities.  Whatever  increase  in  mortal- 
ity there  is  in  modern  warfare  as  a  result  of 
the  newer  instruments  of  destruction  and  pre- 
cision, is  overbalanced  by  the  enormous  mortal- 
ity from  disease  in  more  remote  warfare.  More- 
over, modern  military  medicine,  sanitation  and 
surgery*  have  accomplished  wonders  not  only  in 
saving  life  that  would  in  previous  wars  have 
been  lost,  but  also  in  rehabilitating  the  disabled. 
It  is  estimated  that  in  the  three  and  one-half 
years  of  warfare  the  total  mortality  has  been 
about  seven  per  cent. ;  for  a  year,  about  two  per 
cent.  The  London  Prudential  Life  Insurance 
Company  gives  the  mortality  from  war  at  30 
per  1000  per  annum.  But  the  mortality  in  peace 
time  among  men  of  the  same  age  is  about  10 
per  1000  a  year.  Deducting  this  to  arrive  at  the 
actual  war  figures,  only  about  20  per  1000,  or 
two  per  cent.,  die  as  the  direct  result  of  war. 
The  tendency  of  military  life  is  rather  for  a 
reduction  of  the  mortality  because  of  the  disci- 
pline of  the  men  and  because  a  separate  and 
important  branch  of  the  military  life  and  mili- 
tary operations  is  concerned  only  with  the  life 
and  health  of  the  soldier.  The  drawbacks  to 
the  carrying  out  of  sanitary  principles  or  medi- 
cal or  surgical  measures  do  not  exist  in  war- 
fare. In  civil  life,  moreover,  the  mortality 
drops  only  where  the  community  can  take  care 


of  the  health  measures  without  the  necessity  of 
individual  cooperation.  In  this  way  typhoid 
fever  has  been  reduced  over  forty  per  cent,  by 
the  improvement  in  the  water  supplies  and  sew- 
age disposal  of  communities.  On  the  other  hand, 
there  has  been  an  increase  of  over  one  hundred 
and  five  per  cent,  in  the  mortality  from  the  de- 
generative diseases,  all  of  which  may  be  justly 
ascribed  to  improper  personal  living  and  abuse. 
Included  in  this  category  are  alcohol,  syphilis, 
over-eating  and  sedentary  life,  over-work,  etc. 
No  community  can  properly  control  these. 
After  pointing  the  way,  the  individual  must 
be  left  to  carry  out  the  instructions.  In  mili- 
tary life,  however,  the  individual  is  so  much 
under  control  that  almost  every  factor  that 
would  tend  to  an  extrinsic  increase  of  mortal- 
ity can  be  controlled.  The  control  of  venereal 
disease  and  alcoholism  in  the  warring  countries, 
especially  among  the  troops,  is  the  best  example 
in  point.  The  carrying  out  of  sanitary  measures 
or  the  acceptance  of  prophylactic  treatment 
against  such  diseases  as  typhoid  or  smallpox  is 
not  within  the  discretion  of  the  soldier,  with 
the  result  that  typhoid  is  now  hardly  known  in 
military  life. 

But  while  the  military  mortality  is  somewhat 
higher  than  the  civil,  when  we  contrast  the 
military  mortality  with  the  infant  mortality  of 
commmiities  in  peace  times  we  find  a  vast  dif- 
ference in  favor  of  warfare.  It  is  estimated  that 
one-fifth  of  the  infants  die  during  the  first  year, 
and  that  it  is  not  unlikely  that  one-half  of  the 
people  born  into  this  world  die  before  they 
are  23  years.  It  is  true  that  the  reduction  in 
infant  mortality  in  recent  years,  from  the  con- 
trol of  infectious  disease,  from  better  prenatal 
and  postnatal  care  of  the  child,  and  from  a 
better  adjustment  of  the  feeding  problem,  has 
been  large,  so  that  the  figures  are  continually 
in  need  of  revision.  Yet  it  is  true  that,  what- 
ever the  actual  statistics,  about  fifty  per  cent, 
of  the  diseases  of  infancy  and  childhood  are  pre- 
ventable. The  infant  mortality  is  seven  times 
the  military  mortality. 


URBAN   AND   RURAL   HEALTH  CONDI- 
TIONS. 

The  time-honored  conception  that  the  health, 
physical  condition  and  longevity  of  the  rural  in- 
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habitant  is  better  than  the  city  inhabitant  is  not 
borne  out  by  recent  observations.  No  superiority 
was  shown  by  military  registrants  from  the 
country  over  those  from  the  city.  Indeed,  the 
results  of  these  examinations  seemed  to  favor 
those  coming  from  urban  communities.  More- 
over, the  general  health  of  urban  communities  is 
far  better  than  the  rural.  It  is  best  in  large 
cities  and  ranges  down  to  the  poorest  in  the 
smallest  rural  communities.  Much  of  the  health 
of  a  community  is  dependent  upon  the  amount 
of  money  the  community  spends  in  the  conserva- 
tion of  its  health.  No  amount  of  individual  ef- 
fort in  the  direction  of  health  can  avail  as  much 
as  a  small  amount  of  attention  paid  by  the  en- 
tire community  to  the  health.  Within  certain 
limits,  it  is  aptly  said  health  is  purchasable.  It 
must  be  remembered  that  such  diseases  as  ty- 
phoid fever,  hookworm,  malaria,  etc.,  are  essen- 
tially rural  diseases.  They  not  only  keep  the  mor- 
bidity incidence  of  a  particular  certain  rural  com- 
munity high,  but, as  in  the  case  of  typhoid,  help  to 
raise  the  morbidity  incidence  of  communities  re- 
mote from  them.  Much  of  the  urban  typhoid  fever 
is  of  direct  rural  origin.  The  crude  and  unsani- 
tary privy  conditions  do  much  to  spread  rural 
disease.  Even  as  a  mere  inconvenience  these 
form  the  greatest  bar  to  country  life.  Fly  life 
with  all  its  evils  flourish  where  open  and  un- 
sanitary privies  are  used  or  where  manure 
heaps  are  not  protected.  Probably  the  greatest 
factor  in  city  health  is  its  sewage  system, 
something  that  even  the  larger  towns  cannot 
afford.  The  same  applies  to  water  systems. 
They  are  all  matters  of  money,  and  unless  such 
expenditures  can  be  afforded,  the  health  of  the 
community  must  suffer.  It  is  the  wealth  of  the 
cities  which  makes  these  necessities  possible. 

The  open  air  life  of  the  rural  inhabitant  is, 
unfortunately,  only  a  very  limited  affair — 
limited  to  the  shorter  or  longer  period  of  soil 
fertility.  In  the  cold  months  his  confinement 
is  almost  absolute.  Bad  roads  and  other  con- 
ditions of  country  life  make  out-of-door  life 
almost  impossible.  Whatever  is  gained  in  the 
summer  is  lost  during  the  winter.  The  winter 
diet  of  northern  farmers  of  the  less  affluent  type 
is  apt  to  be  very  poor  in  quality  and  much  un- 
balanced. On  the  other  hand,  the  benefits  of 
country  life  in  general,  and  particularly  for  the 
city  man,  cannot  be  overestimated.  But  the  life 
of  the  city  man  in  the  country  is  not  the  same 
as  that  of  the  country  man  in  his  own  surround- 
ings. For  the  tubercular  or  the  tubercular  type 


the  country  means  a  change  from  confinement 
to  open  air.  It  means  a  definite  regimen  with 
respect  to  food,  rest  and  exercise.  With  him  the 
change  is  the  all-important  element.  No  doubt 
country  life  is  conducive  not  only  to  better 
health  for  the  individual,  but  for  the  race,  but 
not  unless  country  life  can  be  made  sanitary,  at 
least  in  the  most  essential  points.  Civilization 
demands  now  not  only  sanitation  but  some  con- 
veniences. Until  the  Public  Health  Service 
took  up  the  work  of  rural  sanitation,  little  was 
understood  about  the  bad  conditions  obtaining 
in  rural  life.  Many  of  these  abuses  are  fast 
disappearing.  Bringing  rural  sanitation  to  its 
logical  conclusion  must  raise  the  standard  of 
the  race,  because  on  the  soil  depends  the  life  of 
the  race.  No  marked  movement  back  to  the 
soil  can  be  successful  unless  the  sanitary  con- 
ditions of  the  country  are  adjusted. 


SURGERY  IN  THE  AGED. 

The  notion  that  age  alone  presents  an  insur- 
mountable barrier  to  successful  surgery  is  no 
longer  held  among  progressive  surgeons.  The 
hesitancy  of  surgeons  to  operate  upon  indi- 
viduals in  whom  there  is  apparently  no  other 
contraindication  will  work  to  deprive  many  of 
much-needed  surgery,  and  in  imperative  surgery 
this  hesitancy  to  operate  often  delays  surgical 
treatment  beyond  the  time  when  it  can  be  of  any 
value.  It  is  unjust  to  deprive  the  aged  of  the 
benefit  of  surgery  or  to  allow  them  to  die  from 
surgical  conditions  which  in  the  young  would 
not  evoke  this  hesitancy.  This  dilatory  method 
with  respect  to  the  aged  is,  in  effect,  euthanasia, 
and  has,  of  course,  no  place  in  medicine.  Age 
of  itself  is  not  a  pathological  condition;  rather 
it  is  purely  physiological.  Unfortunately,  how- 
ever, age  is  very  often  accompanied  by  patho- 
logical conditions,  but  the  degree  of  such  patho- 
logical involvement  need  have  no  bearing  on  the 
age  of  the  individual.  In  effecting  surgical 
measures  upon  the  aged  it  is  necessary  to  con- 
sider only  these  accompanying  pathological  con- 
ditions in  determining  surgical  risk.  As  a 
general  rule,  it  can  be  said  that  the  aged  possess 
less  vitality,  their  power  of  repair  and  regenera- 
tion is  somewhat  impaired,  and  that  infection 
is  more  likely  to  occur  in  the  less  resistant  tis- 
sues than  in  the  young  and  vital.   In  any  event 
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this  difference  between  the  young  and  the  aged 
is  relative  only  to  the  classes,  and  each  individual 
case  must  be  looked  into  on  its  individual  merits. 
Hemorrhage  must  be  guarded  against  in  surgery 
of  the  aged  because  they  have  very  much 
lessened  power  of  regeneration  of  this .  tissue. 
When  the  aged  patient  has  arteriosclerosis,  car- 
idac,  renal  or  other  organic  disease  he  is  a 
poor  risk  not  alone  because  of  age,  but  rather 
because  of  these  conditions.  Besides,  a  pa- 
tient with  these  degenerative  conditions  is  much 
older  than  even  his  years. 

A  great  deal  of  the  surgical  risk  everywhere 
is  embraced  in  the  administration  of  the  anes- 
thetic. Here  again,  age  is  no  special  bar.  Even 
heart  lesions,  when  compensated,  or  albumin  in 
the  urine  are  no  bar  to  well-selected  and  expertly 
given  anesthesia.  On  the  other  hand,  fatty 
heart,  or  myocardial  change  generally,  or  fatty 
or  epithelial  casts  in  the  urine  render  anesthe- 
sia more  hazardous.  Chronic  bronchitis  is 
usually  a  bar  to  the  use  of  ether,  because  of  the 
tendency  to  pneumonia,  but  even  this  danger  is 
very  much  lessened  with  the  use  of  nitrous-oxid 
oxygen.  However,  in  many  where  the  bar  to 
operative  surgery  is  the  administration  of  a 
general  anesthetic,  the  high  development  of  local 
anesthesia  makes  it  possible  to  do  them  without 
incurring  this  danger.  "Well  planned  and  rapid 
surgery,  preceded  by  proper  preparation  and 
followed  up  with  good  nursing,  reduces  the 
hazard  almost  to  the  normal.  It  must  be  re- 
membered that  the  aged  represent  the  survival 
of  the  fittest,  who  must  have  lived  a  normal  life 
to  have  reached  age,  and  that  their  state  of 
preservation  and  previous  good  constitution 
may  overbalance  any  seeming  disadvantages  of 
old  age. 


MEDICAL    BOOKS    AND  PERIODICALS 
AT  CAMP  DEVENS. 

On  the  last  page  of  this  issue  of  the 
Journal,  is  published  a  request  from  Dr.  Joslin 
for  the  gift  of  standard  medical  books  and 
recent  periodicals,  which  are  wanted  for  the 
library  of  the  Base  Hospital  at  Camp  Devens. 
These  books  and  journals  should  be  sent  to  the 
Boston  Medical  Library,  whence  they  will  be 
forwarded  to  Camp  Devens,  where  they  will  be 
placed  in  rooms,  the  cost  of  whose  construction 
is  being  privately  paid  by  a  lady,  the  wife  of  a 
physician  in  the  service.    These  will  constitute 


a  permanent  home  for  the  library,  even  after 
the  present  war  needs  of  the  camp  are  over. 
We  cannot  too  strongly  urge  upon  physicians 
the  desirability  of  contributing  modern  books 
and  recent  periodicals,  of  date  not  earlier  than 
1915.  They  will  be  of  genuine  value  and  help 
to  those  of  our  profession  who  are  bearing  the 
medical  burdens  of  the  war,  and  will  also  afford 
evidence  that  we  who  stay  at  home  are  not 
forgetful  of  our  small  part  or  unmindful  of  our 
duty  and  obligation. 


MEDICAL  NOTES. 

Progress  op  Birth  and  Death  Registration 
in  the  United  States. — The  recent  inclusion 
of  Hawaii  has  extended  beyond  the  limits  of 
Continental  United  States,  the  area  for  which 
the  Census  Bureau  annually  collects  and  pub- 
lishes death  statistics.  Within  this  area  now 
reside  about  73%  of  the  total  population  of 
Continental  United  States  and  Hawaii.  It  com- 
prises, in  all,  27  States,  43  cities  in  other  States, 
the  District  of  Columbia,  and  the  territory  of 
Hawaii.  East  of  the  Mississippi  the  only 
States  not  included  are  Alabama,  Delaware, 
Florida,  Georgia,  Illinois,  Mississippi,  and  West 
Virginia ;  while  west  of  the  Mississippi  the 
only  States  included  are  California,  Colorado, 
Kansas,  Minnesota,  Missouri,  Montana,  Utah, 
and  Washington. 

The  annual  collection  of  death  statistics  from 
States  and  cities  maintaining  adequate  regis- 
tration systems  was  begun  by  the  Census  Bu- 
reau in  1902,  the  first  report  covering  the  cal- 
endar years  1900  to  1904,  inclusive,  and  for 
each  succeeding  year  a  separate  report  has  been 
published.  The  original  registration  area  con- 
tained 40%  of  the  total  population  of  the  coun- 
try. It  remained  unchanged  until  1906,  since 
which  year  it  has  shown  an  almost  uninter- 
rupted increase  in  geographical  extent  and  in 
proportion  of  total  population,  until  at  present 
it  contains  nearly  three-fourths  of  the  coun- 
try's inhabitants. 

In  birth  registration  highly  satisfactory  prog- 
ress has  been  made  during  the  past  two  years, 
although  there  are  still  a  number  of  States  in 
which  adequate  death  registration  prevails,  but 
in  which  the  registration  of  births  has  not  yet 
reached  a  sufficiently  close  approximation  to 
completeness  to  justify  the  acceptance  of  the 


756 


BOSTON  MEDICAL  AN. 


D  SURGICAL  JOURNAL 


[May  30,  191S 


local  records  by  the  Census  Bureau.  The  birth- 
registration  area,  as  at  present  constituted, 
comprises  19  States — the  six  New  England 
States,  New  York,  Pennsylvania,  Maryland, 
Virginia,  North  Carolina,  Kentucky,  Ohio,  In- 
diana, Michigan,  Wisconsin,  Minnesota,  Utah, 
and  Washington — and  the  District  of  Columbia. 
This  area  is  estimated  to  contain  about  51  % 
of  the  total  population  of  the  country,  as  against 
about  31%  when  the  collection  of  birth  statis- 
tics was  begun,  a  little  more  than  two  years 
ago,  from  an  area  comprising  the  six  New 
England  States,  New  York,  Pennsylvania, 
Michigan,  Minnesota,  and  the  District  of  Colum- 
bia. 

This  growth,  in  so  short  a  time,  is  very  grati- 
fying indeed.  It  is,  however,  unfortunate  that 
in  the  United  States  the  registration  of  vital 
phenomena  has  thus  far  depended,  first,  upon 
adequate  state  or  municipal  legislation,  and, 
second,  upon  the  adequate  enforcement  of  that 
legislation.  As  a  result,  some  States  and  mu- 
nicipalities maintain  efficient  registration  sys- 
tems while  others  do  not.  Until  the  matter  is 
placed  under  Federal  control  or  supervision  it 
is  not  likely  that  reliable  birth  and  death  rec- 
ords, approximating  completeness,  will  come 
into  existence  throughout  the  entire  United 
States.  Since  the  military  registration  of  June 
5,  1917,  the  desirability  of  maintaining  such 
records  has  become  apparent  to  all. 

St.  Mary's  Hospital. — St.  Mary's  Hospital, 
Rochester,  Minnesota,  has  submitted  its  twenty- 
eighth  annual  report,  for  the  year  1917.  It 
includes  a  description  of  the  hospital,  its 
grounds  and  buildings,  capacity,  and  equip- 
ment, its  fire  protection,  operating  rooms,  heat- 
ing, and  ventilation.  The  Training  School  for 
Nurses  is  also  described.  The  report  of  the 
Sisters  in  charge  shows  a  total  of  8,336  patients 
treated.  The  surgical  operations  are  recorded. 
The  report  includes  also  an  obituary  of  the 
consulting  physician,  Dr.  A.  W.  Stinchfield. 

Loomis  Sanatorium. — The  twenty-first  an- 
nual report  of  the  Loomis  Sanatorium,  in  Sul- 
livan County,  New  York,  for  the  treatment  of 
tuberculosis,  has  been  submitted  for  the  year 
1917.  The  report  contains  a  brief  description 
of  the  sanatorium,  its  location,  grounds,  and 
buildings.  Changes  in  the  administrative  staff 
are  recorded.  The  Treasurer's  report  shows 
that,  in  spite  of  the  increase  in  cost  of  all  com- 
modities, careful  expenditure  has  resulted  in  an 


excess  of  revenue  over  expense.  Outstanding 
indebtedness,  however,  is  still  a  burden  to  the 
institution.  The  medical  report  shows  that 
during  the  year,  354  patients  have  been  ad- 
mitted and  349  discharged  from  all  divisions  of 
the  Sanatorium.  Details  of  treatment  are  given. 
Amusements,  gifts,  donations,  and  the  needs  of 
the  Sanatorium  are  mentioned.  The  report  in- 
cludes, also,  a  certificate  of  incorporation,  an 
order  for  changing  the  name  of  the  institution, 
a  supplementary  certificate  for  changing  the 
time  for  holding  the  annual  meeting,  and  the 
by-laws  of  the  Sanatorium. 

Cost  op  Radium. — The  National  Radium  In- 
stitute and  the  Bureau  of  Mines  have  developed 
a  more  efficient  process  for  the  manufacture  of 
radium  out  of  the  carnotite  ores  of  Colorado 
and  Utah.  The  bureau  now  has  as  its  share 
more  than  $180,000  worth  of  radium  for  use  in 
the  sciences ;  this  was  procured  for  an  expendi- 
ture of  less  than  $38,000.  The  bureau  has 
turned  over  to  the  National  Radium  Institute 
about  six  and  one-half  grammes  of  radium  and 
has  given  to  the  country  a  method  for  produc- 
ing pure  radium  compound  from  the  ore  for 
one-third  the  current  price  of  radium.  Every- 
thing in  the  laboratory  to  the  experiment  sta- 
tion at  Golden,  Colorado,  has  become  so 
charged  with  radium  that  it  is  impossible  to 
continue  the  accurate  measuring  of  the  radium. 
It  has  become  necassary  to  obtain  a  room  in  one 
of  the  other  buildings  in  order  that  this  work 
may  be  completed. 

Conference  op  Public  Health  Officials. — 
Important  matters  affecting  the  relations  of  the 
State  and  Federal  health  authorities  to  the  con- 
duct of  the  war  will  be  considered  at  the  an- 
nual joint  conference  of  the  United  States 
Public  Health  Service  with  State  and  Terri- 
torial Health  Officers,  to  be  held  in  Washing- 
ton, D.  C,  on  June  3  and  4. 

The  sanitation  of  extra-cantonment  areas, 
especially  as  related  to  the  work  of  the  State 
and  local  health  authorities,  will  be  one  of  the 
subjects  on  the  program.  Reports  will  be  made 
as  to  the  success  of  the  cooperative  arrange- 
ment, developed  during  the  past  year,  for  pre- 
venting the  interchange  of  disease  between  civil 
and  military  populations. 

Attention  will  also  be  given  to  the  control  of 
venereal  diseases,  cerebrospinal  meningitis, 
typhoid  fever,  trachoma,  hookworm,  and  pella- 
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gra  in  relation  to  the  health  of  the  military 
forces.  Each  of  these  diseases  will  be  discussed 
separately;  but  all  of  the  communicable  diseases 
will  receive  more  or  less  consideration  in  their 
relation  to  the  public  health  during  the  war. 

Other  subjects  will  be  :  the  relation  to  the  pub- 
lic health  of  industrial  hygiene  and  sanitation, 
especially  in  war  industries ;  the  care  of  the 
health  of  tuberculous  soldiers  on  their  return  to 
civil  life;  the  use  of  records  of  drafted  men  for 
public  health  purposes;  effects  on  the  public 
health  of  the  forthcoming  shortage  in  the  medi- 
cal profession. 

Among  the  subjects  not  so  closely  related  to 
the  war  are :  the  securing  of  better  morbidity 
reports,  and  the  question  of  pure  water  supplies 
for  railroads.  There  will  be  reports  of  stand- 
ing committees  in  regard  to  many  of  the  sub 
jects  outlined  above  and  in  regard  to  the  sani- 
tation of  public  conveyances,  rural  sanitation, 
and  increasing  the  efficiency  of  the  conferences. 

The  sessions  will  constitute  the  16th  annual 
conference  of  State  and  Territorial  health  au- 
thorities with  the  United  States  Public  Health 
Service. 

WAR  NOTES. 

Death  Rate  in  Army  Gamps. — The  death 
rate  at  National  Army  and  National  Guard 
camps  last  week  was  the  lowest  since  last  No- 
vember. Total  deaths  were  162,  against  168 
the  week  before.  There  was  an  increase  in 
eases  of  pneumonia  and  scarlet  fever. 

In  the  week  ending  May  10,  i8  sick  and 
wounded  soldiers  from  the  expeditionary  forces 
in  France  were  landed  at  American  ports ;  the 
week  before  148  were  landed. 

Carrel  Made  Commander  of  Legion  op  Hon- 
or.— Dr.  Alexis  Carrel,  of  the  Rockefeller  In- 
stitute, has  been  promoted  to  the  rank  of  com 
mander  of  the  Legion  of  Honor  by  the  French 
Government.  M.  Mourier,  under-secretary  of 
State  for  medical  service,  recalled  Dr.  Carrel's 
biological  discoveries,  his  method  of  grafting 
bones,  as  well  as  his  system  of  treating  wounds. 

Birth  and  Death  Rate  in  Germany. — A 
report,  compiled  by  the  local  Government  Board 
of  London,  shows  a  fall  in  the  birth  rate  in  Ger- 
many during  the  three  years,  1915-17,  inclusive, 
equivalent  to  the  loss  of  2,000,000  infants. 
Forty  per  cent,  fewer  births  occurred  in  1916 
than  in  1913.    These  figures  are  compared  with 


a  decrease  of  10  per  cent,  in  the  birth  rate  in 
England  and  Wales. 

The  infantile  death  rate  in  Germany  is  50 
per  cent,  higher  than  in  England  and  Wales. 
This  fact  has  led  to  a  large  extension  of  infant 
welfare  work  in  Germany.  In  1913,  the  infant 
mortality  rate  in  Germany  was  151  per  thou- 
sand, as  compared  with  108  in  England  and 
Wales.  The  rates  in  1914  for  Prussia,  Saxony, 
and  Bavaria  were,  respectively,  164,  173,  and 
193  per  thousand.  An  abnormal  increase  in 
infant  mortality  in  the  first  months  of  the  war 
was  shown  by  the  fact  that  in  Prussia,  in  the  • 
third  quarter  of  1914,  the  rate  rose  from  128 
to  143;  in  Saxony,  from  140  to  242,  and  in 
Bavaria  from  170  to  239. 

BOSTON  AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During 
the  week  ending  May  18,  1918,  the  number  of 
deaths  reported  was  242,  against  252  last  year, 
with  a  rate  of  16.09  against  17.01  last  year. 
There  were  35  deaths  under  one  year  of  age 
against  45  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were :  diphtheria,  76 ;  scarlet  fever,  31  ; 
measles,  308;  whooping  cough,  53;  typhoid 
fever,  3 ;  tuberculosis,  68. 

Included  in  the  above  were  the  following 
cases  of  non-residents :  diphtheria,  19 ;  scarlet 
fever,  6 ;  measles,  2 ;  whooping  cough,  1 ;  tu- 
tuberculosis,  4. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 6;  measles,  4;  whooping  cough,  4;  •tu- 
berculosis, 28. 

Included  in  the  above  were  the  following 
non-residents :  measles,  1 ;  tuberculosis,  2. 

Massachusetts  Dental  Society. — At  the 
fifty-fourth  annual  convention  of  the  Massachu- 
setts Dental  Society,  an  exhibit  was  held  in 
Mechanics  Building  by  manufacturers  of  dental 
supplies.  Among  the  new  things  presented 
was  a  form  of  gold  which  is  said  to  give  den- 
tists none  of  the  annoyances  they  so  often  en- 
counter in  packing  gold  in  small  cavities.  Miss 
Margaret  Kay  told  the  dentists  of  her  observa- 
tions in  France  of  the  wonderful  facial  recon- 
struction work  that  is  being  done.  At  the 
Councilors'  meeting  the  following  officers  were 
elected  I  president,  Dr.  George  C.  Ainsworth  of 
Boston;  vice-presidents,  Dr.  William  J.  Simp- 
son of  Pittsfield;  secretary,  Dr.  J.  Arthur  Fur- 
bish of  Boston ;  assistant  secretary,,  Dr..  Albert 
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W.  Day  of  Worcester;  treasurer,  Joseph  T. 
Paul  of  Boston;  auditor,  Dr.  C.  Edson  Abbott 
of  Franklin. 

The  National  Public  School  Speech 
Teachers'  Association. — A  meeting  of  the 
National  Public  School  Speech  Teachers' 
Association  was  held  at  Fall  River  on  May 
9.  Dr.  Walter  B.  Swift,  president,  read  pa- 
pers which  dealt  with  the  medical,  psycholog- 
ical, treatment,  and  educational  aspects  of 
speech  correction.  Dr.  Swift  also  explained 
Cleveland's  plan  to  spend  $10,000  annually  to 
install  his  methods  and  systems  in  public  schools. 
Other  papers  on  "How  Speech  Drill  Improves 
Grade  Work,"  were  read  by  Misses  Elizabeth 
Self,  Vera  Allen,  and  Marguerite  Franklin. 

Bill  Insuring  "Purity"  of  Vaccine  Virus. 
— At  the  hearing  before  the  Committee  on  Pub- 
lic Health,  which  met  to  review  the  bill  re- 
cently introduced  insuring  the  "purity"  of 
vaccine,  many  objections  were  raised.  The  op- 
ponents of  the  bill  claim  that,  if  passed,  it 
would  prevent  vaccination.  Dr.  Ernst  of  the 
Harvard  Medical  School  said  that  the  passage 
of  the  bill  would  make  it  impossible  to  secure 
vaccine  virus,  for,  "it  is  practically  impossible 
to  produce  virus  which  does  not  contain  other 
elements  in  addition  to  that  element  specifically 
desired."  Claude  Allen,  of  the  Massachusetts 
Pharmaceutical  Association,  said  that  the  law 
would  impose  hardship  upon  druggists,  who  do 
not  know  the  quality  of  virus  they  sell.  State 
Commissioners  of  Health  McLaughlin  and  Kel- 
ley  and  Dr.  Cody  also  objected  to  the  bill. 

President  Woodward,  of  the  Massachusetts 
Medical  Society,  presented  a  bill  which  pro- 
vided that  certificates  of  exemption  should  be 
required  in  the  private  and  parochial  schools 
and  colleges  as  well  as  in  the  public  schools; 
no  unvaccinated  child  should  be  admitted  un- 
less a  certificate  proving  his  inability  to  submit 
to  vaccination  is  presented.  This  legislation  is 
favored  by  presidents  of  several  colleges  and 
many  interested  in  parochial  schools. 

Massachusetts  General  Hospital  Training 
School  for  Nurses. — The  annual  report  for  the 
year  1917  of  the  Massachusetts  General  Hos- 
pital Training  School  for  Nurses  gives  evidence 
of  the  pressure  which  the  war  has  made  inevi- 
table. The  most  important  event  has  been  the 
organization  of  a  Base  Hospital,  which  was  mo- 
bilized last  June  for  active  service  in  France. 


It  has  been  deemed  advisable  to  send  into 
army  and  navy  hospitals  only  graduate  nurses. 
One  hundred  and  seventeen  nurses  have  gone 
across  to  serve  under  British,  Canadian  or 
American  Expeditionary  Forces  since  the  be- 
ginning of  the  war. 

The  School  has  been  enlarged  to  meet  the 
needs  of  the  new  private  hospital  opened  last 
spring,  and  to  render  necessary  aid  in  the  far 
greater  needs  of  this  country  and  its  Allies. 
Including  those  who  are  either  graduates,  pu- 
pils, probationers,  affiliated,  or  post-graduates, 
the  School  has  included  254  women.  The  La- 
dies' Advisory  Committee  has  given  efficient 
and  valuable  service  throughout  the  year. 
During  last  summer,  74  "nurses'  aids"  were 
admitted  to  the  wards  for  ten  days'  practice 
work,  assisting  nurses  in  their  various  routine 
duties.  Because  of  the  unusual  demands  upon 
its  resources  and  the  increased  cost  of  hospital 
supplies,  the  need  of  increased  financial  sup- 
port is  felt  in  equipping  young  women  to  meet 
the  needs  of  the  world. 

The  report  includes  the  names  of  those  en- 
rolled in  Army  Base  Hospital  No.  6,  and  a  list 
of  graduates  and  their  present  occupations. 

Baby  Hygiene  Association. — The  ninth 
annual  report  of  the  Baby  Hygiene  Association 
has  been  submitted  for  the  year  1917.  It  con- 
tains a  statement  of  the  purpose  and  methods  of 
the  organization.  Statistics  are  given  which 
cover  the  wards,  the  number  of  babies  super- 
vised, nurses'  visits  to  homes,  and  the  finances 
of  the  organization.  In  the  past  year  the  Asso- 
ciation has  rendered  valuable  service  to  the 
community  by  means  of  its  fifteen  infant  wel- 
fare stations.  The  health  of  babies  under  one 
year  of  age  is  the  primary  concern  of  the  Asso- 
ciation ;  the  work  is  being  extended,  however,  by 
increasing  the  age  limit  in  some  sections.  The 
organization  is  particularly  interested  in  the 
National  Campaign  for  Child  Conservation.  The 
work  for  the  past  year  has  been  very  successful, 
for  the  infant  mortality  rate  for  the  city  was 
the  lowest  on  record. 

Framingham  Community  Health  Station. — 
The  Framingham  Community  Health  Station 
has  published  Monograph  No.  1  of  the  general 
serias  dealing  with  the  program  of  the  Demon- 
stration. It  contains  the  members  of  com- 
mittees and  staffs,  and  an  acknowledgment  to 
the  non-local  agencies  who  have  assisted  in 
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special  phases  of  the  program.  The  main  ob- 
jects and  activities  of  the  Demonstration  are 
summarized.  Mention  is  made  of  the  gift  of 
$100,000  by  the  Metropolitan  Life  Insurance 
Company,  contributed  for  conducting  a  com- 
munity experiment  in  the  control  of  tuberculo- 
sis. The  need  of  continuing  the  work  through 
the  period  of  the  war  is  emphasized.  The  steps 
taken  by  the  Demonstration  are  classified  under 
three  divisions :  preparatory  steps, — dealing  with 
staffs  and  communities; — community  diagnostic 
steps, — concerning  the  environment  and  the 
people  themselves; — and  community  treatment. 
Thus  far  the  health  experiment  has  demon- 
strated the  importance  of  sympathetic  coopera- 
tion from  local  and  outside  agencies,  as  a  basis 
for  community  and  social  control  over  disease- 
producing  factors. 

Harvard  Professors  Promoted. — The  Har- 
vard board  of  overseers  have  promoted  three 
members  of  the  medical  faculty  to  full  profes- 
sorships. Dr.  Richard  C.  Cabot  has  been  elected 
clinical  professor  of  medicine ;  Dr.  Eugene  A. 
Crockett,  Le  Compte  professor  of  otology;  and 
Dr.  F.  S.  Newell,  clinical  professor  of  obstetrics. 

Quincy  Probation  System. — A  new  plan  in 
connection  with  the  probation  system  has  been 
put  into  effect  in  Quincy.  Clinics  are  to  be  held 
.in  the  probation  officers'  rooms  on  the  third 
Wednesday  of  each  month.  They  are  designed 
to  offer  an  opportunity  for  those  working  in  the 
reconstruction  of  a  family,  where  there  is  a 
problem  of  alcohol  or  drug  involved,  to  con- 
sult with  those  in  charge  of  the  clinic  and  ob- 
tain expert  advice. 

i 

Poliomyelitis  Clinic  at  Haverhill. — Dr. 
Arthur  A.  Legg  of  Boston,  assisted  by  twelve 
workers  of  the  Harvard  Infantile  Paralysis 
Commission,  conducted  a  public  clinic  at  Haver- 
hill for  the  local  Board  of  Health.  The  fifty 
patients  examined  showed  marked  improvement 
as  a  result  of  the  after-treatment  which  has  been 
given  them  for  eight  months  by  the  local  health 
authorities.  Haverhill  is  the  first  municipality 
in  the  State  to  furnish  free  after-treatment  by 
trained  workers. 

Dickinson  Hospital. — During  a  six  days' 
canvass  in  Northampton,  $125,000  has  been 
raised  for  the  Dickinson  Hospital. 


Training  School  for  Nurses. — Invitations 
are  issued  for  the  graduating  exercises  of  the 
Training  School  for  Nurses  of  the  Boston  City 
Hospital,  to  be  held  in  the  Cheever  Amphi- 
theatre, on  Friday,  May  31.  There  will  be  a 
reception  from  five  to  six  o'clock  at  the  Vose 
House. 

Tufts  Dental  Clinic. — In  a  recent  issue  of 
the  Journal,  we  noted  that  the  Dental  Clinic  at 
Tufts  College  Medical  School  had  been  destroyed 
by  fire.  The  fire  occurred  on  Sunday  morning, 
and,  though  important  damage  was  done,  work 
in  all  departments  of  the  Dental  School  was  re- 
sumed on  Monday  and  has  continued  in  full 
force  ever  since. 

Children's  Pavilion  of  the  Sharon  Sana- 
torium.— The  directors  of  the  Sharon  Sanator- 
ium have  issued  invitations  for  a  reception  on 
Saturday,  June  8,  for  the  opening  of  the  new 
Children's  Pavilion  of  the  Sanatorium.  Trains 
leave  the  South  Station  for  Sharon  at  12.30, 
1.45,  2.33,  3.29,  4.28  p.m.  (Back  Bay  Station,  five 
minutes  later.)  Return  at  3.16,  5.03,  6.12  and 
7.10  p.m.  Carriages  to  and  from  the  Sharon 
Station.  Visitors  wishing  to  drive  by  motor 
(20  miles  from  Boston)  are  advised  to  take  the 
route  via  Mattapan  Square,  Canton  Avenue 
(Milton),  through  Canton  to  Sharon.  The  Pavil- 
ion is  intended  to  be  a  combined  sanatorium 
and  school  for  children  under  fourteen  years  of 
age  who  show  symptoms  of  early  pulmonary  or 
glandular,  non-surgical  tuberculosis. 

Children  of  parents  with  limited  means  only 
will  be  admitted.  Applications  to  be  made  to 
Dr.  "Walter  A.  Griffin,  Sharon,  or  Dr.  Henry  I. 
Bowditch,  86  Bay  State  Road. 

Laboratory  for  Cancer  Research. — A  new 
laboratory  building  for  the  Huntington  Me- 
morial Hospital  for  Cancer  Research  is  to  be 
erected,  at  an  estimated  cost  of  $60,000.  The 
basement  of  the  addition  will  contain  a  vault 
for  the  storage  of  radium,  for  experimental 
work  in  radioactivity,  and  rooms  for  the  in- 
stallation of  high-powered  x-ray  apparatus. 
There  will  be  also  a  chemical  laboratory,  a  clini- 
cal laboratory,  a  suite  for  the  use  of  resident 
physicians,  and  a  carpenter  shop.  On  the  first 
floor  there  will  be  waiting  rooms  for  out-patient 
cases,  large  laboratories  for  bio-physics,  rooms 
for  x-ray  and  radium  treatment,  and  a  women's 
dressing  room.  The  ground  floor  will  be  given 
up  to  laboratories  of  pathology  and  biology.  The 
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top  floor  will  be  for  the  accommodation  of  the 
domestic  service  of  the  hospital.  Work  on  the 
addition  will  be  delayed  by  the  war.  Dr.  Rob- 
ert B.  Greenough  is  the  surgeon  in  charge  of 
the  hospital. 


NOTES  FROM  THE  DISTRICT  SOCIETIES. 


District  Correspondents. 

Berkshire,  A.  P.  Merrill,  M.D.,  Pittsfleld. 
Bristol  North,  Arthur  R.  Crandell,  M.D.,  Taunton. 
Bristol  South,  Edwin  D.  Gardner,  M.D.,  New  Bedford. 
Essex  North,  T.  N.  Stone,  M.D.,  Haverhill. 
Essex  South,  H.  P.  Bennett,  M.D.,  Lynn. 
Hampden,  Laurence  D.  Chapin,  M.D.,  Springfield. 
Hampshire,  E.  E.  Thomas,  M.D.,  Northampton. 
Middlesex  South,  William  C.  Hanson,  M.D.,  Belmont. 
Norfolk  South,  Daniel  B.  Reardon,  M.D.,  Quincy. 
Plymouth,  Alfred  C.  Smith,  M.D.,  Brockton. 
'Worcester,  Ernest  L.  Hunt,  M.D.,  Worcester. 


Bristol  South  District  Medical  Society. — 
The  annual  meeting  of  the  Bristol  South  Dis- 
trict of  the  Massachusetts  Medical  Society  was 
held  at  the  Public  Library,  New  Bedford, 
Mass.,  on  Thursday,  May  9,  1918,  at  5  p.m. 

Lieutenant  Patrick  Manning,  M.R.C.,  of 
Camp  Devens  gave  us  a  talk  on  "Military 
Medicine. ' ' 

The  following  officers  were  elected : 

President,  J.  A.  Barrie. 

Vice-President,  E.  D.  Gardner. 

Secretary  and  Treasurer,  A.  J.  Abbe. 

Councilors:  E.  F.  Cody,  C.  F.  Connor,  A.  B. 
Cushman,  W.  A.  Dolan,  R.  W.  Jackson,  A.  C. 
Lewis,  A.  H.  Mandell. 

Censors:  W.  A.  Dolan,  W.  E.  Blaine,  W.  T. 
Learned,  C.  J.  Leary,  S.  V.  Merritt. 

Nominating"  Councilor,  C.  F.  Connor.  Al- 
ternate, R.  W.  Jackson. 

Commissioner  of  Trials,  W.  E.  Synan. 

After  the  meeting  we  had  a  dinner  at  the 
Wamsutta  Club. 

We  have  had  14  or  15  men  join  the  M.R.C. 
out  of  a  membership  of  about  65.  I  think  we 
have  about  30  men  in  the  town  who  have  joined 
the  M.R.C,  not  all  of  these  belonging  to  the 
Massachusetts  Medical  Society. 

Edwin  D.  Gardner,  M.D. 

Hampshire  District  Medical  Society. — The 
annual  meeting  of  the  Hampshire  District  Medi- 
cal Society  was  held  on  May  9,  1918.  The  fol- 
lowing officers  were  elected  for  the  ensuing  year: 

President,  H.  G.  Rockwell,  Amherst;  Vice- 
President,  W.  A.  Adams,  Northampton;  Secre- 
tary, C.  T.  Cobb,  Northampton ;  Treasurer,  J.  G. 
Hanson,  Northampton;  Librarian,  F.  E.  Dow, 
Northampton ;  Correspondent,  C.  T.  Cobb, 
Northampton ;  Commissioner  of  Trials,  J.  G. 
Hayes,  Williamsburg. 


Censors:  A.  G.  Minshall,  Supervisor;  S.  A. 
Clark,  Northampton;  J.  G.  Hayes,  Williams- 
burg; N.  C.  Haskell,  Amherst;  C.  A.  Byrne,  Hat- 
field. 

Councilors :  A.  G.  Minshall,  Northampton ; 
J.  G.  Hanson,  Northampton;  O.  W.  Cobb,  East- 
hampton;  the  President,  ex-officio. 

Councilors  for  Nominating  Committee :  A.  G. 
Minshall,  Northampton;  J.  G.  Hanson,  North- 
ampton, alternate. 

C.  T.  Cobb,  Secretary  and  Correspondent. 


fHtar?Uang. 

MEETING  OF  STATE  COMMITTEES  OF 
THE  MEDICAL  SECTION  OF  THE  COUN- 
CIL OF  NATIONAL  DEFENSE. 

In  a  recent  issue  of  the  Journal,  we  pub- 
lished a  report,  of  the  annual  meeting  of  the 
General  Medical  Board  of  the  Council  of  Na- 
tional Defense,  at  Washington,  D.  C,  on  Sun- 
day, May  5,  1918.  The  following  report  of  the 
meeting  on  Saturday,  May  4,  of  the  State  Com- 
mittees of  the  Medical  Section,  in  conjunction 
with  the  State  Activities  Committee  and  the 
Ceneral  Board,  has  been  issued  from  the  Gov- 
ernment printing  office.  At  this  meeting  the 
Journal  was  represented  by  Dr.  Walter  P. 
Bowers  of  the  Advisory  Committee,  and  by  the 
Editor-in-Chief. 

"Three  hundred  physicians  and  surgeons, 
members  of  the  State  and  County  Committees  of 
the  Medical  Section  of  the  Council  of  National 
Defense,  representing  every  State  in  the  Union 
except  one,  met  at  the  New  Willard  in  Wash- 
ington on  Saturday  and  Sunday,  May  4  and  5, 
called  together  by  Dr.  Franklin  Martin,  chair- 
man of  the  General  Medical  Board  of  the  Coun- 
cil of  National  Defense. 

"Attention  was  focused  on  two  important 
subjects:  Increased  enrollment  in  the  Medical 
Reserve  Corps  of  the  Army  and  Navy;  definite 
plans  for  the  enrollment  in  the  Volunteer  Medi- 
cal Service  Corps  of  those  physicians  not  avail- 
able for  active  military  service  to  meet  the  medi- 
cal needs  of  the  whole  nation ;  and,  in  particular, 
to  provide  adequate  medical  sendee  for  our 
great  war  industries. 

"Pleas  for  the  immediate  enrollment  of  5.000 
additional  members  of  the  Medical  Reserve 
Corps  of  the  Army,  and  1,000  for  the  Naval  Re- 
serve Force,  were  made  by  Surgs.  Gen.  Gargas 
and  Braisted.  Members  of  the  State  and 
County  Committees  were  urged  to  increase  their 
activities  as  the  authorized  governmental  agen- 
cies for  the  mobilization  of  the  nation's  medical 
resources. 
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MORNING  SESSION. 

1 '  The  meeting  on  Saturday  morning  was 
called  to  order  by  Dr.  Franklin  Martin,  chair- ' 
man  of  the  General  Medical  Board,  who  called 
to  the  chair  Maj.  Edward  Martin,  of  Philadel- 
phia, chairman  of  the  State  Activities  Commit- 
tee. 

"The  Council  oath  of  office  was  administered 
to  members  of  the  State  committees,  confirming 
them  in  their  official  capacity  as  the  authorized 
representatives  of  the  Council  of  National  De- 
fense. 

"In  his  address  of  welcome  Maj.  F.  F.  Simp- 
son, vice-chairman  of  the  board,  called  attention 
to  the  fact  th'at  one  year  previous  to  the  entry 
of  this  nation  into  the  war,  a  national  committee 
on  medical  preparedness  was  organized,  and 
under  its  direction  the  State  and  County  Com- 
mittees were  called  into  service,  these  State  and 
County  Committees  being  taken  over  as  a  part 
of  the  Medical  Section  of  the  Council  of  Na- 
tional Defense  upon  the  organization  of  that 
body. 

"Surg.  Gen.  Gorgas  spoke  of  the  organization  , 
of  the  Medical  Reserve  Corps  and  its  expansion 
during  the  war.  until  it  now  includes  20,000 
members  through  the  activities  of  the  Medical 
Section  of  the  Council  of  National  Defense:  ex- 
pressed his  appreciation  for  the  great  work  al- 
ready accomplished  and  in  anticipation  of  its 
continued  activities  along  the  same  lines,  which 
would  insure  an  ever-increasing  supply  of  men 
for  the  Reserve  Corps.  He  called  attention  to 
the  immediate  need  for  5,000  additional  men  in 
the  Reserve  Corps  and  stated  that  he  had  just 
received  a  pressing  call  from  Gen.  Pershing,  ask- 
ing that  500  medical  men  be  forwarded  imme- 
diately to  France.  'If  the  men  will  come  in 
now,'  said  Gen.  Gorgas.  '500  will  stand  the 
chance  of  going  to  France  at  once,  and  as  there 
will  be  numerous  requests,  nearly  everyone  can 
go  to  France.  A  few  good  men  must  always  re- 
main on  this  side.  I  am  glad  to  express  my 
gratitude  for  the  assistance  you  are  going  to 
give  us  in  the  next  two  or  three  months.' 

"Admiral  Braisted  urged  the  needs  of  the 
Medical  Reserve  Corps  of  the  Navy.  'Needs  not 
quite  so  large  as  the  Army's,  but  just  as  neces- 
sary. What  we  need  is  a  gradual,  constant  in- 
flux of  splendid  medical  personnel  to  meet  the 
needs  of  our  service.  The  work  seems  greater 
than  it  did  a  year  ago.  More  and  more  the  work 
is  expanding  and  growing  into  new  fields.  "We 
shall  need  in  this  new  year  every  bit  of  help 
we  can  get.  This  great  Council  of  National  De- 
fense stands  as  the  leading  organization  to  help 
us  in  our  work  in  the  war.' 

"Mr.  W.  S.  Gifford,  Director  of  the  Council, 
referred  to  the  legal  authorization  of  the  work 
of  the  Council,  that .'  it  was  to  create  a  relation 
that  would  bring  about  in  time  of  need  the  im- 
mediate concentration  and  utilization  of  the 
resources  of  the  nation.    We  have  considered 


that  it  included  the  medical  resources  of  the  na- 
tion as  well  as  industrial  and  other  resources. 
In  Washington  we  would  have  a  directing  and 
guiding  agency,  but  that  the  work  must  be  done 
by  the  people  of  the  country. ' 

"Mr.  Julius  Rosenwald,  member  of  the  Ad- 
visory Commission,  expressed  his  appreciation 
of  the  work  of  the  medical  men  of  the  nation. 
'  I  believe  no  people  are  making  a  greater  sacri- 
fice than  the  physicians  of  this  country.  They 
deserve,  as  I  have  said  frequently,  the  apprecia- 
tion of  the  public  and  the  nation  more  than  any 
other  branch.' 

"Col.  Caldwell,  of  the  Surgeon  General's 
Office,  presented  figures  as  to  the  number  of 
medical  men  in  active  service  in  the  various 
corps :  Medical  Corps.  843 :  Medical  Reserve 
Corps,  16,552;  Medical  Corps.  National  Guard, 
1.027:  Medical  Corps,  National  Army,  114.  He 
congratulated  the  profession  upon  the  fact  that 
this  'aggregate  of  medical  officers  had  been 
contributed  to  the  Medical  Department  of  the 
Army  by  purely  voluntary  effort.  It  is  the 
desire  of  the  Surgeon  General  of  the  Army,  in 
so  far  as  the  medical  profession  will  consent  to, 
and  will  volunteer  to  do.  to  mobilize  the  medical 
personnel  of  the  country  for  the  purpose  of  our 
military  uses.  This  will  best  be  accomplished  by 
all  medical  men  who  are  able-bodied,  who  are 
professionally  competent,  and  who  can  leave 
their  civil  activities  without  sacrificing  the  ac- 
tivities of  the  community,  industry  or  corpora- 
tion to  come  into  the  Reserve  Corps  voluntarily 
and  accept  commissions.  If  this  were  done,  it 
would  be  a  simple  matter  for  the  Surgeon  Gen- 
eral to  officer  properly  the  military  medical 
forces  with  competent  medical  personnel.  It 
would  make  the  task  of  the  Council  of  National 
Defense  and  the  different  Surgeons  General  very 
easy  in  taking  care  of  the  civil  communities 
wherever  they  may  be  in  need  of  competent 
professional  assistance. 

"  'The  Personnel  Division  of  the  Surgeon 
General's  Office  has  arranged  to  have  at  conveni- 
ent places — has  about  completed  the  arrange- 
ment in  every  State  of  the  Union,  including  the 
Capital — examining  boards  for  applicants  for 
commissions  in  the  Medical  Reserve  Corps.  With 
this  understanding  and  your  efforts  when  you 
return  home  to  your  activities  in  the  different 
States,  the  Surgeon  General  feels  confident  there 
will  be  no  question  as  to  the  securing  of  5,000 
additional  medical  officers  for  the  Reserve  Corps 
in  the  next  few  months.' 

"Medical  Inspector  Murphy  explained  the 
need  for  a  large  increase  in  the  Navy  Medical 
Corps.  'At  one  time  last  year  we  found  we  had 
sufficient  medical  officers  for  our  needs.  At  the 
present  time,  despite  that  forecast,we  find  that 
we  need  more,  and  it  is  hoped  that  you  gentle- 
men of  the  State  Committees  of  the  Medical 
Section  of  the  Council  of  National  Defense  will 
help  us  to  obtain  this  additional  medical  per- 


762 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[May  30,  1018 


sonnel.  We  need  a  thousand,  we  calculate,  for 
the  coming  year.  It  is  hoped  that  we  will  ob- 
tain, with  your  assistance,  at  least  100  a  month 
so  as  to  be  safe.  I  would  like  to  extend  to  you 
again  on  my  part,  as  the  Surgeon  General  lias 
already  done  for  himself,  our  appreciation  in 
the  Medical  Corps  of  your  efforts  in  our  behalf, 
and  trust  that  the  future  will  bring  to  us  your 
kind  assistance  once  more.  At  the  present  time 
there  is  a  bill  before  Congress  increasing  the 
Navy,  almost  doubling  it.  We  will  require  more 
men.  All  new  ships  built  here  and  everywhere, 
that  no  one  knows  about,  will  need  new  men. 
From  France  we  get  the  request  in  connection 
with  the  American  Expeditionary  Force  from 
Gen.  Pershing  that  more  naval  medical  officers 
are  needed.' 

"Maj.  John  D.  McLean  spoke  on  the  work  of 
the  States  Activities  Committee,  referring  to 
the  organization  of  the  State  Committees  a  year 
previous  to  the  entry  of  this  nation  into  the 
war  and  their  inclusion  in  the  Medical  Section  | 
of  the  Council  of  National  Defense  upon  its 
organization.  He  reported  in  detail  the  service 
rendered  by  the  Committee  to  the  Surgeons 
General  of  the  Army,  Navy,  and  Public  Health, 
in  securing  detailed  information  as  to  men  avail- 
able for  membership  in  the  Medical  Reserve 
Corps  and  the  enrollment  of  20,000  medical 
officers  during  the  past  year.  Through  this  Com- 
mittee, in  cooperation  with  the  State  Commit- 
tees, has  been  disseminated  a  vast  amount  of  in- 
formation relating  to  every  aspect  of  the  na- 
tion's medical  activities;  in  cooperation  with  the 
Provost  Marshal  General's  office  it  has  prepared 
rules  of  procedure  for  the  organization  of  Medi- 
cal Advisory  Boards,  it  has  aided  in  the  selection 
of  Medical  Aides  for  the  governors  of  the 
several  States,  and  formulated  plans  outlining 
the  specific  duties  of  such  Medical  Aides. 

"This  Committee  formulated  the  plans  and 
inaugurated  the  Volunteer  Medical  Service 
Corps  as  authorized  by  the  Council  of  National 
Defense.  For  membership  in  the  Corps  such 
physicians  are  eligible  as  would  be  accepted  in 
the  Medical  Reserve  Corps  of  the  Army  were  it 
not  for  physical  disability,  over  age,  essential 
public  need,  essential  institutional  need,  or  de- 
pendents. Women  physicians  are  eligible.  The 
object  of  the  Corps  is  to  establish  an  emergency 
medical  organization  to  perform,  when  required, 
such  civic  and  military  duties  as  are  not  pro- 
vided for.  State  governing  boards  consist  of 
the  members  of  the  State  Committees  of  the 
Medical  Section  of  the  Council  of  National  De- 
fense, and  from  this  board  in  each  State  are 
selected  five  men  who  act  as  an  executive  com- 
mittee to  pass  upon  applications  for  member- 
ship. Upon  their  recommendation,  applications 
are  passed  to  the  Central  Governing  Board  in 
Washington.  Each  member  of  the  Corps,  dur- 
ing active  membership,  is  entitled  to  wear  the 
insignia  of  the  Corps,  as  authorized  by  the 
Council  of  National  Defense. 


"The  officers  of  the  Corps  are  as  follows: 
President,  Dr.  Edward  P.  Davis;  Vice-Presi- 
dent, Dr.  Henry  H.  Sherk;  Acting  Secretary, 
Dr.  John  D.  McLean.  The  Central  Governing 
Board  includes  the  above-named  officers:  Dr. 
Edward  H.  Bradford,  Dr.  Truman  W.  Brophy, 
Dr.  Duncan  Eve,  Sr.,  Dr.  William  Duffield  Rob- 
inson, Dr.  George  David  Stewart,  and  ex-officio, 
Dr.  Franklin  Martin  and  Dr.  F.  F.  Simpson. 

' '  Dr.  Edward  P.  Davis,  of  Philadelphia,  spoke 
of  the  purpose  of  the  Volunteer  Medical  Service 
Corps.  'Would  it  not  be  a  source  of  inspiration, 
gratification,  and  pleasure  if  we  were  organized 
in  the  service  of  our  Government*  and  if  we  had 
something  to  show  for  that  organization?  Those 
of  you  who  are  on  Medical  Advisory  Boards  for 
the  selective-service  enlistment  have  been  doing 
splendid  work  which  is  typical  of  this  class  of 
men.  Others  of  you  are  teachers  in  medical 
colleges.  Others  are  holding  positions  in  great 
city  hospitals,  where  their  absence  would  leave 
the  hospital  sadly  crippled.  There  are  many 
activities  along  the  lines  of  executive,  educa- 
tional, and  institutional  work,  and  other  things 
in  which  we  can  serve.  You  may  be  asked  to 
go  to  a  neighboring  camp  as  consultant.  During 
that  work  you  will  be  cooperating  actively  with 
the  Government,  and  you  will  have  an  insignia 
worn  in  your  buttonhole,  and  this  will  identify 
you  as  an  officer  of  the  United  States  Govern- 
ment upon  temporary  active  duty.' 

' '  Dr.  Harry  M.  Sherman,  of  San  Francisco ; 
Dr.  H.  H.  Martin  of  Savannah;  Dr.  Charles  E. 
Kahlke,  of  Chicago;  Dr.  J.  A.  Witherspoon,  of 
Nashville ;  Dr.  Rock  Sleyster,  of  Waupun,  Wis. ; 
and  Dr.  George  D.  Stewart,  of  New  York,  told 
of  the  progress  of  the  work  of  the  State  Com- 
mittees of  their  several  States. 

"Dr.  Franklin  Martin  spoke  feelingly  of 
the  situation  in  England  and  France  and  their 
great  need  of  doctors,  and  of  the  work  of  the 
American  surgeons  in  the  war  zone. 

"  'In  those  hospital  clearing  stations  back  of 
the  lines,  our  men — men  who  were  in  this  fight 
early  and  were  over  there  first — the  best  men 
we  have — are  working  two  shifts  from  12  to  12. 
Do  they  stop  at  the  end  of  the  shift?  No,  they 
work  from  12  to  12  and  then  go  on.  They  sleep 
three  or  four  hours  and  then  go  on  again.  For 
a  half  mile  outside  of  these  hospitals,  men  are 
waiting  to  be  operated  upon.  They  send  out 
the  orderlies  and  tell  them  to  bring  in  the  worst. 
That  is  the  job  "over  there." 

"  'Do  you  realize  that  the  Government  did 
better  than  it  knew  and  that  Congress  probably 
did  better  than  it  knew  when  it  passed  the  law 
establishing  the  Council  of  National  Defense? 
When  war  came  on,  fortunately,  we  had  a  little 
part  in  that  Council  of  National  Defense.  What 
was  our  first  thing  to  do  ?  To  help  the  bureaus 
and  departments  to  expand  as  rapidly  as  possi- 
ble in  preparing  for  the  coming  war,  and  when 
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war  came,  to  expand  still  further  those  depart- 
ments. 

' '  '  You  had  been  working  one  year  before  war 
began,  under  Dr.  Simpson  and  Dr.  Mayo.  You 
had  worked  so  well  that  as  soon  as  the  Council 
of  National  Defense  was  organized — at  its  first 
meeting — I  asked  them  to  take  over  this  or- 
ganization as  the  Medical  Section  of  the  Coun- 
cil, and  from  that  time  it  became  a  part  of  the 
Council  of  National  Defense.  The  resolution  was 
passed,  and  at  that  minute  you  became  just  as 
much  Government  officers  as  though  you  had 
been  receiving  a  salary  and  had  a  definite  ap- 
pointment. Do  not  think  that  the  President 
does  not  know  everything  of  importance  that 
happens  at  each  meeting  of  the  General  Medical 
Board,  and  everything  of  importance  that  is 
announced  from  the  activities  of  these  commit- 
tees. He  is  deeply  interested,  as  I  know  from 
conversation  with  him.  He  knows  the  subject 
from  the  beginning  in  April,  1916 — a  year  be- 
fore the  war  began — until  the  day  before  yester- 
day, and  he  regrets  exceedingly  that  he  is  not 
here  this  morning  to  say  how  much  he  appre- 
ciates what  you  have  done  for  him.  He  wants 
you  to  know  that  you  are  the  authorized  organi- 
zation to  carry  on  this  work  in  connection 
with  the  departments  of  the  Government.  T 
quote  from  a  personal  letter : 

"  '  "Thank  you  for  telling  me  of  the  ap- 
proaching meeting  of  the  State  Committees  of 
the  Medical  Section,  Council  of  National  De- 
fense. Will  you  not  be  kind  enough  to  convey 
to  them,  when  they  convene,  a  message  of  sin- 
cere appreciation  from  me  of  their  services  as 
authorized  governmental  agencies  to  the  Army, 
Navy,  Public  Health  Service,  and  American  Red 
Cross,  and  of  the  part  they  have  played  in  the 
preparation  for  war  ?  Will  you  not  at  the  same 
time  convey  to  them  my  warm  personal,  greet- 
ings?" 

"  'And  from  another  letter: 

n  c  "rpkg  papers  which  you  submitted  to  me 
show  a  very  impressive  and  valuable  activity  on 
the  part  of  the  Committee  on  Medicine  and 
Sanitation  of  the  Council  of  National  Defense, 
and  I  want  to  congratulate  you  and  your  asso- 
ciates on  the  committee  for  the  vigorous  activi- 
ties you  have  shown  in  this  important  matter. 

"  '  "  The  Council  of  National  Defense  and  the 
Advisory  Commission  were  authorized  by  Con- 
gress for  the  clear  purpose  of  bringing  about 
exchanges  of  opinion  on  fundamental  problems, 
and  it  seems  wise  to  continue  the  excellent  work 
done  by  the  committee  legally  constituted  for 
the  purpose  without  attempting  to  replace  or 
duplicate,  if  not  to  confuse,  its  counsel." 

"  'In  organizing  these  committees  and  the 
original  committee  that  became  the  General 
Medical  Board  we  have  insisted  upon  only  one 
thing,  that  any  organization  anywhere  could 
suggest  members  to  the  General  Medical  Board, 
and  if  those  members  were  approved  by  the 


General  Medical  Board  they  would  be  accepted 
as  individuals  and.  not  as  members  of  an  out- 
side organization,  because  as  soon  as  they  became 
members  of  the  General  Medical  Board,  and  as 
soon  as  you  became  members  of  the  State  Com- 
mittees of  the  Medical  Section,  you  become  Gov- 
ernment officials. 

' '  '  The  one  thing  we  have  gotten  you  here  for 
more  than  anything  else  is  to  change  your  atti- 
tude from  that  of  complacency  to  that  of  the 
man  who  is  at  the  front  and  has  gotten  up  his 
wind  for  the  fight.  When  you  go  back  home, 
get  the  members  of  your  committee  together  and 
do  the  work  we  want  you  to  do  as  promptly  as 
possible,  and  convey  the  results  to  us  as 
promptly. ' 

AFTERNOON  SESSION. 

' '  Dr.  Edward  Martin,  Chairman :  '  The  pur- 
pose of  this  meeting  is  to  justify  our  existence 
At  the  meeting  in  Chicago  last  fall,  attended  so 
largely  by  you,  there  was  probably  more  con- 
structive work  done  than  at  any  medical  meet- 
ing in  this  country,  and  the  plans  there  sug- 
gested have  been  going  on  steadily  every  day 
since.  First,  we  wish  to  formulate  a  plan  by 
which  we  may  deliver  to  the  Surgeon  General  of 
the  Army  5,000  medical  men  before  the  first  of 
July,  and  probably  many  more  within  the  next 
year.  To  do  that  requires  much  wisdom,  much 
time,  and  an  absolutely  concentrated  effort  on 
the  part  of  everyone  of  us.  The  first  5,000  will 
be  easy.  The  next  10,000  will  be  most  difficult. 
But  you  men  can  do  it.  It  is  our  feeling  that 
the  only  way  we  can  get  men  is  man  to  man, 
from  you  to  them.  Your  Central  Committee 
met  yesterday  and  laid  out  a  tentative  scheme 
upon  which  we  want  your  constructive  criticism 
and  help.  We  feel  that  if  we  can  get  together 
on  this  matter  we  can  give  the  Surgeon  General 
the  men  he  wants,  and  the  tentative  scheme  is 
this:  That  each  State  Committee,  with  the  help 
of  the  County  Committees  where  this  seems  de- 
sirable,  take  their  tabulated  lists  of  the  profes- 
sion in  their  State  and  select  from  that  list 
twice  as  many  men  as  will  be  wanted  in  this 
first  call,  and  notify  each  one  of  those  men, 
preferably  by  personal  interview  by  the  Chair- 
man, or  by  interview  on  the  part  of  one  of  the 
County  Committeemen,  or  if  not  that  by  letter, 
telling,  in  the  first  place,  of  the  broad,  general 
need,  and,  in  the  second  place,  of  the  imme- 
diate, pressing,  and  urgent  need,  and,  in  the 
third  place,  that  he  has  been  selected  by  the 
State  Committee  as  the  man  to  apply  at  once 
for  a  commission  and  subject  himself  to  the 
orders  of  the  Surgeon  General.  That  seems  a 
simple,  comprehensive  way,  and  seems  perhaps 
applicable  to  this  whole  country.  The  problem 
is  different  in  each  State,  and  each  State  must 
settle  it  for  itself. 

"  'Suppose  the  man  refuses.  What  is  your 
next  step?  We  will  then  ask  you  to  send  his 
name  to  the  Committee's  office  in  Washington. 
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He  will  then  receive  a  direct  appeal  to  enlist 
'because  you  have  said  he  should.  Suppose  he 
refuses.  We  have  nothing  more  to  say,  but  we 
believe  that  any  man  who  after  that  refuses  to 
go  into  the  service  will  find  hell  a  more  com- 
fortable place.  So  you  have  them.  At  the  first 
no  violence  but  the  kindest  treatment,  but  if 
needful  I  have  the  greatest  confidence  in  the 
medical  profession.  We  want  no  such  man 
among  us.  It  is  needful  that  these  men  should 
receive  certain  definite  information  in  regard  to 
the  requirements,  the  cost  of  equipment,  salary, 
chance  of  advancement,  and  that  has  been  for- 
mulated and  will  be  sent  to  each  one  of  you.  We 
believe  that  every  man  between  21  and  31 
should  be  in  the  service  of  the  United  States. 
If  one  of  our  profession  has  been  taken  in  the 
selective  service  and  put  on  the  deferred  list 
because  of  dependents,  that  is  no  impediment 
where  enlistment  in  the  Medical  Reserve  Corps 
is  concerned.  Nor  has  any  man  under  31  the 
right  to  be  so  prosperous  that  he  can  do  much 
better  by  himself  than  the  United  States  can  do 
by  him  financially.  We  are  after  them.  Our 
honor  is  involved.  Our  duty  is  to  get  them,  and 
you  will  do  it.' 

' '  Thereafter  followed  a  lively  discussion  of  the 
numerous  problems  arising  out  of  the  work  of 
the  State  and  County  Committees.  The  diffi- 
culties that  have  arisen  in  certain  States  with  re- 
gard to  the  examination  of  applicants  for  the 
Medical  Reserve  Corps  will  be  solved  by  a  new 
plan  of  the  Surgeons  General  for  increasing  the 
number  of  medical  examiners  and  stationing 
them  at  a  larger  number  of  convenient  points 
in  each  State,  as  explained  by  Col.  Caldwell. 
The  complete  details  of  this  plan,  including  the 
location  and  personnel  of  the  examining  boards, 
will  be  forwarded  to  the  State  Committees. 

"It  was  explained  that  under  the  present  law 
the  examination  of  applicants  for  the  Medical 
Reserve  Corps  must  be  made  bv  commissioned 
officers  of  the  Medical  Corps  or  Medical  Reserve 
Corps.  Suggestions  that  members  of  the  Vol- 
unteer Medical  Service  Corps  might  be  author- 
ized to  conduct  such  examinations,  thereby  re- 
lieving men  for  active  service,  brought  forth  a 
lively  discussion  and  will  be  considered  by  the 
Committee. 

"Methods  pursued  in  various  States  to  secure 
complete  data  as  to  available  men  for  active 
service  were  explained  and  discussed,  as  well  as 
methods  adopted  to  secure  enrollment.  Pub- 
licity in  the  newspapers  was  suggested  as  a 
most  effective  means.  The  quota  of  men 
desired  from  each  County  having  been  deter- 
mined by  the  State  Committee,  the  figures 
should  be  published  in  comparison  with  the 
medical  population.  These  facts  having  been 
brought  to  the  attention  of  each  community, 
public  opinion  will  supply  tbe  needed  influence. 

''In  answer  to  many  questions  concerning 
service  in  the  Medical  Reserve  Corps,  such  as 
rank,  pay,  special  work,  etc.,  the  State  Activi- 


ties Committee  has  had  printed  a  'List  of  Ques- 
tions and  Answers'  which  is  to  be  distributed 
through  the  State  and  County  Committees. 
Copies  of  the  pamphlet  on  War  Risk  Insurance, 
as  issued  by  the  Treasury  Department,  may  be 
had  on  application  to  the  Committee's  office  in 
Washington. 

"In  reply  to  many  questions  as  to  the  6tatus 
of  a  physician  under  31  years  of  age  who  had 
not  received  a  commission  in  the  Medical  Re- 
serve Corps  because  of  physical  disability  and 
afterwards  drawn  into  military  service  by  the 
local  advisory-  boards,  it  was  pointed  out  that 
where  such  a  physician  had  been  sent  into  a 
camp  and  accepted  by  the  surgeon  in  charge 
and  enlisted  as  a  soldier,  he  should  notify  his 
superior  medical  officer  that  he  has  applied  for 
a  commission  in  the  Medical  Reserve  Corps. 
He  will  then  be  reexamined  and  the  Surgeon 
General  will  give  him  a  commission  even  if  re- 
jected by  the  medical  examiner,  except  that  he 
might  be  rejected  on  moral  grounds.  Col. 
Caldwell,  of  the  Surgeon  General's  Office,  stated 
that  'In  every  instance  where  a  man  has  been 
actually  enlisted  in  the  army  as  a  private  the 
Surgeon  General  will  commission  him  in  the 
Medical  Reserve  Corps.' 

"Senator  Owen  of  Oklahoma  was  intro- 
duced. '  It  gives  me  a  peculiar  pleasure  to  have 
the  opportunity  of  paying  my  respects  to  you 
and  to  your  great  profession.  Nearly  all  of  un- 
people are  surgeons  and  I  have  always  taken  a 
very  lively  interest  in  the  profession.' 

"  'In  the  matter  of  preserving  the  lives  of 
the  young  men  we  have  drawn  from  the  Ameri- 
can homes  and  have  sent  to  defend  liberty  and 
righteousness  and  humanity  on  the  battle  fields 
of  Europe,  I  think  it  would  be  impossible  for 
us  to  take  too  good  care  of  them.  For  that 
reason  I  have  particularly  interested  myself  in 
having  the  organization  of  the  Medical  Depart- 
ment of  the  Army  and  the  Medical  Reserve 
Corps  given  the  dignity  and  rank  and  position 
which  will  enable  them  to  render  the  service 
which  is  required  at  their  hands.  In  appearing 
before  the  subcommittee  a  day  or  two  ago  pre- 
senting the  argument,  I  called  attention  to  the 
fact  that  the  organization  of  the  Medical  De- 
partment of  the  Army  had  by  statute  one  briga- 
dier general,  who,  during  the  life  of  Gen. 
Gorgas,  should  be  a  major  general,  but  when 
he  passes  from  this  terrestrial  sphere  of  use- 
fulness, it  will  be  as  a  brigadier  general  if  the 
law  stands.  Under  that  organization  in  this 
war,  under  our  present  quota  of  troops,  under 
Gen.  Gorgas  will  be  20,000  officers,  50.000 
nurses,  over  200,000  enlisted  men,  probably 
500,000  beds,  allowing  one  bed  to  every  four 
soldiers  as  the  peak  load,  as  we  must  be  pre- 
pared for  the  maximum  and  not  the  minimum. 
We  can  not  average  the  casualties  of  battle,  but 
this  great  force,  under  the  present  organization 
of  the  Medical  Department  of  the  Army,  omit- 
ting what  the  General  Staff  might  be  good 
enough  to  recommend  to  the  President  of  the 
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United  States  in  regard  to  the  Reserve  Corps, 
is  one  general  officer.  I  presented  to  the  com- 
mit Uv  the  organizations  of  the  medical  depart- 
ments of  the  French  Army,  the  British  Army, 
the  Japanese  Army,  and  of  all  of  the  armies  of 
the  civilized  nations  of  the  world,  but  those 
three  nations  I  refer  to  now  have  in  general 
officers  in  the  medical  organization  of  those 
armies  an  average  of  more  than  twice  as  many 
as  I  have  sought  to  obtain  in  the  organization 
of  our  own  Army.  Some  men  are  thoughtless 
enough  to  think  that  in  asking  for  these  general 
officers  it  is  a  contest  of  individuals  for  rank. 
It  is  not  a  contest  of  individuals  for  rank.  I 
do  not  regard  the  rank  of  major  general  as 
conferring  any  additional  dignity  upon  Crile 
or  Mayo.  The  value  of  these  dignities  is  to  en- 
able the  men  charged  with  gigantic  responsi- 
bilities and  preservation  of  men  the  ability  to 
discharge  their  functions  better. 

"  'I  called  the  attention  of  the  committee  to 
the  fact  that  one  civilized  nation  after  another 
had  found  it  necessary  in  organizing  the  medi- 
cal departments  of  their  armies  to  give  more 
than  twice  as  many  general  officers  as  is  sought 
for  in  this  bill  now  desired  for  the  better  or- 
ganization of  our  Medical  Department.  "Will 
you  forget,  and  will  the  country  forget  what 
occurred  at  Chickamauga  under  that  dear  old 
general  officer,  Brooke,  the  good  old  American 
coldier,  but  who  had  about  as  much  knowledge 
of  typhoid  fever  as  a  Kamchatkan  has  of  the 
internal  constitution  of  the  ecumenical  council? 
You  may  remember  that  one-quarter  of  his  en- 
tire command  had  typhoid  fever,  that  nearly 
a  thousand  picked,  healthy,  strong,  fresk  younp- 
men  died  of  typhoid  fever  in  that  camp.  "Why 9 
Because  the  medical  officer  in  charge  had  no 
rank;  because  the  line  officer  in  charge  disre- 
garded the  earnest,  repeated  recommendations 
of  the  medical  officers  who  were  without  rank. 
That  is  why,  and  the  young  men  died  like  flies. 
The  medical  officers  made  the  right  recommen- 
dations, but  the  officers  of  the  line  could  plead 
as  an  extenuating  circumstance  that  they  were 
entirely  ignorant  of  what  would  happen  if  they 
disregarded  these  orders.  The  line  officer  is 
left  responsible  for  the  health,  without  any 
moral  or  ethical  responsibility,  and  can  not  be 
punished  under  the  organization.  If  a  line 
officer  could  be  held  before  a  military  court- 
martial  when  men  died  under  his  command,  it 
would  be  a  far  better  method  of  organization. 

"  'I  want  to  say  to  you  briefly  that  I  believe 
now' that  the  committees  of  Congress  have  at  Inst 
understood  that  this  desired  organization  of  the 
Medical  Department  of  the  Army  was  for  the 
sole  patriotic  purpose  of  saving  the  lives  of  the 
American  soldiers,  and  the  responsibility  is  now 
on  the  members  of  that  committee,  and  on  the 
Senate  and  House.  I  believe  they  will  dis- 
charge their  responsibilities  wisely  and  well,  if 
you  give  them  proper  attention.'  " 

The  Owen-Dyer  Bill  was  described  and  dis- 


cussed at  length  in  the  issue  of  the  Journal  for 
May  9. 

In  the  evening,  a  dinner  was  given  at  the 
Armjr  and  Navy  Club  to  the  General  Medical 
Board  and  the  members  of  the  State  and 
County  Committees.  Dr.  Franklin  Martin  was 
toastmaster,  and  Dr.  Edward  P.  Davis,  of  Phil- 
adelphia, the  principal  speaker.  Addresses  were 
also  made  by  General  Gorgas,  Admiral  Braisted, 
Col.  Frank  Billings,  Majors  F.  F.  Simpson,  W. 
D.  Haggard,  and  "W.  "W.  Keene. 

A  later  report  from  "Washington  on  May  12 
describes  the  initial  steps  since  taken  for  the 
organization  of  the  Volunteer  Medical  Service 
Corps,  by  the  sending  out  to  all  physicians  in- 
eligible for  camp  or  field  duty  a  circular  letter 
in  part  as  follows : 

"  'The  Council  of  National  Defense  has  au- 
thorized and  directed  the  medical  section  of  the 
Council  to  organize  the  physicians  of  the 
country  who  are  ineligible  for  membership  in 
the  Medical  Reserve  Corps  on  account  of  phys- 
ical disability,  over  age  (55),  civic  or  institu- 
tions needs,  into  the  Volunteer  Medical  Service 
Corps.  The  members  of  this  corps  will  be 
classified,  according  to  their  ability  to  serve  and 
will  render  aid  to  existing  governmental  agen- 
cies upon  request  of  the  Army,  Navy,  Public 
Health  Service  and  Red  Cross  or  the  Council 
of  National  Defense. 

"  'It  is  hoped  that  every  physician  who,  for 
any  one  of  the  reasons  enumerated  above,  is 
unable  to  enroll  in  the  Medical  Reserve  Corps 
will  join  the  Volunteer  Medical  Service  Corps. 

"The  blank  provides  for  details  as  to  reason 
for  ineligibility  to  the  Medical  Reserve  Corps,  as 
to  educational  and  professional  experience  and 
other  details.  The  fact  is  also  recognized  that 
rejected  applicants  for  service  in  the  Medical 
Reserve  Corps  may  overcome  the  physical  de- 
fects that  led  to  rejection,  and  may,  therefore, 
become  eligible. 

"The  procedure  for  joining  is  simple.  The 
applicant  returns  his  filled  blank  to  the  central 
governing  board  in  "Washington,  and  it  is  then 
referred  to  the  proper  state  executive  committee 
for  its  recommendations  as  to  the  qualifications 
of  the  applicant,  and  as  to  the  kind  of  work 
for  which  he  seems  most  fitted." 


(Untrtspanbtrnt. 


ADDRESS  BEFORE  THE  GOVERNOR  OF  NEW 
YORK  AT  THE  HEARING  ON  THE  BILL  FOR  A 
NARCOTIC  DRUG  COMMISSIONER,  BY  JOHN 
P.  DAVIN,  M.D.,  REPRESENTING  THE  FEDERA- 
TION OF  MEDICAL  ECONOMIC  LEAGUES,  THE 
AMERICAN    MEDICAL    SOCIETY    FOR  THE 
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STUDY  OF  ALCOHOL  AND  OTHER  NARCOTICS, 
THE  ASSOCIATION  FOR  MEDICAL  DEFENSE, 
BRONX  COUNTY  MEDICAL  SOCIETY. 

Mr.  Editor: — 

We  object  to  this  law  because  it  destroys  the  obliga^ 
tion  of  professional  secrecy  between  patient  and  physi- 
cian, in  common  with  that  of  counsel  and  priest.  It 
limits  the  discretion  of  administering  opium  be- 
yond what  is  considered  a  reasonable  quantity  by  a 
lay  commissioner,  or  of  dispensing  more  than  two 
grains  of  morphine  except  under  regulations  irksome, 
if  not  impossible,  of  observance. 

It  permits  the  possibility  of  a  revocation  of  the 
license  granted  by  the  State  to  the  physician  for  an 
offense  committed  by  him  which,  if  committed  by  a 
lay  peddler  of  drugs  is  punishable  only  as  a  mis- 
demeanor. It  permits  the  commissioner  to  make  rules 
and  regulations  under  a  complicated  system  impossible 
of  observance  by  the  physician  in  active  practice, 
which  shall  have  all  the  force  and  effect  of  statute 
until  modified  or  rescinded. 

It  permits  the  commitment,  on  application  to  a 
magistrate,  of  anyone  using  opium,  not  under  the 
direct  care  of  a  physician.  There  are  many  such 
persons,  normal  in  other  respects,  who  have  to  use 
opium.  They  could  be  proceeded  against  by  interested 
parties  from  motives  of  a  questionable  character. 
It  would  make  the  plea  of  drug  addiction  an  excuse 
for  those  accused  of  crime,  as  under  this  plea  they 
would  obtain  privileges  of  treatment  which  act  as  a 
stay  of  proceedings  pending  the  trial  of  their  cases. 

There  was  no  reason  for  including  cocaine  in  this 
law.  The  present  cocaine  law  makes  the  illegal  sale 
of  this  drug  a  felony.  It  has  worked  well  as  it  was 
drawn  up  by  physicians,  druggists  and  manufacturers, 
without  the  interference  of  the  criminal  authorities. 
This  penalty  is  now  reduced  to  a  misdemeanor  in 
common  with  the  unlawful  sale  of  opium. 

We  object  because,  according  to  the  published  state- 
ment of  an  assistant  district  attorney  of  New  York 
City,  this  bill  is  the  work  of  the  New  York  State 
Magistrates  and  the  New  York  Committee  on  the 
Drug  Evil,  the  bench,  the  bar  and  the  prosecuting 
attorney  of  New  York  City.  According  to  the  same 
authority,  it  was  pronounced  by  a  late  member  of  the 
narcotic  squad  of  the  Police  Department  "a  measure 
that  was  destined  to  establish  the  most  perfect  system 
for  the  control  of  narcotics  that  could  be  conceived." 

I  might  also  state  that  the  Medical  World  is  in- 
cluded in  this  category.  Speaking  as  one  of  those 
who  appeared  before  the  commission  as  a  medical 
witness,  I  beg  to  be  excused  from  any  responsibility 
for  this  measure,  which  those  I  represent  heartily  and 
emphatically  denounce  as  revolutionary,  unconstitu- 
tional, and  inimical  to  the  welfare  of  those  to  whom 
we  minister  in  the  discharge  of  our  obligation  as 
physicians. 

John  P.  Davin,  M.D. 

In  connection  with  the  above  communication  may 
be  quoted  also  the  following  letter  from  Dr.  Davin 
in  a  recent  issue  of  the  New  York  Evening  Sun: 

"If  the  public  realized  fully  what  Is  meant  by  the 
bill  for  a  'Commissioner  of  Drugs,'  now  before  the 
Governor  of  this  State  for  approval,  there  would  be 
a  storm  of  protest  from  the  people  as  well  as  from  the 
entire  medical  profession  of  New  York. 

"The  bill  practically  puts  the  practice  of  medicine 
under  the  control  of  a  lay  comissioner  of  drugs. 
This  is  accomplished  by  the  clause  compelling  a  regis- 
tration of  physicians  in  order  to  prescribe  opium  and 
its  derivatives,  without  the  use  of  which  no  physician 
would  be  competent  to  treat,  disease  in  its  commonest 
form.  To  the  public  it  means  the  registration  also 
of  their  names  when  the  dispensing  of  what  is  deemed 
a  reasonable  amount  of  morphine  is  exceeded  in  the 
judgment  of  a  lay  official  whose  rulings  of  opinion 
have  the  effect  of  State  law. 


"For  the  first  time  the  druggists  have  ceased  to 
oppose  the  making  of  laws  by  the  criminal  authorities 
regulating  the  practice  of  their  profession.  This  has 
been  accomplished,  as  was  shown  at  the  hearing  be- 
fore the  Governor,  by  the  harassment  of  the  police, 
to  which  they  have  been  subjected  and  which  they 
hope  to  escape  under  a  Commissioner  of  Drugs. 

"Under  this  dispensation  they  also  hope  to  escape 
from  the  burden  of  the  extortionate  prices  which  they 
have  been  compelled  to  charge  for  the  commonest 
prescription  to  compensate  for  the  risk  and  the 
technicalities  imposed  upon  them  in  compounding 
legitimate  prescriptions. 

"Senator  Whitney,  whose  commission  brought  in 
this  bill,  is  a  druggist  himself.  He  is  the  authority 
for  the  statement  that  many  country  druggists  refuse 
to  carry  morphine  in  their  stock,  owing  to  the  un- 
escapable  danger  of  dispensing  it.  Needless  to  say, 
this  failure  to  live  up  to  the  responsibilities  of  their 
profession  makes  possible  not  only  needless  suffering 
but  loss  of  life  itself,  in  sparsely  settled  communities. 

"John  P.  Davin,  M.D. 

"New  York,  April  29.'' 


SURGICAL  SYPHILIS  IN  THE  EIGHTIES. 

Mr.  Editor — 

The  following  paragraphs  are  from  Dr.  A.  P. 
Gerster's  interesting  book,  recently  published,  en- 
titled, "Recollections  of  a  New  York  Surgeon." 

"With  all  the  talent  and  learning  possessed  by 
the  men  of  the  Surgical  Society  of  the  eighties,  one 
peculiarity  was  singular  in  some  of  them,  not  ex- 
cepting the  genito-urinary  surgeons.  This  was  their 
scant  acquaintance  with  the  protean  forms  of  in- 
veterate lues — forms  which  to  this  day  are  wont 
to  masquerade  among  the  uninformed  as  surgical 
cases.  Amputations  done  on  account  of  gummata 
mistaken  for  neoplasms  were  not  very  rare.  One 
cause  of  this  was  the  prevalence  of  curiously  prud- 
ish notions  regarding  the  practitioner's  ethical 
attitude,  towards  the  'shameful  disease.'  .  .  .  The 
Wasseimaiic  test  has  done  away  with  all  this — since 
it  has  shown  the  malady  lurking  in  some  of  our 
bluest  blood,  the  taboo  was  graciously  lifted.'' 

Very  truly  yours, 

Wm.  Pearce  Coues. 

31  Massachusetts  Avenue, 
May  17th,  1918. 


NOTICE. 

MEDICAL  BOOKS  AND  RECENT  PERIODICALS 
WANTED  FOR  THE  LIBRARY  OF  THE 
BASE  HOSPITAL  AT  CAMP  DEVENS. 

Major  Elliott  P.  Joslin  requests  the  gift  of 
standard  Medical  Books  and  Journals,  not  earlier 
than  1915.  He  asks  that  these  be  sent  to  the  Boston 
Medical  Library,  which  will  act  as  a  Depository, 
where  the  material  will  be  arranged  and  held  until 
it  can  be  forwarded  to  Camp  Devens. 

John  W.  Farlow.  Librarian. 


SOCIETY  NOTICE. 

The  Norfolk  District  Medical  Society. — A  special 
meeting  of  the  Society  will  be  held  at  the  home  of 
Dr.  Libby.  1090  Columbus  Avenue.  Tuesday,  May  28, 
at  5  p.m.    Business :  Election  of  a  councilor. 

Bradford  Kent.  M.D.,  Secretary. 


RECENT  DEATHS. 

Dr.  O.  M.  Brown,  a  medical  practitioner  of 
Everett,  died  recently  at  the  age  of  64  years,  at  his 
home,  in  that  town. 
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CONGENITAL   PYLORIC  STENOSIS* 
By  W.  E.  Laud,  M.D.,  F.A.C.S.,  Boston. 

The  literature  on  pyloric  stenosis  was  very 
scarce  until  about  1900,  since  which  time  it  has 
been  becoming'  steadily  more  voluminous,  and 
during  the  last  five  years  has  increased  most 
rapidly,  which  may  be  taken  as  an  indication 
of  not  only  increased  knowledge  of  the  condition 
but  also  of  greater  success  in  its  alleviation. 

During  the  last  three  years  at  the  Children's 
Hospital,  we  have  substituted  the  operation  of 
pylorotomy  for  the  more  formidable  and  complex 
operation  of  gastroenterostomy  previously  used 
for  the  relief  of  this  condition.  This  has  caused 
a  marked  improvement  in  the  results  and  a  more 
clearly  denned  knowledge  of  cases  suitable  for 
operation. 

It  is'  for  the  purpose  of  explaining  our  present 
beliefs  and  stating  our  results  that  this  paper  is 
written.  The  finding  by  Dent  and  others  of  a 
pyloric  tumor  in  the  fetus  gives  pretty  conclusive 
proof  of  the  condition  being  one  of  congenital 
origin,  though  the  fact  that  the  symptoms  do  not 
usually  manifest  themselves  before  two  weeks, 
has  thrown  some  doubt  on  this  question.  The 

•  Read  at  meeting  of  New  England  Pediatric  Society,  March  8, 
1918. 


slight  amount  of  elasticity  of  the  scirrhus-like 
tumor  found  at  operation,  and  a  small  amount 
of  swelling  of  the  mucous  membrane  necessary 
to  plug  the  rigid  opening  from  the  stomach,  seem 
to  me  to  explain  adequately  the  late  appearance 
of  the  symptoms  and  to  interfere  in  no  way  with 
the  belief  that  the  cause  of  stenosis  is  congenital 
in  origin. 

In  our  cases'  the  symptoms  have  commenced  in 
the  majority  of  cases  between  the  second  and 
third  weeks,  a  few  later,  but  none  earlier  than 
the  tenth  day.  The  typical  clinical  picture  is  of 
a  breast-fed  baby  who  has  done  well  for  the  first 
two  or  three  weeks  and  then,  without  apparent 
reason,  commences  vomiting.  The  vomiting  is 
expulsive  and  forcible  in  character  and  occurs 
frequently  immediately  after  or  even  during 
nursing.  Following  the  onset  of  vomiting,  loss 
of  weight,  infrequent  and  small  stools  are 
noticed.  In  the  severe  cases  the  loss  of  weight 
may  be  quite  rapid  (I  operated  on  a  baby  re- 
cently who  lost  five  ounces  in  a  day,  and  twelve 
ounces  in  the  six  days  before  the  operation).  On 
examination,  one  finds  an  ill-nourished  baby 
with  prominent  epigastrium,  where  peristaltic 
waves  can  be  seen,  and  under  the  edge  of  the 
liver  in  many  cases  may  be  felt  a  tumor  the 
size  of  an  olive.  Such  is  the  typical  picture  of 
a  case  of  pyloric  stenosis,  and  on  such  a  picture 
one  would  probably  be  justified  in  making  a 
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diagnosis.  But  one  does  not  always  find  all  the 
features  of  this  picture  clearly  defined,  so  it  is 
worth  while  considering  how  little  one  is  justi- 
fied in  making  the  diagnosis  on,  and  especially 
how  little  one  is  justified  in  considering  cause 
for  operation. 

Let  us  consider  the  question  of  tumor  first. 
There  are  some  men  who  consider  that  they 
can  feel  the  tumor  in  almost  every  case,  and 
who  consider  it  pathognomonic  when  they  do. 
On  account  of  the  deep  and  high  situation  of 
the  pylorus  under  the  edge  of  the  liver,  I  be- 
lieve that  there  are  many  cases  in  which  it  is 
impossible  for  anyone  to  feel  the  tumor. 
Furthermore,  even  when  one  does,  it  does  not 
mean  that  one  is  necessarily  dealing  with  a  true 
case  of  stenosis.  A  few  weeks  ago  I  operated  on 
a  case  in  which  the  tumor  was  easily  palpable, 
and  at  operation  a  tumor  at  the  pylorus  was 
found,  but  it  was  not  of  the  hard,  unresisting 
character  of  the  true  stenosis,  and,  on  cutting 
the  muscle,  it  was  found  to  be  comparatively 
thin  and  bled  easily.  The  tumor  was  largely 
composed  of  redundant  mucous  membrane.  Any 
operation  so  far  devised  is  not  beneficial  in  such 
cases,  in  our  experience. 

Visible  peristalsis,  when  running  from  left  to 
right  across  the  epigastrium,  in  large  waves,  I 
believe  to  be  very  suggestive  and  important  in 
making  the  diagnosis.  But  of  all  the  features 
of  the  picture,  the  story,  when  attainable,  is  so 
characteristic  that  it  seems  to  me  of  the  greatest 
importance.  There  are  some  cases  which,  even 
after  all  the  evidence  available  is  at  hand,  will 
still  leave  one  in  doubt  as  to  the  diagnosis,  or  at 
least  as  to  the  advisability  of  operation.  For 
such  cases  I  believe  the  bismuth  meal  and  x-ray 
to  be  a  great  aid,  and  have  never  seen  any  bad 
results  from  its  use.  From  a  surgical  point  of 
view,  an  essential  fact  to  ascertain  is  whether 
there  is  obstruction  or  not,  and  the  x-ray  is 
certainly  a  great  aid  in  establishing  this  point. 
Holt  advises  against  the  use  of  the  x-ray,  and 
bases  his  objection  partly  on  one  case  in  which 
a  series  of  observations  was  made  over  a  period 
of  twenty-four  hours,  at  the  end  of  which  time 
the  surgeon  was  called,  but  the  baby  was  dead 
before  he  arrived.  Holt's'  objection,  I  believe, 
should  be  directed  against  the  method  of  using 
the  x-ray  rather  than  against  its  use  entirely. 
One  plate  may  be  taken  immediately  after  the 
ingestion  of  the  meal,  to  show  the  size  and  shape 
of  the  stomach,  and  one  or  two  more,  two,  three, 
or  four  hours  later.    Such  procedure  has  given 


us  very  useful  data,  and  seems  to  me  more  ac- 
curate and  less  trying  on  the  baby  than  at- 
tempting to  ascertain  gastric  retention  by  means 
of  a  suction  tube,  as  recommended  by  Holt. 

Now,  having  made  the  diagnosis,  what  is 
to  be  the  treatment?  In  the  severe  cases  where 
vomiting  is  persistent  and  little  or  no  food 
passes  from  the  stomach,  there  can  be  but  one 
outcome  of  any  treatment  other  than  surgical. 
That  is  rapid  wasting  and  death,  which  may  be 
expected  in  the  course  of  about  a  month  or 
even  less  time  after  the  onset  of  symptoms.  In 
what  Holt  classifies  as  the  milder  cases,  which 
I  am  not  sure  should  be  classified  as  stenosis 
at  all,  recovery  may  be  expected  with  medical 
treatment  and  careful  feeding  under  the  direc- 
tion of  a  good  pediatrician.  The  question  .  of 
classification  may  be  a  quibble  on  terms,  but  the 
appearance  of  the  tumor  found  at  operation  is 
so  definite  that  I  am  tempted  to  quibble  a  bit. 
In  the  severe  types,  the  pylorus  is  hard,  in- 
elastic and,  when  cut,  hardly  bleeds  at  all,  the 
cut  surface  being  white  and  appearing  almost  like 
cartilage.  On  spreading  the  incision,  the  mucous 
membrane  frees  readily  from  the  muscular 
layer  and  pouts  up  into  the  wound,  giving  the 
stomach  a  good  outlet.  In  this  type  of  case 
the  results  from  the  muscle-splitting  operation 
are  most  gratifying.  In  the  milder  type,  so 
called,  which  I  had  classified  in  my  own  mind 
as  pylorospasm,  one  finds  a  tumor  sometimes  as 
large  as  in  the  true  stenosis,  but  soft,  elastic,  and 
bleeding  freely  when  cut,  and  the  muscular  and 
mucous  layers  not  separating  easily.  My  ex- 
perience with  this  type,  though  limited,  leads 
me  to  believe  that  they  should  not  be  operated 
on  at  all,  and  certainly  not  by  the  muscle- 
splitting  operation. 

The  indications  for  operation,  then,  are:  the 
typical  story,  the  physical  findings,  loss  of 
weight  and  failure  to  improve  under  medical 
treatment.  The  medical  treatment  should  not 
be  persisted  in  until  the  baby  becomes  a  poor 
surgical  risk.  In  doubtful  cases  the  x-ray  will 
often  settle  the  question. 

When  operation  has  been  decided  upon,  what 
operation  shall  be  performed  1  Up  to  five  years 
ago  gastro-enterostomy  was  the  operation  se- 
lected by  most  surgeons,  though  divulsion  of  the 
pylorus  and  various  plastic  operations  had  their 
advocates.  During  the  last  three  or  four  years 
the  simpler  operation  of  making  a  longitudinal 
incision  through  the  muscular  coats  of  the  py- 
lorus and  spreading  the  incision  so  as  to  allow 
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the  mucous  membrane  to  bulge  iuto  the  wound 
has  been  used  quite  extensively.  In  perform- 
ing this  operation,  which  we  have  called  pylor- 
otomy,  certain  precautions  must  be  taken.  The 
muscle  fibers  must  be  thoroughly  separated  from 
the  stomach  to  the  duodenum,  otherwise  a  con- 
striction will  be  left.  The  cut  must  be  widely 
separated  and  the  mucous  membrane  allowed  to 
come  up  to  the  level  of  the  serous  surface  to 
avoid  the  muscle  falling  together  again.  At  the 
duodenal  end  of  the  incision  care  must  be  taken 
to  avoid  perforating  the  mucous  membrane, 
which  is  thin  at  this  point.  Bearing  these  points 
in  mind,  the  operation  can  be  performed  in  ten 
minutes  or  less  and  with  very  little  handling  of 
the  viscera  and  slight  shock. 

Now  what  are  the  results  of  the  three  kinds 
of  treatment, — medical,  gastro-enterostomy  and 
pylorotomy?  Holt  gives  some  statistics  on  this 
subject,  arranged  chronologically,  which  are  in- 
structive and  which  I  shall  quote : 
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From  this  table  one  notices  that  the  mortality 
for    medical    treatment    remains    over  50%, 


while  the  mortality  from  surgical  treatment  has 
progressively  diminished. 

Rammstedt's  Operation  at  Babies'  Hospital.* 
Cases,       Deaths,  Mortality, 
No.  No.      Per  Cent. 

Prior  to  1915    6  2  33 

1915    35  10  28.5 

l\m    26  4  15.3 

<J7  16  24 

For  the  year  1916  he  reports  26  pylorotomies 
with  four  deaths,  a  mortality  of  15.3%.  The 
mortality  from  gastro-enterostomy  in  the  series 
of  Holt  and  Downes  is  perhaps  a  little  high. 
One  finds  in  the  literature  reports  of  small 
series  of  cases,  notably  those  of  Richter,  Still- 
man,  and  others,  with  considerably  lower  mor- 
tality following  gastro-enterostomy.  And  there 
will  unquestionably  be  from  time  to  time  men 
who  happen  to  have  cases  in  unusually  good 
condition  who  can  report  good  results  from  this 
operation.  However,  there  is  no  question  in  my 
mind  but  that  the  simpler  operation  is  the  opera- 
tion of  choice  for  most  surgeons.  It  entails 
much  less  shock,  restores  normal  conditions  in- 
stead of  a  substitute,  and  allows  feeding  to  be 
begun  much  sooner,  which  I  believe  to  be  highly 
important,  especially  in  the  dried-up,  emaciated 
patients. 

In  January,  1915,  at  the  Children's  Hospital. 
I  performed  the  first  pylorotomy  we  had  done 
there.  The  result  was  very  satisfactory  and 
led  us  to  adopt  this  operation  in  preference  to 
all  others.  Since  that  time,  there  have  been  23 
operations  done  there  by  the  various  members 
of  the  staff,  to  which  I  have  added  three  cases 
from  my  outside  work,  making  a  total  of  26. 
Of  these,  22  have  recovered  and  four  died,  a  mor- 
tality of  15.3%.  Of  the  four  fatal  cases  two 
were  very  bad  risks  and  died  within  36  hours 
from  the  time  of  operation.  One  other  patient 
did  very  well  for  five  days,  took  the  feedings 
well,  had  no  vomiting,  bowels  moved  freely,  and 
in  every  way  seemed  to  be  on  the  road  to  re- 
cover}'', when  he  began  to  have  slow  and  shallow 
respiration,  feeble  pulse,  and  at  the  end  of  a 
few  hours  was  dead.  "What  the  cause  of  death 
was  in  this  case  I  have  no  idea  as  we  had  no 
post-mortem.  The  fourth  case  was  one  which  I 
think  would  have  probably  done  better  without 
operation.  The  baby  was  three  months  old  and 
had  had  a  variety  of  feeding,  and  though  it  had 
very  forcible  and  frequent  vomiting,  I  do  not 

■I  Three  patients  died  from  gristro-intestinal  conditions  subse- 
quently (4  weeks,  6  weeks,  7  weeks)  ;  one  patient  died  from 
empyema  C3  months)  and  one  from  pneumonia  (4  months)  ;  forty- 
six  have  been  followed  and  are  well  to  date. 
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think  was  a  true  case  of  stenosis.  The  haby  was 
in  poor  condition  at  time  of  operation,  went  on 
vomiting  just  the  same  after  the  operation  as  it 
had  before,  and  died  after  a  few  days.  I  think 
probably  had  this  baby  been  x-rayed,  no  opera- 
tion would  have  been  performed. 

To  sum  up,  then,  the  results  of  our  experi- 
ence: Since  adopting  the  muscle-splitting 
operation,  we  have  a  more  definite  picture  of  the 
characteristics  of  the  pyloric  tumor,  which  we 
believe  to  be  congenital  in  origin. 

When  the  obstruction  is  nearly  complete,  we 
recommend  operation  without  delay,  and  be- 
lieve that  two  of  our  four  deaths  might  have 
been  so  avoided. 

In  doubtful  cases  we  consider  the  x-ray  valu- 
able in  deciding  the  advisability  of  operation, 
and  have  seen  no  bad  results  from  its  use.  Our 
mortality  is  much  lower  following  the  operation 
of  pylorotomy  than  after  gastro-enterostomy. 
For  that  and  other  reasons  we  consider  pylo- 
rotomy the  operation  of  choice. 

By  operating  -with  less  delay  on  the  cases  that 
should  be  operated  on,  and  not  operating  at  all 
on  the  cases  that  should  not  be  operated  on,  we 
hope  in  the  future  that  our  results  will  be  even 
more  gratifying  than  they  have  been  during  the 
last  three  years. 
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A  CLINICAL  STUDY  OF  150  CASES  OF 

BRONCHIAL  ASTHMA* 

By  Francis  M.  Bacebmann,  M.D.,  Boston, 

Alumni    Assistant    in    Medicim,    Harvard  Medical 
School;  Assistant  in  Medicine.  Massachusetts 
General  Hospital. 

One  hundred  and  fifty  cases  of  asthma  have 
been  studied  in  the  Out-Patient  Department 
and  wards  of  the  Massachusetts  General  Hos- 
pital and.  in  private  practice. 

The  recent  theories  as  to  the  relation  of 
asthma  to  anaphylaxis,  as  well  as  the  consider- 
able experimental  and  clinical  study  which  has 
been  made  in  all  parts  of  the  country  on  this 
relation,  have  been  held  constantly  in  mind, 
and  the  present  work  has  been  approached 
from  this  point  of  view. 

*  Abstract   of   paper    read  before   the   Norfolk    South  District 

Medical  Society. 


The  object  of  study  was  threefold: 

1.  To  discover  the  cause  of  asthma  or  to 
identify  the  offending  foreign  protein  in  each 
patient. 

2.  To  separate  the  patients  having  the  same 
cause  of  asthma  into  groups  and, 

3.  To  see  whether  there  was  one  or  more 
symptom  or  sign  present  in  each  patient  and 
not  present  in  normal  non-asthmatic  individ- 
uals which  might  indicate  a  fundamental  dis- 
turbance of  anatomy  or  physiology  in  these  pa- 
tients as  a  group. 

Each  patient  was  studied  by  taking  a  very 
careful  history,  by  making  a  complete  physical 
examination,  including  chest  x-rays,  special  ex- 
amination of  the  nose  and  throat  by  experts, 
electrocardiogram,  and  blood  smears  when  nec- 
essary. 

In  addition,  "skin  tests"  were  made  in  a 
large  proportion  of  the  patients.  Water-clear, 
sterile  solutions  of  various  protein  substances 
were  diluted  so  that  each  contained  the  same 
quantity  of  total  nitrogen  per  cubic  centimeter. 
These  solutions  were  then  injected  intrader- 
mally.  In  normal  non-asthmatic  inidviduals 
and  in  certain  asthmatics,  there  was  no  result 
showing  that  the  solutions  were  not  irritating. 
Certain  asthmatics  gave  positive  tests.  These 
consisted  of  a  typical  urticarial  wheal  sur- 
rounded by  a  zone  of  bright  erythema,  which 
appeared  within  ten  minutes  and  was  evident 
for  perhaps  forty-five  minutes  or  even  longer. 

Different  proteins  were  used  according  to  the 
indication  in  the  individuals  tested.  The  solu- 
tions available  included  the  sera  of  all  domestic 
animals — the  dander  of  the  horse,  cat  and  dog, 
the  pollen  of  ragweed,  orchard  grass,  golden- 
rod,  clover  and  red  top  hay,  egg  albumin,  a 
protein  from  fish  muscle,  and  wheat  gliadin. 

From  the  history  and  skin  tests,  it  has  been 
possible  to  group  80%  of  the  patients.  Two 
major  divisions  were  recognized,  according  as 
to  whether  the  foreign  protein  apparently  re- 
sponsible came  from  outside  the  body  (extrin- 
sic), or  whether  the  foreign  protein  was  theo- 
retically absorbed  from  some  focus  within  the 
body  (intrinsic).. 

Twenty-eight  per  cent,  of  the  cases  had  ex- 
trinsic asthma,  while  almost  twice  the  number, 
or  53%,  had  intrinsic  asthma. 

Each  of  these  divisions  can  be  divided  into 
subgroups  as  follows: 

EXTRINSIC  ASTHMA. 

Pollen  Asthma.    Twenty-four  cases  gave  a 
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definite  history  of  aggravation  of  asthma  dur- 
ing the  summer  months,  and  all  but  five  gave  a 
positive  skin  test  to  extracts  of  one  or  more 
pollens.  The  susceptibility  to  pollen  is  a  highly 
specific  one,  because  in  several  histories  the  onset 
date  of  asthma  is  exactly  coincident  with  the 
onset  date  of  cases  of  uncomplicated  hay-fever, 
and  in  about  half  of  all  these  cases  the  asthma 
ceases  abruptly  with  the  first  frost. 

On  these  accounts,  it  is  assumed  that  pollen 
proteins  are  the  cause  of  asthma  in  12  patients,~ 
but  the  other  12  are  complicated  in  that,  al- 
though they  give  positive  skin  tests  to  pollens, 
they  have  asthma  at  other  seasons  of  the  year 
when  there  is  no  pollen  in  the  air. 

Horse  Asthma.  Sixteen  cases  gave  a  positive 
skin  test  to  horse  dander  protein  and  gave  his- 
tories at  least  compatible  with  and  often  too 
obvious  of  susceptibility  to  horses. 

Twenty-one  other  patients  gave  a  positive 
skin  test  to  horse  dander  protein,  but  are  not 
classed  as  horse  asthmatics  because  there  is  ab- 
solutely nothing  in  their  history  or  in  their 
daily  life  which  made  it  seem .  reasonable  or 
even  possible  that  horse  dust  or  horse  "emana- 
tion" might  cause  their  asthma.  The  positive 
skin  test  is  unexplained. 

Food  Asthma.  Only  two  cases  in  this  partic- 
ular series  gave  a  history  of  violent  susceptibil- 
ity to  food, — one,  a  child,  was  susceptible  to 
eggs ;  the  other,  a  man  of  25,  had  been  always 
susceptible  to  fish  but  was  in  every  way  normal 
so  long  as  he  avoided  eating  or  handling  this 
food  or  licking  the  fish  glue  on  postage  stamps. 

INTRINSIC  ASTHMA. 

Gastro-Intestinal.  In  five  cases,  derange- 
ments of  the  gastro-intestinal  tract  seemed  to 
be  a  possible  cause.  A  peptic  ulcer  demon- 
strated by  x-rays,  indigestion  and  constipation 
were  the  associated  conditions,  treatment  of 
which  helped  the  asthma  markedly. 

Bronchitis.  This  heading  is  given  because  the 
attacks  of  asthma  in  these  24  cases  came  on 
after  a  "cold"  and  recurred  only  at  relatively 
long  intervals  and  at  times  which  were  not 
associated  with  exposure  to  pollens,  to  danders, 
to  special  foods,  or  other  foreign  proteins. 

"Winter  Asthma''  and  Chronic  Bronchitis 
are  included  in  30  cases  of  emphysema.  The 
two  groups  are  differentiated  because,  while  the 
cases  of  "winter  asthma"  have  symptoms  only 
in  cold  weather,  the  others  have  asthma  practi- 
cally continuously. 

Tubercidosis  was  found  in  6  cases.    In  4  of 


these  the  onset  of  asthma  appeared  to  be  coin- 
cident with  the  onset  of  the  tuberculosis,  and  a 
causal  relationship  was  therefore  considered 
probable. 

Nose  and  Teeth.  In  spite  of  the  very  favor- 
able reports  in  the  literature  on  the  result  of 
treating  bronchial  asthma  by  operating  on  the 
nose  and  teeth,  only  4  cases  in  this  report 
seemed  worthy  to  be  grouped  here. 

Miscellaneous.  The  10  cases  include  the  asso- 
ciation of  asthma  with  pregnancy  (2),  with 
catamenia  (2),  with  enlarged  bronchial  lymph 
nodes  (3),  with  lordosis  (1),  with  obscure  cir- 
culatory disturbances  (2). 

A  general  survey  of  the  cases  reveals  several 
very  interesting  observations.  The  cases  of  ex- 
trinsic asthma  vary  very  widely  from  the  cases 
of  intrinsic  asthma  in  several  ways.  First,  they 
are  only  a  little  more  than  half  as  numerous; 
second,  the  age  at  onset  averages  only  12  years 
instead  of  26  years ;  and,  lastly, — which  is  a  very 
remarkable  and  important  point, — cases  of  ex- 
trinsic asthma  have  a  family  history  of  either 
asthma,  hay-fever,  or  food  poisoning  (straw- 
berries, etc.)  in  58.7%,  while  the  cases  of  in- 
trinsic asthma  have  such  a  family  history  in 
only  10.5%. 

Although  it  has  been  thought  for  a  long  time 
that  asthma  was  simply  an  expression  of  some 
disturbance  of  the  nervous  or  autonomic  sys- 
tem, there  is  abundant  evidence  to  show  that 
there  are  other  reasonable  explanations  in  most 
of  the  cases.  It  is  possible  to  produce  an  at- 
tack of  asthma  in  many  cases  of  the  extrinsic 
group  by  an  artificial  injection  of  the  foreign 
protein  in  question,  and  to  do  this  without 
warning  of  any  kind — a  fact  which  is  of  the 
greatest  significance. 

Careful  study  has  so  far  failed  to  reveal 
any  abnormal  anatomy  or  physiology  in  these 
patients.  One  hundred  and  eighty-four  differ- 
ential blood  smears  done  in  123  cases  have 
shown  a  relatively  constant  eosinophilia  aver- 
aging about  5%,  but  there  has  appeared  no 'sig- 
nificant difference  between  the  eosinophilia  in 
cases  of  extrinsic  from  that  in  cases  of  intrinsic 
asthma,  nor  any  significant  difference  in  the 
counts  made  during  and  between  the  asthmatic 
attacks  in  either  divisions. 

Attention  is  called  to  the  fact  that  asthma 
has  been  recorded  as  a  symptom  of  vagotonia — 
the  conditions  resulting  from  a  heightened 
tonus  in  the  cranio-sacral  autonomic  system. 
The  resulting  relief  from  the  attack  following 


772 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[Juke  6,  191S 


epinephrin  injections  is  important  evidence  of 
this. 

Further  study  in  this  direction  will,  it  is 
hoped,  solve  the  question  of  not  only  why  cer- 
tain people  have  a  natural  sensitiveness  to  for- 
eign proteins,  but  also  why  this  sensitiveness 
should  result  in  asthma. 

Treatment  of  asthma  resolves  itself  into  the 
treatment  of  the  exciting  cause  in  the  individ- 
ual patient. 

When  the  history  or  the  patient's  experience 
is  compatible  with  the  skin  tests  as  showing 
susceptibility  to  some  foreign  protein,  repeated 
parenteral  injections  of  that  foreign  protein 
will  usually  have  a  marked  beneficial  effect  and 
may  cure.  Avoidance  of  the  offending  protein, 
if  possible,  is  the  simplest  remedy.  Cases  of 
intrinsic  asthma  can  be  treated  by  mechanically 
removing  the  cause,  but  this  does  not  often  ef- 
fect a  permanent  cure. 

Emphysema  cases  do  remarkably  well  on  ex- 
pectorants— especially  potassium  iodide.  Re- 
peated injections  of  the  patient's  own  blood,  re- 
moved and  defibrinated.  has  temporarily  re- 
lieved 2  patients,  but  has  failed  in  5  others. 

Autogenous  vaccines  of  organisms  in  the  pa- 
tient's sputum  sometimes  relieve  temporarily. 

Frequently  unsuspected  and  apparently  unim- 
portant suggestions,  such  as  a  temporary 
change  of  residence,  a  -slight  temporary  modi- 
fication of  the  diet,  small  doses  of  calcium  lac- 
tate, ether  anesthesia,  temporary  rest  in  bed 
with  full  diet,  correction  of  faulty  position, 
have  been  of  the  greatest  assistance,  and  not 
infrequently  have  led  to  a  virtual  cure. 

One  great  difficulty  is  that  in  all  these  va- 
rious methods  there  is  rarely  any  good  control 
because  so  many  patients  have  intervals  of 
freedom  from  attacks — which  intervals  have 
lasted  for  several  years. 


THE  CONTROL  OF  COMMUNICABLE 
DISEASES. 

By  D.  M.  Lewis,  M.D..  New  Haven,  Conn. 

There  are  two  very  significant  facts  relating 
to  the  public  health  that  are  dominant  at  the 
present  time.  The  first  is  that  we  are  in  an  era 
seeking  the  prevention  of  cases  of  such  dis- 
eases. Secondly,  we  are  placing  diseases  never 
previously  recognized  as  "contagious,"  such  as 
poliomyelitis  and  pneumonia,  under  the  same 
'restrictions  for  prevention  as  are  applied  and 


have  been  applied  for  previously  accepted  con- 
tagious diseases.  Inasmuch  as  it  is  generally 
conceded  that  first,  such  restrictions  have  not 
influenced  continued  reduction  of  such  con- 
tagious diseases,  and  because  after  we  have 
been  through  an  epidemic  of  one,  poliomyelitis, 
for  example,  it  is  the  consensus  of  opinion  that 
there  was  lack  of  any  proof  of  the  case  giving 
rise  to  another  case  (the  convalescent  case 
alone  excepted,  which  should  be  borne  in  mind 
in  connection  with  this  discussion),  it  would 
seem  timely  to  ask  if  we  have  to  travel  along 
the  same  old  lines  as  laid  down  for  the  so-called 
contagious  diseases,  rather  than  to  start  at  rock 
bottom.  With  ease  reports  is  there  then  pos- 
sible a  system  which  will  prevent,  as  has  not 
been  possible  previously?  Is  there  then  also  a 
basis  for  prevention  before  case  reports?  That 
there  is  has  been  demonstrated  by  me  by  the 
results  of  the  past  four  years  compared  to  pre- 
vious years  and  compared  to  other  neighboring 
cities.  The  criterion  of  absence  of  return 
cases,  infrequent  secondary  cases,  and  a  most 
marked  decrease  of  neighborhood  secondary 
cases  is  fairly  such  a  criterion.  In  that  the  re- 
sults have  been  reached  first  by  a  demonstra- 
tion that  secondary  and  return  cases  are,  like 
secondary  neighborhood  cases,  measured  not  by 
a  consideration  of  isolation  of  contacts  who 
have  been  infected  by  the  case,  but  by  isolating 
the  carrier  who  was  among  the  contacts,  any 
logical  preventive  system  revolves  around  the 
carrier.  To  that  end  all  present-day  codes  are 
of  little  practical  value  other  than  such  regu- 
lations as  have  always  been  in  force  for  the 
reporting  of  eases  when  the  carrier  is  in  the 
family  quarantined.  Based  on  my  observa- 
tions for  the  first  two  years,  I  drew  up  and 
have  had  in  operation  for  one  year  the  follow- 
ing code  which  is  standard  for  the  first  five 
sections.  The  remaining  sections  are  original 
and  as  elastic  as  are  the  varied  phases  of  any 
one  infection  among  every  class  of  individual 
ill  or  attendant  treating  the  case.  I  believe 
that  it  is  adaptable  for  results  in  any  and  all 
infectious  diseases  having,  as  a  base,  sensible 
reason  and  observation  rather  than  the  usual 
present-day  generally  fast  rule  of  time  limits. 
The  code  is  as  follows: 

ORDINANCE  DE  COMMUNICABLE  DISEASES. 

Be  it  ordained  by  the  Board  of  Aldermen  of 
the  City  of  New  Haven : 

Section  869.    It  shall  be,  and  is  hereby  made 
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the  duty  of  the  Board  of  Health  to  keep  cur- 
rently informed  of  the  communicable  diseases 
throughout  the  City,  and  to  prevent  the  spread 
of  these  diseases. 

Section  870.  The  following  named  diseases 
are  hereby  declared  to  be  dangerous  to  the  pub- 
lic health  and  made  notifiable,  and  the  occur- 
rence of  cases  shall  be  reported  as  herein  pro- 
vided : 

Group  I — Communicable  Diseases. 

Asiatic  cholera. 

Diphtheria. 

Dysentery, 

(a)  Amebic. 

(6)  Bacillary. 
Favus. 

German  measles. 
Glanders. 
Measles. 
Meningitis, 

(a)  Epidemic  cerebrospinal. 
Mumps. 

Ophthalmia  neonatorum. 
Paratyphoid  fever. 
Poliomyelitis  (acute  infectious). 
Scarlet  fever. 
Septic  sore  throat. 
Smallpox. 

Tuberculosis  (all  forms,  the  organ  or  part 
affected  in  each  case  to  be  specified). 
Typhoid  fever. 
Typhus  fever. 
Whooping  cough. 
Yellow  fever. 

And  venereal  diseases  as  now  or  may  here- 
after be  provided  by  the  general  statutes  of 
the  State  of  Connecticut. 

Provided,  that  the  Board  of  Health  may, 
from  time  to  time,  or  for  any  period  of  time, 
in  its  discretion  declare  additional  or  unusual 
diseases  notifiable  and  subject  to  the  provi- 
sions of  this  Act. 

Section  871.  Every  person  who  treats  or  ex- 
amines, for  the  purpose  of  diagnosis  or  treat- 
ment, any  person  suffering  or  afflicted  with  any 
one  of  the  diseases  made  notifiable  by  the  pre- 
ceding section,  shall  report  such  case  to  the 
Department  of  Health  within  twelve  hours 
after  making  a  diagnosis  that  the  disease  is  one 
that  is  required  to  be  reported.  Said  report 
shall  be  transmitted  either  by  telephone  or  in 
writing  and  shall  give  the  following  informa- 
tion : 


1.  The  date  when  the  report  is  made. 

2.  The  name  of  the  disease. 

3.  The  time  of  onset  or  the  duration  of  the 
disease. 

4.  The  name  and  address  of  the  patient. 

5.  Age,  occupation,  school  attended,  or 
place  of  employment  of  the  patient. 

6.  Number  of  adults  and  of  children  in  the 
household. 

7.  Name  and  address  of  the  person  making 
the  report. 

Section  872.  Every  teacher  and  every  per- 
son in  charge  of  any  public  or  private  school, 
including  Sunday  schools,  shall  report  imme- 
diately to  the  Department  of  Health  each  and 
every  case  which  he  or  she  knows  or  suspects 
to  be  a  case  of  a  notifiable  disease  in  persons 
attending  or  employed  in  his  or  her  school. 

Section  873.  Every  hospital,  asylum,  or 
other  public  or  private  institution  for  the 
treatment  of  the  sick  shall  be  provided,  for  dis- 
play in  its  office,  with  a  card  upon  which  Sec- 
tions 2,  3,  and  4,  of  this  Act  shall  have  been 
printed  in  type  not  smaller  than  ten  point. 
These  cards  shall  not  be  less  than  12x14 
inches. 

Section  874.  It  shall  be  the  duty  of  said  De- 
partment of  Health,  through  its  accredited 
agents,  to  maintain  such  adequate  quarantine 
or  isolation  of  those  sick  of,  and  those  proven 
carriers  of  notifiable  diseases  as  shall  be  suffi- 
cient for  the  protection  of  public  health.  Pro- 
vided that,  in  suspected  cases  of  communicable 
diseases,  or  in  suspected  carriers  of  such  dis- 
eases, reasonable  quarantine  or  isolation  may 
be  required  of  any  individual  or  individuals  or 
their  premises. 

Section  875.  Said  quarantine  or  isolation 
shall  be  officially  made,  by  such  reasonable 
rules  and  notices  posted  on,  or  in  the  premises, 
or  otherwise  published,  as  may  be  deemed  nec- 
essary by  the  Department  of  Health  to  control 
danger  to  the  public  health  from  each  noti- 
fiable disease. 

Until  said  quarantine  or  isolation  shall  be 
officially  made,  no  individual  other  than  a 
wage-earner  shall  be  removed  from  the  prem- 
ises until  permission  shall  be  given  by  the  De- 
partment of  Health,  through  its  proper  agents. 

The  termination,  by  recovery  or  otherwise,  of 
all  cases  of  notifiable  diseases  shall  be  reported 
by  the  physician,  nurse,  or  other  person  in 
charge  of  the  case  to  said  Department  of 
Health.  No  case  of,  or  carrier  of,  such  diseases 
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shall  be  officially  released  from  quarantine  or 
isolation  save  under  the  direction  of  the  agents 
of  said  department.  Provided  that  in  any 
quarantine  or  isolation  hospital  the  physician 
in  charge  may  so  release  those  sick,  under  the 
rules  and  regulations  of  the  Department  of 
Health,  upon  notification  of  the  termination  of 
the  ease  to  said  department. 

The  requirements  of  the  preceding  section 
shall  be  applicable  to  physicians  attending  pa- 
tients ill  with  any  of  the  notifiable  diseases  in 
hospitals,  asylums,  or  institutions,  public  or 
private ;  or  when  no  physician  is  in  attendance, 
by  the  nurse,  midwife,  father,  mother,  or  other 
person  in  charge  of  the  patient,  each  in  the 
order  named. 

Section  876.  Restrictions  made  on  individ- 
uals in  their  relations  to  the  public  health  shall 
be  officially  made  and  recorded  by  said  Depart- 
ment of  Health ;  likewise  the  termination  of 
such  restrictions.  Provided  that,  during  quar- 
antine or  isolation  of  any  case,  or  of  any  car- 
rier of  a  notifiable  disease,  either  diagnosis 
may  be  reversed  or  said  quarantine  or  isolation 
may  be  changed  from  that  of  the  premises  of 
the  one  sick  to  that  of  any  proper  quarantine 
or  isolation  institution,  when  conditions  under 
the  former  state  become  such  as  to  be  a  danger 
to  public  health. 

Section  877.  It  shall  be  the  duty  of  said  De- 
partment of  Health,  through  its  accredited 
agents,  to  demand  at  all  times  proper  disinfec- 
tion or  destruction  of  all  infectious  material 
during  the  course  of  and  at  the  termination  of 
any  notifiable  disease.  The  relation  of  such  in- 
fectious material,  and  the  paths  by  which  it 
may  be  transmitted,  directly  or  indirectly,  to 
other  individuals  through  the  medium  of  do- 
mestic animals,  insects,  and  through  raw  or 
prepared  foods,  shall  be  subject  to  such  neces- 
sary supervision  and  control  as  shall  be  reason- 
able for  the  protection  of  the  public  health. 
The  Department  of  Health,  through  its  accred- 
ited agents,  may  compel  screening  of  the  prem- 
ises or  of  patients  sick  with  any  of  the  diseases 
mentioned  in  Section  2,  and  may  com- 
pel adequate  sanitation  of  privy  vaults  and 
cesspools  and  the  protection  of  their  contents 
by  proper  construction,  by  screening  against 
insects,  and  by  the  disinfection  of  all  parts  of 
such  vaults  and  their  contents,  at  such  periods 
of  time  or  at  such  intervals  of  time,  as  shall  be 
deemed  necessary  for  the  protection  of  the  pub- 
lic health.    Provided  that  failure  to  comply 


with  any  -provisions  of  the  preceding  section 
on  the  part  of  the  tenant,  lessee,  or  owner  of 
said  property  or  properties,  said  Department 
of  Health,  through  its  proper  agents,  may  take 
such  immediate  action  as  shall  be  reasonable 
and  adequate  to  protect  the  public  health. 

Section  878.  It  shall  be  unlawful  for  any 
unauthorized  person  to  destroy,  deface,  remove, 
or  obstruct  any  placard  or  other  notice  that 
has  been  posted  as  a  warning  to  the  public. 

Section  879.  Any  violation  of  these  regula- 
tions shall  be  subject  to  a  penalty  of  not  less 
than  five  (5)  dollars,  nor  more  than  one  hun- 
dred (100)  dollars,  for  each  and  every  offence. 

Adopted  by  the  P>oard  of  Aldermen,  Jan- 
uary 24,  1917. 

Approved  by  the  Mayor,  January  29,  1917. 

Operative  and  in  effect  February  5,  1917. 

One  especially  important  practical  point 
dwelt  on  in  previous  articles  is  the  importance 
of  searching  for  the  convalescent  carrier.  In 
that  the  majority  of  such  were  found  in  former 
times  to  have  been  declared  well  by  the  physi- 
cian, but  no  such  information  had  been  given  to 
the  health  authorities,  the  importance  of  see- 
ing every  infectious  individual  as  soon  as  the 
physician  is  through  with  treatment  is  of  the 
greatest  value  in  preventing  recurrent  cases. 
The  usual  procedure  of  removal  of  the  card  of 
isolation  and  freedom  of  contact  with  further 
individuals,  based  on  time  limits,  is  the  weakest 
point  in  prevention  of  all  communicable  dis- 
eases. 

We  are  told  that  frequently  the  failure  of 
cases  to  be  reported  is  the  cause  of  any  fre- 
quency. To  control  such  I  have  had  in  prac- 
tice for  the  past  two  years  a  postal  cai'd  notifi- 
cation of  school  absentees  of  over  three  half- 
day  sessions.  Those  in  sections  where  it  was 
known  that  no  physician  would  be  called  early 
or  where  the  physician  generally  called  was 
not  to  be  relied  on,  would  be  immediately  in- 
vestigated. All  neighborhood  absentees  where 
any  known  infectious  disease  existed  or  where 
the  absentee  had  been  a  previous  ease,  ilso 
demonstrated  the  value  of  follow-up  work  for 
demonstration  of  cases.  The  card  is  as  follows, 
and  is  self-explanatory: 

School    Room   

Date   191 

Name  

Address   

Now  out  of  school — 

Illness  said  to  be   
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Sent  from  school 

with  sore  throat  

with  vomiting   

(Do  not  fill  in.)    (B.  of  II.  Record.) 

KL   

Sc  

Me.  

Sept  

Wh.  Cgh  

Ch.  Px  

C.  Sp.  M  

Grp  

Pneum  

Typ  1  

Herp  

Accid  

Personal  •  

Family  

With  the  demonstration  that  carriers  were  of 
much  greater  importance  than  cases  for  true 
prevention,  the  school  card  became  available 
by  impressing  on  the  school  teachers  that  nasal 
discharges  other  than  watery  head  colds  were 
cause  for  investigation.  School  physicians  and 
nurses  also  were  instructed  to  exclude  or  cul- 
ture such.  Illness  in  the  family  in  other  than 
school  children  is  frequently  found  through 
questioning  of  the  school  child  by  the  teacher, 
who  in  turn  notifies  me  on  the  card.  There  is 
possible  then  a  so  very  accurate  knowledge  of 
all  illnesses,  neighborhood  and  house,  as  to 
make  possible  a  large  proportion  of  the  control. 
That  left  consists  of  illnesses  among  the  older 
or  younger,  where  there  are  no  school  children. 
If  now  we  take  a  nurse  and  localize  her  activ- 
ities to  such  a  part  of  the  population  as  may 
be  covered  by  at  least  weekly  visits,  there  may 
be  gained  a  measure  of  control.  Inasmuch  as  I 
have  shown  that  there  are  factors  which  assist 
in  the  making  of  and  the  continuing  of  indi- 
viduals as  carriers,  I  have  gone  further  in  this 
latter  step  with  the  work  of  the  nurse.  On  her 
initial  survey  she  not  only  records  the  number 
of  children  and  their  individual  condition  as 
to  present  or  previous  illnesses  or  as  to  being: 
possible  carriers,  but  she  also  records  the  indi- 
vidual sanitary  defects  of  toilets,  handling 
milk  and  food,  and,  in  general,  the  unsanitary 
surroundings,  including  dampness  of  base- 
ments, which  is  one  of  the  special  factors.  The 
correction  of  such  is  a  matter  for  reference  to 
other  departments.  While  in  terms  then  of 
communicable  diseases,  the  information  ob- 
tained by  such  fundamental  work  makes  pos- 
sible a  hitherto  unrealizable  cooi-dination  of 


all  health  activities  as  to  each  and  every  bureau 
even  in  advance  of  complaints.  The  sum-total 
brings  us  back  to  the  basis  of  the  old  public- 
health  control  of  disease. 

If  then  the  system  be  made  exact  by  suffi- 
cient nurses  to  be  the  recording  eyes  of  each 
and  every  district,  we  can  uncover  all  cases  of 
each  and  every  disease,  as  well  as  the  carriers. 
The  latter  element  is  that  of  preparedness  for 
the  prevention  of  diseases  and,  successful  as  it 
has  been  proven  by  me  in  diphtheria  and  scar- 
let fever,  might  better  be  applied  for  con- 
trolling all  communicable  diseases  rather  than 
the  application  of  regulations  which  have  not 
controlled  previously  known  so-called  con- 
tagious diseases. 

SUMMARY. 

Health  authorities  are  directly  responsible 
for  the  frequency  of  communicable  diseases.  A 
system  for  such  control  should  reach  further 
than  the  present-day  dependency  of  reporting 
of  cases  by  physicians.  There  is  possible  a 
system  for  the  investigation  of  and  the  finding 
of  those  individuals  at  the  time  they  are  carry- 
ing, in  inflammatory  secretions,  definite  caus- 
ative organisms  of  communicable  diseases. 
Such  a  system,  fully  developed,  includes  the  pre- 
viously predominant  sanitation  of  premises  as 
an  important  adjunct  to  the  sanitary  super- 
vision of  individuals,  coordinating  all  the 
health  activities.  The  definiteness  of  results 
obtained  from  such  in  terms  of  demonstrable 
abnormalities  of  carriers  in  the  respiratory  dis- 
eases studied  (the  work  of  others  on  typhoid 
fever  is  in  accord),  is  a  logical  reason  for  such 
investigation  of  all  communicable  diseases. 


IDIOPATHIC    EPILEPSY   A  SYMPATHI- 
COPATHY. 

By  Edwakd  A.  Tracy,  M.D.,  Boston. 

Previous  research  work  by  the  writer  had 
established  the  fact  that  the  normal  reaction  of 
the  skin  to  a  gentle  stroke  with  a  suitable  in- 
strument, such  as  a  wooden  tongue  depressor,  is 
a  brief-lasting  vasodilation,  followed  by  a  vaso- 
constriction in  the  stroked  area  lasting  a 
couple  of  minutes.1 

One  day,  on  testing  a  patient  with  idiopathic 
epilepsy,  he  noted  with  astonishment  the  in- 
tensity in  color  and  the  exceeding  long  dura- 
tion of  the  vasoconstriction  reaction  that  fol- 
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lowed  the  stroking.  Later,  he  was  struck  by 
the  variation  at  different  times  in  the  intensity 
and  duration  of  the  vasoconstriction  reaction  in 
this  case,  and  the  irregularity  in  point  of  time 
of  its  appearance — it  sometimes  appearing  six 
seconds  after  applying  the  evoking  stroke,  at 


period  of  two  and  a  half  years  this  case  was 
carefully  observed,  vasoconstriction  reaction 
tests  systematically  made  twice  a  day  for  a 
large  part  of  that  time,  the  occurrence  of  con- 
vulsive attacks  and  other  physical  phenomena 
were  noted,  and  the  observations  were  carefully 


PLATE  .\A.-  Showing  vasoconstriction  spots  and  pigment  spots  as  in  Plate  A;  also  newborn  vasoconstriction  spots  (near  elbow 
of  the  right  forearm)  and  the  fully  developed  vasoconstriction  reactions  to  stroking.  Note  the  difference  in  these  re- 
actions on  the  forearms,  though  evoked  with  the  same  instrument.  This  plate  is  from  a  photo  taken  a  minute  after 
that  from  which  Plate  A  is  taken. 


other  times  not  until  thirty  seconds  had 
elapsed.  All  this  was  found,  on  comparison 
with  the  reactions  obtained  in  healthy  individ- 
uals, to  be  decidedly  abnormal.  Objective  phe- 
nomena that  were  visible  and  measurable  in 
epilepsy  certainly  invited  careful  study.  For  a 


recorded.  Ninety  other  cases  of  idiopathic  epi- 
lepsy were  examined  during  that  time  and  the 
objective  phenomena  observed  in  them  were  re- 
corded. The  data  thus  gathered,  constituting 
some  seventeen  hundred  observations,  together 
with  the  photographs  taken  of  vasoconstriction 
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phenomena,  are  the  hasis  of  this  study  of  epi- 
lepsy. 

At  the  outset  it  must  be  stated  that,  these  ob- 
servations were  made  and  recorded  without  any 
idea  of  their  signification.  The  phenomena 
noted — physical  objective  faets — were  deemed, 
as  such,  worthy  of  careful  observation  and 
record.  The  records,  a  portion  of  which  are 
here  copied,  remain  as  originally  made,  save 
the  numbering  of  the  observations,  since  done 
for  convenience.    A  long  period  of  observation 


tion  reaction,  caused  by  the  involved  blood 
vessels  becoming  constricted  and  squeezing  out 
the  blood  that  gives  color  to  the  skin.  This  re- 
action cannot  be  attributed  to  a  local  smooth- 
muscle  reaction  brought  about  by  the  applica- 
tion of  mechanical  stimuli,  for  the  muscle  tissue 
does  not  come  in  contact  with  the  mechanical 
irritant.  Further,  in  the  normal  individual 
there  is  a  difference  in  the  reaction  time  of  the 
face  and  the  forearm, — the  vasoconstriction 
coming  quicker  in  the  forearm  after  stroking 


Plate  B. — Showing  a  chronic  vasoconstriction  spot   (near  center  of  forearm)   and  pigment  spots. 


PLATE  BB. — Showing  the  si.me  as  Plate  R,  and  al 
Vt  inch  from  edge  of  sleeve)  less  than  a  minute 
after  that  from  which  Plate  B  is  taken. 

and  a  large  gathering  of  facts  reveal — as  will 
be  shown — that  idiopathic  epilepsy  is  a  sym- 
pathieopathy,  a  disease  of  the  sympathetic  neu- 
rones. 

Before  proceeding  to  study  the  recorded  ob- 
servations, it  may  not  be  amiss  to  discuss  briefly 
the  phenomena  of  reflex  vasoconstriction — the 
vasoconstriction  reaction  that  is  evoked  by 
stroking  the  skin.  The  white  streak  that  fol- 
lows stroking  the  skin  of  a  normal  individual 
and  lasts  a  couple  of  minutes  is  a  vasoeonstric- 


;o  a  newborn  vasoconstriction  spot  (located  about 
old,  as  this  plate  is  from  a  photo  taken  one  minute 

than  in  the  face, — although  the  skin  structure 
is  the  same.  The  vasoconstriction  is  evidently 
brought  about  by  .the  vasoconstriction  nerves, 
for  on  stroking  the  face,  a  diffuse  vasoconstric- 
tion frequently  occurs — outside  the  stroked 
area.  This  can  be  explained  only  by  nerve 
action.  Moreover,  the  vasoconstriction  reaction 
to  stroking  has  all  the  elements  of  a  true  re- 
flex, viz.:  stimuli  going  over  afferent  fibers  (the 
sensory  nerves  innervating  the  skin),  stimuli 
coming  over  efferent  fibers  (the  vasoeonstriet- 


778 


Boston  medical  and  surgical  journal 


[.Tune  6,  1918 


ors),  and  muscular  action  (the  vasoconstriction 
that  results). 

The  vasoconstriction  reaction  to  stroking,  de- 
pending, as  it  does,  upon  nerve  action,  it  fol- 
lows that  variations  in  the  reaction  time  (the 
reaction  time  is  the  time,  in  seconds,  that  it 
takes  for  the  reaction  to  become  visible  after 
making  the  evoking  stroke)  depend  upon  the 
irritability  of  the  nerves  involved  in  the  re- 
action.    If   the   sensory   nerves   are  normal 
(other  elements  of  the  reaction  being  equal),  it 
follows   that   the   variations   in   the  reaction 
times  must  be  due  to  the  condition  of  the  vaso- 
constriction fibers, — the  sympathetic  neurones. 
That  the  sympathetic  neurones  are  abnormal  in 
idiopathic  epilepsy  is  proven  by  observations 
made  on  the  vasoconstriction  spots  observable 
in  this  disease,  and  by  the  photogravures  pub- 
lished with  this  essay.    The  white  spots  ob- 
served on  the  forearms  of  patients  were  seen 
to  become  whiter  at  times,  to  fade  away  at 
other  times,  so  that  there  could  be  no  doubt  of 
their  being  due  to  vasoconstriction.    As  there 
were  no  stimuli  from  without,  as  in  the  case  of 
reflex  vasoconstriction,  it  is  evident  the  spots 
demonstrate  an  abnormal  discharge  of  stimuli 
over  vasoconstrictor,  sympathetic  fibers.  Fur- 
ther proof  of  this  abnormality  of  vasocon- 
strictor nerves  is  furnished  by  the  unerring  eye 
of  the  camera,  which  caught  vasoconstriction 
spots  in  the  very  making,  as  it  were.  Plates 
A  and  B,  and  AA  and  BB  are  of  the  same  ob- 
jects, the  forearms  of  an  epileptic  (Case  1  in 
the  records),  the  plates  A  A  and  BB  having 
been  exposed  to  the  objects  one  minute  after 
the  plates  A  and  B  had  been  exposed.    On  both 
pates  AA  and  BB  are  seen  vasoconstriction 
spots  not  appearing  in  the  plates  A  and  B. 
These  spots,  therefore,  had  origin  in  the  minute 
of  time  elapsing  after  the  plates  A  and  B  had 
been    exposed — and  are  pictures   of  newborn 
vasoconstriction   spots.     They   demonstrate  a 
pathologic  discharge  of  stimuli  along  sympa- 
thetic  fibers,   originating   evidently  from  dis- 
eased nerve  cells. 

The  vasoconstrictors,  sympathetic  neurones, 
already  shown  to  be  abnormal  by  the  evidence 
of  the  vasoconstriction  spots,  are  farther  in- 
volved in  the  abnormalities  of  the  vasoconstric- 
tion reaction  time,  which  evidently  depends 
upon  the  irritability  of  the  sympathetic  neu- 
rones involved  in  the  reaction.  The  records 
gathered  in  the  study  of  ninety  cases 
of    idiopathic    epilepsy    show    the  character 


of  some  of  the  abnormalities  detected  in  the 
sympathetic  neurone  reactions,  and  their  rela- 
tion to  convulsions  and  other  phenomena  of 
epilepsy. 

Case  1.  IT.  D.,  female,  aged  16  years.  Con- 
vulsions in  infancy  for  two  weeks.  Measles  at 
five  years.  At  seven  years  attacks  of  petit  ma), 
which  changed  to  attacks  of  grand  mal  at  eight 
years.  Convulsions  since  then  have  increased 
in  severity,  until  they  averaged  sixteen  attacks 
every  month  from  her  eleventh  to  her  fifteenth 
year. 

Observation  13,  Aug.  9,  1916.  Reaction  time: 
left  face,  14  seconds;  right  face,  26  seconds. 
Obs.  14.  Two  white  spots  were  noted  on  the 
right  forearm,  one  of  which  was  seen  to  fade 
and  return  again. 

Observation  13  shows  a  marked  difference  in 
the  reaction  times  of  the  face,  the  right  being 
slower  than  the  left.  In  the  normal  individual 
these  reactions  appear  on  both  sides  of  the  face 
in  equal  times  after  the  evoking  stroke  is  made. 
Normally  the  face  reactions  balance.  Obs.  78. 
Sept.  1,  1916.  Reaction  time:  left  forearm,  11 
seconds ;  right  forearm,  25  seconds. 

In  the  normal  individual  the  reaction  time 
for  reflex  vasoconstriction  on  both  forearms  is 
the  same.  The  lack  of  balance — unequalness — 
in  the  reaction  times  of  both  sides  of  the  face 
and  of  both  forearms,  shown  in  the  above  ob- 
servations, was  frequently  observed.  The  rec- 
ords show  that  in  a  series  of  observations  made 
in  this  case  during  the  period  from  August  1, 
1916,  to  April  3,  1917,  it  was  noted  198  times 
out  of  403  tests  of  the  vasoconstriction  reac- 
tions made  during  that  time.  In  73  observa 
tions  made  on  the  vasoconstriction  reactions,  in 
59  other  cases  of  idiopathic  epilepsy,  this  ab- 
normality was  recorded  42  times.  These  figures 
made  an  allowance  in  the  readings  of  four  sec- 
onds for  errors  of  observation.  There  need  be 
no  question,  therefore,  of  the  frequency  of  this 
abnormality  in  this  disease.  Besides  this  in- 
equality in  the  reaction  times  of  both  sides  of 
the  face  and  of  both  forearms,  there  is  a  con- 
tinual variation  in  the  reaction  times ;  appar- 
ently without  rule  or  reason  they  vary  up  and 
down,  at  one  time  quicker  on  the  right  side,  at 
another  time  quicker  on  the  left.  This  contin- 
ual variation  in  the  reaction  times  is  shown  by 
the  following  observations  copied  from  the  rec- 
ords of  Case  1.  Five  successive  observations  for 
ten  periods,  a  month  apart,  are  here  copied. 

Sept,  5,  1916.  Obs.  87,  at  1  p.m.  Reaction 
time:  left  forearm,  13  seconds;  right  forearm. 
20  seconds;  left  face,  11  seconds;  right  face,  10 
seconds.    Obs.  88.  6  p.m.    Reaction  time:  left 


Vol.  CLX XV II I.  No.  23]        BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


779 


forearm,  13  seconds;  right  forearm,  15  seconds; 
left  face,  16  seconds;  right  face,  12  seconds. 

Sept.  6,  1916.  Obs.  89.  11.30  a.m.  Reaction 
time:  left  forearm,  13  seconds;  right  forearm, 
11  seconds;  left  face,  15  seconds;  right  face,  15 
seconds.  Obs.  90.  6  p.m.  Reaction  time :  left 
forearm,  18  seconds;  right  forearm,  22  seconds; 
left  face,  10  seconds;  right  face,  13  seconds. 

Sept.  7,  1916.  Obs.  91.  12.15  p.m.  Reaction 
time:  left  forearm,  11  seconds;  right  forearm, 
17  seconds;  left  face,  11  seconds;  right  face,  16 
seconds. 

Oct.  7,  1916.  Obs.  168.  1  p.m.  Reaction 
time:  lefl  forearm,  16  seconds;  right  forearm. 
16  seconds;  left  face,  14  seconds;  right  face,  6 
seconds.  Obs.  170.  7  p.m.  Reaction  time:  left 
forearm,  12  seconds;  right  forearm,  17  seconds; 
left  face,  12  seconds;  right  face,  8  seconds. 

Oct.  8,  1916.  Obs.  171.  11.30  a.m.  Reaction 
time:  left  forearm,  16  seconds;  right  forearm, 
14  seconds ;  left  face,  8  seconds ;  right  face,  14 
seconds.  Obs.  173.  7.30  p.m.  Reaction  time: 
left  forearm,  15  seconds;  right  forearm,  13  sec- 
onds ;  left  face,  7  seconds :  right  face,  9  seconds. 

Oct  9.  1916.  Obs.  175.  1  p.m.  Reaction  time; 
left  forearm,  20  seconds;  right  forearm,  15  sec- 
onds; left  face,  10  seconds;  right  face,  12  sec- 
onds. 

Nov.  5,  1916.  Obs.  264.  11  a.m.  Reaction 
time:  left  forearm,  20  seconds;  right  forearm, 

14  seconds;  left  face,  19  seconds;  right  face,  18 
seconds.  Obs.  266.  7.15  p.m.  Reaction  time: 
left  forearm,  J 9  seconds;  right  forearm,  19  sec- 
onds; left  face,  12  seconds;  right  face,  12  sec- 
onds. 

Nov.  6,  1916.  Obs.  268,  9  a.m.  Reaction 
time:  left  forearm,  19  seconds;  right  forearm, 

19  seconds;  left  face,  16  seconds;  right  face,  17 
seconds.  Obs.  270.  7.30  p.m.  Reaction  time: 
left  forearm,  21  seconds;  right  forearm,  16  sec- 
onds; left  face,  13  seconds;  right  face,  10  sec- 
onds. 

Nov.  7,  1916.  Obs.  271.  8.40  p.m.  Reaction 
time :  left  forearm,  13  seconds ;  right  forearm, 

15  seconds ;  left  face,  16  seconds ;  right  face,  14 
seconds. 

Dec.  5:  1916.  Obs.  394.  8.45  a.m.  Reaction 
time:  left  forearm,  14  seconds;  right  forearm, 
13  seconds;  left  face,  11  seconds;  right  face,  14 
seconds.  Obs.  396.  7  p.m.  Reaction  time:  left 
forearm,  17  seconds;  right  forearm,  13  seconds; 
left  face,  10  seconds;  l'ight  face,  10  seconds. 

Dec.  6,  1916.  Obs.  399.  9  a.m.  Reaction 
time:  left  forearm,  15  seconds;  right  forearm, 

20  seconds ;  left  face,  13  seconds ;  right  face,  14 
seconds.  Obs.  401.  7  p.m.  Reaction  time:  left 
forearm,  13  seconds ;  right  forearm,  17  seconds ; 
left  face,  8  seconds;  right  face,  11  seconds. 

Dec.  7,  1916.  Obs.  404.  9  a.m.  Reaction 
time:  left  forearm,  18  seconds;  right  forearm, 

16  seconds;  left  face,  13  seconds;  right  face,  14 
seconds. 

Jan.  4,  1917,  Obs.  496.  9  a.m.  Reaction  time: 
left  forearm,  25  seconds;  right  forearm,  17  sec- 
onds; left  face,  16  seconds;  right  face,  20  sec- 


onds. Obs.  497.  7  p.m.  Reaction  time:  left 
forearm,  18  seconds;  right  forearm,  15  seconds; 
left  face,  15  seconds;  right  face,  10  seconds. 

dan.  5,  1917.  Obs.  499,  !)  a.m.  Reaction 
time:  left  forearm,  15  seconds;  right  forearm, 
ir>  seconds;  left  face,  16  seconds;  right  face,  14 
seconds.  Obs.  500.  7.30  p.m.  Reaction  time: 
left  forearm,  15  seconds;  right  forearm.  15  sec- 
onds; left  face,  10  seconds;  right  face,  11  sec- 
onds. 

dan.  6,  1917.  Obs.  502.  10.15  a.m.  Reaction 
time:  left  forearm,  12  seconds;  right  forearm, 
17  seconds;  left  face,  15  seconds;  right  face,  16 
seconds. 

Feb.  5,  1917.  Obs.  584.  8  p.m.  Reaction 
time:  left  forearm,  18  seconds;  right  forearm, 

14  seconds ;  left  face,  13  seconds ;  right  face,  1 1 
seconds. 

Feb.  6,  1917.  Obs.  585.  7.30  p.m.  Reaction 
time:  left  forearm,  10  seconds;  right  forearm, 

15  seconds;  left  face,  !)  seconds;  right  face,  11 
seconds. 

Feb.  7,  1917.  Obs.  587.  7.30  p.m.  Reaction 
time:  left  forearm,  15  seconds;  right  forearm, 

14  seconds;  left  face,  15  seconds;  right  face,  14 
seconds. 

Feb.  8,  1917.  Obs.  588.  7  p.m.  Reaction 
time:  left  forearm,  15  seconds;  right  forearm, 
13  seconds;  left  face,  13  seconds;  right  face,  12 
seconds. 

Feb.  10,  1917.  Obs.  591.  8  p.m.  Reaction 
time:  left  forearm,  16  seconds;  right  forearm, 
10  seconds;  left  face,  12  seconds;  right  face,  16 
seconds. 

March  7,  1917.  Obs.  640.  9  a.m.  Reaction 
time:  left  forearm,  20  seconds;  right  forearm, 
13  seconds;  left  face,  15  seconds;  right  face,  14 
•seconds.  Obs.  641.  8  p.m.  Reaction  time:  left 
forearm,  12  seconds ;  right  forearm,  17  seconds ; 
left  face,  12  seconds;  right  face,  11  seconds. 

March  9,  1917.  Obs.  643.  8  p.m.  Reaction 
time:  hsft  forearm,  15  seconds;  right  forearm, 

15  seconds ;  left  face,  12  seconds ;  right  face,  1 1 
seconds. 

March  10,  1917.  Obs.  645.  9  a.m.  Reaction 
time:  left  forearm,  19  seconds;  right  forearm, 
20  seconds;  left  face,  12  seconds;  right  face,  17 
seconds.  Obs.  646.  7  p.m.  Reaction  time:  left 
forearm,  14  seconds;  right  forearm,  20  sec- 
onds; left  face,  14  seconds;  right  face,  12  sec- 
onds. 

April  5,  1917.  Obs.  705.  9  a.m.  Reaction 
time:  left  forearm,  24  seconds;  right  forearm, 

15  seconds;  left  face,  15  seconds;  right  face,  13 
seconds.  Obs.  706.  7.30  p.m.  Reaction  time : 
left  forearm,  18  seconds;  right  forearm,  15  sec- 
onds; left  face,  10  seconds;  right  face,  10  sec- 
onds. 

April  6,  1917.  Obs.  708.  9.30  a.m.  Reaction 
time :  left  forearm,  15  seconds ;  right  forearm, 

16  seconds;  left  face,  11  seconds;  right  face,  12 
seconds.  Obs.  709.  8  p.m.  Reaction  time :  left 
forearm,  11  seconds;  right  forearm,  11  seconds; 
left  face,  10  seconds;  right  face,  10  seconds. 

April  7,  1917.    Obs.  711.    10.30  a.m.  Reae- 
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tion  time:  left  forearm,  15  seconds;  right  fore- 
arm, 9^2  seconds;  left  face,  12  seconds;  right 
face,  13  seconds. 

May  5,  x917.  Ohs.  804.  9.30  a.m.  Reaction 
time:  left  forearm,  13  seconds;  right  forearm, 
11  seconds;  left  face,  13  seconds;  right  face,  14 
seconds.  Obs.  805.  8  p.m.  Reaction  time:  left 
forearm,  14  seconds ;  right  forearm,  15  seconds ; 
left  face,  16  seconds ;  right  face,  12  seconds. 

May  6,  1917.  Obs.  807.  10  a.m.  Reaction 
time:  left  forearm,  27  seconds;  right  forearm, 
20  seconds;  left  face,  13  seconds;  right  face,  13 
seconds.  Obs.  809.  8  p.m.  Reaction  time:  left 
forearm,  13  seconds;  right  forearm,  15  seconds: 
left  face,  14  seconds ;  right  face,  12  seconds. 

May  7,  1917.  Obs.  811.  9  a.m.  Reaction 
time :  left  forearm,  18  seconds ;  right  forearm, 

17  seconds ;  left  face,  13  seconds ;  right  face,  15 
seconds. 

June  7,  1917.  Obs.  910.  9  a.m.  Reaction 
time:  left  forearm,  17  seconds;  right  forearm, 
15  seconds;  left  face,  13  seconds;  right,  face,  9 
seconds. 

June  8,  1917.  Obs.  912.  9  a.m.  Reaction 
time:  left  forearm,  16  seconds;  right  forearm, 
14  seconds ;  left  face,  18  seconds ;  right  face,  15 
seconds.  Obs.  913.  7.30  p.m.  Reaction  time: 
left  forearm,  15  seconds;  right  forearm,  15  sec- 
onds; left  face,  11  seconds;  right  face,  10  sec- 
onds. 

June  11,  1917.  Obs.  915.  9  a.m.  Reaction 
time:  left  forearm,  23  seconds;  right  forearm, 

18  seconds ;  left  face,  20  seconds ;  right  face, 
17  seconds.  Obs.  916.  7  p.m.  Reaction  time: 
left  forearm,  18  seconds;  right  forearm,  18  sec- 
onds ;  left  face,  13  seconds ;  right  face,  12  sec- 
onds. 

Despite  the  irregular,  appai'ently  erratic  be- 
havior of  the  reaction  times  manifested  in  the 
foregoing  observations,  a  most  interesting  rela- 
tion was  discovered  between  the  reaction  times 
and  the  onset  of  convulsions.  A  careful  daily 
record  of  the  reaction  times  and  of  the  occur- 
rence of  convulsions,  during  a  period  of  two 
years,  revealed  this  relation  between  them :  a 
quickening  of  one  or  more  of  the  reaction  times 
took  place  within  twelve  hours  before  the  onset 
of  convulsions.  Since  the  vasoconstriction  reac- 
tion time  indicates  the  irritability  of  the  sym- 
pathetic neurones  involved  in  the  reaction,  this 
demonstrates  that  an  increase  in  irritability  is 
manifested  by  sympathetic  neurones  preceding 
a  convulsion.  The  following  observations,  cop- 
ied from  the  records  of  Case  1,  show  the  fre- 
quency of  this  lessening  of  the  reaction  time, 
more  especially  the  face  reaction  time,  preced- 
ing convulsions. 

Sept.  12,  1916.  Obs.  102.  12.30  p.m.  Reaction 
time:  left  forearm,  12  seconds;  right  forearm, 
13  seconds;  left  face,  10  seconds;  right  face,  11 


seconds.  Obs.  103.  6  p.m.  Reaction  time:  left 
forearm,  8  seconds ;  right  forearm,  13  seconds ; 
left  face,  10  seconds;  right  face,  11  seconds. 
Ten  minutes  after  the  above  observation  was 
made  an  attack  of  convulsions  occurred. 

Sept.  25,  1916.  Obs.  135.  6  p.m.  Reaction 
time:  left  forearm,  17  seconds;  right  forearm. 

12  seconds;  left  face,  14  seconds;  right  face,  10 
seconds.  That  night,  at  2.30,  patient  had  an 
attack  of  convulsions,  followed  the  next  dav 
(Sept.  26)  by  five  attacks,  at  8.15,  11.40  a.m", 
and  2.10,  3.30.  and  5.20  p.m. 

Sept.  26,  1916.  Obs.  138,  5.15  p.m. 
Reaction  time:  right  forearm,  9  seconds;  right 
face,  12  seconds.  This  incomplete  testing  of  the 
reaction  times,  immediately  preceded  the  attack 
of  convulsions  at  5.20  p.m.,  the  attack  preventing 
the  complete  testing. 

March  28,  1917.  Obs.  682.  8  p.m.  Reaction 
time:  left  forearm,  13  seconds;  right  forearm. 
10  seconds;  left  face,  10  seconds;  right  face,  9 
seconds.  The  following  morning,  at  3  a.m.,  and 
7.30  a.m.,  the  patient  bad  attacks  of  convul- 
sions, and  attacks  at  10  and  11.30  a.m.  An 
hour  before  the  attack  at  10  a.m.,  the  follow- 
ing observation  of  the  reaction  times  was  made. 
Obs.  684.  9  a.m.,  March  29,  1917.  Reaction 
time:  left  forearm,  22  seconds;  right  forearm, 

13  seconds;  left  face,  11  seconds;  right  face,  14 
seconds. 

Jan.  19,  1917.  Obs.  540.  9  a.m.  Reaction 
time:  left  forearm,  15  seconds;  right  forearm. 
12  seconds;  left  face,  13  seconds;  right  face,  11 
seconds.  Patient  had  an  attack  of  convulsions 
at  1  p.m.,  four  hours  after  the  above  observa- 
tion was  made. 

Oct.  5,  1916.  Obs.  165.  7  p.m.  Reaction 
time :  left  forearm,  12  seconds ;  right  forearm, 

10  seconds;  left  face,  11  seconds;  right  face,  10 
seconds.  On  the  following  morning  at  6.30 
a.m.  the  patient  had  an  attack  of  convulsions. 

Oct.  12,  1916.  Obs.  185.  7  p.m.  Reaction 
time:  left  forearm,  15  seconds;  right  forearm, 
—  seconds ;  left  face,  12  seconds ;  right  face,  8 
seconds.  The  next  morning  at  7.45,  patient  had 
attack  of  convulsions. 

Oct.  13,  1916.  Obs.  187.  8  p  m.  Reaction 
time:  left  forearm,  14  seconds;  right  forearm, 

11  seconds;  left  face,  10  seconds:  right  face.  11 
seconds.  The  next  morning  at  7  o'clock,  pa- 
tient had  an  attack  of  convulsions. 

Oct.  22,  1916.  Obs.  218.  10.30  a.m.  Reac- 
tion time:  left  forearm,  13  seconds;  right  fore- 
arm, 15  seconds;  left  face,  15  seconds;  right 
face,  IOV2  seconds.    Patient  had  an  attack  at 

3  p.m.,  four  and  a  half  hours  after  the  taking 
of  the  reaction  times. 

Nov.  7,  1916.  Obs.  274.  7.30  p.m.  Reaction 
time:  left  forearm,  18  seconds;  right  forearm, 
16  seconds;  left  face,  13  seconds;  right  face,  10 
seconds.    Patient  had  attacks  of  convulsions  at 

4  and  6  o'clock  the  next  morning. 

(To  be  continued.) 
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gwtpty  Report. 

THIRTY-SECOND  ANNUAL  MEETING  OF 
THE  AMERICAN  ORTHOPEDIC  ASSO- 
CIATION. 

Army  Medical  School,  Washington,  D.C., 
April  22-2:5,  1918. 

orthopedic    war    hospitals,   their  require- 
ments and  equipment. 

Lieut.-Col.  Clarence  L.  Starr,  R.A.M.C , 
gave  an  address  on  "Orthopedic  War  Hos- 
pitals, Their  Requirements  and  Equipment." 
These  organizations,  he  said,  should  be 
termed  "orthopedic,"  not  "reconstruction" 
centers.  Treatment  of  fractures  involved  con- 
sideration of  many  important  points:  first, 
fractures  with  solid  union  should  never  be  op- 
erated on,  even  when  shortening  occurred ; 
second,  fractures  with  infection  should  not  be 
united,  even  if  6  months  had  elapsed  since  in- 
jury,— the  presence  of  streptococci  had  been 
demonstrated  half  a  year  later;  third,  the  sliding 
graft  had  not  been  found  successful, — the  autog- 
enous graft  from  the  tibia  being  the  most  sat- 
isfactory; fourth,  no  suppurating  fracture 
should  be  united.  In  regard  to  operations  upon 
nerves,  no  one  could,  as  yet,  speak  with  author- 
ity on  these  injuries.  It  could  be  said,  how- 
ever, that  if  careful  examination  of  the  nerve 
lesion,  and  testing  the  galvanic,  electric 
and  protopathic  response,  gave  no  resiill, 
extirpation  was  indicated.  A  frequent  mistake 
was  to  try  to  suture  the  nerve  when  the 
function  of  adjacent  muscles  was  destroyed. 
In  the  diagnosis  of  stiff  cartilage  the  surgeon 
should  be  guided  by  the  orthopedic  surgeon. 
Sixty  per  cent,  of  these  cases  were  wronply 
diagnosed  and  were  made  worse  by  operation. 
Histories  of  this  kind  were  unreliable,  as  one 
patient  was  apt  to  suggest  the  idea  to  another 
who  could  deceive  the  surgeon.  In  regard  to 
tendon  transplantation,  the  successes  following 
this  treatment  in  the  arm  were  marvelous,  but 
not  in  the  leg  on  account  of  the  weight-bearing 
function  of  the  latter.  In  regard  to  manufac- 
ture of  artificial  limbs :  in  Canada  this  was  un- 
der government  control,  which  eliminated  com- 
mercial speculation  and  competition,  and  as- 
sured a  standardization  of  articles  manufac- 
tured. It  was  found  also  that  an  orthopedic 
hospital,  connected  with  a  general  hospital,  was 
satisfactory,  as  it  enabled  orthopedic  surgeons 


and  neurologists  to  cooperate.  The  adminis- 
trative work  of  both  was  combined,  to  secure 
economic  results.  One  inspector  supervised 
both  hospitals.  One  assistant  surgeon  cared 
for  500  patients,  with  one  junior  surgeon  and 
anesthetist  to  each  100  patients.  Functional 
cases  were  sent  to  the  orthopedic  surgeon  for 
diagnosis  and  to  detect  malingering.  It  was 
found  a  mistake  to  put  an  orthopedic  surgeon 
in  a  general  hospital,  as  his  work  was  side- 
tracked. His  services  could  be  put  to  good  use 
in  the  clearing  station  behind  the  lines,  to  treat 
joint  lesions.  In  the  post-operative  treatment 
of  the  wounded,  massage,  electro-  and  hydro- 
therapy had  a  useful  place.  The  gymnasium 
was  a  very  active  part  of  the  whole  scheme. 
Games  were  found  to  effect  the  patient's 
cure,  unconsciously ;  while  the  curative  work- 
shops tended  to  raise  greatly  the  morale  of  the 
patient.  This  branch  of  the  treatment  bridged 
the  gap  between  hospital  and  civil  life.  The 
men  were  employed  on  artificial  limb  making, 
machine  shop  work,  boot  and  clothing  work. 
For  this  work  the  men  were  allowed  to  wear 
uniform;  the  hospital  "blue"  being  used 
simply  to  discipline  a  refractory  patient.  Pro- 
longed hospitalization  and  the  hospital  blue 
had  a  depressing  effect,  and  the  use  of  the  uni- 
form and  the  sense  of  accomplishment  went  far 
to  restore  confidence  to  the  wounded  man  and 
to  enable  him  to  return  to  useful  citizenship. 

Captain  F.  C.  Kidner,  M.R.C.,  A.E.F.,  gave 
a  brief  description  of  the  work  in  Hyde  Park, 
London,  at  St.  Katharine's  Lodge,  a  beau- 
ful  roomy  house,  with  spacious  grounds,  loaned 
to  the  British  Government  by  Mr.  Solomon  of 
New  York.  This  hospital,  although  used  for 
British  soldiers,  was  under  the  American  Red 
Cross.  It  contained  50  officers'  beds,  and  there 
was  always  a  long  waiting  list.  The  American 
Red  Cross  had  entire  supervision,  except  as  re- 
gards disability  decisions.  The  patients  proved 
very  willing  and  anxious  to  carry  out  treat- 
ment. The  masseur  employed  was  a  blind  sol- 
dier who  had  become  expert  at  this  work.  This 
gift  of  Mr.  Solomon,  by  placing  English  officers 
under  control  of  an  American  staff,  was  serv- 
ing as  a  most  efficient  link  in  the  promotion  of 
good  understanding  between  the  two  great 
English-speaking  nations. 

discussion,  col.  starr's  paper. 

Major  J.  A.  Hornsby  said  that  in  the  civil 
hospitals  in  this  country  the  unanimous  conclu- 
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sion  had  been  reached  that  when  the  patient 
entered  the  hospital  he  was  entitled  to  treat- 
ment for  whatever  might  ail  him.  If  any 
complications  arose  in  his  condition  he  should 
receive  treatment  for  the  same.  The  hospital, 
therefore,  had-  to  be  a  general  hospital.  To 
him,  Major  Hornsby  said,  it  was  unthinkable 
that  a  patient,  with  an  eye  condition  should 
have  to  be  moved  to  an  eye  hospital ;  yet  that 
very  thing  was  occurring  lately  in  the  large 
cities  in  this  country.  He  knew  of  a  case  that 
developed  pneumonia ;  the  patient  had  to  be 
moved  because  he  could  not  be  treated  in  the 
general  hospital.  In  the  new  field  upon  which 
they  were  now  embarking,  it  would  be  found 
necessary  to  change  this  phase  of  the  question. 
At  first,  when  it  was  decided  necessary  to  create 
an  army,  it  was  decided  to  take  only  able- 
bodied  men.  A  little  later,  certain  remedial  de- 
fects were  noted,  and  the  men  were  required 
to  submit  to  operation.  Later  still,  another 
ruling  took  effect.  He  was  more  than  pleased 
to  hear  Colonel  Starr  say  that  these  defectives 
should  not  be  operated  upon.  The  profession 
should  be  outspoken  about  that  and  not  at- 
tempt to  turn  the  Army  into  a  curative  estab- 
lishment for  defectives.  He  had  been  in  many 
camps  in  this  country  and  had  seen  men  op- 
erated upon  again  and  again  to  cure  defects, 
without  result.  Before  attempting  to  recon- 
struct defectives  for  active  service,  the  avail- 
able supply  of  men  should  be  exhausted.  Tho 
general  hospitals  now  were  for  the  care  of  dis- 
eases and  injuries  that  had  come  upon  men 
after  becoming  part  of  the  military  force,  and 
the  same  thing  should  be  true  when  they  come 
back  again.  Then,  if  ever,  they  would  be  liable 
to  complications  of  all  sorts,  and  the  hospital;.' 
should  be  qualified  to  take  care  of  them.  The 
hospital  did  not  consist  in  equipment  or  capac- 
ity, but  in  the  personality  of  its  staff.  It  was 
not  a  collection  of  instruments  and  beds,  but  a 
place  where  men  were  competent  to  take  care 
of  the  sick.  It  was  easier  to  get  equipment 
than  to  get  competent  men.  It  had  been  said 
that  only  in  the  special  hospital  did  one  find 
such  personnel.  That  might  be  true,  but  Major 
Hornsby  said  that  he  had  taken  over  three  or 
four  hospitals,  amounting  to  a  capacity  of  2000 
beds.  These  would  be  used  as  general  hos- 
pitals, and  it  was  expected  that  the  trend  of 
the  hospital  would  follow  the  capacity  of  the 
men  working  in  it.  They  would  be  great  only 
if  associated  with  prominent  medical  men. 


Major  W.  G.  Erving  said  that  this  subject 
of  orthopedic  war  hospitals,  introduced  by 
Lieut.-Colonel  Starr,  was  a  tremendous  one. 
Personally,  he  thought  that  there  was  no  ques- 
tion that  the  orthopedic  hospital  should  be  ab- 
solutely separate.  In  England,  experience  had 
shown  that  those  orthopedic  centers  which  were 
doing  the  best  work  were  those  separated  from 
work  of  other  kinds.  Hospitals  at  Hammer- 
smith and  Leeds,  which  were  entirely  ortho- 
pedic and  which  were  equipped  with  2000  beds, 
were  getting  the  best  results.  The  next  best 
plan  was  an  orthopedic  center,  united  to  the 
general  hospital  only  from  an  administrative 
point  of  view.  This  was  an  economic  advan- 
tage; also,  the  services  of  specialists  in  va- 
rious branches  could  be  interchanged,  without 
any  interference  in  the  actual  orthopedic  work. 
It  was  necessary  for  the  orthopedic  center  to 
take  charge  of  many  chronic  cases;  many 
adjuncts  would  have  to  be  called  in, — such  ;is 
electrotherapy,  the  gymnasium,  the  curative 
workshop, — which  could  be  connected  with  the 
center  in  colony  form.  The  workshops  neeps- 
sarily  had  to  be  very  elaborate  and  compli- 
cated and  it  would  be  impossible  to  have  these 
in  a  general  hospital. 

Major  S.  C.  Baldwin,  M.R.C.,  said  that 
there  had  not  been  much  to  do  so  far  in  the 
general  hospitals.  They  acted  as  distributing 
centers  and  the  orthopedic  cases  were  sent  on 
to  other  places.  Major  Baldwin  could  not 
agree  that  it  was  a  good  plan  to  have  the  work 
of  the  orthopedic  hospital  in  connection  with 
that  of  the  general  hospital,  as  the  orthopedic 
man  would  be  put  in  as  an  assistant  to  the 
general  surgeon  and  his  special  value  would  be 
lost.  Naturally,  in  a  general  hospital,  the  gen- 
eral surgeon  wovdd  take  all  he  could,  and 
would  take  everything  unless  the  orthopedic 
man  happened  to  have  a  good  deal  of  backbone 
and  insisted  on  taking  all  that  belonged  to  him. 
There  had  hardly  been  time  as  yet  to  work  out 
this  point. 

Lieut.-Colonel  Starr  said,  in  conclusion,  that 
he  thought  it  would  be  a  great  disaster  in  this 
country  to  use  the  orthopedic  hospital  as  a 
subsidiary  to  the  general  hospital.  That  seem- 
ed to  him  to  be  the  case  of  the  tail  wagging 
the  dog.  The  plan  to  put  the  orthopedic  hos- 
pital under  the  same  administration  as  the  gen- 
eral hospital  had  its  advantages  and  disadvan- 
tages; the   former  being  the   chance   to  co- 
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operate  with  members  of  the  staff  in  other 
branches.  There  were  also  economic  advan- 
tages. Tn  Canada  the  units  were  large  separate 
hospitals  and  the  patient  was  under  control  of 
the  orthopedic  man,  except  for  questions  of 
discipline  and  administration,  which  the  or- 
thopedic surgeon  was  not  concerned  with. 
Lieut. -Col.  Starr  said  he  sincerely  hoped  this 
would  be  worked  out  so  that  the  orthopedic 
hospital  would  have  its  own  staff,  although  he 
felt  that  general  surgeons  had  a  just  claim  to 
the  work  if  they  could  do  it  as  well  as  the  or- 
thopedic men.  He  had  seen  some  of  the  best 
work  done  by  a  general  surgeon  with  only 
short  orthopedic  training. 

THE     SPECIAL     TRAINING     BATTALION     OF  THE 
TWENTY-SIXTH  DIVISION. 

This  subject  was  presented  by  Captain  Z.  B. 
Adams.  This  Battalion  was  established  in 
March,  1917,  with  the  object  of  the  reclamation 
of  as  many  men  as  possible  by  means  of  special 
training.  Many  serious  physical  defects  were 
remedied  and  the  men  put  into  such  physical 
condition  that  they  could  perform  some  service 
behind  the  line.  It  was  found  that  86%  of 
cases  could  be  thus  improved.  Fourteen  per 
cent,  of  cases  showed  defects  that  entirely  un- 
fitted them  for  military  service.  Cases  were 
divided  into  four  groups  with  regard  to  serious- 
ness of  the  defect.  The  classification  was :  I, 
men  with  faulty  posture  and  slight  pronation ; 
II,  men  with  metatarsalgia ;  III,  men  with  acute 
strain  or  contracted  tendons,  faulty  posture 
and  back  strain ;  IV,  serious  defects  requiring 
operation.  The  camp  was  in  no  sense  a  rest 
camp.  All  work  was  done  out  of  doors  and 
was  of  a  military  nature.  The  men  were  grad- 
ually advanced  through  five  companies,  and  the 
fifth  company  did  really  hard  work.  Three 
hundred  and  seventy-three  cases  had  been  un- 
der training  and  in  six  weeks  the  battalion  had 
been  able  to  return  88  men  as  fit  to  carry  on 
military  duty  and  not  likely  to  break  down. 

THE  VALUE  OF   CASUAL  DETACHMENT  AS  TESTED 
AT  CAMP  CODY. 

This  paper  was  presented  by  Captain  E.  R. 
Rich.  He  said  that  the  tendency  was  now  to 
turn  from  hospital  treatment  to  camp  training. 
At  first  the  man  with  flat  feet  was  turned 
over  to  the  hospital  and  he  was  apt  to  pass  the 
good  word  along  to  his  companions,  so  that  the 
hospitals  were  filled  with  men  with  flat  feet.  It 


was  found  necessary,  therefore,  to  deal  with 
these  cases  outside  of  the  hospital.  Since  the 
establishment  of  the  first  Casual  Detachment 
work  in  Mexico,  8  out  of  11  camps  had  fol- 
lowed suit.  Such  names  as  the  "soldiers'  sal- 
vage school"  and  the  "orthopedic-back-to-duty 
class"  had  been  bestowed  on  this  work.  The 
object  of  the  work  was  to  build  up  weak  struc- 
tures which  were  the  cause  of  static  foot  de- 
fects. 

It  was  found  better  to  have  a  line  officer  to 
maintain  discipline,  as  he  could  do  this  better 
than  the  medical  officer.  To  give  the  best  re- 
sults the  soldiers  must  be  segregated.  Military 
habits  were  not  relaxed  in  order  that  the  men 
might  be  impressed  with  the  reality  of  war.  The 
work  was  made  so  hard  and  monotonous  that 
the  men  were  glad  to  get  back  to  line  duty. 
Class  A  were  graduates  for  line  duty  and 
Class  B  comprised  the  malingerers.  These  men 
were  put  under  such  hard  and  intensive  drill 
that  they  were  glad  to  get  back  to  the  line, 
having  first  been  compelled  to  sign  the  oath  of 
cure.  There  were  four  drills  every  morning, 
six  in  the  afternoon,  and  no  difference  was 
made  for  Sundays.  The  officers  were  there  to 
restrain  over-action  in  the  few  and  to  stimulate 
action  in  the  many.  These  methods  had  elimi- 
nated the  over-congestion  in  the  hospitals  and 
had  resulted  in  the  return  of  60%  of  the  men 
to  the  line.  There  was  no  doubt  that  ortho- 
pedic methods  in  this  war  had  helped  ortho- 
pedic surgery  to  win  its  spurs.  One  of  the  most 
helpful  of  orthopedic  measures  was  to  be 
found  in  the  training  of  the  Casual  Detach- 
ment. 

(To  be  continued.) 


The  Practice  of  Pediatrics.  By  Charles  Gil- 
more  Kerley,  M.D.,  Professor  of  Diseases  of 
Children,  New  York  Polyclinic  Medical 
School  and  Hospital.  Second  edition,  revised 
and  reset.  Philadelphia  and  London  :  W.  B. 
Saunders  Company,  1918. 

Many  changes  have  been  made  in  this,  the 
second  edition,  of  this  well-known  work.  Many 
new  articles  have  been  added  and  a  number  of 
the  chapters  have  been  rewritten,  while  a  great 
deal  of  old  material  has  been  eliminated.  This 
book  will  continue  to  be,  as  it  has  been,  most 
useful  to  physicians,  whether  they  are  in  general 
practice  or  specialized  in  the  Diseases  of  Chil- 
dren. 
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SICKNESS    INSURANCE    OR  SICKNESS 
PREVENTION? 

Research  Report  No.  6  of  the  National  In- 
dustrial Conference  Board  for  May,  1918,  deals 
with  the  question,  "Sickness  Insurance  or  Sick- 
ness Prevention?"  In  this  report,  an  attempt 
has  been  made  to  emphasize  the  enormous  bur- 
den which  sickness  and  physical  disability  place 
on  society  and  industry.  The  necessity  is  im- 
perative for  a  thorough  study  of  the  practical 
possibilities  of  a  program  of  sickness  preven- 
tion, with  a  view  to  its  speedy  adoption  as  a 
national  policy.  Examinations  for  military 
service  disclosed  the  fact  that  one  out  of  every 
three  men  was  unfit  for  service.  At  least  5% 
of  the  entire  male  population  is  afflicted  with 
venereal  disease.  The  average  annual  loss  by 
sickness  of  40,000,000  wage-earners  is  seven 
days,  which  represents  a  loss  of  from  $500,- 
000.000  to  $750,000,000.    This  estimate  takes  no 


account  of  the  incalculable  loss  due  to  im- 
paired efficiency  on  account  of  illnesses  and 
disabilities  that  do  not  result  in  absence  from 
work.  Two  factors  largely  contributing  to 
these  defects  are  feeble-mindedness  and  vene- 
real disease.  These  conditions  call  for  a  vig- 
orous policy  of  remedial  action. 

The  problem  of  sickness  and  physical  disa- 
bility is  of  particular  concern  to  industry. 
Maximum  efficiency  cannot  be  obtained  from  a 
force  of  workers  one-fourth  of  whom  are  suffer- 
ing from  such  disabilities  as  defective  vision, 
tuberculosis,  alcoholism,  or  venereal  disease 
Industry  cannot  be  held  responsible  for  this ; 
such  conditions  as  overcrowding,  poor  ventila- 
tion, and  insufficient  lighting  are  contributing 
factors,  and  could  be  prevented. 

The  advisability  of  prevention  of  diseases 
can  be  questioned  only  on  the  ground  of  cost, 
and  a  determination  of  the  question  whether 
their  prevention  would  involve  an  expenditure 
out  of  proportion  to  the  probable  benefit.  It 
has  been  estimated  that  the  total  annual  cost 
would  amount  to  from  $700,000,000  to  $1,000,- 
000,000.  A  program  calling  for  such  expendi- 
ture would  challenge  critical  examination  and 
compel  convincing  demonstration  of  its  merit. 
The  experience  of  those  European  countries 
which  have  adopted  sickness  insurance  on  a 
comprehensive  scale  has  not  resulted  in  a  de- 
crease of  sickness ;  instead,  it  has  failed  as  a 
preventive  agency  and  has  placed  a  premium 
on  inefficiency  and  fraud. 

Underlying  these  considerations,  however, 
the  fundamental  fact  remains  that  all  sickness 
and  disability  wmich  can  be  prevented  reason- 
ably should  not  be  allowed  to  remain  unrem- 
edied until  they  impose  a  burden  on  the  indi- 
vidual and  society.  Preventive  work  in  case  of 
communicable  diseases — such  as  typhoid  fever, 
tuberculosis,  pneumonia,  and  diphtheria — has 
been  brilliantly  successful.  The  results  which 
have  been  achieved  through  local  effort  wnth 
limited  funds  establish  the  need  for  careful  in- 
vestigation of  the  further  possibilities  of  sick- 
ness prevention  under  a  definite  national  pol- 
icy. An  investigating  committee  should  con- 
sider these  salient  features:  reduction  in  in- 
fant mortality;  supervision  of  the  health  of 
school  children,  including  treatment  of  various 
common  defects ;  systematic  instruction  in  per- 
sonal hygiene,  diet  and  living  conditions:  im- 
provements in  sanitation,  housing,  and  milk 
and  water  supply;  extension  of  free  hospital 
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and  free  clinical  agencies;  treatment  of  feeble- 
mindedness and  venereal  diseases;  the  effect  of 
occupation  on  health  of  workers.  Such  a  pro- 
gram would  minimize  the  necessity  for  com- 
pensation in  the  case  of  unpreventable  dis- 
eases, and  would  remove  a  large  part  of  the 
misery  and  poverty  which  preventable  diseases 
now  impose  on  the  individual,  society,  and  in- 
dustry. 


PHASES  OF  INDUSTRIAL  FATIGUE. 

With  the'  necessity  fcr  the  development  of 
the  industrial  efficiency  necessary  for  war  pur- 
poses the  desire  to  conserve  the  human  mate- 
rial engaged  therein  has  been  the  natural  out- 
growth to  be  expected.  On  the  whole,  the  ca- 
pacity of  the  worker  is  limited  by  his  liability 
to  fatigue.  It  is  essential  to  determine  the 
usual  conditions  surrounding  the  question  of 
fatigue  before  any  industrial  changes  in  con- 
formity to  it  are  justified..  While  laboratory 
experiments  are  valuable,  their  value  lies  al- 
most wholly  in  the  development  of  methods  for 
tin1  testing  of  fatigue  points.  For  the  pres- 
ent purposes,  the  laboratory  methods  must  bo 
largely  reenforced,  if  not  replaced,  by  prac- 
tical work  in  the  field.  In  the  field  investiga- 
tions are  included,  however,  the  laboratory  in- 
vestigations of  the  sense  acuities  of  the  indi- 
vidual workers.  The  individual  capabilities  of 
the  workers  can  be  established  and  an  insight 
had  into  some  of  the  reasons  for  early  and  un- 
due fatigue.  But  the  main  field  investigations 
embrace  such  matters  as  output,  quality  and 
quantity,  accidents,  and  power  consumption. 
All  these  factors  have  a  close  relation  to  fatigue 
in  the  workers.  Much  valuable  information 
can  be  had  from  industrial  plants  which  have 
kept  accurate  statistical  records  of  these  fac- 
tors, and  fatigue  investigations  become  much 
simpler.  For  the  war  work  these  records  are 
essential  in  determining  waste  either  of  mate- 
rial or  of  the  human  factor. 

Fatigue  is  the  diminution  of  activity  after 
activity.  It  is  the  unrelaxed  tension  of  activ- 
ity that  causes  fatigue  after  a  period  of  work 
(Public  Health  Reports,  vol.  33,  no.  11).  It  is 
important  to  determine  the  effect  on  this  unre- 
laxed tension  of  rest  periods,  meal  time,  sleep, 
etc.    The  ability  to  recuperate  from  the  effects 


of  fatigue  depends  upon  the  individual  capacity 
as  well  as  upon  general  working  conditions. 
But  where  the  work  is  of  a  monotonous  nature 
which  allows  of  practically  no  work  pauses, 
the  fatigue  curve  will  develop  quickly  and 
will  be  on  the  downward  grade  the  whole  of 
the  day,  with  no  change  in  its  contour. 
Where  the  nature  of  the  work  allows  many 
pauses  there  may  be  no  fatigue  curve  at  all.  It 
is  in  the  monotonous  occupations  in  which  the 
question  of  fatigue  and  its  attendant  loss  of 
efficiency  and  deterioration  in  health  condi- 
tions enters  so  largely.  The  reduction  of  the 
hours  of  labor  per  day  and  of  the  total  num- 
ber per  week  is  the  least  that  can  be  done  to 
overcome  these  conditions.  The  testing  for 
the  fatigue  curve  by  a  per  hour  method  is  not 
satisfactory  from  the  laboratory  standpoint, 
but  in  the  field,  because  of  the  fluctuations  in 
the  industries,  it  is  the  only  feasible  plan. 
Probably  the  best  index  of  the  amount  of  fa- 
tigue developed  in  an  industry,  and  the  conse- 
quent loss  of  efficiency,  is  the  rise  of  the  acci- 
dent incidence.  Usually  it  may  be  said  that 
the  rise  in  the  number  of  accidents  is  due  to 
the  loss  of  attention  and  alertness  from  fa- 
tigue. On  the  other  hand,  it  may  be  due  to  a 
rise  in  the  amount  of  work  done,  for  with  in- 
creased work  every  element  connected  with 
plant  operation  must  necessarily  increase.  In- 
creased number  of  operations  increases  the  ac- 
cident danger.  But  increased  efficiency  means 
increased  power  consumption.  If  the  accident 
incidence  rose  with  the  increase  of  power  eon- 
sumption  it  would  indicate  an  increase  of  the 
efficiency.  The  reverse  conditions  with  re- 
spect to  the  consumption  of  power  and  the 
number  of  accidents,  would  indicate  loss  of  at- 
tention and  alertness  from  fatigue.  Tech- 
nically, the  estimate  is  made  by  dividing  the 
number  of  accidents  per  hour  by  the  amount  of 
power  consumed.  The  result  will  be  a  curve 
of  the  loss  of  attention  and  alertness  from 
hour  to  hour,  irrespective  of  the  amount  of 
work  done.  While  the  hourly  method  of  test- 
ing fatigue  requires  so  many  observations,  yet 
if  enough  of  them  are  made,  and  the  output  of 
factories  that  have  reduced  the  number  of 
hours  of  labor  is  compared  with  those  that 
have  not,  a  clear  idea  will  be  had  of  the  effect 
of  the  reduction  of  the  hours  of  labor  on  out- 
put and  efficiency.  The  war  industries  in  Eu- 
rope have  realized  the  good  effect  of  the  re- 
duction of  the  hours  of  labor  in  accordance 
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with  the  capacity  for  fatigue.  It  must  not  be 
forgotten  that  even  where  there  is  fatigue  the 
rapidity  of  the  operations  need  not  be  reduced, 
but  the  number  of  accidents  and  missed  opera- 
tions increases.  Attention  and  alertness  are 
indicative,  rather,  of  psychological  fatigue 
than  of  physical  fatigue,  which  is  associated 
merely  with  rapidity  of  motion,  under  fatigue 
conditions,  however,  not  accurate.  Of  course 
the  sanitary  conditions  in  a  factory — light, 
heat,  ventilation,  etc. — as  well  as  the  initial 
health  of  the  workers,  influence  to  a  great  de- 
gree the  whole  question  of  fatigue  capacity. 


CARBOHYDRATES    IN  DIABETES. 

In  the  progress  of  our  knowledge  of  the  na- 
ture of  diabetes  there  has  been  a  marked  reac- 
tion against  the  entire  withdrawal  of  the  carbo- 
hydrates from  the  dietary  of  the  diabetic. 
For  a  time  there  was  even  a  tendency  to  ad- 
minister carbohydrates  as  a  curative  measure, 
and  the  "carbohydrate  cure"  seemed  all  but 
established.  Then  came  the  understanding 
that  the  carbohydrates  cannot  be  withdrawn 
from  the  dietary  of  the  individual  without  in- 
creasing the  tendency  to  acidosis,  or  of  precipi- 
tating a  grave  acidosis  where  previous  to  the 
carbohydrate  withdrawal  there  was  only  a  mild 
one.  It  is  found  that  when  the  carbohydrate 
withdrawal  is  persisted  in,  acetone  bodies  soon 
appear  in  the  urine.  As  the  sugar  disappears 
the  acidosis  appears.  It  must  be  understood 
that  the  presence  of  sugar  in  the  urine  is  of  im- 
portance only  as  indicating  that  the  sugar  is 
not  being  oxidized  and  utilized.  As  long  as 
enough  sugar  is  oxidized  there  is  no  harm  in 
some  or  even  a  great  deal  passing  through  un- 
oxidized,  but  as  soon  as  the  amount  oxidized 
becomes  deficient  then  acetone  appears.  Even 
in  rather  severe  diabetes  the  organism  can  oxi- 
dize some  sugar.  If  in  these  cases  not  enough 
carbohydrates  are  given  to  satisfy  the  meager 
demands  and  oxidizing  powers  of  the  organism, 
acidosis  follows,  so  that  in  cases  treated  with 
carbohydrate  withdrawal,  in  whom  acidosis 
threatens,  carbohydrates  must  be  administered 
to  forestall  the  event.  Moreover,  with  the 
withdrawal  of  the  carbohydrates,  so  necessary 
for  the  production  of  heat  and  energy,  the  or- 
ganism draws  upon  the  proteins  of  the  body 


for  its  carbohydrates.  It  is  shown,  in  fact, 
that  with  the  increase  of  the  carbohydrate  in- 
take there  is  a  decrease  in  the  protein  con- 
sumption. Whether  the  protein  of  the  body 
is  utilised  in  great  quantities,  or  more  pro- 
teins are  consumed  to  make  up  for  carbo- 
hydrate deficiency,  increased  protein  metabol- 
ism means  a  large  increase  in  the  metabolic 
burden  of  the  body.  For  the  organism  with  a 
defective  metabolic  system,  as  evidenced  by  the 
presence  of  diabetes,  this  added  metabolic  ac- 
tivity is  very  harmful.  Besides,  protein 
metabolism  is  the  most  potent  factor  in  the 
production  of  acid;  indeed,  protein  food  may 
be  called  acid  food.  In  addition  to  the  natural 
hypoalkalinity  of  diabetes  there  is,  then,  the 
increased  acid  production — and  acidosis  is 
bound  to  follow.  The  administration  of  carbo- 
hydrates reduces  the  protein  metabolism  siiffi- 
ciently  to  prevent  acidosis,  where  the  carbo- 
hydrate oxidizing  power  is  not  too  far  gone. 

When  the  value  of  administering  carbo- 
hydrates in  diabetes  was  first  understood  it 
was  thought  that  certain  carbohydrates  be- 
haved differently  from  others.  Oatmeal  was 
supposed  to  have  a  special  value  as  a  carbo- 
hydrate cure  because  it  was  thought  that  the 
starch  in  it  had  a  special  action;  that  it  had 
certain  special  ferments  or  extractives  of 
value;  or  that  it  reduced  the  permeability  of 
the  kidneys  to  sugar.  None  of  these  hypoth- 
eses has  any  substantiation,  and  any  value 
that  oatmeal  has  hi  the  so-called  "oatmeal 
cure"  must  be  ascribed  to  the  general  value  of 
carbohydrate  administration,  where  there  is  a 
defective  carbohydrate  oxidation,  and  where 
the  organism  is  using  up  its  own  body  pro- 
teins to  make  up  the  deficiency  naturally  with- 
drawn because  of  the  metabolic  condition,  or 
artificially  withdrawn  in  a  mistaken  notion  of 
treatment. 

The  most  recent  conception  of  the  proper 
treatment  of  diabetes  takes  into  consideration 
the  metabolic  disturbance  at  the  base  of  the  dis- 
ease, as  well  as  the  part  that  the  carbohy- 
drates play  in  the  disease.  The  starvation 
treatment  has  for  its  object,  therefore,  the 
resting  of  the  metabolic  system  for  the  period 
of  the  starvation.  The  subsequent  dietary 
treatment  no  longer  contemplates  the  with- 
drawal of  the  carbohydrates,  but  rather  that 
they  be  given  in  sufficient  quantities  for  the 
needs  of  the  system,  without  necessitating 
drawing  on  the  body  proteins.    On  the  other 
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baud,  it  is  not  intended  to  tax  the  metabolic 
processes  by  administering  large  quantities  of 
food.  Every  element  of  food  is  reduced  to  tbe 
minimum  needs  of  the  body.  When  it  is  re- 
membered that  a  reduction  of  half  of  every 
one's  dietary  would  be  beneficial  rather  than 
harmful,  there  need  be  no  fear  of  underfeed- 
ing in  an  organism  whose  metabolic  system  is 
damaged.  Most  of  all,  is  the  protein  kept  at  a 
minimum  in  order  to  reduce  the  tendency  to 
acid  production. 


THE  SIMULATION  OF  DISEASE. 

The  fact  of  the  simulation  of  disease  has 
long  been  known  to  medicine,  yet  it  has  always 
been  a  difficult  problem  to  detect  the  real  simu- 
lator, that  is,  the  voluntary  one,  who  simu- 
lates for  some  selfish  or  ulterior  purpose.  All 
simulators  are  not,  however,  real  or  voluntary 
ones.  Simulation  of  disease  may  occur  in  the 
insane,  but  particularly  in  those  suffering  from 
hysteria.  The  ability  of  the  hysteric  to  simu- 
late almost  any  disease  is  well  known. 
Feigned  injuries  and  diseases  have  long  been  a 
problem  in  accident  jurisprudence.  Here,  ner- 
vous  and  spinal  conditions  are  generally  simu- 
lated. But  it  is  important  to  distinguish  be- 
tween frank  simulation  and  symptoms  pro- 
duced by  trauma  in  those  of  inferior  nervous 
constitution,  which,  although  they  are  not  or- 
ganic in  nature,  savor  very  much  of  the  idio- 
pathic conditions  in  hysteria.  It  must  be 
looked  upon  as  hysteria  where  the  exciting 
cause — the  trauma — is  patent. 

Simulation  of  disease  is  usually  carried  out  to 
avoid  the  carrying  out  of  some  just  obligation 
or  duty.  Where  the  work  to  be  done  is  of  a 
group  or  unit  nature,  as  aboard  a  vessel,  and 
where  the  efficiency  of  the  work  depends  upon 
the  honest  application  of  every  worker,  it  is 
essential  to  detect  the  malingerer.  Besides, 
the  malingerer  must  not  be  allowed  to  shove 
his  work  on  someone  else's  shoulders  with  im- 
punity. The  ship  surgeon  must  be  a  knower 
of  men,  besides  having  a  working  familiarity 
with  the  usual  types  of  simulation  in  order  to 
distinguish  the  malingerer  from  those  really 
ill,  and  in  order  that  a  grave  injustice  and 
often  irreparable  harm  be  not  done  to  one 
really  ill,  but,  under  suspicion  of  simulation. 


forced  to  work.  But  military  duty  represents 
by  far  the  most  fertile  field  for  the  malingerer. 
The  number  concerned  in  military  duty  enor- 
mously multiplies  the  number  who  are  likely  to 
simulate  disease  in  an  effort  to  avoid  unpleas- 
ant work,  and  the  methods  used  in  simulation 
become  very  numerous  and  confusing.  It  goes 
without  saying  that  it  is  essential  to  detect  the 
malingerer  and  to  study  and  become  familiar 
witli  tbe  various  methods  employed,  both  as  a 
matter  of  public  policy  and  general  justice  to 
those  who  do  not  employ  these  methods. 
Numerous  observers,  especially  in  this  war, 
have  given  valuable  assistance  in  solving  this 
problem.  As  a  result  of  their  work  much  of 
the  malingering  is  capable  of  detection  by  those 
on  the  lookout  for  it.  On  the  whole,  however, 
the  principle  of  detecting  the  malingerer  de- 
pends upon  bearing  in  mind  the  characteristics 
of  the  disease  the  malingerer  intends  to  simu- 
late. Usually  it  is  hard  to  mimic  Nature  in 
every  detail.  Unusual  variations  must  always 
excite  suspicion,  and  if  they  cannot  be  detect- 
ed as  simulations  by  the  ordinary  methods,  it 
is  justifiable  to  isolate  and  observe  the  sus- 
pects. Often  this  is  the  only  way  to  clear  up 
any  doubtful  case. 

There  is  almost  no  disease  or  defect  that  the 
ingenuity  of  the  malingerer  cannot  simulate. 
Simulations  may  range  from  simple  skin  le- 
sions induced  by  irritants  to  profound  consti- 
tutional diseases.  Albuminuria  and  renal  dis- 
ease is  often  simulated  by  the  ingestion  of 
large  quantities  of  sodium  chloride  and  milk: 
diabetes,  with  the  injection  of  phloridzin; 
heart  irregularities  are  produced  with  cordite, 
nitroglycerine,  aconite,  etc. ;  jaundice,  with  the 
ingestion  of  picric  acid;  hernia,  with  the  in- 
jection of  paraffin,  and  so  on  (Public  Health 
Reports,  Vol.  23,  No.  45).  The  range  of  meth- 
ods is  almost  limitless  and  can  overcome  the 
watchfulness  of  even  the  most  alert.  But  it  is 
just  as  necessary  to  exclude  the  unfit  from 
duty  as  it  is  essential  to  detect  the  malingerer; 
otherwise  much  confusion  and  injustice  will  re- 
sult. 


MEDICAL  NOTES. 

Health  of  Porto  Rico. — The  Commission  of 
Health  of  Porto  Rico  has  submitted  a  report 
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for  the  year  1917.  The  report  states  that 
Porto  Rico  has  become  recognized  as  the  best 
of  the  West  Indies  from  a  sanitary  point  of 
view  and  one  of  the  best  under  the  American 
Government.  The  provisions  of  the  Jones  Act, 
by  which  the  department  of  health  was  created, 
are  stated.  The  report  of  the  Assistant  Di- 
rector of  Sanitation  describes  municipal  char- 
ity, medical  attendance,  hospitals,  first-aid  sta- 
tions, poor  relief,  rural  inspection ;  also,  street 
cleaning,  drainage,  slaughter-houses,  meat 
shops,  bakeries,  water  works,  and  milk  depots. 
Other  reports  of  the  draftsman,  the  veterinary 
division,  the  chemical  laboratory,  and  the  divi- 
sion of  transmissible  diseases,  are  included. 
Statistics  of  deaths  and  their  causes  are  given, 
and  the  services  of  the  insane  asylums  are  de- 
scribed. There  is  given  also  a  statement  of  in- 
sular revenue  appropriations. 

WAR  NOTE-1. 

Medical  Promotions  and  Appointments. — 
Dr.  Harold  Johnson,  of  Lynn,  has  been  com- 
missioned captain  in  the  Medical  Officers'  Re- 
serve Corps.  Preparatory  to  going  to  France, 
he  will  be  assigned  either  to  the  Rockefeller 
Institute  or  the  Bellevue  Hospital  in  New 
York  for  training  in  the  latest  methods  of 
European  war  surgery.  Dr.  Johnson  is  a 
graduate  of  Exeter  Academy,  "Williams  College, 
and  Harvard.  He  was  formerly  assistant  pro- 
fessor of  surgery  and  surgical  pathology  in  the 
University  of  California.  In  1898,  while  a  stu- 
dent at  Harvard,  he  was  commissioned 
assistant  surgeon  in  the  Navy  and  served  in 
the  expedition  to  Cuba, 

Other  appointments  in  the  Officers'  Reserve 
Corps  and  the  National  Army  have  been  made 
in  the  Medical  Reserve :  first  lieutenants,  Dr. 
W.  J.  Ashland,  Boston,  and  Dr.  T.  D.  Brown, 
Roxbury. 

British  Surgeons  Coming  to  U.  S.  for  Con- 
ferences.— Sir  William  Arbuthnot  Lane,  con- 
sulting surgeon  to  Guy's  Hospital,  Sir  James 
Mackenzie,  physician  to  the  London  Hospital, 
and  Col.  Herbert  A.  Bruce,  consulting  surgeon 
of  the  British  Armies  in  France,  will  leave  for 
the  United  States  soon  to  attend  American 
medical  conferences. 

M.  G.  H.  Doctors  Commissioned. — The  fol- 
lowing appointments  have  been  made  in  the 


Officers'  Reserve  Corps  and  National  Army: 

First  Lieutenants,  M.R.C. :  L.  N.  Gay.  Massa- 
chusetts General  Hospital;  T.  M.  Mabon.  Mas- 
sachusetts General  Hospital;  and  F.  A.  Fead, 
of  Willimansett.  Captain.  Q.M.C.N.A. :  T.  J. 
Cantwell,  Boston. 

Army  Health. — The  health  of  the  Army  in 
this  country  in  general  continued  satisfactory 
during  the  week  ending  May  17.  The  death 
rate  still  is  relatively  low,  while  pneumonia 
cases  reported  for  the  week  were  only  345, 
compared  with  504  the  week  before.  The  total 
deaths  for  the  week  were  77,  as  against  162 
the  week  before.  An  excellent  health  record 
was  made  in  the  divisional  camps,  including  the 
National  Guard.  Only  thirty-seven  eases  of 
pneumonia  were  reported.  The  National  Army 
camps  compare  unfavorably,  epidemic  diseases 
being  more  generally  prevalent. 

Care  of  Wounded  at  Boston  City  Hospital. 
— The  Boston  City  Hospital  can  definitely  of- 
fer fifty  beds  for  care  and  treatment  of  soldiers 
and  sailors  returning  to  this  city.  No  more 
accommodations  are  immediately  available,  if 
the  present  work  for  the  civilian  population 
is  to  be  continued.  If  the  Government  would 
furnish  tentage.  however,  the  hospital  could 
provide  tent  wards  for  one  hundred  and 
twenty-five  additional  patients,  and  might  be 
able  to  accommodate  between  three  and  four 
hundred  more,  if  corridors  and  verandas  were 
used. 

U.  S.  Liverpool  Hospital. — The  first  hos- 
pital for  American  soldiers  in  Great  Britain 
has  just  been  opened  in  Liverpool.  The  hos- 
pital is  known  as  American  Red  Cross  Military 
Hospital  No.  4,  and  is  situated  in  the  Mossley 
Hill  district,  about  three  miles  from  the  down- 
town business  part  of  the  city.  Already  many 
American  soldiers  occupy  its  cheerful  wards, 
and  many  others,  in  the  convalescent  stage,  are 
walking  about  the  spacious  grounds. 

The  hospital  proper  occupies  Mossley  House, 
the  former  home  of  Dr.  Edmund  Knowles 
Muspratt.  It  is  a  typical  old  Gothic  style  Eng- 
lish town  house,  and  is  situated  on  the  highest 
elevation  in  the  city.  The  head  of  the  hos- 
pital is  Major  Udo  J.  Wile,  Medical  Officers' 
Reserve  Corps,  United  States  Army.  He  has 
been  assisted  by  Joseph  R.  Morris  of  Chicago, 
representing  the  American  Red  Cross.  Tbe 
major's   staff   consists   of   five  officers — three 
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captains  and  two  lieutenants.  There  are  ten 
American  Red  Cross  nurses,  twelve  sergeants, 
and  twenty  privates. 

Thirty-four  days  after  Mossley  House  was 
taken  over,  it  was  a  fully  equipped  American 
hospital  ready  for  its  first  patients.  It  has  150 
beds,  with  room  for  expansion  to  826  beds. 
The  institution  is  equipped  throughout  on  the 
American  plan.  This  is  especially  true  of  the 
.plumbing  and  electrical  installations,  all  of 
which  work  was  facilitated  largely  through  the 
efforts  of  the  British  Royal  Engineers.  The 
hospital  now  has  ten  wards  for  soldiers,  two 
small  officers'  wards,  and  an  operating  room, 
besides  the  administrative  offices.  It  has,  also, 
two  ambulances  of  the  latest  type.  About  two 
hundred  yards  from  the  hospital  are  being 
built  two  isolation  wards,  each  designed  to  ac- 
commodate one  hundred  contagious  disease  pa- 
tients. 

BOSTON   AND    MASSACHUr  ETTS. 

Week's  Death  Rate  in  Boston. — During 
the  week  ending  May  25,  1918,  the  number  of 
deaths  reported  was  215,  against  213  last  .year, 
with  a  rate  of  14.29,  against  14.31  last  year. 
There  were  30  deaths  under  one  year  of  age, 
against  25  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were :  diphtheria,  65 ;  scarlet  fever, 
32 ;  measles,  315 ;  whooping  cough,  59 ;  typhoid 
fever,  5 ;  tuberculosis,  71. 

Included  in  the  above  were  the  following 
eases  of  non-residents:  diphtheria,  19;  scarlet 
fever,  4;  measles,  4;  whooping  cough,  1;  tuber- 
culosis, 2. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 4;  measles,  4;  whooping  cough,  2;  ty- 
phoid fever,  1 ;  tuberculosis,  21. 

Included  in  the  above  were  the  following 
non-residents:  diphtheria,  1;  tuberculosis,  1. 

Monson  State  Hospital. — The  annual  report 
of  the  Monson  State  Hospital  has  been  submit- 
ted for  the  year  1917.  The  average  number  of 
patients  treated  has  been  1031.  In  spite  of  the 
increased  cost  of  all  food  products,  the  appro- 
priation has  not  been  exceeded;  special  appro- 
priations are  mentioned  in  the  report.  The 
training  school  has  been  affiliated  with  Bellevue 
Hospital.  The  hospital  suffers  from  a  lack  of 
helpers;  several  members  of  the  medical  staff 
have  left  either  to  join  the  service  or  to  enter 


private  practice.  Laboratory  work  has  been 
curtailed  because  of  the  departure  of  the  doctor 
in  charge  of  it.  The  report  contains,  also,  the 
treasurer's  report  and  general  information  con- 
cerning admission  and  location.  Statistical 
tables  give  detailed  information  about  the  hos- 
pital and  patients. 

Massachusetts  Commission  for  the  Blind. — 
The  eleventh  annual  report  of  the  Massachusetts 
Commission  for  the  Blind  has  been  submitted 
for  the  year  1917.  The  number  of  individuals 
registered  during  the  year  has  amounted  to 
2007 ;  special  service  has  been  rendered  to  1046 
These  people  have  been  assisted  by  the  commis- 
sion in  various  ways : — training  has  been  given 
and  expenses  provided;  regular  employment  for 
some  and  temporary  work  for  others  has  been 
secured ;  home  industry  has  been  fostered  by 
loans,  equipment,  use  of  canvassers  and  sales- 
rooms; shop  industry  has  been  provided;  in- 
formation and  advice  about  medical  care,  spe- 
cial education,  occupations,  and  relief,  have 
been  given ;  many  persons  have  been  reported 
to  other  agencies;  recreations,  concerts,  out 
ings,  and  vacations  have  been  provided.  The 
report  contains  detailed  information  and  sta- 
tistics about  sight-saving  classes,  employment 
in  subsidized  shops,  financial  and  industrial 
matters. 

Instruction  for  War  Cripples  in  Massa- 
chusetts. — Massachusetts  is  proceeding  to  eu- 
act  legislation  to  provide  for  training  and  in- 
struction of  her  disabled  soldiers  and  sailors 
without  waiting  for  Congress  to  decide  how  to 
handle  the  national  problem.  Congress  has 
not  yet  decided  whether  the  Federal  Govern- 
ment will  handle  all  the  work  itself  at  its  own 
expense,  whether  it  will  cooperate  wholly  or 
in  part  with  the  states,  or  whether  it  will  au- 
thorize states  so  qualified  to  rehabilitate  their 
own  men  and  reimburse  the  states  for  the  ex- 
pense involved. 

A  bill  now  on  its  way  through  the  Legisla 
ture  would  direct  the  State  Board  of  Education 
to  establish  a  division  for  the  training  and  in- 
struction of  soldiers  and  sailors  who  are  resi- 
dents of  the  State  at  the  time  of  their  dis- 
charge. The  division  would  consist  of  an  ex- 
ecutive head,  appointed  by  the  Board  of  Edu- 
cation, and  an  advisory  board.  The  advisory 
board  would  consist  of  the  commissioner  of 
education,   as   chairman,   the  surgeon-general,. 
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the  state  health  commissioner,  the  director  of 
the  bureau  of  statistics,  the  director  of  mental  i 
diseases,  the  chairman  of  the  industrial  aeci-  ' 
dent  board,  the  supervisor  of  administration, 
and  nine  others  to  be  appointed  by  the  Gov- 
ernor. An  appropriation  of  $10,000  is  pro- 
vided to  carry  out  the  provisions  of  the  bill  for 
this  year. 

Another  bill  before  the  Legislature  would 
authorize  the  Industrial  Accident  Board  to  es- 
tablish a  division  for  the  training  and  instruc- 
tion of  persons  crippled  in  industry,  provided 
at  the  time  of  their  incapacity  they  were  resi- 
dents of  the  state.  The  division  would  obtain 
for  such  persons  instruction  and  employment, 
and  would  cooperate  with  the  Federal  Govern- 
ment and  State  Board  of  Education  in  estab- 
lishing or  maintaining  courses  of  instruction  in 
schools  and  institutions  for  disabled  persons. 
A  means  of  cooperation  between  this  division 
and  that  for  soldiers  and  sailors  is  thus  pro- 
vided. 

Mr.  Frank  J.  Donahue,  of  the  Industrial  Ac- 
cident Board,  said,  in  discussing  the  problem, 
that  the  first  requirement  is  to  restore  the  per- 
son injured  to  mental  as  well  as  physical  health. 
In  selecting  employment,  it  is  a  case  of  select- 
ing the  right  employment  for  about  90%,  and 
of  reeducating  the  others.  Out  of  the  600,000  po- 
sitions available  in  manufacturing  industries  in 
Massachusetts  in  normal  times,  Mr.  Donahue 
has  estimated  that  about  50,000  could  be  filled 
by  persons  disabled  in  some  manner. 

Appointment  of  Dr.  Bryant. — Dr.  Frederick 
Bryant  of  Worcester,  Mass.,  received  two  ap- 
pointments last  month :  one  as  roentgenologist 
to  the  Lynn  Hospital,  Lynn,  Mass. ;  and  an- 
other as  consultant  roentgenologist  to  the  Mil- 
ford  Hospital  at  Milford,  Mass.  Dr.  Bryant 
was  graduated  from  the  Harvard  Medical 
School  in  1900. 

NEW  ENGLAND  NOTE. 

Aroostook  Hospital  Site. — The  site  for  the 
Aroostook  County  Antituberculosis  Hospital, 
Presque  Isle,  Maine,  has  been  accepted.  Con- 
struction, for  which  $20,000  is  available,  will 
begin  this  year. 


iflisrpUami. 

PROGRAM  FOR   "THE  CHILDREN'S 
YEAR"  IN  NEW  YORK  CITY 

April  6,  1918,  to  April  6,  1919. 

The  Children's  Year  has  been  inaugurated 
by  the  Federal  Children's  Bureau  and  the 
Women's  Committee  of  the  Council  of  National 
Defense,  in  order  to  conserve  the  lives  and  health 
of  the  children  of  the  United  States  as  a  meas- 
ure of  national  defense. 

Through  the  loss  of  so  many  thousands  of 
young  men  as  a  result  of  the  war,  the  countries 
of  Europe  have  found  that  the  protection  of 
the  lives  of  babies  and  children  is  a  patriotic 
duty.  Moreover,  because  of  the  increase  in  the 
number  of  women  in  industry,  the  mounting 
cost  of  food  and  other  necessaries  of  life,  and 
the  other  social  and  economic  changes  brought 
about  by  the  war,  most  of  the  European 
countries  have  suffered  an  increase  in  the  baby 
death  rate  and  a  deprivation  of  the  health  of 
the  children.  Finally,  it  must  not  be  forgotten 
that  in  all  the  countries  there  has  been  a  marked 
decline  in  the  birth  rate. 

In  this  country  the  war  has  already  shown 
similar  results ;  thus  in  New  York  City  the  birth 
rate  is  much  lower  than  it  was  last  year,  the 
baby  death  rate  is  higher  and  the  increased  pro- 
portion of  children  of  pre-school  and  school  age 
have  been  found  to  be  suffering  from  under- 
nourishment. 

In  the  United  States,  according  to  the  census 
of  1910,  300,000  children  under  the  age  of  five 
years  die  annually.  The  Children's  Bureau  be- 
lieves that  at  least  100,000  of  these  lives  can 
be  saved  this  year  if  the  women  of  this  country 
will  consider  this  saving  their  contribution 
toward  national  defense.  The  number  of  lives  to 
be  saved  has  been  apportioned  among  the  va- 
rious States.  New  York  City's  quota  is  -1700. 
The  Mayor's  Committee  of  Women  on  National 
Defense,  Mrs.  William  Randolph  Hearst,  Chair- 
man, has  been  designated  by  the  State  Council 
of  Defense,  as  the  official  body  to  organize  the 
campaign  to  save  the  lives  of  these  4700  chil- 
dren under  five  years  of  age  in  New  York  City 
this  year. 

The  Committee  on  Health  of  the  Mayor's 
Committee  will  be  in  immediate  charge  of  the 
campaign.  If  New  York  City  is  to  do  its  proper 
share  in  this  important  patriotic  service,  the 
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aid  of  all  organizations  directly  or  indirectly 
concerned  in  child  welfare  is  a  vital  necessity. 
Physicians,  nurses,  social  workers,  volunteer 
workers,  and  all  organizations  and  agencies,  in- 
cluding schools,  settlements,  neighborhood  asso- 
ciations, day  nurseries,  baby  health  stations, 
health  authorities,  publicity  and  war  service 
organizations  must  cooperate  to  the  fullest  ex- 
tent. 

The  Chairman  of  the  Committee  on  Health 
of  the  Major's  Committee  submits  the  follow- 
ing program  for  the  organization  and  work  of 
the  Children's  Year.  It  is  tentative,  and  sub- 
ject to  suggestions  and  criticism  and  to  any 
changes  that  will  make  it  more  effective. 

OBJECT. 

To  save  the  lives  of  4700  children  under  five 
years  of  age  in  New  York  City  during  the  year 
beginning  April  6,  1918. 

PLAN. 

1.  Prenatal  Care.  To  give  every  expectant 
mother  the  needed  care  and  instruction  to  main- 
tain her  own  health  and  the  health  of  her  baby. 
Forty  per  cent,  of  all  babies  that  die  under 
one  year  of  age  lose  their  lives  from  causes  de- 
pendent upon  the  health  of  the  mother  before 
the  birth  of  the  child. 

This  can  be  done  by: 
(a)    Maternity  centers. 

(6)    Prenatal  instruction  by  doctors,  nurses, 
and  the  use  of  pamphlets. 

(c)  Maternity  insurance. 

(d)  Proper  care  at  childbirth. 

(e)  Aid    in   maintaining   healthful  living 

conditions. 

INFANT  CARE. 

2.  Infant  Care.  To  provide  every  mother 
with  the  care  and  instruction  that  will  keep 
her  baby  well. 

This  can  be  done  by: 

(a)  Instruction  centers  in  baby  health  sta- 

tions, settlements,  day  nurseries, 
neighborhood  associations,  and  other 
agencies. 

(b)  Home  visiting  by  nurses  and  trained 

volunteer  workers. 

(c)  Provision  of  milk  for  infant  feeding  at 

a  reasonable  price. 

(d)  Adjustment  of  home  and  living  con- 

ditions. 

3.  Preschool  Age.    To  weigh,  measure  and 


examine  every  child  of  pre-school  age  (two  to 
six  years)  and  to  provide  the  needed  follow-up 
work  to  prevent  illness  and  to  correct  physical 
defects. 

This  can  be  done  by : 

(a)  Establishing  centers  for  pre-school  age 

children  in  dispensaries,  schools,  baby 
health  stations,  settlements,  day  nur- 
series, neighborhood  associations  and 
other  organizations. 

(b)  Obtaining  physicians  to   examine  the 

children. 

(c)  Providing  nurses  and  volunteer  home 

workers  to  follow  up  these  children 
in  their  homes  and  assure  the  neces- 
sary care. 

(d)  Adjustment  of  home  and  living  con- 

ditions. 


VOCATIONAL  REHABILITATION  OF 
WAR  CRIPPLES. 

On  April  8,  1918,  Senator  Hoke  Smith, 
of  Georgia,  introduced  into  the  United  States 
Senate  the  following  measure  providing  for 
the  vocational  rehabilitation  of  disabled  sol- 
diers and  sailors.  Previous  comment  on  this 
important  subject  has  been  made  in  the  edito- 
rial columns  of  the  Journal.  The  bill  (S. 
4284),  which  has  been  referred  to  the  Commit- 
tee on  Education  and  Labor,  includes  in  its 
scope  only  men  disabled  in  military  or  naval 
service,  and  not  industrial  cripples.  Its  text  is, 
in  part,  as  follows: 

Section  1  constitutes  the  preamble  and  title 
of  the  bill. 

Section  2.  That  every  person  who  is  dis- 
abled under  circumstances  entitling  him,  after 
discharge  from  the  military  or  naval  forces  of 
the  United  States,  to  compensation  under  Ar- 
ticle III  of  the  Act  entitled  "An  Act  to  au- 
thorize the  establishment  of  a  Bureau  of  War 
Risk  Insurance  in  the  Treasury  Department," 
approved  September  2,  1914,  as  amended,  and 
who,  in  the  opinion  of  the  Federal  Board  for 
Vocational  Education,  is  unable  to  resume  the 
former  occupation  or  to  enter  upon  some  other 
suitable  or  gainful  occupation,  or  having  re- 
sumed or  entered  upon  such  occupation  is  un- 
able to  continue  the  same  successfully  and  may 
be  vocationally  rehabilitated,  shall  be  ordered 
by  the  Bureau  of  War  Risk  Insurance  to  fol- 
low such  course  of  vocational  rehabilitation  as 
the  Federal  Board  for  Vocational  Education 
shall  prescribe  and  provide,  or  when  deemed 
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advisable  by  said  board  shall  be  retained  in  the 
military  or  naval  forces  of  the  United  States 
and  be  detailed  to  the  control  and  direction  of 
said  board  until  the  course  of  training  pre- 
scribed has  been  satisfactorily  completed. 

The  Bureau  of  War  Risk  Insurance  shall 
have  power,  and  it  shall  be  its  duty,  to  order 
the  persons  included  in  this  section  to  follow 
suitable  courses  of  vocational  rehabilitation  to 
be  prescribed  and  provided  by  the  Federal 
Board  for  "Vocational  Education,  and  every 
person  so  ordered  to  follow  a  course  of  voca- 
tional rehabilitation  shall,  while  following  the 
same,  receive  monthly  compensation  in  a  sum 
equal  to  the  amount  of  his  monthly  pay  for  the 
last  month  of  his  active  service,  or  to  the 
amount  to  which  he  would  be  entitled  under 
Article  III  of  the  said  Act  approved  September 
2,  1914,  as  amended,  whichever  amount  is  the 
greater,  and  if  such  person  was  an  enlisted 
man  at  the  time  of  his  discharge  he  shall,  for 
the  period  during  which  he  is  so  ordered  to  fol- 
low a  course  of  vocational  rehabilitation,  be 
subject  to  all  the  requirements  and  entitled  to 
all  the  benefits  of  Article  II  of  the  said  Act  ap- 
proved September  2,  1914,  as  amended,  in  the 
same  manner  as  if  he  were  an  enlisted  man, 
and  for  the  purposes  of  the  said  Article  II  his 
monthly  compensation  shall  be  deemed  to  be  his 
monthly  pay :  Provided,  That  if  and  while  a 
person  willfully  fails  to  follow  the  prescribed 
course  of  vocational  rehabilitation  in  a  manner 
satisfactory  to  the  Federal  Board  for  Voca- 
tional Education  the  said  board  shall  certify  to 
that  effect  to  the  Bureau  of  War  Risk  Insur- 
ance and  the  said  bureau  may,  in  its  discretion, 
withhold  any  part  or  all  of  the  monthly  com- 
pensation due  such  person  and  not  subject  to 
compulsory  allotment. 

The  military  and  naval  family  allowance 
appropriation  provided  for  in  Section  18  of  the 
the  said  Act  approved  September  2,  1914,  as 
amended,  shall  be  available  for  the  payment 
of  the  family  allowances  provided  by  this  sec- 
tion ;  and  the  military  and  naval  compensation 
appropriation  provided  for  in  Section  19  of 
the  said  Act  approved  September  2,  1914,  as 
amended,  shall  be  available  for  the  payment  of 
the  monthly  compensation  herein  provided. 

Section  3  provides  that,  so  far  as  prac- 
ticable, the  rehabilitation  courses  shall  be  made 
available  without  cost  for  instruction. 

Section  4  provides  that  the  Federal  Board 
for  Vocational  Education  shall  provide  the  nec- 
essary facilities,  prescribe  courses  to  be  fol- 
lowed, and  undertake  the  placement  of  reha- 
bilitated men  in  suitable  or  gainful  occupa- 
tions. 

Section  5  provides  that  all  medical,  surgical, 
or  other  treatment  necessary  to  give  func- 
tional and  mental  restoration  to  disabled  men 
prior  to  their  discharge  from  the  Army  and 
.Navy,  shall  be  under  the  War  and  Navy  De- 
partment. 


Section  6.  That  the  Federal  Board  for  Vo- 
cational Education  is  hereby  authorized  and 
empowered  to  receive  such  gifts  and  donations 
from  either  public  or  private  sources  as  may 
be  offered  unconditionally.  All  moneys  re 
ceived  as  gifts  or  donations  shall  be  paid  into 
the  Treasury  of  the  United  States  and  shall 
constitute  a  permanent  appropriation  to  be 
called  the  "Special  fund  for  vocational  reha- 
bilitation," to  be  used  under  the  direction  of 
the  said  board,  in  connection  with  the  apnro- 
priations  hereby  made  or  hereafter  to  be  made, 
to  defray  the  expenses  of  providing  and  main- 
taining courses  of  vocational  rehabilitation ; 
and  a  full  report  of  all  gifts  and  donations 
offered  and  accepted  and  all  disbiirsements 
therefrom  shall  be  submitted  annually  to  Con- 
gress. 

Section  7.  That  there  is  hereby  appropri- 
ated, out  of  any  money  in  the  Treasury  of  the 
United  States  not  otherwise  appropriated,  to 
be  used  by  the  Federal  Board  for  Vocational 
Education  for  erecting,  renting,  and  remodeling 
buildings  and  quarters,  repairing,  maintaining, 
and  equipping  same,  and  for  equipment  and 
other  facilities  necessary  for  proper  instruc- 
tion of  disabled  persons,  $250,000;  for  the 
preparation  of  instructors  and  salaries  of  in- 
structors, supervisors,  and  other  experts,  in- 
cluding necessary  traveling  expenses,  $545,000 : 
for  traveling  expenses  of  disabled  persons  in 
connection  with  training  and  for  lodging,  sub- 
sistence, and  other  necessary  expenses  in  special 
cases  of  persons  following  prescribed  courses. 
$250,000;  for  tuition  for  persons  pursuing 
courses  in  existing  institutions,  public  or  pri- 
vate, $545,000 ;  for  the  placement  and  super- 
vision after  placement  of  vocationally  rehabili- 
tated persons,  $45,000 ;  for  studies,  investiga- 
tions, reports,  and  preparation  of  special 
courses  of  instruction,  $55,000 ;  for  miscella- 
neous contingencies,  including  special  mechan- 
ical appliances  necessary  in  special  cases  for 
disabled  men,  $110,000 ;  for  the  administrative 
expenses  of  said  board  incident  to  performing 
the  duties  imposed  by  this  Act,  including  sal- 
aries of  such  assistants,  experts,  clerks,  and 
other  employees  in  the  District  of  Columbia  or 
elsewhere,  as  the  board  may  deem  necessary, 
actual  traveling  and  other  necessary  expenses 
incurred  by  the  members  of  the  board  and  by 
its  employees  under  its  orders,  including  at- 
tendance at  meetings  of  educational  associa- 
tions and  other  organizations,  rent  and  equip- 
ment of  offices  in  the  District  of  Columbia  and 
elsewhere,  purchase  of  books  of  reference,  law 
books,  and  periodicals,  stationery,  typewriters 
and  exchange  thereof,  miscellaneous  supplies, 
postage  on  foreign  mail,  printing  and  binding 
to  be  done  at  the  Government  Printing  Office, 
and  all  other  necessary  expenses,  $200,000 : 
Provided,  That  the  said  board  shall  file  with 
the  Clerk  of  the  House  and  the  Secretary  of 
the  Senate  on  July  first  and  every  three 
months  thereafter,  for  the  information  of  the 
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Congress,  an  itemized  account  of  all  expendi- 
tures made  under  this  Act. 

Section  8.  That  Section  304  of  the  Act  en- 
titled "An  Act  to  authorize  the  establishment 
of  a  Bureau  of  War  Risk  Insurance  in  the 
Treasury  Department,"  approved  September  2, 
1914,  as  amended,  is  hereby  repealed. 

Several  organizations,  which  were  concerned 
in  the  original  draft  of  a  measure  to  provide 
vocational  rehabilitation  for  disabled  sailors 
and  soldiers,  have  suggested  the  following 
amendment,  which  would  include  within  the 
benefits  of  the  bill  men  disabled  in  industry. 
The  text  of  the  proposed  amendment  is,  in 
part,  as  follows: 

Section  S.  That  in  order  to  provide  for  the 
promotion  of  the  vocational  rehabilitation  of 
persons  disabled  in  industry,  or  otherwise,  and 
their  return  to  civil  employment  there  is  here- 
by appropriated  for  the  use  of  the  States,  sub- 
ject to  the  provisions  of  this  section,  for  the 
purpose  of  cooperating  with  them  in  paying  the 
salaries  of  teachers,  supervisors,  and  directors 
for  the  vocational  rehabilitation  of  such  dis- 
abled persons,  and  in  training  teachers,  super- 
visors, and  directors  for  such  vocational  re- 
habilitation for  the  fiscal  year  ending  June  30, 
1919,  the  sum  of  $500,000;  for  the  fiscal  year 
ending  June  30,  1920,  the  sum  of  $750,000;  for 
the  fiscal  year  ending  June  30,  1921,  and  an- 
nually thereafter,  the  sum  of  $1,000,000.  Said 
sums  shall  be  allotted  to  the  States  in  the  pro- 
portion which  their  urban  population  bears  to 
the  total  urban  population  in  the  United 
States,  not  including  outlying  possessions,  ac- 
cording to  the  last  preceding  United  States 
Census;  Provided,  That  the  allotment  of  funds 
to  any  State  shall  not  be  less  than  a  minimum 
of  $5000  for  any  fiscal  year,  and  there  is  here- 
by appropriated  the  following  sums,  or  so 
much  thereof  as  may  be  needed,  which  shall  be 
used  for  the  purpose  of  providing  the  minimum 
allotment  to  the  States  provided  for  in  this 
Section,  for  the  fiscal  year  ending  June  30, 
1919,  the  sum  of  $66,000;  for  the  fiscal  year 
ending  June  30,  1920,  the  sum  of  $46,000,  for 
the  fiscal  year  ending  June  30,  1921,  and  an- 
nually thereafter,  the  sum  of  $34,000. 

Section  9.  That  in  order  to  secure  the  bene- 
fits of  the  appropriations  provided  by  this  Sec- 
tion, any  State  shall,  through  the  legislative 
authority  thereof:  (1)  accept  the  provisions  of 
this  Section;  (2)  designate  or  create  a  State 
board  having  all  necessary  power  to  cooperate 
as  herein  provided  with  the  Federal  Board  for 
Vocational  Education  in  the  administration  of 
the  provisions  of  this  Section;  (3)  appoint  as 
custodian  for  said  appropriations  its  State 
Treasurer,  who  shall  receive  and  provide  for 
the  proper  custody  and  disbursement  of  all 
money  paid  to  the  State  from  said  appropria- 
tions. 

All  moneys  expended  upon  the  provisions  of 
this  Section  shall  be  upon  the  condition:  (1) 


that  for  each  dollar  of  Federal  money  expend- 
ed the  State  shall  expend  an  equal  amount  for 
the  same  purpose;  (2)  that  the  State  Board 
shall  annually  submit  to  the  Federal  Board  for 
approval  plans  showing  the  manner  in  which 
it  is  proposed  that  the  appropriation  shall  be 
used,  and  shall  make  an  annual  report  to  the 
Federal  Board  on  or  before  September  1  of 
each  year  on  the  work  done  in  the  State  and 
on  the  receipts  and  expenditures  of  money  un- 
der the  provisions  of  this  Section;  (3)  that  no 
portion  of  any  moneys  appropriated  by  this 
Section  for  the  benefit  of  the  States  shall  be  ap- 
plied, directly  or  indirectly,  to  the  purchase, 
preservation,  erection,  or  repair  of  any  build- 
ing or  buildings  or  equipment,  or  for  the  pur- 
chase or  rental  of  lands,  or  for  the  support  of 
any  religious  or  privately  owned  or  conducted 
school  or  college;  (4)  that  all  courses  for  voca- 
tional rehabilitation  and  all  training  of  teach- 
ers, directors,  and  supervisors  shall  be  given  in 
schools  or  classes  under  piiblic  supervision  or 
control. 

Section  10  provides  that  the  Federal  Board 
for  Vocational  Education  shall  have  power  to 
cooperate  with  State  Boards  in  carrying  out 
the  purposes  and  provisions  of  the  Act. 

Section  11.  The  Secretary  of  the  Treasury, 
upon  the  certification  of  the  Federal  Board  as 
provided  in  this  Section,  shall  pay  quarterly 
to  the  custodian  of  each  State  appointed  as 
herein  provided  the  moneys  to  which  it  is  en- 
titled under  the  provisions  of  this  Section. 
The  money  so  received  by  the  custodian  for 
any  State  shall  be  paid  out  on  the  requisition 
of  the  State  Board  as  reimbursement  for  ex- 
penditures already  incurred  in  such  schools  and 
classes  as  are  approved  by  said  State  Board 
and  are  entitled  to  receive  moneys  under  the 
provisions  of  this  Section.  The  Federal  Board 
for  Vocational  Education  shall  make  an  an- 
nual report  to  the  Congress  on  or  before  De- 
cember 1  on  the  administration  of  this  Section, 
and  shall  include  in  such  report  the  reports 
made  by  the  State  Boards  on  the  administra- 
tion of  this  Section  by  each  State  and  the  ex- 
penditure of  the  money  allotted  to  each  State. 

Section  12.  To  be  "Section  8"  of  the  bill  as 
introduced. 

Hearings  on  the  bill  and  its  amendment  were 
held  in  Washington  on  April  10  and  May  1. 
The  bill  has  been  simultaneously  introduced 
into  the  House  of  Representatives  by  the  Hon. 
William  J.  Sears,  to  whom,  or  to  Senator 
Smith,  comments  should  be  addressed. 


INFECTIOUS  JAUNDICE  IN  THE  UNITED 
STATES. 

Public  Health  Report  No.  19,  Vol.  33,  for 
May,  1918,  discusses  the  problem  of  acute  in- 
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fectious  jaundice  in  the  United  States.  In  pre- 
senting this  paper,  the  writer  desires  to: 

1.  Emphasize  the  aspects  of  the  disease 
which  are  of  special  interest  to  sanitarians  in 
the  United  States. 

2.  Briefly  outline  the  epidemiological  prob- 
lems of  the  disease. 

3.  Indicate  the  procedures  for  their  study 
by  laboratory  methods. 

In  mentioning  the  prevalence  of  the  disease 
among  the  troops  in  Europe,  the  author  says: 

"It  is  well  known  that  outbreaks  of  jaun- 
dice have  occurred  at  different  times  among  the 
French,  British,  Italian,  German,  and  Russian 
troops.  The  geographical  range  of  prevalence 
has  been  from  Belgium  to  Gallipoli.  In  most 
of  the  outbreaks  the  mortality  has  been  low,  but 
in  some  of  the  commands  the  attack  rate  has 
been  high.  At  this  time  the  weight  of  evidence 
indicates  that  the  disease  in  the  great  major- 
ity, if  not  in  all,  instances,  has  been  due  to  the 
Spirochaeta  icterohemorrhagiae  of  Inada 
(1916)  and  his  coworkers." 

Spirochaeta  icterohaemorrhagiae  are  preva- 
lent also  among  the  wild  rats  in  the  United 
States. 

"Noguchi  (1917)  found  that  rats  captured 
about  New  York  City  were  infested  with  a  spi- 
rochaeta identical  in  appearance  with  that 
causing  acute  spirochaetal  jaundice  in  man. 
This  worker,  by  means  of  cross  immunity  tests, 
presented  further  evidence  that  the  parasites 
causing  the  human  disease  in  Europe  and 
Japan  and  those  found  in  New  York  rats  were 
the  same.  Jobling  (1917)  found  that  of  more 
than  a  hundred  rats  captured  in  Nashville, 
Tenn.,  at  least  ten  per  cent,  carried  similar  spi- 
rochetes in  their  kidneys.  The  writer  has 
found  a  similar  prevalence  of  the  Spirochaeta 
icterohaemorrhagiae  in  wild  rats  captured  in 
Washington,  D.  C.  As  far  as  can  be  made  out, 
the  organisms  found  by  different  workers  in  the 
United  States  correspond  very  closely  in  ap- 
pearance and  pathogenicity  for  guinea  pigs 
with  those  infecting  human  beings  in  the 
trenches  in  Europe  and  in  the  mines  of  Japan. 
The  evidence,  then,  seems  to  indicate  pretty 
conclusively  that  the  Spirochaeta  icterohaem- 
orrhagiae, the  cause  of  acute  spirochaetal  jaun- 
dice in  man,  is  rather  widely  disseminated 
among  wild  rats  living  under  such  different 
conditions  of  environment  as  obtain  in  New 
York,  Washington,  and  Nashville.  Reports  of 
the  degree  of  prevalence  of  these  parasites  in 


the  rats  throughout  the  country  are  awaited 
with  considerable  interest. 

A  search  of  the  literature  reveals  a  number 
of  reports  of  outbreaks  of  jaundice  among  the 
civil  population  in  the  United  States.  In  the 
majority  of  these  reports  no  special  prevalence 
of  other  febrile  diseases  is  mentioned  in  con- 
nection with  the  cases  reported.  In  many  of 
the  cases  the  observers  were  impressed  with 
the  fact  that  they  were  dealing  with  a  condition 
they  had  never  seen  before,  basing  their  diag- 
nosis on  the  description  of  the  disease  as  it  oc- 
curs in  Europe. 

Whatever  may  be  the  weight  attached  to 
such  facts  as  have  been  stated  above,  they  indi- 
cate that  epidemics  of  jaundice  closely  simu- 
lating those  now  known  to  be  caused  by  the 
Spirochaeta  icterohaemorrhagiae  have  occa- 
sionally appeared  in  this  country,  and  that  they 
were  possibly  due  to  this  parasite.  This  latter 
statement  is  strengthened  by  the  rinding  by 
A.  M.  Stimson  ( personal  communication)  of 
spirochaetes  in  sections  of  the  kidney  of  a  man 
who  died  in  New  Orleans  of  a  disease  charac- 
terized by  jaundice  and  fever.  These  sections, 
prepared  by  Levaditi's  method,  show  spi- 
rochaetes morphologically  similar  to  the  caus- 
ative agent  of  acute  spirochaetal  jaundice." 

The  problem  of  the  rat  as  a  carrier  of  the 
Spirochaeta  icterohaemorrhagiae  is  a  serious 
one. 

"English  and  French  workers  soon  demon- 
strated the  presence  of  the  Spirochaeta  ictero- 
haemorrhagiae in  rats  taken  from  the  trenches 
in  which  the  disease  had  appeared  among 
troops.  Thus  Stokes  (1917)  found  6  out  of  15 
rats  to  be  infected.  On  the  other  hand,  Cour- 
mont  and  Durand  (1917)  examined  50  rats 
takeu  in  a  region  where  acute  infectious  jaun- 
dice was  unknown.  The  rats  appeared  per- 
fectly healthy,  but  four  of  them  were  proved 
by  guinea-pig  inoculation  to  harbor  the  Spi- 
rochaeta icterohaemorrhagiae.  These  figures 
approximate  the  rate  of  incidence  later  ob- 
tained for  wild  rats  in  the  United  States.  Rat 
infestation  has  been  demonstrated  in  other  por- 
tions of  France. 

While  the  problem  of  the  rat  in  relation  to 
acute  infectious  jaundice  has  not  been  com- 
pletely worked  out,  the  following  statement  of 
the  mode  of  transfer  forms  a  reasonable  hy- 
pothesis. About  ten  per  cent,  of  all  wild  rats, 
wherever  located,  probably  carry  the  Spi- 
rochaeta icterohaemorrhagiae  in  their  kidneys 
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and  excrete  them  in  their  urine.  If  this  or- 
ganism finds  a  favorable  environment  in  the 
soil,  a  sufficient  number  may  live  long  enough 
to  infect  a  human  being  who  gets  them  in  the 
mouth  or  on  the  skin.  Under  these  conditions 
a  larger  number  of  rats  also  take  up  the  spi- 
rochaetes. 

Much  more  work  needs  to  be  done  to  place 
the  whole  matter  on  a  sound  scientific  basis, 
and  to  do  this  it  is  essential  to:  (1)  recognize 
cases  of  the  disease  in  man,  (2)  determine  the 
general  prevalence  of  the  Spirochaeta  ictero- 
haemorrhagiae  in  wild  rats,  living  in  various 
environments. ' ' 


RESUME  OF  COMMUNICABLE  DISEASES 
IN  MASSACHUSETTS  FOR  APRIL,  1938. 

GENERAL  PREVALENCE. 

There  were  4752  cases  of  communicable  dis- 
eases reported  in  April,  an  increase  of  1990 
cases  over  the  March  total,  which  was  12,762, 
and  6121  cases  more  than  the  April,  1917,  total 
of  8631  cases. 

The  increase  in  cases  is  largely  confined  to 
lobar  pneumonia,  measles,  German  measles  and 
whooping  cough. 

Anthrax. — The  single  case  of  anthrax  report- 
ed for  the  month  occurred  in  a  hide  handler  in 
a  leather  factory  in  Haverhill. 

Epidemic  Cerebrospinal  Meningitis. — There 
were  67  cases  of  cerebrospinal  meningitis  re- 
ported from  24  communities  in  the  State.  This 
disease  is  becoming  more  prevalent  throughout 
the  State,  and  it  is  important  that  each  physi- 
cian have  a  spinal  fluid  examination  made  for 
each  case,  in  order  that  his  diagnosis  may  be 
confirmed  by  laboratory  examination. 

Septic  Sore  Throat. — This  disease  showed  an 
increase  of  6  cases  over  the  preceding  month. 
Nine  of  the  19  cases  occurred  in  the  town  of  j 
Holliston. 

Smallpox. — Two  cases  of  smallpox  were  re- 
ported for  April.  The  first  case  was  in  an  in- 
mate of  the  Tewksbury  State  Infirmary,  and 
the  source  of  infection  was  a  previous  case  at 
the  Infirmary.  The  patient  was  never  success- 1 
fully  vaccinated.  The  second  case  occurred  in  i 
a  woman  who  cleaned  offices  in  public  build- 
ings. The  patient  was  never  successfully  vac- 
cinated, and  the  source  of  infection  was  not 
ascertained. 

Typhoid  Carrier.— A  typhoid    carrier  was 


discovered  during  the  month  in  a  maid  em- 
ployed in  a  private  family.  The  carrier  gave  a 
history  of  having  had  typhoid  fever  20  years 
ago,  and  a  specimen  of  feces  proved  positive. 
The  carrier  was  responsible  for  one  case  of  ty- 
phoid fever  in  the  family  in  which  she  was 
employed. 

Diseases  on  the  Premises  of  Milk  Handlers. — 
There  were  6  cases  of  scarlet  fever  and  1  case 
of  diphtheria  on  milk-producing  farms  during 
the  month.  All  of  the  cases  were  carefully  iso- 
lated by  the  local  boards  of  health,  and  the  in- 
fection was  not  spread  to  the  consumers  except 
in  one  instance,  when  the  disease  was  not  rec- 
ognized until  two  persons  employed  in  the 
handling  of  the  milk  were  found  to  be  des- 
quamating. 

OUTBREAKS   AND  EPIDEMICS. 

Diphtheria. — In  Maiden,  22  cases  of  diph- 
theria were  reported.  The  cases  were  mostly 
scattered  throughout  the  city.  During  the 
course  of  investigation,  in  one  instance  4  cases 
were  discovered  in  one  family  by  contact  cul- 
turing,  and  in  another  instance,  5  cases  were 
discovered  by  culturing  the  throats  of  the  con- 
tacts. 

Measles. — There  were  174  cases  of  measles  re- 
ported from  Lawrence.  The  epidemic  started 
in  one  of  the  schools  among  the  pupils  of  the 
lower  grades,  but  now  the  disease  is  well  scat- 
tered all  over  the  city. 

In  Chelmsford,  there  were  102  cases  reported. 
The  outbreak  started  by  a  family  being  ex- 
posed to  an  unrecognized  case  that  was  visit- 
ing them. 

Scarlet  Fever. — In  Adams,  14  cases  of  scarlet 
fever  were  reported.  Five  of  the  cases  attend- 
ed the  Notre  Dame  School,  and  3  cases  were 
also  reported  from  one  family. 

A  distinct  outbreak  of  97  cases  of  scarlet 
fever  occurred  in  Holliston.  Investigation  es- 
tablished the  fact  that  the  cases  were  not  of 
school  age  and  that  they  were  mostly  on  the 
route  of  one  milk  dealer.  The  premises  of  this 
milk  dealer  were  visited,  and  two  persons  who 
handled  the  milk  were  found  to  be  desquamat- 
ing. These  cases  were  immediately  isolated,  all 
the  milk  was  pasteurized  and  all  utensils  used 
in  handling  the  milk  were  sterilized.  Following 
this  action,  the  number  of  cases  immediately 
began  to  decrease.  In  less  than  one  week  the 
outbreak  was  checked,  and  no  more  cases  were 
reported. 
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RARE  DISEASES. 

Anterior  Poliomyelitis  was  reported  from 
Boston,  1 ;  Cambridge,  ]  ;  Lowell,  1 ;  Medford, 
1;  Methuen,  1;  and  Springfield,  1. 

Anthrax  was  reported  from  Haverhill,  1. 

Dog-bite  was  reported  from  Charlton,  1 ;  and 
Lowell,  2. 

Epidemic  Cerebrospinal  Meningitis  was  re- 
ported from  Boston,  21;  Cambridge,  7:  Camp 
Devens,  3  ;  Chelmsford,  1 ;  Chelsea,  2 ;  Concord, 
1 ;  Fall  River,  2 ;  Holyoke,  1 ;  Lawrence,  2 ; 
Leominster,  1 ;  Lowell,  3 ;  Maiden,  1  •  Mansfield, 
1;  Milton,  1;  New  Bedford,  1:  Northbridge,  1; 
Pittsfield,  2;  Revere,  2;  South  Hadley,  1;  Sut- 
ton, 1;  Waltham,  1;  Weymouth,  1;  Winthrop, 
1 ;  and  Worcester,  9. 

Malaria  was  reported  from  Boston,  1 ;  Ded- 
ham,  2;  Lynn,  1;  and  Newton,  1. 

Pellagra  was  reported  from  Cambridge,  1 ; 
and  Northampton,  1. 

Septic  Sore  Throat  was  reported  from  Bos- 
ton, 2;  Fall  River,  1;  Haverhill,  1;  Holliston, 
9;  Lenox,  1;  Leominster,  2;  Lowell,  1 ;  Melrose, 
1 ;  and  Watertown,  1. 

Smallpox  was  reported  from  Chelsea,  1:  and 
Tewksbury  State  Infirmary,  1. 

Tetanus  was  reported  from  Concord,  1. 

Trachoma  was  reported  from  Boston,  7 : 
Cambridge,  1;  Lowell,  1;  and  Plymouth,  1. 


AMERICAN       CLIMATOLOGICAL  AND 
CLINICAL  ASSOCIATION  PROGRAM. 

Sessions  will  be  held  in  the  Boston  Medical 
Library. 

Wednesday,  June  5,  10  a.m. 

"The  Larger  Controls  of  the  Climates  of  the 
United  States."  Prof.  R.  DeCourey 
Ward,  Harvard  University. 

"Experimental  Vegetative  Endocarditis,"  Dr. 
Cleaveland  Floyd,  Boston. 

"The  Foramen  Ovale  in  Connection  with  Cer- 
tain Cardiac  Murmurs."  Dr.  W.  F.  R. 
Phillips,  Charleston,  S.  C. 

Nearly  all  text-books  on  cardiac  disease 
speak  of  the  foramen  ovale  as  being  patent 
only  in  fetal  and  early  infant  life.  Few, 
if  any,  refer  to  it  as  a  probable  cause  of 
some  of  the  murmurs  without  other  evi- 
dences of  cardiac  disease;  but  anatomists 


have  called  attention  all  along  to  the  fact 
that  the  foramen  is  frequently  patent 
through  life. 

"Fatigue,"  Dr.  Thomas  Darlington,  New  York. 

"Rhythmical  Breathing."  Dr.  I.  H.  Hance, 
Lakewood,  N.  J. 
Rhythmical  breathing  implies  that  there 
exists  a  voluntary  control  and  use  of  the 
diaphragm.  Continuous  muscular  move- 
ment conserves  energy  and  increases  effi- 
ciency when  performed  rhythmically  with 
breathing.  Few  are  instructed  in  proper 
breathing,  whereas  general  muscular  devel- 
opment is  sought  by  everybody.  Breath- 
ing exercises  influence  beneficially  the 
functioning  of  all  organs :  concentrate  the 
individual's  mind  upon  the  performance  of 
the  act  and  facilitate  his  powers  of  concen- 
tration; produce  general  muscular  relaxa- 
tion, relieving  thereby  nerve  tension.  De 
tailed  description  of  method.  Few  re- 
marks of  its  effect  on  the  spasms  of  asthma. 

Wednesday  Afternoon,  June  5. 

"Anti-Typhoid  Inoculations  in   the  Canadian 
Forces."     Captain   George   D.  Porterr 
A.M.C.,  Toronto.  Canada. 
Importance    of    inoculation  now  recog- 
nized by  the  authorities,  who  make  it  com- 
pulsory.    Practical    immunitv   from  this 
disease  at  home  and  at  the  front  since  in- 
oculation has  been  made  compulsory.  Both 
typhoid    and    para-typhoid  inoculations 
used.    Technic  employed,  with  dose  and 
frequency.    Immediate  results  very  good : 
little  inconvenience  and  but  very  few  se- 
vere reactions. 
"Five  Years'  Experience  with  Artificial  Pneu- 
mothorax."  Capt.  C.  D.  Parfitt,  A.M.C., 
Gravenhurst,  Canada. 
"A   Study   of  Fifty   Cases   of  Tuberculosis, 
Mostly  of  the  Glands  and  Joints,  Treat- 
ed with  Tuberculin,  Compared  with  an 
Equal   Number   Treated  Without  It." 
Dr.  Richard  Cole    Newton,  Montclair, 
N.  J.,  and  Dr.  Sidney  A.  Twinch,  of 
Newark,  N.  J.   (by  invitation). 

(1)  A  comparison  of  the  course  and  be- 
haviour of  the  disease  in  the  two  classes 
of  patients. 

(2)  Duration  and  results  of  the  two 
forms  of  treatment  so  far  as  ascertainable. 

(3)  What  conclusions,  if  any,  are  fairly 
dedueible  from  the  data  presented  ? 

"Granular  Tuberculous  Conjunctivitis  Treated 
by  Instillations   of   Tuberculin."  Dr. 
R.  C.  Paterson,  Saranac  Lake,  N.  Y. 
Case  report.    Discussion  of  the  action  of 
tuberculin  in  causing  focal  reactions:  the 
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beneficial  effect  of  these  reactions  exempli- 
fied by  the  case  reported. 
"  Comparative  Results  Obtained  in  the  Treat- 
ment of  Pulmonary  Tuberculosis  by 
(1)  Graduated  Labor,  (2)  Bed  Rest 
Treatment,  (3)  Rest  and  Exercise  Treat- 
ment." Dr.  H.  M.  Kinghorn,  Saranac 
Lake,  N.  Y. 

Thursday  Morning,  June  6. 
President's  Address. 

''Late  Results  of  Gunshot  Wounds  of  the 
Chest."  Capt.  J.  H.  Elliott,  A.M.C., 
Toronto,  Canada. 

"Cardiac  Conditions  That  Disqualify  for 
Army  Service."  Dr.  Collins  H.  John- 
ston, Grand  Rapids,  Mich. 

Discussion  by  Dr.  A.  K.  Stone,  Boston. 

"The  Soldier  and  Tuberculosis,"  Dr.  Edward 
0.  Otis. 

"What  Shall  be  Done  with  Tuberculous  Sol- 
diers?" Dr.  Jay  Perkins,  Providence, 
R.  I. 

(a)  Discovered  in  draft,  (6)  in  the  can- 
tonments, (c)  overseas. 
Discussion  by  Dr.  A.  K.  Stone. 
"Literature  on  the  Climatology  of  the  United 
States."  Prof.  R.  DeCourcy  Ward,  Har- 
vard University. 
(To  be  read  by  title.) 

Paper  by  Dr.  F.  M.  Pottenger,  Monrovia,  Calif. 

MEMORIAL  NOTICES. 

Fleming    Mant     Sandwith.     C.M.G.,  M.D., 

F.R.C.P 
Boardman  Reed,  M.D. 
Samuel  G.  Dixon,  M.D.,  LL.D.,  Sc.D. 
Thomas  J.  Mays,  M.D. 
Herbert  Maxon  King,  M.D. 
Norman  Hay  Forbes.  F.R.C.S. 
E.  Fletcher  Ingals,  M.D. 


STANDARDIZATION    OF    MEDICAL  PUBLICA- 
TIONS. 

Madison,  Wisconsin,  May  23,  1918. 

Mr.  Editor: — 

Publishers  of  medical  literature  would  be  wise  to 
imitate,  in  part,  the  methods  of  the  commercial 
houses  which  vie  with  each  other  in  getting  out  at- 
tractive preparations  and  convenient  packages  for 
their  goods.  In  selling  medical  literature  to  "the 
trade,"  which  in  this  case  is  made  up  of  physicians 
and  surgeons  all  over  the  country,  it  needs  no  stretch- 
ing of  the  imagination  to  see  that  a  convenient  and 
attractive  form  would  be  an  equally  important  asset. 
Nothing  could  be  a  greater  inducement  toward  the 
collecting  of  medical  literature  by  subjects  and  the 


preserving  of  them  in  uniform  bindings  than  the 
standardizing  of  all  medical  publications  both  as  to 
size  and  type. 

In  these  days  of  rush  and  hurry  and  with  the  pros- 
pect of  actual  shortage  of  physicians  which  the  con- 
tinuation of  the  war  will  almost  surely  bring  about, 
it  will  be  increasingly  difficult,  if  not  impossible,  for 
physicians  to  leave  their  practice  for  post-graduate 
study.  And  yet,  never  in  the  history  of  medicine  has 
the  need  for  such  study  been  greater.  Every  physician 
needs  today  to  increase  his  efficiency  to  the  highest 
point.  Medical  progress  will  not  only  not  halt  until  the 
close  of  the  war,  but  will  double  its  pace.  How  is  the 
ordinary  overworked  physician  to  keep  up  with  it? 
Clearly,  the  easiest  and  most  accessible  method  will  be 
in  reading  the  current  medical  magazines  and  keeping 
special  articles  for  reference.  And  it  is  here  that  the 
publishers  can  furnish  valuable  help  to  their  readers. 
The  filing  of  reprints  would  become  a  matter  of  pride 
if  they  came  in  uniform  sizes  and  could  be  bound  by 
subject  instead  of  being  thrown  loosely  into  filing  cabi- 
nets and  cross  referenced.  Every  year  would  see  the 
addition  to  a  man's  library  of  several  neat  volumes  rep- 
resenting all  the  best  work  in  the  different  lines  of 
medical  practice  accomplished  during  the  year.  A 
man  could  then  review  a  subject  with  ease  and  it 
would  be  of  immensely  greater  profit  to  him  to  take 
up  the  volume  and  study  it  carefully  than  is  the 
method  of  today  of  skipping  through  the  journals 
each  month  and  trying  to  cull  a  little  bit  of  knowl- 
edge on  a  lot  of  different  subjects.  The  way  to  learn 
is  to  get  saturated  with  a  subject  and  stay  with  it 
for  a  few  weeks.  The  superficial  hit  and  miss  type 
of  perusal  of  medical  literature  too  easily  becomes 
like  the  daily  paper  habit.  A  man  forgets  how  to 
study  and  prostitutes  his  own  memory  and  intelli- 
gence. 

It  ought  also  to  be  possible  for  the  different  pub- 
lishing houses  to  cooperate  in  the  collection  of  litera- 
ture and  bind  together  literature  on  related  subjects 
and  offer  them  at  special  rates  to  subscribers  and 
non-subscribers.  This  would  seem  highly  feasible,  since 
there  would  be  a  complete  saving  of  additional  type- 
setting. An  "interallied"  council  of  editors  could 
agree  on  the  contents  of  each  volume  and,  perhaps, 
add  some  useful  and  valuable  editorial  matter. 

H.  P.  Greeley. 

[Note. — The  Journal  adopted,  in  1915,  the  standard 
library  size  of  reprints.  Standardization  of  type  is  less 
easy  to  secure  than  of  size,  owing  to  local  differences 
of  taste,  style  and  convenience.  It  is  also  less  im- 
portant, though  obviously  desirable. — Editor.] 


A  CORRECTION. 

Boston,  May  21,  1918. 

Mr.  Editor: — 

The  Boston  X-ray  Laboratories  have  recently  circu- 
lated among  the  medical  profession  of  Boston  an 
announcement  containing  a  statement  regarding  their 
personnel  which  seems  to  me  to  be  misleading. 

They  state  that  Dr.  M.  N.  Tennis,  who  is  in  charge 
of  the  work  for  them,  was  assistant  to  Dr.  Dodd  at 
the  Massachusetts  General  Hospital  for  eight  years. 
Also,  that  Mr.  Lunan,  one  of  their  staff,  was  also 
assistant  to  Dr.  Dodd  and  myself  at  this  hospital  for 
four  years. 

The  term  "assistant"  would  imply  that  they  acted 
as  assistant  roentgenologists  and  did  work  which  can 
be  done  only  by  trained  physicians.  As  a  matter  of 
fact,  both  of  these  men  while  here  did  purely  techni- 
cal work.  They  had  nothing  whatever  to  do  with  the 
diagnosis  or  interpretation  of  the  x-ray  findings. 

Therefore,  if  seems  only  fair  to  the  medical  pro- 
fession and  to  the  Massachusetts  General  Hospital 
to  correct  the  statement  regarding  their  work  in  this 
institution. 

Very  truly  yours, 
George  W.  Holmes. 
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RECENT  DEATHS. 

Benjamin  Dodds  Giffokd.  M.D.,  died  at  Chatham. 
May  16,  191S,  aged  72  years. 

Charles  Reed  Whitcomh.  M.D.,  died  at  Roslindale, 
March  9.  191S,  aged  64  years. 

SEABTJBY  Warren  Bowen.  M.D..  a  retired  Fellow 
of  the  Massachusetts  Medical  Society,  died  at  his 
home  in  Fall  River.  March  2,  1918,  at  the  age  of  77 

Henry  Edward  Goddard.  M.D.,  died  at  the  Goddard 
Hospital.  Brockton,  of  pneumonia.  May  12.  1918. 
Dr.  Goddard  was  horn  in  Brockton  May  20,  1852.  the 
son  of  Rev.  Warren  Goddard.  He  graduated,  A.B., 
from  Brown  in  1S75.  and  from  the  U.  C  Theological 
Seminary  the  following  year,  becoming  pastor  of  the 
society  of  the  New  Jerusalem  Church  in  Brockton 
and  filling  the  position  until  1894.  Then  he  turned 
his  attention  to  medicine  and  graduated  at  the 
Dartmouth  Medical  School  in  1897.  settling  in  his 
native  city,  joining  the  Massachusetts  Medical  Society 
in  1898.  and  soon  founding,  in  1902.  the  Goddard 
Hospital,  a  private  surgical  and  obstetrical  institu- 
tion. He  is  survived  by  three  children,  one  of  them 
being  Dr.  Samuel  W.  Goddard  of  Brockton. 

Stephen  William  Driver,  M.D..  died  at  his  home 
in  Cambridge,  May  21.  1918.  aged  85  years. 

Dr.  Driver  was  born  in  Sharon.  April  17,  1833. 
He  was  the  son  of  Rev.  Joseph  M.  Driver,  a  Baptist 
clergyman,  whose  family  came  from  Salem.  He  pre- 
pared for  college  at  Phillips  Andover,  and,  entering 
Harvard,  was  graduated  in  the  class  of  '60,  of  which 
he  was  the  secretary  for  more  than  twenty  years,  a 
period  of  service  that  was  fittingly  recognized  by  his 
classmates  on  the  fiftieth  anniversary  of  their  gradua- 
tion, when  Dr.  Driver  was  presented  with  a  silver 
bowl  and  a  purse  of  money. 

Following  his  graduation,  he  entered  the  Harvard 
Medical  School,  graduating  in  1863  after  his  return 
from  the  war.  He  enlisted  for  Civil  War  service  and 
was  stationed  for  a  year  at  Ship  Island,  in  the  Gulf 
of  Mexico,  as  a  surgeon. 

Dr.  Driver  then  returned  North  and  began  his 
practice,  occupying  his  Brattle  street  residence,  which 
was  built  in  1737.  and  in  which,  with  its  surrounding 
garden,  the  doctor  took  great  delight.  He  had  been 
president  of  the  Middlesex  South  District  Medical 
Society  and  of  the  Cambridge  Society  for  Medical 
Improvement.  He  was  a  member  of  the  American 
Medical  Association  and  of  the  Massachusetts  Medi- 
cal Society,  and  was  upon  the  original  staff  of  the 
Cambridge  Hospital,  serving  for  many  years. 

Dr.  Driver's  wife,  who  died  three  years  ago,  was 
Martha  Hamilton  Fitz  Clarence  of  Cambridge,  and 
his  only  survivor  is  a  daughter,  Miss  Martha  Eliza- 
beth Driver. 


SOCIETY  NOTICE. 

National  Tuberculosis  Association. — S  e  v  e  ra  1 
changes  have  been  made  in  the  program  of  the  four- 
teenth annual  meeting  of  the  National  Tuberculosis 
Association,  to  be  held  in  Boston.  June  6  to  8. 

The  dinner  meeting  of  the  American  Sanatorium 
Association,  announced  for  Thursday,  will  be  omitted. 
A  short  business  session  will  be  held  at  5  p.m.,  Friday, 
June  7th. 

The  program  of  the  Advisory  Council  meeting  on 
Thursday  evening  will  be  as  follows :  "How  America 
is  Helping  France  with  its  Tuberculosis  Problem," 
James  Alexander  Miller,  M.D.,  New  York ;  "How  the 
United  States  is  Meeting  the  Tuberculosis  War  Prob- 
lem." Col.  George  E.  Bushnell,  U.S.A. :  "How  Canada 
i.s  Meeting  the  Tuberculosis  War  Problem,"  Capt. 
Jabez  II.  Elliott,  Canadian  Military  Hospital  Com- 
mission, Toronto,  Canada. 

In  accordance  with  Article  X  of  the  By-Laws  of  the 
National  Association  for  the  Study  and  Prevention  of 
Tuberculosis,  all  of  the  various  agencies  engaged  in 
anti-tuberculosis  work  throughout  the  country  are 


invited  to  attend  the  annual  meeting  of  the  National 
Association  and  to  participate  especially  in  the  meet- 
ing of  the  Advisory  Council  to  be  held  on  the  even- 
ing of  June  6th.  There  is  no  fee  for  membership  in  the 
Advisory  Council,  and  organizations  may  send  one 
or  more  representatives  to  represent  them  at  this 
and  other  meetings  of  the  National  Association. 

The  program  of  the  Clinical  Session  will  be  divided 
as  follows : 

Friday  morning  session :  Drs.  Rutledge,  Philip  King 
Brow-n.  Lloyd,  Floyd.  Sampson.  Hawes  and  Elliott. 
Friday  afternoon  session :  Drs.  Krause,  Bowditch, 
Kinghorn.  Lawrason  Brown.  Pratt  and  Landis.  Satur- 
day morning  session :  Drs.  Slater.  Dworetzky.  Mills 
and  D.  MacDougall  King.  The  subject  of  the  paper 
by  Dr.  Joseph  H.  Pratt  will  be  "Tuberculosis  as  an 
A  liny  Problem."  and  Dr.  Lawrason  Brown  will  collab- 
orate in  this  paper.  Dr.  Bowditch  has  changed  the 
title  of  his  paper  to  "Methuselah  and  Life  in  the 
Open."  The  title  of  Dr.  Dworetzky's  paper  has  also 
been  changed  to  "The  Institutional  Care  of  Laryngo- 
Pulmonary  Tuberculosis."  The  title  of  the  paper  by 
Dr.  H.  R.  M.  Landis  has  been  changed  to  "Diabetes 
Complicated  with  Tuberculosis.  Treated  by  Means  of 
the  Allen  Method."  and  Dr.  Elmer  H.  Funk  and 
Charles  M.  Montgomery  of  Philadelphia  will  collabor- 
ate in  the  paper.  The  paper  by  Dr.  King  is  addi- 
tional to  those  mentioned  in  the  April  bulletin 
of  the  Association.  His  subject  will  be  the  "Record- 
ing of  Physical  Findings  in  Chest  Examinations." 

Dr.  James  B.  Murphy.  Rockefeller  Institute  for 
Medical  Research,  New  York,  has  been  added  to  the 
list  of  speakers  at  the  meeting  of  the  Pathological 
Section  on  Friday. 

I  Miss  Mary  S.  Gardner.  R.N..  Director  of  the  Town 
and  Country  Nursing  Service  of  the  American  Red 
Cross  and  Superintendent  of  the  Providence  District 
Nursing  Association,  will  preside  at  the  luncheon 
meeting  for  public  health  nurses  on  Friday.  Miss 
iBemice  Billings.  R.N..  of  the  Massachusetts  State 
Board  of  Health,  will  discuss  "Some  Tuberculosis 
Problems  of  the  Rural  Public  Health  Nurse."  and  Miss 
Margaret  Stack,  R.N.,  Visiting  Nurse  Association.  New 
Haven,  will  speak  on  "Some  Tuberculosis  Problems  of 
the  City  Public  Health  Nurse."  after  which  there  will 
be  an  open  discussion.  All  nurses  interested  in  this 
subject  are  invited  to  attend.  The  luncheon  will  be 
held  at  Westminster  Hotel,  price  $1.00  per  plate. 

In  place  of  the  meeting  and  outing  of  the  National 
Conference  of  Tuberculosis  Secretaries,  scheduled  to 
begin  at  12.30  p.m.,  on  Saturday,  the  secretaries  and 
all  others  interested  will  hold  a  dinner  meeting  at 
6.30  p.m..  on  Friday,  at  the  Westminster  Hotel.  Stunts 
will  be  provided  by  Eastern,  Western  and  Southern 
groups. 

The  mass  meeting,  under  the  auspices  of  the  local 
committee  on  arrangements,  will  begin  at  8.15  on 
Friday  evening,  instead  of  at  8.00  o'clock. 

The  program  will  be  as  follows :  Address  by  Hon. 
Samuel  W.  McCall,  Governor  of  Massachusetts:  "The 
Work  in  Tuberculosis  of  the  Department  of  Health." 
Eugene  R.  Kelley,  M.D..  Commissioner  of  Health : 
"The  State  Sanatoria,"  Arthur  K.  Stone.  M.P..  Chair- 
man of  the  Trustees  of  Hospitals  for  Consumptives: 
"The  Municipal  Hospitals  of  Massachusetts."  John  F. 
O'Brien,  M.D.,  Chairman  of  the  Trustees.  Boston 
Consumptives'  Hospital :  "Tuberculosis  Work  in  the 
State  at  Large,"  Vincent  S*.  Bowditch.  M.D..  Presi- 
dent, Massachusetts  Anti-Tuberculosis  League. 

The  session  of  the  Sociological  Section,  scheduled 
for  9.00  a.m.,  on  Saturday,  will  close  at  11.00  o'clock, 
and  a  special  session  on  the  Framingham  Community 
Demonstration  will  be  added.  Three  papers  will  be 
given  at  this  session,  as  follows:  "The  Framingham 
Health  Program :  The  First  Year's  Results."  Donald 
B.  Armstrong,  M.D.,  Executive  Officer:  "The  Fram- 
ingham Consultation  and  Medical  Examination 
Work,"  P.  C.  Bartlett.  M.D..  Chief  Medical  Examiner ; 
"The  Framingham  Educational  and  Organization 
Activities."  Miss  Mary  A.  Abel.  Educational  Assistant. 
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ARMY  TUBERCULOSIS  EXAMINATIONS. 


By  Horace  Gray,  M.D.,  Boston, 
First  Lieutenant,  M.R.C. 

Wholesale  examination  of  more  than  20,- 
000  men  in  various  parts  of  a  large  cantonment 
needs  the  cooperation  of  so  many  persons  who, 
unfortunately,  have  to  be  interrupted  from 
their  regular  and  different  work,  that  memo- 
randa of  the  many  small  things  to  be  done  seem 
conducive  to  speed  and  uniform  results,  even 
though  at  first  glance  they  appear  unduly 
fussy.  Some  of  the  following  details  are  quoted 
from  three  articles,*  out  of  the  many  recent 
ones,  while  most  are  compiled  from  the  some- 
what varying  methods  used  by  members  of  the 
Special  Tuberculosis  Board  which  was  busy 
from  November,  1917-January,  1918,  examin- 
ing the  command  at  Camp  Devens.  The  first 
form  is  not  a  literal  copy  of  the  official  memo- 
randum actually  issued,  but  is  a  revised  model 
which  might  be  suggested  on  the  basis  of  experi- 
ences during  the  work.    Some  of  the  following 

*  Franeine,    A.   P.,   Price,   J.    W.,   and    Trudeau,    E.    B. :  Jour. 
A.  M.  A.,  Dec.  22,  1917,  p.  2110. 
Downing,  A.  F. :    Boston  Medical  and  Surgical  Journal,  Feb. 
7,  1918,  p.  177. 

Cronin,  M.  J.:  Boston  Medical  and  Surgical  Journal,  Feb. 
7,  1918,  p.  187.  This  writer  seems  to  interpret  svstolic  heart 
murmurs  more  by  insurance  statistics  than  by  S.  G.  O.  Circu- 
lar 21. 


Treatise  on  Fractures.  Bv  John  B.  Roberts,  M.D.,  and  James 
A.  Kelly.  M.D  .'   824 
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memoranda  will,  no  doubt,  need  considerable 
revision  to  conform  to  official  instructions  is- 
sued between  the  time  of  meeting  and  appear- 
ing in  print. 

MEMORANDUM  I. 

Division  Surgeon's  Office, 
Headquarters  76th  Div.,  N.A.C., 
Camp  Devens,  Mass.,  Jan.  3,  1918. 

To  all  Unit  Commanders: 

1.  The  following  instructions  relative  to 
tuberculosis  examinations,  to  be  conducted  si- 
multaneously in  different,  parts  of  the  canton- 
ment by  five  (5)  Tuberculosis  Boards,  are 
published  for  the  guidance  of  all  concerned. 

2.  Beginning  Monday,  Jan.  7,  1918,  the  com- 
manding officers  of  the  301st,  302d  and  303d 
F.A.,  and  301st  and  302d  Inf.  will  have  their 
men  in  quarters  at  the  following  rate :  about  40 
men  at  8  a.m.,  40  at  9,  and  40  at  10 ;  and  again 
at  1,  2  and  5  p.m. ;  daily  except  Saturday  after- 
noons, Sundays  and  official  holidays. 

3.  Companies  will  be  detailed  consecutively, 
not  simultaneously. 

4.  Quarantined  companies  will  be  examined 
like  the  rest. 

5.  A  nominal  list  (roster)  of  all  officers  on 
each  staff,  arranged  by  rank ;  of  each  regiment, 
arranged  by  rank;  and  of  enlisted  men  in  each 
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company  will  be  furnished  by  that  unit  to  the 
Board.  Each  list  will  be  typewritten,  in  strict 
accordance  with  the  detailed  directions  and 
samples  furnished  herewith. 

6.  Before  examination  each  officer  or  soldier 
will  fill  in  and  sign  a  history  blank.  These 
blanks  will  be  prepared  by  manifold  in  this  of- 
fice, from  which  they  may  be  obtained  by  the 
regimental  adjutant. 

7.  Quiet  is  essential  to  satisfactory  examina- 
tion, therefore : 

(a)  The  place  will  be  the  quietest  available, 
usually  upstairs  in  quarters. 

(6)  At  least  two  non-commissioned  officers 
will  be  in  attendance  from  8  a.m.  to 
1.30  p.m.  and  from  1  to  4.30  p.m.  to 
see  that  men  walk  quietly  on  the  stairs 
and  make  no  other  noise  in  the  neigh- 
borhood. 

8.  The  service  records  will  be  brought  to  the 
examining  room,  in  order  that  as  each  man  is 
passed  his  record  may  be  stamped:  "Examined 
for  tuberculosis  and  passed." 

By  Command  of  Brigadier  General  . 

 Major  P. A.,  N.A.,  Adjutant, 

MEMORANDUM  II. 

To  the  Members  of  the  Tuberculosis  Board: 

1.  The  Tuberculosis  Board  will  consist  of 
the  president  (usually  a  major)  and  of  five 
(5)  local  boards  (usually  called  Board  1,  Board 
2,  Board  3,  Board  4  and  Board  5). 

2.  Each  Local  Board  will  consist  of  three 
(3)  medical  officers  (usually  one  captain  and 
two  lieutenants),  of  whom  one  (usually  the  cap- 
tain) shall  be  appointed  president  of  the  Local 
Board  by  the  president  of  the  whole  board. 

3.  To  assist  each  Local  Board  the  Division 
Surgeon  will  appoint  a  sergeant  and  three  (3) 
men  of  the  Hospital  Corps,  of  whom  one  shall 
be  competent  to  typewrite  the  necessary  re- 
ports. 

4.  All  members  of  the  Board  shall 

(a)  Familiarize  themselves  with  the  Board 
president's  typewritten  orders  from  the 
S.G.O. 

(b)  Familiarize  themselves  with  Circular  20 
(Lungs)  and  preferably  also  Col.  Bush- 
nell's  article  in  the  Medical  Record  or 
Military  Surgeon  for  June,  1917),  and 
also  Circular  21  (Hearts). 

(c)  Familiarize  themselves  with  the  other 
memoranda  herewith,  viz. :  Memorandum 
to  CO.,  Memorandum  to  Company 
Clerks,  Memorandum  to  Sergeant  Hos- 


pital Corps,  Memorandum  to  Men  Being 
Examined. 

(d)  Discuss  within  the  first  few  days  of  the 
work  the  nomenclature  to  which  they 
have  been  accustomed  to  use  in  recording 
their  findings,  and  agree  so  far  as  prac- 
ticable on  uniform  terms. 

(e)  The  following  abbreviations  are  suggest- 
ed: right,  (R.)  ;  left,  (L.)  ;  apex,  (A.); 
upper  lobe,  (U.L.)  ;  middle  lobe,  (M.L.)  ; 
lower  lobe,  (L.L.)  ;  breath  sounds..  B.S.)  ; 
broncho- vesicular  breathing,  (B.V.B.)  ; 
bronchial  breathing,  (B.B.). 

(/)  Not  notify  the  men  examined  of  any  ab- 
normality which  may  be  found ;  too  often 
this  results  only  in  making  the  man  neu- 
rotic and  a  plague  to  the  regimental 
surgeon. 

(g)  "Six  hours  a  day  is  a  full  day  for  this 
work  if  done  as  a  routine.  Each  exam- 
iner should  examine  not  less  than  sixty 
(60)  nor  more  than  seventy-five  (75) 
new  men  a  day.  While  the  foregoing  does 
not  seem  numerically  a  great  deal  or  the 
hours  very  long,  yet  when  one  does  it 
continuously  day  in  and  day  out,  and 
with  attentiveness,  it  makes  a  very  ade- 
quate and  even  exacting  working  day." 
(Price  et  al.) 

(h)  Either  wear  a  gauze  mask  or  take  par- 
ticular pains  to  avert  the  face.  Six 
members  of  this  Board  were  put  to  bed 
each  for  from  three  to  seven  days  by 
throat  infections.  "Weaver  reports  marked 
results  from  "masks  of  a  double  thick- 
ness of  gauze,  so  shaped  as  to  fit  closely 
over  the  face  from  the  chin  well  up  over 
the  nose,  and  held  in  place  by  two  tapes 
tied  behind  the  head." 

(i)  "Avoid  sore  ears  by  not  continually  pull- 
ing out  and  readjusting  your  ear 
pieces."  (Downing.) 

5.    Each  local  president  shall,  in  addition : 

(a)  See  that  the  adjutant  of  each  regiment  is 
provided  on  the  day  before  examination 
with  the  four  memoranda,  each  in  suffi- 
cient quantity. 

(b)  See  that  the  rosters  turned  in  by  each 
regiment  have  been  correctly  made,  and 
if  not  return  them  for  rewriting. 

(c)  Instruct  the  Hospital  Corps  men  in  their 
duties,  including  history-taking. 

(d)  Record  daily  on  the  blank  prepared  by 
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the  president  of  the  whole  Tuberculosis 
Board — ■ 

(i)  The  number  of  examinations  done  on 
that  date  by  his  Local  Board. 

(n)  The  total  number  of  examinations  up 
to  date. 

6.  The  report  from  the  tuberculosis  special- 
ist in  the  cantonment  to  the  president  of  the 
Tuberculosis  Board  will  be  a  carbon  copy  of 
Form  A,  so  fast  as  he  prepares  it  for  the  S.G.O. 
When  this  form  reaches  the  president  of  the 
Board  he  shall  call  a  meeting  of  the  local  presi- 
dents with  their  rosters  and  furnish  them  with 
the  diagnosis  and  disposition  of  each  man  who 
has  been  referred  to  the  specialist.  When  the 
disposition  of  a  man  has  been  "Duty,"  the 
local  president  will  simply  put  a  check  before 
his  name  on  the  roster  as  if  he  had  never  been 
held  up.  If  the  disposition  has  been  "S.  C.  D." 
those  initials  will  be  marked  before  the  man's 
name. 

7.  After  all  cases  have  been  accounted  for 
from  Form  A,  each  local  president  will  have 
typewritten  the  following  lists: 

(a)  On  each  roster,  page  1,  typewrite  the 
names  of  the  absentees. 

(6)  On  each  roster,  last  page,  type  the  sum- 
mary and  figures. 

(c)  Make  a  list  of  S.C.D.'s  by  regiments  in 
triplicate. 

(d)  Make  an  aggregate  absentee  sheet  in 
triplicate. 

(e)  Make  an  aggregate  summary  sheet  in 
triplicate,  Form  B. 

MEMORANDUM  III. 

'To  Company  Clerks: 

Nominal  List  for  T.B.  Board. 

This  roster  is  required  by  the  War  Depart- 
ment, Surgeon-General's  Office,  to  be  uniform 
for  the  different  organizations  throughout  the 
division,  as  follows: 

1.  Size  of  paper  to  be  the  same  as  this : 
8  x  10y2  inches. 

2.  Grade  of  paper  to  be  the  same  as  this ; 
letter  paper,  not  onion  skin  or  mimeograph 
paper. 

3.  Triplicate. 

4.  Headings  (address,  date,  company,  rank, 
name,  etc.)  to  be  like  accompanying  specimen. 


5.  Type  (capitals,  small  letters,  underlining, 
etc.)  to  be  like  accompanying  specimen. 

6.  Spacing  to  be  like  specimen.  Use  of 
dividers  is  advised. 

7.  Surnames  to  be  put  first,  among  officers 
as  well  as  men ;  and  followed  by  one  name  in 
full  (e.g.,  Smith,  John  W.—not  J.  W.  Smith). 

8.  Officers  of  the  entire  regiment  or  corps, 
whether  headquarters  staff,  company,  or  at- 
tached, are  to  be  put  on  a  single  list,  arranged 
in  dictionary  order  under  each  rank. 

9.  Enlisted  men  to  be  in  same  order  as  their 
service  records  in  their  Company  Orderly 
Room,  either  alphabetically  under  each  rank, 
or  in  one  alphabetical  list  with  rank  after  the 
name. 

10.  Absentees  to  be  included — not  grouped 
separately. 

11.  Names  not  to  be  numbered. 

12.  Pages  are  to  be  numbered,  at  bottom  in 
the  middle;  including  page  (1). 

13.  On  each  subsequent  page  repeat  the 
heading,  like  page  (2)  of  specimen. 

14.  On  last  page,  right  lower  corner,  put 
T.B.  summary,  as  per  page  (3)  of  specimen. 

15.  The  company  clerk,  or  whoever  type- 
writes this  roster,  will  initial  these  dh*ections, 
clip  them  together  with  the  specimen  and  the 
triplicate,  and  have  them  at  the  headquarters 
of  the  Tuberculosis  Board  before  noon  on  the 
day  prior  to  examination. 

16.  The  company  clerk  will,  on  the  day  of 
examination,  make  out  a  list  of  absentees  for 
the  company  commander. 

SPECIMEN  NOMINAL  LIST,  MEN. 

Roster  of  Battery  C,  Field  Artillerv,  Camp 

 ,  Mass.,  Jan.  3,  1918. 

Names, 

Sergeant, 
Cedar,  William  E. 
Chisholm,  Ralph 
etc.,  in  dictionary  order. 

Corporal, 
all  alphabetically. 

Privates, 
all  alphabetically. 

This  summary  to  go  only  on  the  last  page 
of  the  roster  of  the  enlisted  men  of  the  com- 
pany: 

Total  number  men  examined   

Total  number  T.  B  

Percentage  T.B  

Signed   

M.R.C. 
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SPECIMEN  NOMINAL  LIST,  OFFICERS. 

Roster  of  Officers,     — Field  Artillery,  Camp 
 ,  Mass.,  Jan.  3,  1918. 

Names, 
Colonel, 
Doe,  John 

Lt.-Colonel, 
Brown,  William 

Majok, 
Black,  Thomas  N. 
Rowe,  Robert 
White,  Richard  S. 

Captain, 
all  in  regiment,  alphabetically. 

1st  Lieutenant, 
all  in  regiment,  alphabetically. 

2d  Lieutenant, 
all  in  regiment,  alphabetically. 

Total  number  officers  examined  

Total  number  T.B  

Percentage  T.B  

Signed   

M.R.C. 

MEMORANDUM  IV. 

To  the  Sergeant  Hospital  Corps : 

1.  Each  examiner  should  have  one  enlisted 
man  of  the  Hospital  Corps  in  attendance. 

2.  Each  man  to  be  examined  to  be  given  a 
pencil  and  a  history  blank. 

3.  See  that  he  is  assisted  in  filling  it  out. 

4.  Tell  him  to  read  Memorandum  V. 

5.  Keep  each  examiner  supplied  constantly 
with  one  man  for  examination  and  two  more 
watching  close  by. 

6.  If  the  examiner  finds  both  heart  and 
lungs  normal  he  will  mark  the  history  blank 
"O.K.,"  put  his  initials  on  it,  and  send  the 
man  out.  The  sergeant  will  take  up  the  his- 
tory sheet,  stamp  it  and  the  service  record  (at 
paragraph  11,  page  5),  and  put  a  check  before 
the  man's  name  on  the  roster. 

7.  If,  however,  the  examiner  finds  any  ab- 
normalities in  heart  or  lungs  he  will  note  his 
findings  on  the  history  sheet  and  pass  it  to  the 
H.C.  man  in  attendance.  He  will  take  care  that 
this  is  not  examined  by  the  soldier,  but  will 
present  it  and  the  man  for  examination  to  the 
president  of  the  Local  Board.  If  he  thinks 
necessary,  he  will  consult  the  third  member  of 
the  Board.  The  examinee  will  then  be  either 
(a)  0.  K.'d,  or  (b)  instructed  to  report  to  the 
Board  for  re-examination,  on  a  specified  date, 
at  some  central  point,  usually  the  regimental 
infirmary.     In  this  ease  the  hospital  sergeant 


will  put  nothing  before  the  man's  name  on  the 
roster  and  after  it  will  write  "Re-ex. -(- the 
date,"  and  he  will  keep  this  history  sheet  in  a 
separate  clip;  or  (c)  instructed  to  report  to  the 
regimental  surgeon  the  following  morning  at 
8  a.m.  In  this  case  the  hospital  sergeant  will 
put  nothing  before  the  man's  name  on  the  ros- 
ter and  after  it  will  write,  "Base  T.B."  He 
will  keep  the  history  blank  and  physical  find- 
ings and  put  this  paper  in  an  envelope  ad- 
dressed Major  X.  Y.  Smith   .  Tuberculosis 

Specialist,  Base  Hospital,  Camp  Devens,  Mass., 

through  Regimental  Surgeon,    Inf.  At 

the  end  of  the  day  he  will  deliver  this  en- 
velope to  the  Regimental  Surgeon. 

MEMORANDUM  V. 

To  Those  Being  Examined : 

1.  Strip  off  all  clothes  above  the  waist. 

2.  Step  up  close  to  the  doctor ;  stand  at  ease, 
with  muscles  relaxed. 

3.  Put  left  hand  on  hip. 

4.  Turn  head  to  the  right. 

5.  Hold  handkerchief  with  right  hand  to 
your  mouth  so  that  you  will  not  breathe  in  his 
face. 

6.  Breathe  entirely  through  your  mouth. 

7.  Breathe  way  out;  cough  (only  a  small 
cough;  only  one  cough;  only  after  breathing 
out). 

8.  Change  hands;  breathe  out;  cough. 

9.  Left  about,  face;  breathe  out;  cough. 

10.  Step  aside  for  the  next  man.  Mean- 
while hop  100  times  on  your  left  foot  and  then 
return  to  the  doctor. 

SPECIMEN  HISTORY  BLANK. 

Name  (print,  with  last  name  first)  : 


Organization : 

Btry  F.A  Eng  

Co.  "  Inf  Dep.  Bg  

Troop   Cav  etc  

Home  address   •  •  

Previous  occupation   

Date  of  arrival  at  Camp  Devens   

F.  H.  Have  any  of  your  near  relatives  had 
consumption?  If  so,  state  relationship  and 
whether  death  or  recovery  occurred.  By  near 
relatives  is  meant  parents,  brothers  and  sisters, 
or  wife. 
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P.  H.  Have  you  ever  had  pleurisy  with 
fever?  If  so,  give  year  if  possible.  The  chief 
symptom  of  pleurisy  is  sharp  pain  in  the  chest, 
increased  by  breathing  and  lasting  days  or 
weeks. 

Have  you  ever  coughed  up  blood  or  blood - 
streaked  sputum.    If  so,  when  ? 

Have  you  ever  had  a  cough  lasting  a  month 
or  more?  When? 

Have  you  had  a  recent  cold  with  cough? 

Have  you  ever  had  night  sweats?  If  so, 
when  ? 

Had  you  lost  or  gained  as  much  as  5  lbs. 
weight  during  the  six  months  before  coming  to 
Camp?    If  so.  how  many  pounds? 

How  much  weight  have  you  lost  or  gained 
since  coming  to  camp? 

Have  you  lost  or  gained  strength  since  com- 
ing to  Camp  ? 

Have  you  ever  had  rheumatic  fever  or  St. 
Vitus  dance?  "When? 

Are  you  short  of  breath  on  slight  exertion, 
such  as  walking  upstairs? 

Signed   

SPECIMEN  DAILY  REPORT. 

Camp  Devens,  Mass., 
 1918. 

From:   ,  President  Local  Tuberculosis 

Board  No.  2,  examining  at  barracks  of 
B  Company,  301st  Infantry. 

f  Tuberculosis  ]  0  TT 

1  o :   ,  J  L  Specialist,  Base  Hos- 

i  [Cardiovascular  j 

pital,  Camp  Devens,  Mass. 

Through  the  Kegimental  Surgeon. 

Subject :  Examination  of  chest. 

1.    The  following  abnormalities  found  today 

are  referred  for  study: 

Name  (surname  first)   

Organisation   

Findings   

Lt.  M.R.C. 

(Plenty  of  these  forms  may  be  mimeographed 
before  the  work  begins,  then  each  day  a  tripli- 
cate will  be  filled  in  by  the  Local  Board: 

1.  Original,  with  histories  pinned  on,  to  reg. 
surg.  for  transmission  to  base. 

2.  A  carbon,  with  histories  pinned  on,  to 
president  whole  T.B.  Board. 

3.  A  carbon,  with  histories  pinned  on,  for 
president  Local  T.B.  Board  to  keep.) 


A  STUDY  OF  THE  PHYSICAL  CONDI- 
TION OF  ONE  THOUSAND  DELIN- 
QUENTS SEEN  IN  COURT. 

By  V.  V.  Anderson,  M.D..  M.A.. 
Medical  Director.  Municipal  Court  of  Boston; 

AND 

Christine  M.  Leonard,  M.D., 

Assistant    Medical    Director,    Municipal    Court  of 
Boston. 

The  original  purpose  of  this  study  was  to  de- 
termine what  part — if  any — routine  physical 
examinations  might  play  in  the  disposition  of  a 
delinquent's  case  in  court,  and  later  in  the  in- 
stitution of  reconstructive  measures  while  on 
probation.  Such  a  consideration  seemed  clearly 
worth  while,  particularly  in  view  of  an  ever- 
widening  scope  of  interest  manifested  by  the 
court  in  the  needs,  as  well  as  the  deeds,  of  the 
individual  delinquent. 

The  old  and  archaic  conception  of  the  .-judicial 
function  as  one  limited  purely  to  the  determi- 
nation of  guilt  or  innocence ;  and  in  case  of 
guilt,  the  imposition  of  fines  and  sentences,  has 
fortunately  disappeared  along  with  other 
equally  archaic  and  fruitless  theories.  In  its 
stead  we  have  come  to  realize  that  the  essential 
problem  facing  the  court  in  connection  with 
any  individual  who  has  offended  against  the 
law  and  order  of  society  is  the  problem  of  re- 
adjusting that  person  to  society. 

It  needs  little  argument  to  show  that  in  order 
for  the  court  to  attain  an  adequate  readjust- 
ment of  any  delinquent  it  must  take  into  con- 
sideration all  the  facts  in  the  case;  it  must  take 
into  consideration  the  individual  and  his  needs, 
and  deal  understanding^  with  the  offender,  as 
well  as  legally  with  his  offense. 

In  the  accomplishment  of  this  function  the 
court  may  employ  certain  tools — most  impor- 
tant of  which  are  probation  and  penal  treat- 
ment. 

In  probation  it  possesses  an  agency  of  far- 
reaching  usefulness  in  this  direction,  whose 
capacity  for  effective  service  in  readjusting 
human  individuals,  in  restoring  delinquents  to 
the  community,  safe  and  free  and  capable  of 
taking  their  part  in  the  complex  demands  of 
social  life  is  scarcely  realized ;  and  yet  the 
keenness,  the  sharpness  and  the  efficiency  of 
this  tool  can  be  dulled  and  impaired  by  im- 
proper use.  For,  with  the  opportunity  to  re- 
habilitate and  readjust  himself  while  on  proba- 
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tion,  there  should  go  in  the  case  of  every  delin- 
quent an  intelligent  understanding  of  what  is 
required  to  accomplish  this  rehabilitation. 

The  vital  importance  of  the  physical  condi- 
tion in  this  connection,  particularly  in  relation 
to  his  economic  efficiency,  his  ability  to  support 
himself,  cannot  be  overestimated.  It  needs  lit- 
tle argument  to  show  how  exhausting  physical 
diseases  can  so  impair  one's  economic  efficiency, 
so  hamper  one's  ability  to  earn  a  living,  as  to 
render  him  a  social  misfit,  causing  him  to  drift 
from  place  to  place,  lowering  his  resistance  to 
alcohol,  drugs  and  such,  and,  in  short,  bring- 
ing about  the  very  conditions  that  probation 
should  seek  to  prevent. 

But  that  which  is  of  most  far-reaching  im- 
portance in  this  connection  is  the  necessity  for 
seeing  to  it  that  the  delinquent  be  not  a  danger 
to  the  community.  Reference  is  made  to  cer- 
tain communicable  diseases,  regarded  as  dan- 
gerous to  the  public  health — from  which  of- 
fenders in  court  are  commonly  suffering.  We 
refer  to  venereal  disease,  considered  in  many 
quarters  as  the  most  serious  menace  facing  the 
human  race. 

It  is  clearly  the  duty  of  those  having  to  do 
with  delinquents  to  see  to  it  that  these  condi- 
tions are  sought  out  and  treated,  if  such  indi- 
viduals are  to  be  returned  to  the  community. 

With  the  aim  in  view  of  showing  the  prac- 
tical relationship  of  such  facts  as  those  above 
mentioned,  to  the  routine  work  of  the  court,  the 
following  study  was  undertaken. 

Records  of  the  last  1000  cases  examined  were 
taken  from  the  files,  and  the  physical  condition 
of  each  person  noted,  also  the  relationship 
which  his  physical  condition  bore — if  any — to 
his  economic  efficiency.  Case  records  of  both 
men  and  women  were  included  in  this  series. 

Additional  tables  of  a  group  of  six  hundred 
consecutive  venereal  studies  are  included. 

The  following  table  gives  a  general  picture  of 
the  physical  health  of  these  1000  individuals. 
Those  rated  good  were  practically  free  from 
any  condition  that  might  impair  health.  Those 
rated  fair  were  suffering  from  minor  ailments 
of  little  consequence  to  general  health,  and  pro- 
duced very  little  impression  on  the  physical 
strength  of  the  individual.  Those  rated  poor 
were  sick  people,  and  urgently  in  need  of  med- 
ical treatment.  Those  rated  bad  were  emergency 
hospital  cases. 


Table  I. 

Showing  Physical  Condition  of  1O0O  Delinquents 
in  Court. 


Good  physical  condition   203 

Fair  physical  condition    455 

Poor  physical  condition    327 

Bad  physical  condition    15 


668  individuals,  or  66.8%  of  our  cases,  were 
in  good  or  fair  health. 

342  individuals,  or  34.2% — one  out  of  every 
three  persons — was  in  poor  or  bad  health,  and 
in  such  physical  condition  as  to  warrant  urgent 
medical  treatment. 

Just  what  relationship  these  figures  bear  to 
adult  offenders  as  a  whole,  it  is  hardly  safe  to 
state.  It  is  interesting,  however,  in  this  con- 
nection to  refer  to  a  recent  study  of  immoral 
women,  made  by  the  writer,  in  which  44%  of 
the  women  were  in  poor  or  bad  physical  condi- 
tion from  diseases  other  than  venereal  (tuber- 
culosis, asthma,  Bright 's  disease,  heart  disease, 
etc.).  Should  anything  like  such  findings  be 
borne  out  in  a  study  of  other  groups  of  adult 
offenders,  then  our  above  estimate  among  these 
1000  cases  (34.2%)  could  hardly  be  considered 
extravagant. 

Following  is  a  partial  list  of  the  conditions 
from  which  these  individuals  were  suffering: 

Table  II. 

Showing  a  Partial  List  of  Physical  Conditions- 
Other  than  Venereal,  found  among  1000  Delin- 


quents. 

Abscesses    25 

Skin  diseases   150 

Diseases  of  nervous  system    200 

Heart  disease    100 

Bronchitis  (acute  and  chronic)    144 

Tuberculosis    25 

Pregnancy    28 

Pyorrhea    50 

Pelvic  conditions  in  women  (salpingitis. 

uterine  prolapse,  etc.)    26 

Thyroid  disease    20 

Rhinitis   38 

Enlarged  tonsils    65 

Glandular  enlargements   60 

Injuries  and  diseases  of  bones  and  joints 
(arthritis,    ankylosis,    fractures  and 

spinal  curvature)    65 

Arteriosclerosis    30 

Varicose  veins    45 

Tumors    15 

Ulcers   20 

Carious  teeth   150 

Defect  and  diseases  of  eye   125 

Defective  hearing   90 

Laryngitis   25 

Tonsillitis    13 

Stomatitis   10 

Bright's  disease   7 

Paralysis   3 


Other  conditions,  such  as  hydrocele,  rectocele,. 
varicocele,  cysts,  etc..  were  found. 

Something  more  than  fatherly  talks,  intelli- 
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gent  advice,  general  supervision  and  securing 
employment  is  needed  to  solve  the  problem  pre- 
sented by  the  delinquent  whose  physical  en- 
durance is  rapidly  diminishing  under  a  pro- 
gressive Bright 's  disease  or  tuberculosis,  or  the 
delinquent  who  is  scattering  broadcast  into  the 
community  syphilis  and  gonorrhea.  These  are 
conditions  of  which  he  may  be  entirely  un- 
aware, and  yet  which  are  of  more  vital  impor- 
tance to  his  future  welfare  and  that  of  the 
community  in  which  he  lives,  than  any  other 
consideration. 

Probably  one  of  the  most  important  measures 
utilized  in  rehabilitating  the  delinquent  on  pro- 
bation is  steady  employment.  The  following 
table  will  give  some  idea  of  how  these  1000 
delinquents  have  demonstrated  their  ability  in 
this  direction.  About  626,  or  62.6%,  were 
considered  self-supporting,  while  374,  or  37.4%, 
were  not  self-supporting. 

Table  III. 

Showing  Economic  Efficiency  of  1000  Delinquents 
Seen  in  Court. 


Regularly  employed   243 

Irregularly  employed    383 

Odd  jobs   90 

At  home    146 

Xever  worked    138 


1000 

In  this  connection  it  is  well  to  bear  in  mind 
that  66.8%  of  these  1000  individuals  were  in 
good  or  fair  health,  and  that  34.2%  were  in 
poor  or  bad  health.  Some  correlation  between 
the  two  seems  evident.  This  is  brought  out 
more  clearly  and  in  detail  in  the  following 
table : 

Table  IV. 

Showing  Relationship  between  Physical  Condition 
and  Industrial  Efficiency  of  1000  Delinquents. 


Regular    Irregular  At  Home  No  Work  Odd  Jobs  Total 


Good 

121 

68 

11 

1 

2 

203 

Fair 

114 

262 

37 

18 

24 

455 

Poor 

8 

53 

95 

111 

60 

327 

Bad 

0 

0 

3 

8 

4 

15 

Total 

243 

383 

146 

138 

90 

1000 

Thirty-five  per  cent,  of  those  found  to  be  in 
good  or  fair  physical  condition  had  been  stead- 
ily employed,  while  only  2%  of  those  found  to 
be  in  poor  or  bad  physical  condition  had  been 
steadily  employed. 

Eighty-five  per  cent,  of  those  found  to  be  in 
good  or  fair  physical  condition  had  been  and 
still  were  self-supporting,  while  only  18%  of 
those  found  to  be  in  poor  or  bad  physical  con- 
dition had  been  and  were  still  self-supporting. 

The  chances  for  being  self-supporting  were 


more  than  four  to  one  in  favor  of  the  individual 
in  good  physical  condition. 

Ninety-six  per  cent,  of  those  regularly  em- 
ployed were  found  in  good  or  fair  physical  con- 
dition, while  only  3%  were  found  to  be  in  poor 
or  bad  physical  condition. 

Eighty-six  and  three-tenths  per  cent,  of  those 
who  were  rated  as  "never  worked"  were 
found  to  be  in  poor  or  bad  physical  condition, 
while  only  13.7%  were  found  to  be  in  good  or 
fair  physical  condition. 

That  there  is  a  relationship,  and  a  very  defi- 
nite one,  between  an  individual's  regularity  of 
employment  and  his  physical  condition  seems  to 
require  no  further  argument.  So  high  is  this 
correlation,  that  one  can,  without  fear  of  denial, 
assert  that  really  successful  probation  presup- 
poses a  knowledge  of  the  physical  condition  of 
the  delinquent  in  advance  of  his  treatment. 
And,  further,  really  successful  probation  finds  a 
rather  close  correlation  between  an  individual's 
physical  rehabilitation  and  his  moral  readjust- 
ment. 

There  is  another  and  darker  side  to  this 
question, — one  which  is  of  special  importance  to 
the  court  in  fulfilling  its  protective  function  to 
the  community,  particularly  in  view  of  the  re- 
cent stand  taken  by  the  National  Government  as 
to  the  seriousness  of  the  menace  which  this  con- 
dition referred  to  presents.  We  have  in  syph- 
ilis and  gonorrhea  two  well-recognized  dan- 
gers to  the  health  of  the  community — two  dis- 
eases fraught  with  the  most  serious  conse 
quences  to  the  individual  and  to  the  race. 

Every  effort  of  our  national,  state  and  local 
health  authorities  is  now  being  bent  in  the  di 
rection  of  placing  those  infected  under  treat- 
ment. 

It  goes  without  saying  that  of  all  institutions, 
our  courts,  because  of  the  very  nature  of  their 
position  in  the  community,  are  not  only  willing, 
but  anxious,  to  cooperate  in  this  direction. 

"With  a  view  to  determining  the  extent  of  the 
problem  presented  by  these  two  diseases  as 
found  amongst  delinquents  in  court,  a  group 
of  six  hundred  (600)  consecutive  cases  were 
gone  over.  The  cases  selected  represented  the 
average  daily  "run  of  the  mine,"  inasmuch  as 
it  is  the  policy  of  the  medical  service  of  this 
court  to  make  a  venereal  study  of  every  of- 
fender referred  for  examination,  no  matter 
whether  there  is  any  suspicion  of  past  venereal 
infection  or  not. 

The  frequency  with  which  these  conditions 
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were  found  among  six  hundred  (600)  individ- 
uals is  shown  in  the  following  table : 

Table  V. 

Showing  Frequency  of  Venereal  Disease  among 
600  Delinquents. 

No.  cases  examined    600 

Syphilis   182 

Gonorrhea    133 

Combined    32 

Doubtful  cases    27 

Per    cent,    of    cases    examined  having 

venereal  disease    47% 

Forty-seven  per  cent,  of  these  individuals 
were  suffering  from  one  or  both  of  these  dis- 
eases. An  additional  4.5%  had  doubtful 
blood  and  smears.  Practically  every  other 
person  in  this  group  had  syphilis  or  gonorrhea, 
or  both  conditions.  Without  a  routine  med- 
ical examination  there  is  no  safe  and  sane 
method  of  determining  in  court  whether  av. 
individual  is  free  from  venereal  infection. 

These  conditions  are  not,  as  is  generally  sup- 
posed, limited  to  purely  chastity  offenders; 
they  are  widely  scattered  among  all  classes  of 
offenders.  The  following  table  will  make  this 
more  clear : 
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Three  hundred  and  three  cases  were  so-called 
offenders  against  chastity;  of  these  57.4%  were 


suffering  from  syphilis  or  gonorrhea,  or  both. 
An  additional  4.9%  had  doubtful  bloods  and 
smears. 

There  were  134  cases  of  drunkenness: 
38.8%  of  these  individuals  had  venereal  dis 
ease,  while  an  additional  6.5%  were  doubtful 

cases. 

There  were  112  cases  of  larceny;  of  these  in- 
dividuals 33.9%,  or  one  out  of  every  three 
cases,  had  syphilis  or  gonorrhea,  or  both. 

There  were  17  individuals  arrested  for  pos- 
session of  drugs,  and  53%  had  venereal  dis- 
ease. 

There  were  three  arrested  for  violating  the 
liquor  law,  two  of  whom  had  syphilis. 

Three  were  arrested  for  assault  and  battery; 
all  three  had  venereal  disease. 

In  short,  these  conditions  are  not  limited  to 
any  one  special  type  of  offender  in  court,  but 
are  found  common  among  delinquents  in  gen- 
eral. 

It  is  the  size  and  extent,  as  well  as  the  se- 
riousness of  this  problem  to  which  we  wish  to 
call  special  attention.  We  are  not  dealing 
with  a  condition  limited  to  the  prostitute  class; 
we  are  not  dealing  with  a  situation  of  merely 
secondary  importance. 

In  syphilis  and  gonorrhea  we  have  two  dis- 
eases that  are  more  far-reaching  in  the  conse- 
quences with  which  they  threaten  the  individ- 
ual and  the  race  than  any  other  menace. 
These  two  conditions  are  found  affecting  all 
types  of  offenders  seen  in  court.  The  gonor- 
rheal prostitute  is  no  more  of  a  public  danger 
than  the  syphilitic  barber,  or  the  pugnacious 
restaurant  cook  arrested  for  assault  and  bat- 
tery, who  was  found  in  the  infectious  stage  of 
syphilis. 

The  problem  is  large  enough  and  is  serious 
enough  to  demand  a  broad  and  comprehensive 
policy  on  the  part  of  our  courts, — a  policy  call- 
ing for  a  more  routine  investigation  of  the 
physical  condition  and  the  possibilities  of  each 
offender  prior  to  his  disposition. 

SUMMARY. 

The  original  purpose  of  this  study  was  to 
determine  what  part,  if  any,  routine  physical 
examination  might  play  in  the  disposition  of  a 
delinquent's  case  in  court,  and  later  in  the 
institution  of  reconstructive  measures  while  on 
probation. 

For  this  purpose  the  records  of  our  last  1000 
cases  were  taken  from  the  files,  and  the  phys- 
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ical  condition  of  each  person  noted;  also  the 
relationship  which  the  physical  condition  bore, 
if  any,  to  his  economic  efficiency. 

Six  hundred  sixty-eight  individuals,  or 
66.8%  of  our  cases,  were  in  good  or  fair  health; 
342  individuals,  or  34.2% — one  out  of  every 
three  persons — were  in  poor  or  bad  health,  and 
in  such  physical  condition  as  to  warrant  urgent 
medical  treatment. 

About  626,  or  62.6%,  were  considered  self- 
supporting;  while  374,  or  37.4%,  were  not 
self-supporting. 

Some  correlation  between  these  figures  is  evi- 
dent. 

Thirty-five  per  cent,  of  those  found  to  be  in 
good  or  fair  physical  condition  had  been  stead- 
ily employed;  while  only  2%  of  those  found 
to  be  in  poor  or  bad  physical  condition  had 
been  steadily  employed. 

Eighty-five  per  cent,  of  those  found  to  be  in 
good  or  fair  physical  condition  had  been,  and 
still  were  self-supporting;  while  only  18%  of 
those  found  to  be  in  poor  or  bad  physical  con- 
dition had  been  and  were  still  self-supporting. 
The  chances  for  being  self-supporting  were 
more  than  four  to  one  in  favor  of  the  individ- 
ual in  good  physical  condition. 

Additional  facts  are  included  bearing  upon 
the  frequency  of  venereal  disease  among  a 
group  of  600  consecutive  cases  studied. 

Forty-seven  per  cent,  of  these  individuals 
were  suffering  from  one  or  both  of  these  dis- 
eases; an  additional  4.5%  had  doubtful  bloods 
and  smears. 

Of  these  600  cases,  303  were  so-called  offend- 
ers against  chastity;  of  these,  57.4%  were  suf- 
fering from  syphilis  or  gonorrhea,  or  both ; 
while  an  additional  4.9%  were  doubtful  cases. 

There  were  134  cases  of  drunkenness;  38.8% 
of  these  individuals  had  venereal  disease;  an 
additional  6.5%   were  doubtful  cases. 

There  were  112  cases  of  larceny.  Of  these 
individuals,  33.9%,  or  one  out  of  every  three 
cases,  had  syphilis  or  gonorrhea,  or  both. 

There  were  17  individuals  arrested  for  pos- 
session of  drugs;  53%  of  these  had  venereal 
disease. 

Other  types  of  offenders  in  court  showed  a 
correspondingly  high  frequency  of  these  con- 
ditions. 

In  short,  the  conclusion  reached  from  this 
study  is  that  venereal  disease  is  not  limited  to 
any  one  type  of  offender  in  court,  but  is  found 
common  among  all  classes  of  delinquents,  and 
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that  a  policy  calling  for  a  more  routine  inves- 
tigation of  the  physical  condition  and  the  pos- 
sibilities of  each  offender,  prior  to  his  disposi- 
tion, would  seem  justifiable. 


IDENTIFICATION  OF  SOLDIERS  AFTER 
DEATH  BY  HEAD  MEASUREMENTS. 

By  Arthur  MacDonald, 
Anthropologist.  Washington,  D.  C. 

I  desire  to  give  some  reasons  why,  in  measur- 
ing soldiers  for  fitness  to  enter  military  service, 
the  maximum  length  and  maximum  width  of 
the  head  should  be  taken,  along  with  the  meas- 
urements of  height,  girths  of  chest  and  weight, 
and  with  other  data  required  in  the  physical 
examination  of  soldiers. 

After  the  war,  and  probably  during  the  war, 
Americans  will  desire  to  know,  if  not  insist  on 
knowing,  all  that  is  possible  about  their  lost, 
missing  and  buried  ones  in  Europe.  Many  will 
ask  questions  something  like  these:  "Does  the 
grave,  marked  by  the  provisional  cross  in  the 
military  cemetery,  really  contain  the  body  of 
our  son,  brother,  or  father?"  "Is  the  body  of 
the  prisoner  who  died  in  the  enemy's  hands,  one 
of  our  family?"  These  and  similar  inquiries 
are  sure  to  arise  among  American  citizens,  who 
constitute  a  nation  which  is  extremely  humani- 
tarian, and  a  people  who  have  shown  them- 
selves most  generous  in  their  war  dealings. 
The  necessity  of  identification  in  order  to  re- 
ceive insurance  money  from  the  Government 
and  from  private  companies,  in  difficult,  doubt- 
ful and  exceptional  conditions,  is  apparent  to 
every  one.  When  it  is  a  question  of  receiving 
five  or  ten  thousand  dollars  insurance,  senti- 
ments against  exhuming  bodies,  breaking  open 
sealed  caskets  and  the  like  will  soon  disappear. 
Not  only  this,  but  doubtless  various  fraudulent 
schemes  will  be  attempted  in  the  identification 
of  the  dead  in  order  to  obtain  money. 

If  the  French  are  asked  to  help  in  identifica- 
tion they  will  doubtless  do  all  they  can,  and 
they  are  scientifically  most  expert  in  identifica- 
tion methods. 

MAXIMUM    LENGTH     AND    MAXIMUM    WIDTH  OF 
HEAD. 

After  soldiers  are  buried  singly  or  in  groups, 
and  often  in  great  haste,  many  of  the  usual 
means  of  identification  may  be  lost,  missing,  or 
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mixed  with  those  of  other  soldiers,  and,  owing 
to  the  many  vicissitudes  of  war,  such  methods  of 
identification  may  be  of  little  or  no  avail. 

If,  however,  the  maximum  length  and  max- 
imum width  of  the  head  of  a  soldier  have  been 
recorded,  these  two  measurements  will  be  avail- 
able for  purposes  of  identification  of  the  dead, 
and  this,  with  collateral  evidence  of  the  condi- 
tion of  the  teeth  as  recorded  by  the  dentist  at 
home,  and  with  the  additional  evidence  as  to  age 
of  the  skeleton,  as  indicated  by  degrees  of  ossi- 
fication, will  greatly  facilitate  and  increase  the 
probability  of  identification,  where  otherwise  it 
might  be  very  difficult,  if  not  impossible  to  ac- 
complish. 

COLLATERAL  EVIDENCE  WITH  THE  HEAD  MEASURE- 
MENTS. 

Teeth.  Dentists  usually  keep  a  record  of 
their  daily  work  for  each  individual  as  to  teeth 
filled,  nature  of  filling,  class,  size,  form,  posi- 
tion and  regularity  of  teeth  treated ;  degree  of 
decay,  much  or  superficial,  broken  or  with  roots 
only  existing,  teeth  missing.  Such  and  other 
details  familiar  to  dentists,  combined  with  the 
two  head  measurements,  would  be  very  valuable 
either  as  positive  or  negative  evidence  of  iden- 
tity. 

Synostosis.  This  is  one  of  the  first  signs  of 
age  in  the  skeleton;  the  spot  where  it  first  ap- 
pears varies  with  age.  The  most  frequent  place 
is  at  a  point  on  the  sagittal  suture  at  the  union 
of  its  posterior  fifth  with  its  anterior  three- 
fifths,  where  the  suture  is  clearly  marked 
obclion.  If  the  suture  is  entire,  the  individual  is 
about  35  years  of  age  or  less.  If  the  posterior 
sagittal  point  is  commencing  to  close  in,  the  in- 
dividual is  about  40  years  of  age.  The  ossifica- 
tion of  the  coronal  suture  close  to  bregma 
would  indicate  a  person  50  or  more  years  of 
age.  If  the  temporal  suture  is  closed,  it  indi- 
cates an  age  of  66  years  or  more.  In  the  white 
race  ossification  generally  proceeds  from  behind 
forwards ;  in  the  negro  race  it  is  the  reverse. 
Wearing  away  of  teeth  and  character  of  jaw 
can  give  idea  of  age. 

CONDITION  OP  SKELETON  IN  GENERAL  AS  INDICA- 
TION OF  AGE:  OSSIFICATION  OF  LONG  BONES. 

A  few  of  many  points  might  be  mentioned: 
a    at  the  age  of  16,  the  calcaneum  is  ossified 
throughout;  (6)  at  17,  the  greater  trochanter  is 
united  to  the  head  of  the  femur;  (c)  at  18,  the 
superior  extremity  of  the  femur  is  united  in  its 


entirety  to  the  shaft;  (d)  at  19,  the  epiphyses 
of  the  metatarsal  bones  are  united  to  the  body; 
(e)at  20,  the  epiphyses  of  the  metacarpal  bones 
are  united  to  the  body;  (/)  at  45,  the  xiphoid 
cartilage  is  ankylosed  to  the  sternum;  (g)  at 
50,  the  coccyx  is  ankylosed  to  the  sacrum. 
These  and  other  general  statements,  based  upon 
many  authorities,  would  help  much,  as  collat- 
eral evidence,  with  the  head  measurements. 

Data  taken  from  the  regular  physical  exami- 
nation of  the  soldiers,  including  marks,  scars, 
osseous  and  other  peculiarities,  might  be  of  ad- 
ditional service  in  the  identification  after 
death,  according  to  the  condition  of  the  bodyr 
or  degree  of  decomposition,  etc. 

HEAD   MEASUREMENTS   OF   THE   LIVING  COMPARED 
WITH  THOSE  OF  THE  DEAD. 

In  a  study  of  1139  skulls  of  persons  of  differ- 
ent nationalities,  and  who  at  death  were  in 
various  conditions  of  nutrition,  Czekanowski,-  a 
Polish  writer,  gives  the  various  thickness  of  the 
soft  parts  of  the  skull  at  the  place  of  maximum 
width  and  maximum  length.  Taking  an  aver- 
age of  these,  I  find  5.1  millimeters  thickness  of 
the  soft  parts  of  the  maximum  length  and  6.9 
millimeters  for  those  of  the  maximum  width. 
In  comparing,  therefore,  the  measurements  of 
the  skull,  where  the  soft  parts  are  decayed 
away,  with  the  measurements  of  the  head  of  the 
living  person  to  whom  the  skull  is  supposed  to 
belong,  5  millimeters  should  be  added  to  the 
maximum  length  and  7  millimeters  (avoiding 
fractions)  to  the  maximum  width  of  the  skull. 

In  addition  to  this,  the  cephalic  index  of  the 
living  subject  can  be  compared  with  that  of  his 
skull  after  death,  by  adding  two  units  to  the 
cephalic  index  of  the  skull,  as  is  done  by 
Topinard  and  other  leading  authorities. 

Thus,  if  it  be  claimed  that  a  decomposed  body 
is  that  of  a  dead  or  missing  soldier,  whose  head 
we  know  to  have  been  dolichocephalic,  whether 
the  skull  of  the  body  in  question  is  dolicho- 
cephalic or  not  can  easily  be  determined,  and  if 
not  dolichocephalic,  it  is  quite  evident  that  a 
mistake  has  been  made,  if  not  fraud  committed. 
If,  however,  the  skull  be  dolichocephalic,  the  de- 
gree of  dolichocephaly  can  be  found  and  its 
correspondence  with  the  head  of  the  previously 
living  subject  determined.  This,  with  the  col- 
lateral evidence  from  data  as  to  teeth  and  ossi- 
fication signs  of  age  of  the  skull  and  rest  of 
the  skeleton,  will  greatly  aid  in  the  identifica- 
tion of  heads  of  the  living  with  their  skulls 
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after  death,  and  both  positively  and  negatively. 
The  negative  evidence  can  prevent  much  fraud. 

TIME    REQUIRED    AND    EXPENSE    OP  TAKING  THE 
HEAD  MEASUREMENTS. 

The  time  necessary  to  take  the  maximum 
length  and  maximum  width  of  head  is  one  min- 
ute. The  head  measurements  could  be  taken 
best  along  with  the  measurements  of  height, 
chest  girths,  etc.  If  this  is  not  done  by  those 
making  the  regular  measurements  required  in 
the  physical  examination  of  soldiers,  it  could  be 
done  at  other  times,  and  with  a  force  of  ten 
persons,  from  three  to  four  thousand  could  be 
measured  in  a  day.  The  calipers  for  making 
the  measurements  would  cost  about  ten  dollars 
a  pair.  The  salaries  of  the  force  of  ten  or 
more,  if  thought  best  to  increase  it,  could  be 
arranged  as  are  the  salaries  of  those  now  con- 
ducting the  psychological  measurements  of  the 
soldiers. 

PHYSICAL  STATUS  OF  THE  AMERICAN  PEOPLE. 

The  physical  measurements  of  our  young 
men  which  are  being  made  in  connection  with 
their  entrance  into  military  service,  is  a  begin- 
ning  on  a  large  scale  of  establishing  the  phys- 
ical status  of  the  American  people.  The  meas- 
urements of  maximum  length  and  width  of 
head,  furnishing  the  cephalic  index,  are  the  two 
most  important  physical  measurements  of  the 
body.  In  most  all  scientific  studies  of  races 
and  peoples,  these  two  head  measurements  are 
taken.  The  physical  and  psychological  meas- 
urements now  being  taken  of  the  soldiers 
would  not  only  have  their  scientific  value  great- 
ly increased  by  the  addition  of  these  two  head 
measurements,  but  the  physical  status  of  the 
American  people  would  be  made  comparable 
with  that  of  other  peoples,  races  and  nations. 

The  American  people,  who  are  paying  and 
sacrificing  for  the  war,  are  entitled  to  such 
knowledge,  not  only  on  account  of  the  prac- 
tical reasons  for  identification  already  set  forth, 
but  for  its  permanent  and  general  value  to  the 
whole  American  nation  now,  and  especially  in 
the  future.  And  unless  these  most  important 
measurements  are  taken  now,  requiring  but  one 
minute  of  time,  this  opportunity  of  making  all 
the  measurements — mental,  moral  and  physical 
— of  much  more  present  and  permanent  value, 
will  practically  be  lost. 
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PATHOLOGICAL    CLASSIFICATIONS  OF 
PULMONARY  TUBERCULOSIS. 

By  Herbert  F.  Gammons,  M.D.,  Carlsbad,  Texas. 

The  resulting  reaction  of  tissues  to  the  in- 
jury by  the  entrance  of  the  tubercle  bacillus, 
depends  upon  the  virulence  of  the  bacilli,  the 
resistance  of  the  host,  the  number  of  bacilli 
and  the  length  of  time  of  contact  of  the  bacilli 
with  the  tissues.  Furthermore,  the  treatment 
of  the  infected  person  influences  the  patho- 
logical condition  to  a  great  extent. 

It  is  very  uncommon  to  find  a  single  stage 
of  disease  in  a  tuberculous  person  if  the  dis- 
ease has  been  present  for  some  time ;  for  in- 
stance, it  is  not  uncommon  to  find,  in  the  same 
lobe  of  the  lung,  caseation,  necrosis,  inflamma- 
tion, fibrosis  and  calcification. 

However,  it  is  possible  to  divide  the  disease, 
according  to  its  pathology,  into  inflammatory 
and  ulcerative  types,  and  these  two  types  may 
be  subdivided  into  fibro-inflammatory  or  fibro- 
uicerative  of  the  incipient  moderately  advanced 
or  advanced  stage,  as  the  case  may  be,  accord- 
ing to  the  other  manifestations  of  the  disease. 

The  diagnosis  of  these  conditions  may  be 
made  clinically  by  stethoscopic  examination 
and  also  by  observation  of  the  sputum  and  by 
the  use  of  the  x-ray;  the  inflammatory  cases 
having,  as  a  rule,  broncho-vesicular  or,  possi- 
bly, bronchial  breathing  in  some  instances,  de- 
pending on  the  site  of  the  lesion ;  some  cases, 
however,  do  not  have  any  modification  of  the 
vesicular  breathing,  but  they  do  show  fine  rales 
of  a  crepitant  nature. 

The  ulcerative  case  shows  at  some  time  muco- 
purulent or  purulent  sputum,  with  elastic-tis- 
sue fibers,  and  stethoscopic  examination  shows 
signs  of  cavitation,  at  times  very  slight,  includ- 
ing marked  variation  in  the  vesicular  res- 
piration, increased  sound  transmission  and 
rtales  of  a  mucous  character,  depending  on  the 
stage  of  the  ulceration. 
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X-ray  examination  shows  all  degrees  of  shad- 
ows, depending  on  the  stage  of  the  ulceration, 
while  in  simple  inflammatory  cases,  where  the 
inflammation  is  more  or  less  diffused,  the  x-ray 
examination  has  been  negative.  When  there  is 
a  faint  shadow  surrounding  a  deeper  shadow 
on  x-ray  examination,  there  is  usually  active 
inflammation  in  this  faint  shadowy  area  which 
is  surrounding  the  old  fibroid  or  ulcerative 
process  that  gave  the  darker  shadow. 

The  classification  of  pulmonary  tuberculosis, 
as  used  by  the  National  Association  for  the 
Study  and  Prevention  of  Tuberculosis  until 
recently,  has  dealt  more  with  the  length  of 
time  of  infection,  and  the  area  of  infection, 
than  with  the  pathology  of  the  disease. 

Rathburn's  modification1  of  previous  clas- 
sifications increases  the  flexibility  of  the 
previous  classifications ;  however,  it  seems  prob- 
able that  the  classification  of  pulmonary  tu- 
berculosis may  be  made  a  little  more  useful 
from  a  therapeutic  and  prognostic  standpoint, 
if  we  consider  the  disease  from  the  standpoint 
of  its  pathology,  at  the  same  time  considering 
the  extent  of  involvement,  length  of  time  of 
disease,  resistance  of  the  patient,  and  virulence 
of  the  infecting  organisms,  as  shown  by  the 
constitutional  symptoms. 

The  treatment  of  these  different  pathological 
conditions  in  pulmonary  tuberculosis  is  not  all 
the  same  for  each  type.  For  instance,  a  simple 
inflammatory  incipient  case,  with  no  constitu- 
tional symptoms,  does  not  need  the  rest  that 
other  types  need.  The  moderately  advanced 
ulcerative  case  often  needs  more  rest  than  the 
advanced  fibro-inflammatory  case  which  has  no 
constitutional  symptoms. 

The  prognosis  of  all  these  types  and  stages 
depends  on  the  treatment,  to  a  certain  extent; 
however,  the  far-advanced  cases  of  the  fibro- 
inflammatory  type,  and  without  constitutional 
symptoms,  has  not  only  developed  his  immun- 
ity but  he  has  also  developed  a  great  mechani- 
cal resistance  in  the  affected  areas,  as  has  been 
shown  by  Krause2,  and  will  often  do  better 
and  live  longer,  with  proper  treatment,  than 
the  active  inflammatory  type  of  the  incipient 
stage. 

By  using  the  present  classification  of  Rath- 
burn1  and  adding  the  pathological  type,  as 
is  found  by  observing  the  sputum  and  by  ex- 
amination with  the  stethoscope  and  x-ray,  it  is 
probable  that  we  may  give  the  patient  more 


definite  advice  as  regards  the  prognosis  and 

treatment  of  his  disease.* 
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IDIOPATHIC    EPILEPSY   A  SYMPATHI- 
COPATHY. 
By  Edward  A.  TRACY,  M.D.,  Boston. 

(Continued  from  page  ISO.) 

Nov.  8,  1916.  Obs.  278.  8  p.m.  Reaction 
time :  left  forearm,  15  seconds ;  right  forearm, 

14  seconds;  left  face,  10  seconds;  right  face,  9 
seconds.  Patient  had  an  attack  of  convulsions 
at  4  a.m.  the  next  morning. 

Nov.  9,  1916.  Obs.  282.  8  p.m.  Reaction 
time :  left  forearm,  21  seconds ;  right  forearm, 

15  seconds ;  left  face,  8  seconds :  right  face.  8 
seconds.  Patient  had  two  attacks  of  convul- 
sions in  the  early  morning  following. 

Nov.  10,  1916.  "Obs.  286!  8  p.m.  Reaction 
time:  left  forearm,  15  seconds;  right  forearm. 
18  seconds ;  left  face,  9  seconds ;  right  face,  8 
seconds.  Patient  had  an  attack  at  8  o'clock  the 
following  morning. 

Nov.  18,  1916.  Obs.  318.  9  a.m.  Reaction 
time:  left  forearm,  14  seconds ;,  right  forearm, 
13  seconds:  left  face,  11  seconds;  right  face,  14 
seconds.  Patient  had  an  attack  at  11  a.m..  two 
hours  after  the  observation  was  made. 

Obs.  320.  7  p.m.  Reaction  time:  left  fore- 
arm, 14  seconds:  right  forearm,  13  seconds: 
left  face,  15  seconds;  right  face,  11  seconds. 
Patient  .had  an  attack  at  3  o'clock  the  next 
morning. 

Nov.  19,  1916.  Obs.  323.  7  p.m.  Reaction 
time:  left  forearm,  12  seconds;  right  forearm, 
11  seconds;  left  face,  11  seconds;  right  face.  11 
seconds.  Patient  had  convulsions  at  3  o'clock 
the  next  morning. 

Nov.  20,  1916.  Obs.  328.  7.45  p.m.  Reac- 
tion time :  left  forearm,  16  seconds :  right  fore- 
arm, 15  seconds;  left  face.  11  seconds:  right 
face,  9  seconds.  Patient  had  convulsions  at  3 
o'clock  the  next  morning. 

Nov.  21,  1916.  Obs.  333.  7.45  p.m.  Reac- 
tion time :  left  forearm,  20  seconds ;  right  fore- 
arm, 15  seconds;  left  face,  10  seconds:  right 
face,  11  seconds.  Patient  had  convulsions  at  5 
o'clock  the  next  morning. 

Nov.  28,  1916.  Obs.  369.  7.30  p.m.  Reac- 
tion time:  left  forearm,  11  seconds;  right  fore- 
arm, 14  seconds;  left  face,  10  seconds:  right 
face,  9  seconds.  Patient  had  convulsions  the 
next  morning  at  9  o'clock. 

Dec.  17,  1916.  Obs.  443.  7  p.m.  Reaction 
time:  left  forearm,  13  seconds;  right  forearm, 

*  The  schema,  as  worked  out  by  Rathburn,  offers  the  following 
combinations:  Incipient,  Moderately  Advanced  and  Advanced,  A, 
B,  and  C;  the  suffixes  denoting,  respectively:  Slight  or  no  symp- 
toms ;  Moderate  symptoms,  or  Severe  symptoms. 
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14  seconds;  left  face,  11  seconds;  right  face,  10 
seconds.  Patient  had  convulsions  the  next 
morning  at  8.30  o'clock. 

Dec.  23,  1916.  Obs.  462.  8  p.m.  Reaction 
time:  left  forearm,  13  seconds;  right  forearm, 
11  seconds;  left  face,  10  seconds;  right  face,  11 
seconds.  Patient  had  convulsions  at  4  and  8.40 
o'clock  the  next  morning. 

Jan.  1,  1917.  Obs.  485.  7  p.m.  Reaction 
time:  left  forearm,  15  seconds;  right  forearm, 
11  seconds;  left  face,  11  seconds;  right  face,  9 
seconds.  Patient  had  convulsions  at  7.45  o'clock 
the  next  morning. 

Jan  9,  1917.    Obs.  512.    7.30  p.m.  Reaction 
time:  left  forearm,  16  seconds;  right  forearm, 
*  10  seconds ;  left  face,  13  seconds ;  right  face,  10 
seconds.    Patient  had  convulsions  at  5  o'clock 
the  next  morning. 

Jan.  15,  1917.  Obs.  530.  8.30  p.m.  Reac- 
tion time,  left  forearm,  12  seconds;  right  fore- 
arm, 15  seconds;  left  face,  11  seconds;  right 
face,  11  seconds.  Convulsions  at  5  o'clock  the 
next  morning. 

Jan.  25,  1917.  Obs.  557.  8  p.m.  Reaction 
time :  left  forearm,  17  seconds ;  right  forearm, 
17  seconds ;  left  face,  11  seconds ;  right  face,  10 
seconds.  Convulsions  at  6  o'clock  the  next 
morning. 

Jan.  26,  1917.  Obs.  560.  8  p.m.  Reaction 
time :  left  forearm,  20  seconds ;  right  forearm, 
19  seconds;  left  face,  10  seconds;  right  face,  11 
seconds.  Convulsions  at  3  o'clock  the  next 
morning. 

Feb.  6,  1917.  Obs.  585.  7.30  p.m.  Reaction 
time:  left  forearm,  10  seconds;  right  forearm, 
15  seconds;  left  face,  9  seconds;  right  face,  11 
seconds.  Convulsions  followed  in  the  early 
morning  at  1.30  and  2.30  o'clock. 

Feb.  13,  1917.  Obs.  596.  7.30  p.m.  Reac- 
tion time  :  left  forearm,  15  seconds ;  right  fore- 
arm, 15  seconds ;  left  face,  11  seconds ;  right 
face,  11  seconds.  Convulsions  during  the  night 
and  again  at  7.30  o'clock  the  next  morning. 

Feb.  21,  1917.  Obs.  615.  7  p.m.  Reaction 
time:  left  forearm,  16  seconds;  right  forearm, 
10  seconds ;  left  face,  11  seconds ;  right  face,  1 0 
seconds.  Convulsions  the  next  morning  at  9 
o'clock. 

March  3,  1917.  Obs.  639.  8  p.m.  Reaction 
time :  left  forearm,  14  seconds ;  right  forearm, 
12  seconds ;  left  face,  10  seconds ;  right  face,  10 
seconds.  Convulsions  followed  at  4  o'clock  the 
next  morning. 

March  28,  1917.  Obs.  682.  8  p.m.  Reaction 
time :  left  forearm,  13  seconds ;  right  forearm, 
10  seconds;  left  face,  10  seconds;  right  face,  9 
seconds.  Convulsions  at  3  o'clock  and  7.30 
o'clock  the  next  morning. 

March  31,  1917.  Obs.  691.  7.30  p.m.  Reac- 
tion time :  left  forearm,  18  seconds ;  right  fore- 
arm, 20  seconds ;  left  face,  11  seconds ;  right 
face,  10  seconds.  During  the  night  had  two  at- 
tacks of  convulsions. 

April  6,  1917.  Obs.  709.  8  p.m.  Reaction 
time :  left  forearm,  11  seconds ;  right  forearm, 


11  seconds;  left  face,  10  seconds;  right  face,  10 
seconds.  Convulsions  during  the  night  and  the 
next  morning. 

May  1,  1917.  Obs.  790.  7  p.m.  Reaction 
time:  left  forearm,  19  seconds;  right  forearm, 
16  seconds;  left  face,  15  seconds;  right  face,  11 
seconds.  Convulsions  at  2.30  and  at  6  o'clock  the 
next  morning. 

.May  2,  1917.  Obs.  794.  8  p.m.  Reaction 
time :  left  forearm,  11  seconds ;  right  forearm, 

13  seconds ;  left  face,  14  seconds ;  right  face,  10 
seconds.  Convulsions  at  5  o'clock  the  next 
morning. 

May  3,  1917.  Obs.  798.  7.30  p.m.  Reaction 
time :  left  forearm,  19  seconds ;  right  forearm, 
20  seconds;  left  face,  13  seconds;  right  face,  9 
seconds.  Convulsions  that  night  at  1.30  o'clock. 

May  16,  1917.  Obs.  847.'  8  p.m.  Reaction 
time:  left  forearm,  17  seconds;  right  forearm, 
23  seconds;  left  face,  10  seconds;  right  face,  9 
seconds.  Convulsions  next  morning  at  4 
o'clock. 

_  May  24,  1917.  Obs.  876.  8  p.m.  Reaction 
time :  left  forearm,  17  seconds ;  right  forearm, 

14  seconds ;  left  face,  10  seconds ;  right  face,  10 
seconds.  Convulsions  next  morning  at  8 
o'clock. 

_  May  25,  1917.  Obs.  880.  8  p.m.  Reaction 
time :  left  forearm,  14  seconds ;  right  forearm, 
16  seconds;  left  face,  9  seconds;  right  face,  9 
seconds.  Convulsions  at  7  o'clock  the  next 
morning. 

Jitne  8,  1917.  Obs.  913.  7.30  p.m.  Reaction 
time :  left  forearm,  15  seconds ;  right  forearm, 

15  seconds;  left  face,  11  seconds;  right  face,  10 
seconds.  Convulsions  at  5  and  9  o'clock  the 
next  morning. 

June  15,  1917.  Obs.  931.  8  p.m.  Reaction 
time:  left  forearm,  13  seconds;  right  forearm, 
8  seconds;  left  face,  11  seconds;  right  face,  10 
seconds.  Convulsions  next  morning  at  5.30 
o  'clock. 

_  June  23,  1917.  Obs.  948.  8  p.m.  Reaction 
time :  left  forearm,  13  seconds ;  right  forearm,  8 
seconds;  left  face,  9  seconds;  right  face,  11  sec- 
onds. During  the  night  patient  had  two  at- 
tacks of  convulsions. 

June  28,  1917.  Obs.  964.  8.30  p.m.  Reac- 
tion time:  left  forearm,  11  seconds;  right  fore- 
arm, 11  seconds;  left  face,  11  seconds;  right 
face,  9  seconds.  Convulsions  at  3.30  and  5.45 
o'clock  in  the  morning. 

July  9,  1917.  Obs.  995.  8  p.m.  Reaction 
time :  left  forearm,  11  seconds :  right  forearm, 
12  seconds :  left  face,  9  seconds ;  right  face,  10 
seconds.  Convulsions  during  the  night  at  1  and 
3.30  o'clock. 

_  Oct.  27,  1917.  Obs.  1359.  6.40  p.m.  Ruc- 
tion time :  left  forearm,  IOV2  seconds ;  right 
forearm,  12  seconds;  left  face,  11  seconds; 
right  face,  12!/2  seconds.  Two  attacks  of  con- 
vulsions during  the  night. 

Nov.  9,  1917.  Obs.  1398.  5.30  p.m.  Reac- 
tion time :  left  forearm,  71/.  seconds ;  right 
forearm,  8y2  seconds;  left  face,  12  seconds: 
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light  face,  12^2  seconds.  Convulsions  at  5.30 
o  clock  the  next  morning. 

The  diseased  condition  of  the  sympathetic 
neurones,  evidenced  by  the  vasoconstriction 
spots  heretofore  described,  is  further  shown  by 
the  abnormal  reaction  times  of  the  vasoconstric- 
tion reflex,  many  examples  of  which  already 
have  been  given  in  this  essay.  A  demonstra- 
tion of  another  abnormality  of  the  reaction 
times  follows.  It  has  been  mentioned  that,  in 
the  normal  individual,  the  vasoconstriction  re- 
flex to  stroking  the  skin  of  the  forearm  is 
quicker  to  appear  than  that  which  follows 
stroking  the  face.  In  chronic  idiopathic  epi- 
lepsy the  reverse  is  frequently  noted,  i.e.,  the 
reaction  time  of  the  face  is  less  than  that  of 
the  forearm.  A  glance  over  the  observations  in 
Case  1,  given  above,  shows  this  abnormality. 
The  finding  is  confirmed  by  the  following  rec- 
ords of  single  observations  made  in  fifty-five 
other  cases  of  this  disease. 

Case  2.  Obs.  1508.  Reaction  time:  left  fore- 
arm, 12  seconds ;  right  forearm,  15  seconds ; 
left  face,  11  seconds;  right  face,  13  seconds. 

Case  4.  Obs.  1504.  Reaction  time:  left  fore- 
arm, 12  seconds ;  right  forearm,  18  seconds ; 
left  face,  10  seconds ;  right  face,  8  seconds. 

Case  6.  Obs.  1522.  Reaction  time:  left  fore- 
arm, 12  seconds ;  right  forearm,  12  seconds ; 
left  face,  10  seconds ;  right  face,  11  seconds. 

Case  9.  Obs.  1532.  Reaction  time :  left  fore- 
arm, 15  seconds ;  right  forearm,  12  seconds ; 
left  face,  10  seconds;  right  face,  11  seconds. 

Case  11.  Obs.  1540.  Reaction  time:  left 
forearm,  16  seconds ;  right  forearm,  8  seconds ; 
left  face,  10  seconds;  right  face,  13  seconds. 

Case  12.  Obs.  1544.  Reaction  time :  left  fore- 
arm, 13  seconds;  right  forearm,  16  seconds: 
left  face,  10  seconds;  right  face,  14  seconds. 

Case  14.  Obs.  1551.  Reaction  time :  left 
forearm,  19  seconds ;  right  forearm,  15  seconds ; 
left  face,  10  seconds,  patchy;  right  face,  7  sec- 
onds, patchy. 

Case  15.  Obs.  1555.  Reaction  time:  left 
forearm,  12y2  seconds;  right  forearm,  10  sec- 
onds ;  left  face,  10  seconds ;  right  face,  6  sec- 
onds. 

Ca  f.  16.     Obs.  1557.    Reaction  time:  left 

"'rojiTi,  8i£  seconds;  right  forearm,  11  sec- 

nnris:  left  face,  10  seconds;  right  face,  8  sec- 
onds. 


Case  17.  Obs.  1562.  Reaction  time:  left 
forearm,  10  seconds ;  right  forearm,  9  seconds ; 
left  face,  9  seconds ;  right  face,  12  seconds. 

Case  18.  Obs.  1566.  Reaction  time:  left 
forearm,  10  seconds ;  right  forearm,  7  seconds ; 
left  face,  10  seconds,  patchy;  right  face,  17  sec- 
onds. 

Case  19.  Obs.  1570.  Reaction  time:  left 
forearm,  16  seconds;  right  forearm,  7  seconds; 
left  face,  11  seconds,  patchy;  right  face,  6 

seconds. 

Case  20.  Obs.  1574.  Reaction  time:  left 
forearm,  9  seconds ;  right  forearm,  13  seconds ; 
left  face,  10  seconds;  right  face,  11  seconds, 
patchy. 

Case  21.  Obs.  1577.  Reaction  time:  left 
forearm,  9  seconds;  right  forearm,  13  seconds; 
left  face,  10  seconds;  right  face,  12  seconds. 

Case  22.  Obs.  1579.  Reaction  time:  left 
forearm,  21  seconds ;  right  forearm,  15  seconds : 
left  face,  8  seconds,  patchy. 

Case  23.  Obs.  1582.  Reaction  time:  left 
forearm,  8y2  seconds;  right  forearm,  13  sec- 
onds ;  left  face,  7  seconds,  patchy ;  right  face, 
7  seconds. 

Case  24.  Obs.  1585.  Reaction  time:  left 
forearm,  11  seconds:  right  forearm,  9  seconds; 
left  face,  10  seconds,  patchy;  right  face,  11 
seconds. 

Case  25.  Obs.  1589.  Reaction  time:  left 
forearm,  12  seconds ;  right  forearm,  15  seconds : 
left  face,  11  seconds ;  right  face,  15  seconds, 
patchy. 

Case  26.  Obs.  1593.  Reaction  time:  loft 
forearm,  12  seconds;  right  forearm,  9  seconds: 
left  face,  7  seconds;  patchy;  right  face,  10 
seconds. 

Case  29.  Obs.  1603.  Reaction  time:  left 
forearm,  12  seconds;  right  forearm,  9  seconds: 
left  face,  8  seconds ;  right  face,  10  seconds. 

Case  30.  Obs.  1607.  Reaction  time:  left 
forearm,  15  seconds ;  right  forearm,  15  seconds ; 
left  face,  8  seconds,  patchy;  right  face,  12 
seconds. 

Case  31.  Obs.  1610.  Reaction  time:  left  fore- 
arm, 16  seconds;  ri«rht  forearm,  17  seconds:  left 
face,  6  seconds;  right  face.  13  seconds,  patchy. 

Case  32.  Obs.  1612.  Reaction  time:  left  fore- 
arm. 11  seconds:  riarht  forearm.  8  seconds:  left 
face,  10  seconds:  right  face,  9  seconds. 

Case  33.  Obs.  1615.  Traction  time:  left  fore- 
?rm,  15  seconds;  right  forearm.  25  seconds: 
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left  face,  14  seconds,  patchy;  right  face,  9x/2 
seconds,  patchy. 

Case  34.  Obs.  1618.  Reaction  time:  left  fore- 
arm, 10  seconds;  right  forearm,  12  seconds;  loft 
face,  10  seconds;  right  face,  11  seconds,  patchy. 

Case  36.  Obs.  1623.  Reaction  time :  left  fore- 
arm, 19  seconds;  right  forearm,  13%  seconds; 
left  face,  8y2  seconds,  patchy;  right  face  10  sec- 
onds, patchy. 

Case  37.  Obs.  1626.  Reaction  time :  left  fore- 
arm, 15  seconds;  right  forearm,  15  seconds;  left 
face,  15  seconds;  right  face,  16  seconds,  patchy. 

Case  39.  Obs.  1631.  Reaction  time:  left  fore- 
arm, 15  seconds ;  right  forearm,  7  seconds ;  left 
face,  14  seconds ;  right  face,  9  seconds. 

Case  40.  Obs.  1633.  Reaction  time :  left  fore- 
arm, 13  seconds ;  right  forearm,  10  seconds ;  left 
face,  20  seconds;  right  face,  15  seconds,  patchy. 

Case  41.  Obs.  1637.  Reaction  time :  left  fore 
arm,  12  seconds ;  right  forearm,  12  seconds ;  left 
face,  19  seconds,  patchy;  right  face,  15  seconds, 
patchy. 

Case  43.  Obs.  1642.  Reaction  time :  left  fore- 
arm, 15  seconds;  right  forearm,  20  seconds;  left 
face,  20  seconds,  patchy;  right  face,  15  seconds, 
patchy. 

Case  45.  Obs.  1646.  Reaction  time:  left  fore- 
arm, 12  seconds;  right  forearm,  9  seconds;  left 
face,  13  seconds,  patchy ;  right  face,  15  seconds, 
patchy. 

Case  46.  Obs.  1649.  Reaction  time  ■  left  fore- 
arm, 23  seconds;  right  forearm,  11  seconds;  left 
face,  13  seconds;  right  face,  17  seconds,  patchy. 

Case  47.  Obs.  1651.  Reaction  time,  left  fore- 
arm, 13  seconds :  right  forearm,  15  seconds ; 
left  face,  13  seconds;  right  face,  11  seconds. 

Case  49.  Obs.  1656.  Reaction  time:  left 
forearm,  15  seconds;  right  forearm,  15  seconds; 
left  face,  10  seconds;  right  face,  11  seconds. 

Case  50.  Obs.  1659.  Reaction  time:  left 
forearm.  15  seconds :  right  forearm,  10  seconds ; 
left  face,  10  seconds ;  right  face,  14  seconds. 

Case  51.  Obs.  1660.  Reaction  time:  left 
forearm,  13  seconds;  rigrht  forearm,  7  seconds; 
left  face,  10  seconds :  right  face,  12  seconds, 
patchy. 

Case  52.  Obs.  1667.  Reaction  time:  left 
forearm,  16  seconds:  right  forearm.  12  seconds; 
left  face,  10  seconds ;  right  face,  9  seconds. 

Case  53.  Obs.  1669.  Reaction  time:  left 
forearm,  18  seconds:  right  forearm.  9  seconds; 
left  face.  8  seconds;  right  face,  10  seconds. 


Case  54.  Obs.  1672.  Reaction  time:  left 
forearm,  10  seconds;  right  forearm,  16  seconds; 
left  face,  12  seconds;  right  face,  11  seconds. 

Case  56.  Obs.  1678.  Reaction  time :  left 
forearm,  20  seconds,  patchy;  right  forearm, 
15  seconds;  left  face,  13  seconds,  patchy; 
right  face,  12  seconds. 

Another  abnormality  in  the  vasconstriction 
reaction  to  stroking,  sometimes  observed  in 
chronic  idiopathic  epilepsy,  is  this :  the  white 
streak  due  to  reflex  vasoconstriction  has  not  the 
evenness  of  the  normal  reaction, — parts  of  the 
streak  are  lacking;  it  is  patchy  in  appearance. 
This  defective  vasoconstriction  reaction,  termed 
"patchy,"  was  found  present  in  twenty-three 
out  of  forty-two  cases  of  this  disease,  as  the  re- 
action tests  recorded  above  show. 

Other  abnormalities  in  the  vasoconstriction 
reflex  have  been  observed ;  not  infrequently  is 
seen  a  widespread  area  of  pronounced  vasocon- 
striction, in  response  to  the  testing  stroke,  in 
place  of  the  ordinary  white  streak. 

Very  frequently  has  been  observed  a  differ- 
ence in  the  reaction  times  taken  simultaneously 
in  different  parts  of  the  same  forearm.  Nor- 
mally, the  reaction  times  for  the  forearm, 
stroked  near  the  elbow,  in  the  middle,  and  near 
the  wrist,  are  practically  the  same,  and  the 
three  resulting  streaks  are  quite  similar.  In 
epilepsy  the  reaction  times  in  these  different 
locations,  tested  simultaneously  on  the  same 
forearm,  as  a  rule,  vary,  and  frequently  one  of 
the  stroked  areas  responds  more  quickly,  or  with 
a  mose  pronounced  white  streak  than  the  others. 
(In  making  this  and  all  other  vasomotor  reac- 
tion tests,  the  writer  uses  a  little  instrument  de- 
vised for  the  purpose,  which  ensures  the  appli- 
cation of  the  same  stimulus  always, — the  stim- 
ulus caused  by  a  pressure  of  two  and  a  half 
ounces. ) 

Having  shown  the  diseased  condition  of  sym- 
pathetic neurones,  manifested  by  the  varied  ab- 
normalities described  in  the  vasoconstriction  re- 
flex and  by  the  vasoconstriction  spots,  observa- 
tions upon  some  phenomena  connected  with  the 
latter  appear  worthy  of  consideration.  During 
this  research,  the  discovery  was  made  that 
pigment  spots  are  invariably  associated  with 
chronic  vasoconstriction  spots,  that  is,  where 
such  vasoconstriction  spots  are  found,  not  far 
away  pigment  in  the  skin  is  also  found.  In  the 
photogravures  accompanying  this  essay  these 
pigment  spots  appear  with  ink-like  blackness. 
On  the  skin,  pigment  spots  appear  in  various 
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tints  of  brown,  and  are  not  at  all  as  impressive 
as  they  appear  in  these  pictures.  Pigment 
spots  have  served  a  very  useful  purpose  in  the 
study  of  the  vasoconstriction  spots,  for,  being 
permanent,  they  served  as  landmarks  for  the 
location  of  the  more  elusive  vasoconstriction 
spots.  A  sketch  was  made  of  the  surface  upon 
which  vasoconstriction  spots  had  been  found, 
and  the  location  of  them  relative  to  the  pig- 
ment spots  was  indicated  upon  the  sketch.  Using 
this  sketch  as  a  map,  further  inspection  of  the 
surface  a  week  or  two  after  revealed  the  chron- 
icity,  change  of  location,  etc.,  of  the  vasocon- 
striction spots  that  were  under  observation. 

(To  be  continued.) 


§>atisty  Export. 


THIRTY-SECOND  ANNUAL  MEETING  OF 
THE  AMERICAN  ORTHOPEDIC  ASSO- 
CIATION. 

Army   Medical  School,  Washington,  D.C., 
April  22-23,  1918. 

(Continued  from  page  783.) 
DISCUSSION. 

Major  W.  C.  Peters,  M.R.C.,  said  he  had 
not  had  experience  with  men  returning  from  the 
war.  He  had  supervision  of  camps  in  the  Mid- 
dle West,  and  he  wished  to  speak  of  funda- 
mental principles  involved.  Major  Hornsby 
had  said  that  he  did  not  consider  this  a  time 
for  the  rehabilitation  of  the  defective  individ- 
ual. Still,  it  was  found  that  many  cardiac 
cases  could  be  treated  by  suitable  exercise  and 
many  tuberculous  cases  could  be  made  more  fit. 
Even  granting  that  operation  was  undesirable, 
many  men  could  be  made  fit  for  the  line,  many 
more  for  limited  service,  and,  thirdly,  there  was 
the  important  point  of  equal  justice.  It  was 
not  fair  that  one  boy  should  give  up  his  posi- 
tion to  go  to  France  and  get  shot,  while  the 
other  boy  could  stay  with  his  family  and 
friends  and  keep  his  position  just  because  he 
had  flat  feet.  In  the  Middle  West  intensive 
training  was  being  used  more  than  operative 
methods,  and  the  end  justified  the  efforts. 

Major  Emil  Geist,  M.R.C.,  said  he  was  not 
a  camp  orthopedist;  he  was  connected  with  the 


General  Hospital,  and  these  problems  were 
rather  different.  He  had  watched  the  work  of 
Major  Corbusier,  and  it  seemed  to  him  that  if 
one  eliminated  men  from  the  Army  and 
S.C.D'd  them  because  they  had  flat  feet  they 
were  going  to  waste  a  lot  of  good  men,  who  at 
least  were  fit  for  selected  service.  The  last  order 
of  the  Surgeon-General  was  that  men  with  flat 
feet  should  not  be  S.C.D'd.  This  was  the  most 
sensible  order  yet  issued. 

Captain  Marshall,  M.R.C.,  said  that  there 
were  several  very  commendable  features  in  this 
work  of  Captain  Rich.  In  experience  gathered 
as  camp  orthopedist  at  Camp  Ta.ylor  he  felt 
that  many  difficulties  could  be  overcome  by  co- 
operation with  hospital  management.  It  was  a 
big  mistake  to  put  a  premium  on  disability. 
Many  a  malingerer  would  go  from  one  ward 
to  another  and  be  seen  by  different  con- 
sultants. A  rank  malingerer  would  thus  pass 
his  time  surrounded  by  all  the  comforts  of  the 
Red  Cross,  and  it  was  impossible  to  play  the 
detective  continually  on  these  men.  This  oc- 
curred continually,  and  it  was  only  by  segre- 
gating these  men  that  the  plan  could  be  worked 
out.  Simulation  of  ankylosis  of  the  knee  was 
a  favorite  plan,  and  these  men  would  put  in 
several  months  in  the  hospital.  This  plan,  ad- 
vocated by  Captain  Rich,  was  by  no  means  a 
pleasure  cure,  and  was  highly  commendable  in 
these  malingering  cases. 

Captain  Truehart,  M.R.C.,  of  Camp  Cody, 
said  he  had  seen  a  camp  suffering  from  psychic 
flat  foot.  The  cure  was  made  extremely  stren- 
uous and  it  entirely  eliminated  the  psychic 
side.  The  real  flat  feet  were  left.  The  stren- 
uous training  was  then  let  up  and  it  was 
found  that  many  of  these  men  would  never  be 
really  fit  for  military  duty.  Many  of  them 
made  excellent  bakers,  but  they  could  never 
march.  Old  empyema  cases  were  put  under  a 
course  of  exercises  to  prevent  scolioses,  which 
often  developed  after  empyema.  In  this  way 
one  could  clean  out  four  or  five  hundred  men 
from  the  hospital,  and  leave  only  50  or  60. 

Captain  Whitbeck,  M.R.C.,  said  that  he  be- 
lieved that  his  provisional  regime  was  of  the 
utmost  importance.  In  the  beginning  of  the 
war  it  was  customary  to  reject  all  cases  of  feet 
which  did  not  come  up  to  a  high  standard. 
When  the  men  enlisted  they  were  rejected  for 
foot  conditions  which  did  not  come  up  to  the 
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Regular  Army  staudards.  In  the  National 
Army  there  were  many  men  who  had  been  re- 
jected for  the  Regular  Army  because  they  had 
flat  feet.  It  would  be  found  impossible  to  pre- 
serve the  standard  of  perfect  feet.  Men  were 
also  found  to  fall  out  through  disability  or  ma- 
lingering. A  number  of  these  cases  could  be 
put  in  shape  for  military  service.  The  second 
draft  had  picked  up  a  lot  of  men  who  were 
passed  by  on  the  first  draft,  and  eight  months 
had  thus  been  lost,  therefore  it  was  of  the  ut- 
most importance  that  good  judgment  should  be 
used.  Forty-eight  hours  were  wasted  in  going 
through  the  hospital  routine,  whereas  if  the 
men  were  examined  in  camp  and  referred  to 
the  casual  detachment,  the  problem  would  be 
solved.  The  class  could  be  placed  under  super- 
vision of  an  orthopedic  man,  and  many  cases 
could  be  made  fit  by  graduated  exercise.  This 
would  relieve  the  congestion  in  the  wards  and 
make  room  for  the  really  sick  cases.  Cases 
operated  on  for  hernia  and  cases  with  sub-acute 
synovitis  could  get  a  chance  to  get  into  shape 
before  being  put  in  line  duty. 

Dr.  S.  T winch,  of  Newark,  said  he  would  like 
to  ask  the  members  for  some  instruction  in  the 
examination  of  foot  cases.  The  ideas  were  not 
uniform  on  the  subject.  One  man  rejects  a 
foot  that  can't  go  into  an  ordinary  shoe.  Dr. 
T winch  said  that  many  cases  besides  this  were 
not  fit,  and  he  rejected  them,  irrespective  of 
the  orders. 

Captain  Test,  M.R.C.,  of  Camp  Dodge,  said 
that  he  could  say  a  word  in  reference  to  the  use 
of  plaster.  It  would  make  no  difference  to  the 
psychic  foot;  where  the  foot  was  really  sensi- 
tive considerable  relief  could  be  gained  by  im- 
mobilization in  plaster.  Flat  feet  were  of  two 
kinds,  the  static  flat  foot,  and  the  arthritic  flat 
foot  with  history  of  rheumatism.  There  was 
little  to  do  for  the  latter  kind ;  the  x-ray  shows 
lipping  of  the  edges  of  the  tarsal  bones.  The 
static  flat  foot  with  stretched  ligaments  could  be 
put  up  in  a  plaster  for  four  weeks  to  allow  of 
subsidence  of  inflammation,  and  then  it  could 
be  strengthened  by  exercise.  Probably  there 
were  many  perfectly  good  flat  feet.  There  was 
strain  observed  with  high  arch  also.  There  was 
ethnic  significance  in  this.  The  Scandinavian 
showed  a  thin  foot  with  a  high  arch.  This 
type  of  foot  did  not  stand  marching  well.  Put- 
ting pads  tinder  the  metatarsal  heads  helped 
somewhat,  and  increasing  the  size  of  the  shoes 


helped  more.  It  had  been  found  of  help  in 
teaching  regimental  surgeons  about  feet,  to 
have  two  lantern  slides  made,  showing  a  normal 
and  an  abnormal  foot.  It  was  important  to  be 
able  to  judge  whether  a  man  was  malingering 
or  not. 

Captain  E.  R.  Rich,  in  conclusion,  said  that 
he  thought  that  any  case  bad  enough  to  be  put 
in  plaster  of  Paris  ought  to  beS.C.D'd.  It  was 
found  difficult  to  get  the  Casual  Detachment 
started  in  camps.  The  orthopedic  man  had  to 
get  in  touch  with  the  line  officer,  and  some- 
times it  was  necessary  to  telegraph  to  the 
Surgeon-General's  office.  The  organization  was 
a  very  essential  one. 

ORGANIZATION  OP  DIVI-ION  OP  ORTHOPEDIC  SUR- 
GERY IN  U.  S.  ARMY  WITH  EXPEDITIONARY 
PORCES. 

Major  Joel  E.  Goldthwait  sent  this  paper. 
Briefly  stated,  the  points  covered  were  as  fol- 
lows: The  chief  work  of  the  orthopedic  surgeon 
is  the  salvage  of  men  for  duty;  this  consists  of 
two  parts — -(a)  proper  physical  training,  (6) 
restoration  of  wounded.  Under  the  first  head- 
ing falls  the  general  postural  care,  inspection 
of  shoes  and  clothing,  and  special  supervision 
of  training.  The  second  part  involves  the 
treatment  or  assistance  in  treatment  of  cases  in 
which  the  bones  and  joints  are  injured,  or  in 
which  the  muscles,  tendons  or  ligaments  which 
are  involved  in  the  control  of  these  parts  are 
damaged,  including  proper  supervision  of 
splints,  and  transportation. 

ORTHOPEDIC  SURGERY  IN  THE  ADVANCE  ZONE. 

Major  Kendall  Emerson,  M.R.C.,  A.E.F., 
gave  his-  paper.  In  time  of  stress,  as  at  the 
present,  perfect  health  was  the  most  desirable 
asset;  correct  posture  was  essential  in  order  to 
have  the  least  possible  interference  with  the 
functions  of  the  abdominal  viscera.  It  was  es- 
sential that  principles  of  hygiene  should  be  un- 
derstood by  men  and  officers.  In  organizing  an 
orthopedic  unit  the  work  was  under  a 
line  officer  and  four  orthopedic  surgeons. 
It  included  two  parts.  First:  Under  prop- 
er physical  training  men  were  trained  to 
become  fit  for  full  combat  duty ;  80%  of  the 
men  were  enabled  to  reach  this  standard.  The 
second  part  of  the  work  dealt  with  the  restora- 
tion of  the  wounded  and  included  the  splints 
used  for  their  transportation,  and  their  subse- 
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quent  hospital  treatment  and  re-education.  It 
was  felt  that  the  orthopedic  surgeon  had  a  spe- 
cial duty  to  perform  in  the  advanced  areas  of 
warfare.  Attention  had  to  be  given  to  the  sol- 
dier when  he  fell,  and  the  stages  from  the 
trenches  to  the  hospital  train  were  under  spe- 
cial care.  The  ambulance  service  had  no  facil- 
ities for  operation,  owing  to  air  raids,  and  the 
first  opportunity  for  operating  was  the  evacua- 
tion hospital.  A  stationary  hospital  with  a  per- 
manent staff,  five  miles  back  from  the  line  of 
battle,  and  equipped  with  500-1000  beds,  could 
cover  a  great  deal  of  active  work.  Different 
small  staff  units  could  be  detached  from  this 
and  be  detailed  to  points  where  the  staff  was 
overworked.  Such  small  teams  were  mobile  and 
could  be  added  to  or  taken  away  from  a  unit. 
They  should  be  equipped  to  do  all  kinds  of 
surgery.  A  permanent  orthopedic  unit  with 
detachable  teams  could  be  created  under  the 
supervision  of  a  first-class  orthopedic  surgeon. 
A  general  surgeon  could  act  as  assistant  and 
anesthetist.  The  orthopedic  surgeon  should  be 
broad  enough  in  spirit  and  ability  to  assist  the 
general  surgeon,  when  necessary,  in  chest  and 
abdominal  cases.  In  fractures  and  joint  in- 
juries the  trained  judgment  of  the  orthopedic 
man  was  necessary  in  the  first  instance.  The 
details  of  the  kind  of  splint  required  and  the 
problems  of  immobilization  should  be  carried 
out  under  his  supervision,  though  orderlies 
could  be  trained  to  do  wonderful  work,  under 
proper  direction.  In  forming  her  medical  and 
surgical  units  the  greatest  care  as  to  organiza- 
tion and  detail  was  necessary.  America  must 
leave  no  stone  unturned  to  offer  the  best  sur- 
gical service  to  help  the  boys  who  were  offering 
the  supreme  service  of  sacrifice. 

DEMONSTRATION  OF  IMPORTANT  SPLINTS  APPLIED. 

Captain  W.  J.  Taylor,  M.R.C.,  A.E.F.  It 
was  stated  that  the  splints  used  by  the  British 
had  been  made  haphazard  without  efforts  at 
standardization.  An  attempt  had  been  made  to 
adapt  them  to  men  of  any  size,  by  various  con- 
trivances. Standardization  would  simplify  pro- 
cedures and  aid  transportation  facilities.  The 
splint  should  be  quickly  applied,  before  the 
man  has  a  chance  to  move  and  to  make  a  com- 
pound fracture.  Appliances  for  the  upper 
limb  were  shown — the  elbow  metal  splint,  the 
triangular  bandage,  the  Thomas  traction  arm 
band.  It  was  shown  that  the  more  simple  the 
apparatus  was,  the  better  it  was  worked  at  the 


battle  line.  The  forefoot  splint  and  the  Jones 
long  leg  splint  were  shown.  In  injuries  of  the 
tibia  it  was  found  of  more  comfort  to  the  pa- 
tient to  have  a  side  splint  and  a  posterior 
splint  together  in  use.  A  pad  was  placed  un- 
der the  Achilles  tendon  to  support  the  foot.  An 
improvised  sling  for  the  leg  could  be  made  by 
splitting  the  trouser  on  the  upper  side,  turning 
back  the  flaps  and  pinning  them  round  the 
bars  of  the  stretcher,  thus  allowing  the  clothing 
to  form  a  sling  on  which  the  injured  limb 
rested. 

THE    CARREL-DAKIN    TREATMENT    AT  OXFORD. 

Captain  John  Dunlop,  M.R.C.,  A.E.F.,  gave 
this  paper.  Old  chronic  suppurating  war 
wounds,  he  stated,  had  been  subjected  to  many 
treatments.  Cases  were  selected  for  the  Carrel- 
Dakin  treatment  which  had  failed  to  recover 
under  other  methods, — B.I. P. P.,  eusol,  hyper- 
tonic salt  and  flavine.  The  cases  were  chiefly 
open  fractures  of  the  upper  and  lower  limbs,  a 
few  flesh  wounds,  septic  bone  grafts  and  exac- 
erbations of  old  septic  scars.  The  cases  were 
operated  on  afresh  and  Carrel  tubes  inserted. 
Great  care  was  exercised  to  insure  aseptic 
dressings.  Behavior  of  wounds  resembled  that 
of  fresh  cases  under  similar  treatment.  The 
usual  difficulties  were  encountered  with  the  ap- 
paratus. No  secondary  sutures  were  attempt- 
ed. Conclusions  indicate  that  the  method  was 
successful, — wounds  healed  more  quickly  than 
is  usually  expected,  dressings  were  painless 
and  the  general  improvement  in  the  patients' 
conditions  was  very  marked.  It  was  apparent 
that  the  infection  was  controlled  from  the  begin- 
ning. At  operation  a  thorough  exploration  of 
the  wound  area  was  made,  and  the  first  dress- 
ings were  done  under  complete  anesthesia. 

HISTORY  OF  WOUND  TREATMENT  IN  THREE  AND  A 
HALF  YEARS  OF  WAR. 

Major  G.  W.  Harley  gave  this  paper.  He 
said  the  changes  that  were  now  taking  place 
were  revolutionary.  More  progress  had  been 
made  in  the  past  year  than  any  since  the  war 
began.  The  difference  between  civil  and  mili- 
tary practice  was  not  so  well  appreciated  at 
first.  Beneath  an  innocent-looking  wound 
much  traumatized  tissue  was  often  found. 
Total  excision  of  all  foreign  bodies  was  essen- 
tial. Effectual  bacteriological  control  could  be 
best  effected  by  the  Dakin  hypochlorite  solu- 
tion combined  with  early  operation.    War  op- 
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orations  appeared  more  like  butchery  than  sur- 
gery. One  surgeon  had  said  it  looked  like  the 
pathologists'  work  at  a  post  mortem.  To  pre- 
vent osteomyelitis,  the  operation  should  be  per- 
formed within  18  hours.  It  was  said  that  in 
France  alone  there  occurred  170,0OU  cases  of 
osteomyelitis.  This  was  the  type  of  case  which 
the  orthopedic  surgeon  would  have  to  treat. 

THE  TREATMENT  OP  CHRONIC  OSTEOMYELITIS  DUE 
TO  GUNSHOT  INJURIES. 

This  paper  was  given  by  Captain  C.  F. 
Eikenbary,  M.R.C.,  A.E.F.  It  was  stated  that 
sequestrae  might  be  left  and  thus  persisent  si- 
nuses be  formed  which  would  remain  for  years, 
and  finally  result  in  amputation.  From  a  five 
months'  experience  at  Bellahouston  Hospital  in 
Glasgow  the  author  concluded  that  palliative 
operations  in  chronic  osteomyelitis  are  of  no 
avail.  Treatment  followed  the  lines  of  making 
a  radical  incision,  including  as  much  of  the 
sinus  as  possible.  Sequestrae  were  removed, 
together  with  much  healthy  bone,  an  inch  above 
and  below  the  diseased  area.  The  chisel  was 
slanted  to  leave  a  smooth-edged,  shallow  trough 
of  healthy  bone.  This  was  packed  with  dry 
gauze,  the  skin  held  by  one  suture  at  either 
end.  The  aim  of  the  operation  in  such  cases  is 
to:  (1)  get  rid  of  all  necrotic  bone;  (2)  avoid 
leaving  any  cavity  at  all;  (3)  avoid  leaving 
spicules,  rough  areas,  etc.  Post-operative  im- 
provement was  successful,  healing  taking  place 
within  four  weeks. 

NOTES  ON  EXCISIONS  OP  SEPTIC  JOINTS. 

Major  Robert  B.  Osgood  sent  this  paper. 
He  stated  that  the  use  of  the  ankylosed  joint 
depended  mainly  upon  the  angle  of  ankylosis. 
Two  requisites  in  treatment  were  that  the  posi- 
tion of  immobilization  should  be  slightly  exag- 
gerated, and,  second,  that  adequate  drainage  be 
provided.  There  should  be  some  apparatus  to 
prevent  the  patient  lying  on  his  wound.  The 
removal  of  loose  fragments  was  not  advised  as 
these  might  form  a  solid  union.  Anatomical 
considerations  played  a  part  in  regard  to  the 
ankylosed  joint.  In  some  cases  fair  stability 
with  motion  could  be  obtained.  In  others  flail 
joint  occurred.  Ankylosis  was  most  favorable 
in  shoulder,  hip,  knee  and  ankle.  The  one  ex- 
ception was  the  elbow,  which  was  better  flail 
than  stiff,  because  it  was  not  a  weight-bearing 
joint.  Fixation  of  joints  was  considered,  and 
an  angle  of  70  degrees  was  stated  as  best  for  the 


shoulder;  110  for  the  elbow  (if  both  elbows, 
one  110,  the  other  70  degrees).  Jones  favored 
putting  the  hip  and  the  knee  in  extension,  but 
other  surgeons  used  slight  flexion.  The  wrist 
was  put  in  dorsal  flexion ;  the  ankle  at  right 
angles.  The  results  of  excision  of  joints  were 
interesting.  The  excision  of  the  knee,  unless  in 
the  presence  of  sepsis,  was  encouraging;  the 
excision  of  the  ankle  in  children,  successful ; 
not  so  in  adults.  The  writer  considered  merely 
the  excision  of  joints  for  control  of  sepsis,  not 
primary  excision  for  other  varieties  of  joint 
disease. 

PRIMARY  AND  DELAYED  PRIMARY  SUTURE  IN  THE 
TREATMENT  OP  WAR  FRACTURES. 

This  paper  was  presented  by  Major  Wil- 
liam S.  Baer,  M.R.C.,  A.E.F.  American  sur- 
geons, he  said,  had  arrived  on  the  scene  when 
the  principles  of  general  war  surgery  had  been 
established.  Since  August,  1914,  wonderful 
strides  had  been  taken  from  the  old  painful, 
prolonged  treatments  to  the  present  methods 
with  the  almost  complete  restoration  of  func- 
tion. These  hard  and  costly  lessons  had  been 
learned  by  the  Allies.  The  principles  of  war 
surgery  so  far  established  are:  (1)  all  wounds 
are  to  be  considered  infected;  (2)  it  is  neces- 
sary to  remove  all  projectiles,  clothing  and  de- 
vitalized tissue,  if  possible,  before  the  12th 
hour  after  the  injury;  (3)  when  removed  with- 
in this  period  such  wounds  can  be  considered 
aseptic  in  character  and  a  primary  suture 
made,  thus  converting  compound  fractures  into 
simple  fractures.  In  skillful  hands  primary 
suture  could  be  performed  (before  the  12th 
hour)  in  80  to  95%  of  the  cases.  When 
primary  suture  was  not  found  possible,  the  so- 
called  secondary  suture,  in  which  the  wounds 
are  closed  on  the  second,  third  or  fourth  day, 
would  be  found  successful  in  80  to  87%  of 
the  cases. 

THE  PATHOLOGY  OP  THE  PERIPHERAL  NERVES  IN 
GUNSHOT  WOUNDS. 

This  was  presented  by  Captain  Sydney  M. 
Cone,  M.R.C.,  A.E.F.  The  report  included  ob- 
servations upon  two  hundred  cases  of  nerve  in- 
juries, both  severed  nerves  and  those  involved 
in  scar  tissue.  It  dealt  with  the  pathology  of 
degenerating  nerves,  and  stated  that  prolifera- 
tion takes  place  at  both  proximal  and  distal 
ends,  and  that  bulbous  terminations  of  severed 
nerves  are  composed  chiefly  of  actively  growing 


818 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[June  13,  191S 


nerve  tendrils  and  comparatively  little  inactive 
tissue. 

ORTHOPEDIC   TREATMENT   OP    NERVE  LESIONS. 

This  paper  was  presented  by  Major  Wil- 
liam G.  Erving,  M.R.C.  The  problems  of  this 
subject,  he  said,  were  numerous  and  compli- 
cated. Each  step  was  important,  and  the  treat- 
ment might  be  divided  into  3  groups:  (a)  sup- 
porting and  protecting,  (6)  operative,  (c)  non- 
operative.  In  connection  with  the  first,  it  was 
found  necessary  to  have  splints  to  overcome  the 
defects  produced  by  sensory  nerve  lesions,  such 
as  wrist-drop.  To  prevent  stretching  of  mus- 
cles a  light  papiermache  model  was  used,  and 
various  other  appliances  were  used  to  prevent 
contractions  or  malpositions  of  hand  or  foot. 
The  manipulation  of  adjacent  joints  was  nec- 
essary to  prevent  deformity.  The  operative 
treatment  consisted  of:  (1)  freeing  muscles 
and  tendons  from  scar  tissue,  (2)  freeing 
nerves  from  scar  tissue,  (3)  suture  of  divided 
nerves,  (4)  tendon  transplantation,  (5)  arthro- 
desis. Non-operative  treatment  consisted  of 
faradic  stimulation,  diathermy,  hydrotherapy, 
massage,  passive  and  active  exercises,  workshop 
training  and  mechanotherapy.  The  mind  had 
to  be  trained  to  help  to  train  the  muscles.  The 
proper  sequence  and  coordination  of  these 
methods  required  the  supervision  of  the  patient 
by  one  surgeon  throughout,  who  would  take 
into  consideration  all  the  problems  involved, 
and  give  to  each  step  of  the  treatment  its 
proper  place  in  the  general  scheme. 

discussion. 

Dr.  Truslow,  Brooklyn,  said  he  was  inter- 
ested in  noticing  in  the  introductory  pages  of 
Sir  Robert  Jones's  "Surgery"  that  he  had  gained 
advantage  in  war  orthopedic  surgery  by  his 
previous  experience  in  the  treatment  of  para- 
lytic tremors  in  children  and  other  persons. 
In  hearing  the  papers  read  he  could  see  that 
they  might  find  their  experience  in  paralyses 
useful  in  the  lessons  they  would  have  to  learn. 
One  could  see  that  the  methods  of  therapy 
would  be  applicable  to  war  surgery  nerve  le- 
sions. 

At  this  time  exhibition  was  made  of  a  com- 
plete dissection  of  a  human  nervous  system, 
from,  a  man  5  feet,  7  inches,  and  weighing  240 
pounds.  Eighteen  months'  preservation  in 
formalin  and  other  preservatives  had  reduced 


it  to  about  2  feet  in  height.  The  dissection 
was  made  by  Walter  H.  Wright,  a  student, 
who  had  spent  two  summers  in  the  work. 
Every  tissue  had  been  sacrificed  in  the  figure 
except  the  nervous  tissue,  and  it  was  interest- 
ing to  notice  that  the  7th  nerve  showed  an  an- 
astomosis with  the  infraorbicular. 

OPERATrVE    TECHNIC    IN     CONTRACTURE    OP  THE 
HAND. 

This  was  a  lantern  demonstration  given  by 
Major  Allen  B.  Kanavel,  M.R.C.  (by  invita- 
tion). One  picture  showed  destruction  of  ten- 
don with  involvement  of  nerve  and  adhesions. 
In  the  treatment  of  this  case  there  were  diffi- 
culties. The  lumbricoid  muscles  were  bound 
down  in  scar  tissue  and  had  to  be  dissected 
without  injury  to  the  nerve  supply.  Owing  to 
impairment  of  blood  supply  to  the  synovial 
sheath  in  injury,  the  sheath  was  apt  to  fill 
with  fluid  and  pus  and  the  nerve  became  dam- 
aged and  lost  its  vitality.  In  injuries  of  the 
median  nerve  the  annular  ligament  was  an  im- 
portant structure.  Injury  to  the  ligament 
caused  necrosis  of  the  nerve.  Increase  of  ane- 
mia in  the  parts  hastened  nerve  destruction. 
In  studying  the  relation  of  the  nerves  to  the 
wrist  joint,  where  the  os  magnum,  the  ensiform 
and  the  trapezium  are  destroyed,  the  removal 
of  the  distal  row  of  bones  is  not  sufficient. 
Care  should  be  taken  not  to  mistake  the  fibers 
of  median  nerve  for  the  tendon.  Cases  had 
been  found  where  the  nerve  ends  had  been  su- 
tured to  the  tendon  by  mistake.  Great  help 
could  be  obtained  by  following  the  nerve  fibrils 
with  a  magnifying  glass.  A  picture  of  the 
hand  of  a  pianist  was  shown,  in  which  restora- 
tion of  function  was  complete  after  injury. 
Continuity  of  the  nerve  was  restored,  the  nerve 
wrapped  with  a  pad  of  fat,  and  the  tendon  su- 
tured with  silk. 

DISCUSSION. 

Captain  Langworthy,  M.R.C,  said  that  im- 
mobilization of  wounds  of  the  forearm  and 
hand,  and  neglect  of  exercise,  prevented  men 
returning  to  duty  on  account  of  stiff  hand. 
Gradual  flexion  would  be  found  better  than 
forced  flexion  under  anesthesia.  The  use  of  a 
plaster  bandage,  5  ins.  wide  and  5  yds.  long, 
holding  the  wrist  in  dorsal  flexion,  would  give 
absolute  control  of  the  joint  and  full  extension 
of  fingers,  while  only  two  weeks  was  required 
for  treatment. 
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RE-EDUCATION  IN  THE    FUNCTIONAL  DISABILITIES 
OP  ACTUAL  WAR  SERVICE. 

Captain  William  W.  Plummer,  M.R.C., 
A.E.F.,  presented  this  paper.  This  was  the  re- 
sult of  experience  in  the  2nd  National  General 
Hospital,  under  Dr.  "W.  C.  Morton  of  Leeds, 
England.  Cases  were  found  to  differ  greatly 
in  degree  of  disability,  from  slight  inco- 
ordination to  malposition  or  deformity.  Fixed 
flexion  of  hands — equino  varus — was  very  com 
mon.  The  disability  might  or  might  not  be  re- 
lated to  the  wound,  and  the  mental  equipment 
of  the  patient  did  not  always  bear  upon  the 
ease.  Before  re-education  the  history  and  con- 
ditions are  carefully  analyzed.  The  patient  i? 
convinced  by  demonstration  that  the  wound  is 
not  responsible  for  the  symptoms.  The  degree 
of  functional  disability  is  noted.  Treatment 
was  made  to  include  passive  and  active  exer- 
cise, faradism,  voluntary  efforts  on  the  part  of 
the  patient.  Individual  treatment  of  the  cases 
was  insisted  upon  and  encouragement  given. 
The  patient  was  allowed  to  feel  his  troubles 
were  real  and  that  no  stigma  was  attached.  The 
patients  were  not  segregated  and  the  general 
tone  was  good  and  spirits  high.  The  men  were 
never  treated  as  malingerers.  It  was  found 
that  the  true  malingerer  would  always  overdo 
the  part.  It  was  impossible  to  re-educate  such 
a  case.  The  re-education  was  given  in  private 
until  the  patient  acquired  confidence,  and  the 
idea  of  what  his  muscles  should  do  was  always 
held  before  him.  Hypnotism  was  never  used. 
Marked  improvement  was  shown  in  apparently 
hopeless  cases.  In  the  300  surgical  beds  only 
one  malingerer  was  detected  in  four  months. 
Naturally  the  personnel  of  such  a  department 
requires  very  careful  selection.  A  civilian 
practitioner,  rather  than  an  'officer  in  uniform, 
was  found  the  best  director.  The  recovered 
cases  were  never  fit  for  war  duties  and  should 
be  detailed  to  other  employment. 

A  SYSTEM  OP  ORTHOPEDIC  INSTRUCTION. 

This  paper  was  presented  by  Major  R.  W. 
Lovett,  M.R.C.  Experience  had  shown  that  in 
the  intensive  training  of  military  surgeons 
that  teaching,  to  be  effective,  must  be  more 
fundamental.  The  work  was  seen  from  a  new 
angle,  and  consisted  of  graduate  instruction, 
pure  and  simple.  Mistakes  of  the  surgeon 
would  not  be  shown  on  examination  paper,  but 
failures  would  be  demonstrated  on  the  soldiers 
in  camp,  therefore  the  training  of  the  camp 


orthopedic  surgeon  must  be  fundamentally 
thorough.  It  was  of  no  use  to  talk  about  a 
tuberculous  joint  to  a  man  who  did  not  under- 
stand what  a  joint  was.  The  study  of  the 
normal  joint  must  be  undertaken  before  the 
study  of  joint  disorder.  The  vulnerability  of 
the  joint  and  its  reactions  to  trauma  and  irri- 
tants should  be  taught.  All  subjects  allied  to 
orthopedic  surgery  should  be  covered,  and  the 
instruction  should  be  as  largely  clinical  as  pos- 
sible. Points  of  instruction  should  cover:  (1) 
diseases  of  the  neuromuscular  mechanism;  (2) 
passage  of  the  nervous  impulse  from  the  cortex 
down;  (3)  lesions  in  the  synapse,  in  the  brain 
cortex,  after  leaving  the  cortex;  (4)  muscular 
lesions  and  disturbances  of  motor  function  ex- 
plained ;  (5)  explanation  of  lesions  in  weak- 
ened muscles,  and  the  relation  of  flexors  and 
extensors  (the  former  being  stronger  than  the 
latter  and  more  apt  to  cause  deformity)  being 
demonstrated ;  inhibition  due  to  cerebral  le- 
sions is  analyzed;  (6)  peripheral  nerve  lesions 
studied ;  thus  covering  all  points  of  the  neuro- 
muscular mechanism.  The  second  part  of  the 
course  would  deal  with  static  deformities,  and 
the  causes  of  muscular  depreciation,  foot 
strain,  scolioses,  etc.,  would  be  considered. 
This  study  would  include  mechanical  pecu- 
liarities of  the  different  joints  and  results  of 
toxic  invasion  of  joints.  Here  would  be  con- 
sidered the  indications  for  operation  on  general 
pathological  and  functional  grounds.  Tuber- 
culosis, arthritis  and  syphilis  woidd  be  consid- 
ered in  this  connection.  Growth  and  function 
of  bones  and  bone  lesions  would  next  be  dealt 
with.  The  last  part  of  the  course  should  cover 
the  question  of  apparatus  and  artificial  appli- 
ance ;  the  reasons  for  application  of  apparatus 
and  the  suitability  of  plaster,  iron  or  leather 
being  shown.  Under  this  subject  would  be  in- 
cluded :  (1)  fixation,  (2)  traction,  (3)  support, 
(4)  correction  of  deformities.  Students  would 
work  out  for  themselves  the  mechanical  need  of 
the  apparatus.  In  this  connection,  rickets,  as  a 
cause  of  bone  disturbance,  would  be  dealt  with, 
and  the  student  taught  that  the  ossification 
must  be  brought  to  normal  by  diet,  hygiene, 
etc.,  in  addition  to  treatment  by  supporting  ap- 
paratus. In  conclusion.  Dr.  Lovett  said  that 
the  students  responded  extremely  well  to  such 
an  intensive  course  as  outlined.  The  whole  aim 
of  the  work  was  to  use  education  in  its  real 
meaning,  that  is,  "drawing  out"  instead  of,  as 
was  so  frequently  done,  "putting  in." 
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DISCUSSION. 

Dr.  John  Porter,  of  Chicago,  said  he  would 
like  to  attend  a  course  of  instruction  by  Major 
Lovett;  he  spoke  feelingly  because  he  was  a 
teacher  himself,  and  he  was  afraid  it  was  almost 
an  impossibility  to  compress  into  a  few  months 
anything  like  the  amount  of  work  that  Major 
Lovett  suggested. 

THE  CAMP  GREENLEAP    SCHOOL    OP    CLINICAL  OR- 
THOPEDIC SURGERY. 

This  presentation  was  made  by  Major 
Emil  S.  Geist,  M.R.C.  At  present  it  v/as  stated 
that  1000  doctors  were  in  course  of  training  at 
Camp  Greenleaf.  A  course  of  four  weeks  is 
spent  in  intensive  training,  in  subjects  necessary 
for  every  medical  military  man.  This  includes 
drill,  physical  training,  military  hygiene,  and 
orthopedic  surgery.  The  chief  points  aimed  at 
are:  (1)  making  the  army  fit  for  service,  (2) 
keeping  it  fit.  The  camp  is  near  a  large  hos- 
pital where  clinical  material  is  easily  accessible 
and  the  patients  are  soldiers.  The  chief  diffi- 
culty was  found  in  trying  to  get  the  civilian  to 
adopt  the  military  viewpoint.  Osier  had  said 
that  "if  a  man  understands  typhoid  well  he  has 
the  foundation  for  internal  medicine,"  and  it 
could  also  be  said  that  if  a  man  understands  a 
tuberculous  joint  he  has  the  foundation  for  or- 
thopedic surgery.  The  main  point  was  to  avoid 
deformity,  and  the  treatment  of  the  tubercu- 
lous joint  lent  itself  to  this  study.  An  outline 
of  the  day 's  studies  at  the  camp  was  given : 
drill,  7.30  to  9  a.m. ;  the  men  begin  school  at 
nine.  Courses  include:  anatomy — neurological 
and  pathological,  x-ray  diagnosis,  nerve  sur- 
gery, history-taking  and  recording;  a  special 
course  on  foot  ailments,  as  applied  to  the  sol- 
dier, is  given.  The  importance  of  the  latter 
could  not  be  overestimated.  There  was  also  a 
literature  course,  and  the  students  were  encour- 
aged to  abstract  and  discuss  the  best  available 
literature  on  military  orthopedic  surgery.  One 
important  item  of  the  training  was  the  making 
of  models  of  braces  and  apparatus,  the  simpler 
the  better,  and  a  great  deal  was  done  with 
simple  wire  models  which  the  graduate  was 
able  to  carry  about  with  him  so  as  to  be  ready 
to  apply  the  instruction  in  the  first  emergency. 

the  moving  picture  as  a  method  op  teachinc, 
with  special  reference  to  post-graduate 
work. 

Major  R.  T.  Taylor  gave  this  presentation. 
The  great  need  of  illustration   in  post-grad- 


uate instruction  having  been  felt,  the  Surgeon- 
General's  Office  had  undertaken  to  equip  a 
Medical  Art  Department  of  the  Army  Medical 
Museum.  This  would  furnish  a  post-graduate 
research  library  of  the  highest  value,  and  the 
work  of  the  Government  should  be  enthusias- 
tically supported  by  the  profession  in  order  to 
make  this  work  a  treasury  for  all  specialties. 
The  Government  had  to  meet  great  demands, 
coming  from  all  the  camps,  for  moving  picture 
illustration.  Colonel  Owen  was  at  the  head  of 
this  work,  and  he  had  undertaken  to  supply  tne 
illustration  of  such  subjects  as  war  neuroses, 
tendon  and  muscular  transplantation,  intes- 
tinal anastomoses,  application  of  deep  sutures, 
etc.  These  subjects  were  brought  home  to  the 
student  and  fixed  in  the  memory  better  by  il- 
lustration than  by  any  other  means.  In  com- 
bination with  suitable  lectures,  this  teaching 
gave  a  higher  average  for  the  students  than 
any  other  method.  The  advantages  of  the  film 
were  that  they  could  not  be  lost  or  broken,  as 
was  the  case  with  slides.  The  technics  of  dif- 
ferent surgeons  in  this  and  other  countries 
could  be  compared.  In  order  to  facilitate  the 
work  of  the  Surgeon-General's  Office,  a  guaran- 
tee of  safe  return  of  films  should  be  made  and 
also,  in  order  to  prevent  commercial  monopoly, 
physicians  having  films  arranged,  sho\ild  stipu- 
late with  commercial  firms  that  a  copy  be 
placed  on  file  at  the  Surgeon-General's  Office, 
for  use  in  the  Army  Medical  Schools.  Many  of 
these  films  took  six  months  to  prepare,  on  ac- 
count of  the  necessity  of  careful  attention  to 
detail  and  technical  points,  and  it  was  up  to 
physicians  to  see  that  this  work  was  not  lost  to 
the  profession  by  commercial  greed.  Coopera- 
tion with  the  Surgeon-General  was  essential  in 
order  that  the  full  benefit  of  this  work  might 
result. 

THE   PROBLEM    OP   THE   CHRONIC    DISABILITIES  OF 
THE  SOLDIER. 

This  paper  was  given  by  Captain  Fred  J. 
Fassett,  M.R.C,  A.B.F.  It  was  stated  that 
the  chief  hindrance  to  successful  orthopedic 
surgery  was  found  in  sepsis.  The  time  for 
treatment  of  compound  fractures  was,  therefore, 
before  infection  had  set  in,  if  not,  modern  or- 
thopedic methods  could  do  nothing  in  the  way 
of  restoration  of  function.  In  the  military 
hospital  the  surgeon  had  to  encounter  a  certain 
attitude  of  resistance  among  the  patients.  The 
men  wanted  nothing  better  than  to  be  let  alone. 
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This  inertia  was  a  psychic  factor  difficult  to  ex- 
plain, but  necessary  to  combat.  It  was  the  re- 
action after  two  or  three  years  of  abnormal 
trench  life,  and  the  wounded  man  had  lost  con- 
nection with  the  military  side  and  had  not  yet 
reestablished  it  with  civilian  life  and  duties. 
Mental  readjustment  would  take  time,  and  the 
men  do  little  to  help  themselves.  The  inspira- 
tion must  come  from  the  doctors  and  nurses. 
Prolonged  hospitalization  was  found  to  have  a 
depressing  moral  effect,  and  a  man  unfit  to  re- 
turn to  military  life  should  be  at  once  put  in 
relation  with  the  outside  world,  and  helped  to 
find  his  new  industrial  station.  An  Out- 
Patient  Annex  Department  could  bridge  over 
the  gap  and  care  for  these  patients  in  their  new 
start  in  life.  Without  this  help  at  the  difficult 
point  of  readjustment,  the  returned  soldier  was 
apt  to  remain  a  moral  as  well  as  a  physical 
cripple. 

SOME  ASPECTS  OF  THE  MILITARY  MASSAGE  PROB- 
LEM. 

This  paper  was  given  by  Miss  Marguerite 
Sanderson  (by  invitation).  This  problem,  the 
author  said,  was  not  so  much  a  technical  one 
as  it  was  a  question  of  administration.  The 
types  of  cases  to  be  treated  were  largely  com- 
parable to  injuries  in  civil  life,  but  the  treat- 
ment was  necessarily  more  intensive.  A  knowl- 
edge of  anatomy  was  imperative  and  an  indi- 
vidual study  of  each  case  was  necessary,  as  th^ 
same  lesion  in  two  different  patients  could  not 
always  be  treated  alike.  The  patient's  cure 
might  be  said  to  depend  in  a  great  measure  on 
the  moral  force  of  the  masseur  or  masseuse. 
Women  of  thorough  and  special  training  and 
with  education  and  intelligence  were  needed 
for  the  work.  The  massage  was  coincident  with 
re-education,  and  a  knowledge  of  anatomy, 
physiology,  and  medical  gymnastics  was 
essential.  The  support  of  orthopedic  sur- 
geons was  necessary  to  give  the  proper 
status  to  the  kind  of  women  needed 
for  the  work  in  the  military  hospitals.  To  keep 
the  standard  of  the  work  high,  the  position 
should  be  made  dignified  and  responsible,  and 
proper  compensation  be  allotted.  This  would 
be  brought  about  by  the  influence  and  co-opera- 
tion of  the  orthopedic  men.  At  present  there 
was  a  lack  of  proper  coordination  in  the 
physico-therapeutic  treatment  in  all  its  branches. 
To  obtain  the  best  results,  all  sides  of  the  treat- 


ment should  be  considered  in  their  relation  to 
the  whole,  and  all  the  workers  should  keep 
true  to  the  vision  of  the  returned  soldier  as  a 
rehabilitated  citizen. 

electro-  and  hydrotherapy. 

This  presentation  was  made  by  Lieut.-Col. 
R.  Wilson,  R.A.M.C.,  Ottawa,  Canada  (by  in- 
vitation). He  said  he  would  devote  the  time  al- 
lotted to  speaking  of  experience  in  England 
and  France.  The  American  Medical  Reserve 
Corps  seemed  to  be  groping  for  information  of 
all  kinds  which  had  a  practical  bearing  on  mili- 
tary questions.  Therefore,  though  his  remarks 
might  be  somewhat  rambling,  he  hoped  that 
some  of  the  things  they  might  gather  would  be 
helpful.  Electro-  and  hydrotherapy  were  only 
two  of  the  many  methods  used  in  the  cure  of 
wounded  and  disabled  soldiers.  It  was  neces- 
sary to  ask  two  questions:  (1)  What  are  the 
conditions  calling  for  physical  remedial  meas- 
ures? (2)  What  remedial  measures  are  best 
able  to  achieve  the  end  in  view  ?  One  must  dis- 
cover if  the  results  justified  the  money  expend- 
ed on  personnel  and  equipment  necessary  to 
give  the  treatments  in  the  requisite  manner  to 
do  most  good.  It  was  also  necessary  to  consider 
what  modifications  a  man  might  make  for  him- 
self in  applying  these  measures  when  used  in 
private  practice  to  adapt  them  to  the  large 
number  of  men  who  returned  and  who  would 
not  be  reclaimed  by  the  army.  Colonel  Wilson 
said  that  he  believed  in  the  Socratian  method 
of  asking  questions  and  getting  the  men  to  an- 
swer them  for  themselves,  as  the  working  out  of 
the  problem  would  do  more  good  than  having  the 
answers  given.  In  England  and  France  it  had 
been  found  that  the  greatest  interest  attached 
to  the  nerve  injury.  It  presented  the  most  puz- 
zling problems  and  those  with  which  medical 
men  were  least  acquainted.  Next  came  injury 
to  joint  function,  most  important  to  the  patient 
himself  and  second  in  interest  to  the  orthopedic 
surgeon.  Injuries  by  large  loss  of  tissue  and  re- 
placement by  scar  tissue  needed  special  study, 
and,  lastly,  those  various  neuroses  classed  as 
"shell  shock,"  doubtless  because  they  had  noth- 
ing to  do  with  shells  and  very  little  with  shock. 
Perhaps  fatigue  neuroses  would  be  the  better 
term.  There  were  also  cases  of  war  nephritis, 
due  purely  to  exposure,  and  different  from  ne- 
phritis of  infections,  known  as  "trench  nephri- 
tis."   Here  one  could  ask  what  were  the  phys- 


822 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[June  13,  1918 


ical  remedial  measures  to  be  employed  in  treat 
ment.  Colonel  Wilson  said  that  if  he  had  to 
choose  one  method  to  the  exclusion  of  any  other, 
if  he  had  to  select  one  form  of  treatment  and 
nothing  else,  he  would  choose  treatment  by  a 
well-trained  masseuse,  who  understood  anatomy 
and  physiological  function.  In  regard  to  hy- 
drotherapy,— in  England  there  had  been  in- 
stalled what  were  called  "au  courant  baths," 
that  is,  those  in  which  the  water  was  kept  con- 
tinually in  motion  by  means  of  nozzles  of  com- 
pressed air.  This  was  similar  to  the  "whirl- 
pool bath,''  in  which  two  nozzles  forced  the 
water  in  opposite  directions.  In  the  still  bath 
there  was  always  a  layer  of  cooler  Avater  form- 
ing next  the  body,  and  the  whirlpool  bath  did 
nothing  more  than  to  keep  an  even  temperature 
round  the  limb.  The  addition  of  compressed 
air  to  the  bath  was  supposed  to  keep  up  a  cer- 
tain definite  massage  of  the  limb  by  the  pres- 
sure of  air  bubbles,  but  the  speaker  said  he  was 
not  convinced  that  the  results  claimed  justified 
the  extra  expense  of  this  apparatus.  Where 
water  is  scarce,  however,  it  was  cheaper  than  a 
continual  flow  of  running  water.  In  addition 
to  hydrotherapy,  massage  was  given,  and  this 
was  thorough  and  specific  in  regard  to  the  pa- 
tient's disability.  The  treatment  by  the  "au 
courant  bath ' '  cut  down  the  time  necessary  for 
massage  by  one  half,  by  relaxation  of  the  mus- 
cles and  loosening  of  the  lymphatic  circulation. 
When  one  came  to  the  question  of  electrother- 
apy, one  was  upon  debatable  ground.  There 
was  great  dispute  among  the  authorities  as  to 
what  effect  electricty  has  upon  the  tissues. 
The  effect  was  not  really  known.  Lucas  had 
devoted  a  great  deal  of  time  to  the  question 
and  considerable  experimentation.  Colonel 
Wilson  said  he  was  inclined  to  agree  with  the 
results  of  Lucas  and  to  say  that  the  only  effect 
obtained  from  nerve  impulse  and  muscle  re- 
sponse is  generation  of  an  electrical  current. 
The  amount  of  heat  induced  is  so  infinitesimal 
as  not  to  be  measurable.  The  nerve  impulse 
travels  123  meters  per  second,  and  the  electrical 
current  simply  equals  a  volitional  impulse,  and 
vice  versa.  In  rabbits  it  had  been  found  that 
those  allowed  to  use  their  limbs  regained  func- 
tion more  rapidly,  therefore  the  volitional  im- 
pulse had  a  certain  definite  influence  on  the 
nerve  fibrils.  In  treatment,  Colonel  Wilson 
said  it  was  his  custom  to  give  a  continuous  cur- 
rent from  above  down  for  half  the  time,  and 
then  to  stimulate  the  muscle  by  other  means 


for  half  the  time.  In  discussing  the  matter 
with  Colonel  Starr,  the  latter  had  said  that  it 
did  not  do  harm,  and  might  do  good,  and  Col- 
onel Wilson  said  he  felt  that  it  did  good  and 
did  not  do  harm,  so  that  they  were  both  in  per- 
fect agreement  on  the  matter.  Colonel  Wilson 
said  he  felt  that  the  contraction  of  muscle  de- 
pended upon  the  number  of  nerve  fibrils  sup- 
plying the  muscle.  In  cases  of  partial  paraly- 
sis, the  symptoms  were  not  due  to  the  fact  that 
the  whole  muscle  contracted  less,  but  that  parts 
of  the  muscle  did  not  contract  at  all.  A  com- 
mon mistake  was  to  suppose  that  a  muscle  sev- 
ered from  its  nerve  would  respond  to  faradic 
stimulation.  This  was  impossible.  The  prop- 
erties of  electricity  were  the  same,  no  matter 
where  obtained,  whether  3000  volts  or  20,000 
volts,  whether  it  goes  backwards  or  forwards, 
up  or  down,  the  important  point  was  the  effect 
upon  muscle  tissue,  the  severed  muscle  tissue 
could  not  respond.  With  the  nerve  intact,  the 
response' would  be  to  a  current  alternating  as 
little  as  .008.  In  using  the  condenser  there 
was  a  difference  which  pole  was  used.  For 
treatment  of  a  paralyzed  muscle,  in  conjunction 
with  massage,  the  galvanic  current  was  used. 
It  must  be  remembered  that  the  weak  muscle 
would  not  do  as  much  as  the  strong  muscle,  and 
that  nothing  should  be  done  to  jerk  suddenly 
the  weak  muscle.  One  must  not  insult  a  damaged 
muscle.  The  Wappler  machine  with  the  inter- 
polated current  was  to  be  preferred  to  the  use 
of  the  metronome.  The  electrician  could  ad- 
just the  wiring  so  that  the  cathode  or  the  an- 
ode could  be  used,  or  the  two  alternating. 
This  could  be  used  for  ionization  treatment.  In 
the  treatment  of  ill-defined  pains  in  war  neu- 
rasthenia and  neuroses,  sodium  salicylates  could 
be  given  at  the  back  of  the  neck  or  chlorides 
of  sodium  or  potassium.  With  this  was  used 
80  milliamperes  of  current  for  half  an  hour. 
For  reduction  of  high  blood  pressure  the  high 
frequency  current  was  used.  Very  often  in 
war  neuroses  there  was  high  blood  pressure 
with  associated  kidney  condition.  Care  should 
be  exercised  in  this  treatment,  as  a  very  rapid 
drop  might  occur  with  dangerous  results.  In 
one  patient  this  had  been  as  much  as  from  160 
to  110.  The  man  was  found  unconscious.  The 
high  frequency  current  caused  diathermy,  and* 
its  therapeutic  effect  was  due  to  this  occur- 
rence. In  advocating  all  these  remedial  meas- 
ures one  should  not  forget  the  education  of  the 
mind  in  the  establishment  of  volitional  power. 
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Upon  the  return  of  volitional  power  the  electro- 
therapy should  be  dropped  to  a  minimum.  In 
Canada  the  use  of  schools  of  physicotherapy 
was  found  important.    The  medical  man  had  to 
be  taught  first,  in  order  that  he  might  teach 
the  people  afterwards.    The  assistants  in  phys- 
icotherapy were  being  trained  in  such  a  man- 
ner that  they  could  not  leave  the  hospitals  and 
claim  to  be  graduates  of  any  branch,  and  so 
impose  upon  the  public.    Masseuses  and  mas- 
seurs were  allowed  to  do  that  work  only.  Cer- 
tain men  were  trained  to  give  the  electric  cur- 
rent only.     The  bath  attendants  were  not  al- 
lowed to  give  massage  at  all.    Those  teaching 
re-education  of  function  did  that  and  nothing 
else.    Thus  each  assistant  was  put,  as  it  were, 
into  a  water-tight  compartment  which  entirely 
prevented  the  letting  loose  of  half-baked  prac- 
titioners who  might  do  incalculable  harm  by  a 
half  knowledge  of  the   subject.     Many  men 
were  being  put  upon  the  work  of  devising  ap- 
paratus, and  it  was  being  made  impossible  for 
manufacturers  to  get  hold  of  these  ideas  and 
patent  them.    The  Government  held  the  owner- 
ship of  all  such  apparatus  and  the  distribution 
of  such  to  all  hospital  centers.    In  conclusion 
Colonel  Wilson  said  that  they  received  numer- 
ous petitions  from  American  physicians  to  come 
to   Canadian  military  hospitals  to  learn:  it 
would  be  utterly  impossible  to  accept  all  that 
applied,  and  the  only  way  was  for  applicants 
to  enter  as  duly  accredited  delegates  from  the 
U.   S.   Government,   in   order  to  avoid  being 
classed  among  those  individuals  Avho  wanted  to 
make  a  sort  of  Cook's  tour  of  the  hospitals  for 
their  own  purposes.    Such  government  creden- 
tials would  ensure  attention  and  avoid  abuse  of 
privilege. 

(To  be  continued.) 


Sank  finttnoB. 

Blood  Transfusion,  Hemorrhage  and  the  Anaemi- 
as. By  Bertram  M.  Bernheim,  A.B.,  M.D., 
F.A.C.S.,  Instructor  in  Clinical  Surgery,  The 
Johns  Hopkins  University;  Captain.  Medical 
Officers'  Reserve  Corps,  U.  S.  A.  Philadelphia : 
J.  B.  Lippincott  Co.,  1918. 

Owing  to  Dr.  Bernheim's  sudden  departure 
for  foreign  war  service,  this  book  has  been  pub- 
lished -without  opportunity  for  the  author's  final 
inspection  and  revision.  This  is  unfortunate,  for 
upon  reading  the  book,  one  is  left  with  the  im- 
pression that  its  247  pages  have  been  hastily  put 
together.    It  is  written  in  a  rather  colloquial 


style,  and  there  are  numerous  rather  detailed 
experiences  with  personal  eases.  Theoretical  con- 
siderations have  been  purposely  eliminated.  As 
stated  in  the  preface,  ''The  book  is  meant  for 
the  man  who  is  engaged  in  clinical  work  and 
desires  to  know  concretely  what  is  being  done 
with  transfusion,  and  how  to  do  it."  It  serves 
this  purpose  fairly  well,  but  is  not  so  concrete 
and  complete  as  one  might  expect  it  to  be. 

The  Spleen  and  Anaemia.  Experimental  and 
Clinical  Studies.  By  Richard  Mills  Pearce, 
M.D.,  Sc.D.,  Professor  of  Research  Medicine; 
Edward  Bell  Krumbhaar,  M.D.,  Ph.D.,  Asst. 
Prof,  of  Research  Medicine;  and  Charles 
Harrison  Frazler,  M.D.,  Sc.D.,  Prof,  of 
Clinical  Surgery;  University  of  Pennsylvania. 
Philadelphia :  J.  B.  Lippincott  Co.,  1918.  . 

With  the  interest  that  has  developed  in  re- 
cent years  in  regard  to  splenectomy  for  various 
conditions,  this  volume  is  to  be  most  definitely 
welcomed  as  a  valuable  contribution.  The  book 
is  divided  into  three  main  parts.  The  first,  by 
Dr.  Pearce,  deals  with  the  experimental  and 
metabolic  study  in  animals  and  the  relation  of 
the  spleen  to  blood  destruction  and  regeneration, 
and  to  hemolytic  jaundice.  Metabolic  changes 
in  man,  before  and  after  splenectomy,  are  con- 
sidered also.  The  second  part,  by  Dr.  Krumb- 
haar, is  concerned  with  clinical  studies  of  the 
splenomegalies  that  are  especially  associated 
with  anemia  and  not  with  infections  or  leukemic 
states.  The  third  part,  by  Dr.  Frazier,  takes 
up  the  surgical  aspects  of  splenectomy.  Much 
of  the  subject-matter  of  the  book  represents  re- 
written articles  that  have  appeared  in  the  last 
five  years  by  the  authors  and  their  associates, 
especially  Drs.  J.  H.  Austin  and  J.  H.  Musser, 
Jr.,  and  0.  H.  Perry  Pepper.  One  is  inclined 
to  feel  that  there  is  relatively  too  much  detail 
given  in  the  first  part,  that  occupies  nearly  two 
thirds  of  the  book,  especially  when  compared  to 
the  concise  and  satisfactory,  but  not  wholly  com- 
plete, observations  of  the  second  and  third  parts. 
A  few  errors  have  been  found  in  the  bibliography 
of  456  references ;  some  references  are  possibly 
misquoted,  while  certain  other  references  might 
have  been  added.  Some  of  the  16  illustrations 
in  the  book  might  be  rather  better,  especially 
that  of  the  reticulated  red  cells,  which  is  poor. 
However,  one  should  overlook  small  defects,  as 
the  authors  are  all  now  in  the  service  of  the 
Government  and  undoubtedly  had  to  complete 
the  last  details  of  publication  hastily.  The  book 
should  be  found  on  the  shelves  of  all  medical 
libraries,  and  is  valuable  to  any  one  who  is  in- 
terested in  blood  conditions. 

Treatise  on  Fractures.  By  Johx  B.  Roberts, 
A.M.,  M.D..  F.A.C.S..  Professor  of  Surgery 
in  the  Philadelphia  Polyclinic  and  College 
for  Graduates  in  Medicine:  Sometime  Chair- 
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man  of  Fracture  Committee  of  American 
Surgical  Association;  Membre  de  la  Societe 
Internationale  de  Chirurgie;  and  James  A. 
Kelly,  A.M.,  M.D.,  Attending  Surgeon  to 
St.  Joseph's,  St.  Mary's,  and  St.  Timothy's 
Hospitals;  Associate  in  Surgery  in  the  Phila- 
delphia Polyclinic  and  College  for  Graduates 
in  Medicine.  With  909  illustrations,  radio- 
grams, drawings,  and  photographs.  Phila- 
delphia and  London:  J.  B.  Lippineott  Com- 
pany. 

It  is  impossible  to  examine  Roberts  and 
Kelly's  book  on  Fractures  without  comparing  it 
with  the  book  written  by  Speed,  recently  re- 
viewed in  these  columns.  Roberts'  is  the 
smaller  book  of  the  two,  both  in  the  number  and 
the  size  of  the  pages.  Roberts'  is  even  more- 
profusely  illustrated,  a  very  large  proportion  of 
the  illustrations  being  half-tones  of  patients, 
lesions,  or  x-rays ;  comparatively  few  being 
tracings  from  plates.  We  referred  to  Speed's 
book  as  being  essentially  a  Middle  West  pro- 
duction; Roberts'  is  just  as  obviously  written 
from  a  Philadelphia  viewpoint.  Stimson  of 
New  York,  Scudder,  as  well  as  Cotton,  of  Bos- 
ton, Roberts  of  Philadelphia,  and  Speed  of 
Chicago,  give  us  together  a  series  of  volumes 
which  accurately  reflect  the  American  concep- 
tion of  fractures  and  their  treatment,  as  it 
exists  east  of  the  Mississippi. 

Roberts'  book  contains  the  well-digested  judg- 
ment of  personal  experience,  as  well  as  a  sum- 
mary of  the  views  of  others.  The  opinions  ex- 
presed  are  unequivocal;  the  treatment  suggest- 
ed is  definite  and  certain.  It  seems  to  be  a 
book  of  very  real  value,  both  to  students  and  to 
practitioners;  to  students  because  it  is  authori- 
tative and  dogmatic;  to  practitioners  because 
the  sometimes  conflicting  ideas  of  others  are 
considered  and  given  due,  but  not  overdue, 
value.  The  attitude  toward  operative  treat- 
ment is  sound  and  reasonable,  the  comment 
upon  suture  of  closed  fracture  of  the  patella 
on  page  532  being  an  excellent  example  of  an 
admirable  viewpoint. 

Pathological  Lying,  Accusation,  and  Swindling. 
By  William  Healy,  A.B.,  M.D.;  and  Maky 
Tenney  Healy,  B.L.  Boston:  Little, 
Brown  and  Company. 

Dr.  Healy  has  had  an  exceptional  opportunity 
for  the  study  of  a  great  variety  of  pathological 
mental  conditions  because  of  his  connection  with 
the  Juvenile  Court  of  Chicago,  which  makes 
him  one  of  our  foremost  authorities  upon 
such  subjects.  This  book  is  another  notable 
contribution  of  his  to  a  portion  of  the  field 
which  has  occupied  him,  and  it  should  be 
widely  read  and  studied  by  all  who  come  in 
contact  with  the  problems  which  continually 


arise  in  connection  with  sociological  work.  In- 
stances where  the  problems  of  which  this  book 
treat,  are  of  the  greatest  importance  to  many 
workers,  judges,  lawyers,  sociologists,  and  char- 
ity workers,  no  less  than  to  physicians.  The 
importance  of  this  book,  too,  is  increased  very 
much  by  the  fact  that  comparatively  little  has 
been  written  in  English  upon  this  subject,  the 
most  important  writings  upon  it  being  in  for- 
eign languages,  and  scattered  in  periodicals, 
many  of  which  are  comparatively  inaccessible. 
Dr.  Healy  defines  pathological  lying  very  clear- 
ly, and  well,  in  his  introductory  chapter,  as  falsi- 
fication entirely  disproportionate  to  any  dis- 
cernible end  in  view,  engaged  in  by  a  person 
who  at  the  time  of  observation  cannot  definitely 
be  declared  insane,  feeble-minded  or  epileptic- 
Such  lying  rarely,  if  ever,  centers  about  a  single 
event ;  although  exhibited  in  very  occasional 
cases  for  a  short  time,  it  manifests  itself  most 
frequently  by  far  over  a  period  of  years,  or  even 
a  lifetime.  The  close  relation  to  pathological 
lying  of  the  pathological  accusations  and 
swindling  makes  their  inclusion  in  this  volume 
both  natural  and  convenient.  It  is  gratifying  to 
find,  too,  that  the  author  admits  that  in  much  of 
his  experience  in  the  work  of  the  juvenile 
courts,  the  lying  found  is  so  intimately  mixed  up 
with  other  delinquencies  or  unfortunate  sex  ex- 
periences that  the  lying,  after  all,  cannot  be  re- 
garded as  purposeless.  As  has  been  well  said  by 
one  writer  on  psychopathology,  the  ignorant  do 
not  see  the  essential  facts  of  pathological  men- 
tal conditions,  the  half  educated  see  too  much, 
while  only  those  with  great  experience  and  care- 
ful training  can  distinguish  the  real  patholog- 
ical examples  from  the  misleading  ones,  and  the 
same  balance  which  the  authors  of  this  book 
show  on  almost  every  page,  shows  that  their 
work  is  that  of  the  true,  trained  expert  who  is 
fitted  by  both  study  and  experience  to  guide 
others. 

The  exclusion  from  pathological  lying  of  the 
cases  in  which  this  is  merely  an  episode  in  a 
hysteric,  imbecile  or  case  of  beginning  insanity  is 
justified,  and  the  reasons  made  clear  to  the 
reader.  Among  the  conclusions  which  are  of  the 
greatest  interest  to  the  physician,  are  those  that, 
these  cases  show  a  strong  psychopathological 
hereditary  taint  ;  six  cases  of  nineteen  studied 
showing,  for  instance,  insanity  in  the  direct 
family,  four  of  these  being  in  a  parent,  while 
other  forms  of  taint  were  also  frequent,  and  in 
only  two  instances  did  reliable  data  show  nor- 
mal family  stock. 

If  there  is  a  lack  in  this  book,  it  is  only  that 
one  cannot  help  wishing,  as  the  studies  of  the 
individual  cases  are  given,  that  they  might  have 
been  given  much  more  in  detail,  though  this  con- 
densation was  undoubtedly  necessary  from  the 
plan  of  this  book,  and  the  attempt  to  keep  it 
within  a  reasonable  size :  and.  considering  these 
limitations,  the  task  has  been  accomplished  with 
wonderful  success. 
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VITAMINE  BALANCING. 

Much  light  has  been  thrown  upon  the  nature 
of  rational  dietetics  and  the  prevention  of  cer- 
tain specific  nutritional  diseases  by  the  study 
of  vitamines.  Not  until  recently  was  it  very 
definitely  understood  not  only  that  it  is  nec- 
essary to  ration  from  the  standpoint  of  the 
three  food  elements, — the  proteins,  the  carbo- 
hydrates, and  the  fats, — but  that  there  is  an 
other  element  of  the  food  that  must  be  consid- 
ered of  equal  importance.  For  want  of  a  bet- 
ter, more  descriptive  name,  this  vital  food  ele- 
ment is  called  "vitamine. "  It  is  quite  possible 
to  balance  the  ration  and  yet  have  a  food  that 
is.  either  intrinsically  or  through  the  mode  of 
preparation,  lacking  in  vitamines,  and  which 
will  cause  one  or  other  of  the  specific  nutri- 
tional diseases,  such  as  beriberi,  scorbutus,  pel- 
lagra, rachitis,  or  some  of  the  more  general  evi- 
dences of  malnutrition.  But  even  the  presence 
of  food  rich  in  vitamine  is  not  sufficient  to  an- 
ticipate nutritional  disturbances  unless  the  food 


is  so  mixed  or  balanced  that  there  will  be  pres- 
ent a  number  of  all  the  necessary  vitamines. 
The  body  cannot  get  along  with  one  vitamine 
any  more  than  with  one  food  element,  no  mat- 
ter how  much  of  it  there  is.  While  all  food 
contains  some  vitamine,  some  foods  are  very 
poor  in  it,  and  if  they  form  the  chief  articles 
of  diet  it  can  be  seen  that  nutritional  disturb- 
ances are  bound,  to  follow.  Likewise,  even  though 
a  food  has  sufficient  vitamine,  the  latter  may  be 
destroyed  by  preparation  or  otherwise,  and  the 
same  result  follow  as  if  the  food  were  lacking 
in  vitamine.  Food  vitamines  vary  in  character, 
so  that  one  vitamine  cannot  take  the  place  of 
another,  which  may  be  lacking,  by  increasing 
the  quantity  of  the  first. 

Of  the  non-food  substances  found  to  be  rich 
in  vitamine,  yeast — brewer's  yeast — seems  to 
hold  first  place.  In  animals  experimented 
upon  by  feeding  them  on  food  lacking  in  vita- 
mine, and  in  whom  neuritic  symptoms  were 
produced,  suggestive  of  beriberi,  by  feed- 
ing them  with  yeast  extract  of  brewer's 
waste  extract,  the  condition  was  either 
prevented  or  cured.  Brewer's  waste  freed 
from  the  vitamine  made  a  good  vita- 
mine-free  food  with  which  to  experiment. 
Yeast  extracts  have  been  used  in  a  few  in- 
stances as  a  therapeutic  measure  in  infants  in 
idiopathic  malnutrition  with  varying  success. 
The  question  of  the  adjustment  of  dosage  must 
first  be  settled  before  any  extensive  work  with 
human  beings  can  be  done.  But  it  can  be  seen 
that  the  brewer's  product — the  beer — would  be 
rich  in  these  vitamines,  and  in  a  concentrated 
form.  It  is  not  impossible  that  hard  workers 
who  cannot,  perhaps,  afford  the  choice  of  food 
containing  the  vitamines,  demand  beer  because 
it  contains  the  vitamines  in  concentrated  but 
cheap  form.  Since  the  question  of  the  alcohol 
content  of  the  average  beer  is  negligible,  it  is, 
in  all  likelihood,  not  wise  to  withdraw  the  beer 
allowance  from  the  laboring  element  who  de- 
mand it. 

The  value  of  butter  fat  in  butter,  cream  and 
milk,  and  the  fat  of  cod  liver  oil  in  the  treat- 
ment of  rachitis  is  due  to  the  presence  of  large 
quantities  of  anti-rachitic  vitamines  in  them. 
It  is  for  this  reason  that  these  forms  of  fats 
must  be  conserved  for  children  when  there  is  a 
fat  shortage.  The  animal  fats,  the  various  mar- 
garines, are  very  low  in  this  form  of  vitamine, 
and  while  they  may  and  ought  to  be  fed  to- 
adults,  they  are  distinctly  harmful  to  children. 
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The  Lister  Institute  of  London  found  that 
in  respect  to  the  prevention  of  beriberi,  the 
embryo  of  the  grain  of  the  cereal  was  even 
richer  in  anti-beriberi  vitamine  than  the  cortex. 
When  over-milled,  according  to  modern  milling 
methods,  this  destruction  of  vitamines  had  to 
be  made  up  from  other  sources.  There  is  waste, 
then,  where  none  need  have  occurred.  The  ap- 
pearance and  the  taste  may  be  better  in  the 
over-milled  or  bleached  product,  but  the  food 
value  is  practically  destroyed.  The  greatest 
anti-beriberi  vitamine  is  contained  in  unmilled 
cereals  and  pulse,  where  the  vitamines  are  con- 
centrated and  more  or  less  uniformly  distrib- 
uted; and  eating  the  whole  product  insures  the 
greatest  quantity  of  vitamine.  Eggs,  or  egg 
preparations,  contain  many  anti-beriberi  vita- 
mines, but  it  must  be  remembered  that  if  raw 
egg-white  is  consumed,  the  vitamine  is  lost  be- 
cause the  colloidal  nature  of  the  raw  egg-white 
prevents  its  digestion ;  but  when  properly  pre- 
pared, it  is  one  of  the  most  prolific  sources  of 
vitamine,  but,  of  course,  very  expensive.  While 
the  cereals  contain  the  anti-beriberi  vitamine, 
they  seem  to  lack  another  vitamine  necessary  to 
prevent  another  nutritional  disease,  namely, 
pellagra.  Cereal  products  lack  the  anti-pel- 
lagra vitamine,  and  unless  this  deficiency  is 
made  up  from  other  sources,  pellagra  must  de- 
velop. In  the  South,  the  presence  of  so  much 
pellagra  seems  to  be  due  to  the  exclusive  con- 
sumption of  cereals,  because  they  are  cheaper 
than  other  foods.  Yeasted  flour  contains  much 
vitamine,  but  a  great  deal  of  it  must  be  ascribed 
to  the  vitamine  in  the  yeast.  Meat  and  fresh 
vegetables  contain  moderate  amounts  of  vita- 
mine, but  not  in  very  concentrated  form.  Tn 
the  case  of  meat,  the  consumption  of  large 
quantities  is  harmful  to  metabolism,  from  the 
over-ingestion  of  proteins,  and  yet  the  vitamine 
consumed  is  not  proportionally  beneficial. 

The  keeping  powers  of  most  vitamines  are 
good.  They  can  be  heated  to  moderate  degrees 
of  temperature  without  harm.  Some  are  more 
hardy  than  others.  The  anti-beriberi  vitamine 
can  be  heated  even  up  to  100°  C.  without  harm. 
The  anti-scorbutic  and  the  anti-rachitic  vita- 
mines are  more  delicate  in  respect  to  heat. 
Canned  foodstuffs  that  have  been  superheated 
in  the  canning  process  are  usually  lacking  in 
vitamines  because  destroyed  by  the  heat.  Ordi- 
narily, no  matter  what  the  food  that  is  canned, 
it  cannot  prevent  nutritional  disturbances  if 


the  sole  article  of  diet.  It  can  be  made  only  a 
small  part  of  the  dietary  with  safety.  Some 
fresh  food  is  always  essential  in  the  dietary,  in 
order  that  nutritional  processes  may  go  on  un- 
disturbed. While  citrous  foods  are  strongly 
anti-scorbutic  because  containing  much  anti- 
scorbutic vitamine,  the  commercial  prepara- 
tions are  valueless.  Most  fruit  pulps  are  poor 
in  vitamines.  The  anti-scorbutic  vitamines  soon 
disappear  from  food  when  kept  at  room  tem- 
perature, but  are  preserved  for  a  long  time  by 
refrigeration.  In  the  same  way,  heating  milk, 
even  if  only  to  the  point  of  pasteurization,  de- 
stroys the  anti-scorbutic  vitamines.  Boiled,  or 
even  pasteurized,  milk  is  not,  therefore,  a  good 
diet  for  infants  except  as  it  renders  the  milk 
safe  from  pathogenic  organisms.  If  raw  milk 
could  be  consumed  with  safety  it  would  be  the 
best  safeguard  against  scurvy  or  rachitis.  In- 
cidentally it  may  be  noted  that  fresh  cabbage 
is  rich  in  anti-scorbutic  vitamines.  During 
germination  of  seeds  the  vitamines  are  most  de- 
veloped ;  they  are  present  at  this  time  when  not 
present  at  other  times.  This  fact  has  been 
taken  advantage  of  in  foods  usually  considered 
poor  in  vitamines. 

In  respect  to  war-time  food  conservation,  it 
would  seem  that  such  food  as  contains  much 
vitamine  would  be  the  subject  for  intensive 
cultivation  or  preparation,  to  the  prejudice  of 
others  lacking  in  vitamines.  But  no  such  real 
distinction  between  the  vitamines  can  be  made, 
because  they  are  all  necessary.  All  of  them 
seem  to  have  a  place  in  nutrition  and  to  be 
active  in  the  prevention  of  one  or  other  form 
of  nutritional  disturbance.  It  is  more  rational 
to  consume  small  quantities  of  food  properly 
balanced  as  to  ration  and  as  to  vitamine.  be- 
cause it  is  the  mixture  that  is  desired,  and  the 
minor  vitamines  play  as  important  a  role  as  the 
major  ones.  Hunger  is  more  easily  appeased 
by  small  quantities  of  mixed  rations  than  by 
large  quantities  of  unmixed  or  unbalanced 
diets.  As  a  measure  of  conservation!  it  is 
highly  essential  to  preserve  the  vitamines  of  the 
food  by  preventing  over-milling  or  other  form* 
of  artificial  preparation  inimical  to  them. 


THE  WAR  AND  INTERNES  IN  SPECIAL 
HOSPITALS. 

For  two  reasons  the  Department  of  the  Sur- 
geon-General of  the  Army   has   signified  its 
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desire  to  promote  the  education  of  internes  in 
proper  hospitals  for  as  long  a  period  as  the 
exigencies  of  war  will  permit :  Primarily,  that 
the  future  military  surgeon  may  begin  his 
medical  career  with  as  much  professional  ex- 
perience as  possible ;  secondarily,  so  that  the  or- 
ganization of  hospitals  for  civilian  treatment 
and  for  instruction  of  physicians  and  nurses 
may  not  be  unnecessarily  disrupted. 

How  far  do  these  considerations  apply  to 
certain  special  hospitals,  such  as  hospitals  for 
women,  children,  consumptives,  eye  and  ear 
cases,  and  insane,  and  what  should  be  the  policy 
of  the  Army  with  regard  to  internes  in  such  in- 
stitutions? 

It  seems  clear  that  thorough  education  in  all 
types  of  cases  treated  in  the  above,  except  ma- 
ternity and  children's  hospitals,  will  have  def- 
inite value  for  military  purposes  and  that  the 
same  policy  with  regard  to  internes  in  these 
should  be  followed  as  in  general  hospitals. 
Probably  the  children's  hospitals  may  be  placed 
in  the  same  category  as  the  others,  as  the  medi- 
cal and  surgical  experience  gained  therein  is 
such  as  to  afford  a  substantial  foundation  for 
military  service,  and  this,  taken  into  considera- 
tion with  the  desire  to  preserve  the  hospital 
organization,  should  warrant  the  placing  of 
children's  hospitals  on  the  same  basis  as  gen- 
eral hospitals  so  far  as  interne  service  is  con- 
cerned. 

With  hospitals  for  women  the  situation  is 
very  different.  Service  therein  is  intensive  in 
a  branch  of  medical  science  which  has  no  direct 
l'elation  to  military  needs,  and  therefore  such 
hospitals  cannot  receive  the  same  considera- 
tion as  other  hospitals  as  places  of  preparation 
for  military  service. 

On  the  other  hand,  it  would  seem  that  in 
such  hospitals  the  organizations  could  be  prop- 
erly maintained  by  the  aid  of  personnel  not 
fitted  for  army  service.  Not  every  medical 
student  is  eligible  for  active  military  service  of 
the  kind  to  be  anticipated  and  desired  by  the 
young  medical  man  who  has  at  last  reached  the 
place  in  his  career  where  he  can  be  of  great 
value  to  the  country. 

General  hospitals  should  give  first  choice  to 
those  who  are  physically  fit  for  the  work  in  the 
Army  and  Navy,  while  young  men  who  are  not 
physically  handicapped  should  equally  seek  in- 
terneships  in  hospitals  where  they  can  obtain  the 
best    possible    training    for   military  service. 


Those  who,  by  reason  of  physical  disqualifica- 
tions, are  not  entitled  to  enter  the  country's 
service  in  its  military  branches  should  welcome 
the  opportunity  to  aid  in  its  general  efficiency 
by  engaging  in  other  work  essential  to  welfare. 

Thus,  by  cooperation  between  hospitals,  and 
between  hospitals  and  student,  can  we  come 
nearer  a  solution  of  the  tremendous  problem  of 
making  the  supply  of  medical  men  meet  the 
requirements  of  war. 

With  the  use  of  women  physicians,  medical 
students  and  the  proper  allotment  of  student 
internes  to  places  where  they  can  be  of  the 
greatest  use  according  to  their  qualifications,  it 
would  seem  that  an  obvious  difficulty  may  be  at 
least  minimized,  and  the  authorities  in  medical 
schools  can  aid  materially  in  advising  their 
young  men  as  to  the  proper  course  to  pursue. 
Some  men  who  have  a  special  interest  in  ob- 
stetrics and  gynecology  may  dislike  to  abandon 
the  opportunity  to  specialize  in  such  branches 
during  the  period  of  their  interneship,  and 
surely  the  country  cannot  afford  to  be  without 
the  services  of  men  so  especially  educated;  but 
the  needs  of  our  fighting  men  are  immediate 
and  imperative,  and  our  young  men  will  no 
doubt  be  willing  to  sacrifice  their  personal  am- 
bitions for  a  time,  as  many  of  the  older  men  of 
the  profession  have  already  done. 

The  foregoing  is  the  result  of  interviews  with 
officers  of  the  Surgeon-General's  Department  by 
a  representative  of  the  American  Hospital  As- 
sociation. It  has  been  submitted  to  them  and  is 
believed  to  represent  fairly  the  policy  of  the 
Department  with  regard  to  internes  in  special 
hospitals. 


FOUR-DAY  PUBLIC  HEALTH  SCHOOL. 

Much  credit  is  due  the  Committee  on  Public 
Health  of  the  Massachusetts  Medical  Society  for 
the  success  of  the  Four-Day  Public  Health 
School  which  was  held  May  28-31.  Over  225 
people  were  in  attendance,  representing  61 
towns  and  cities  in  Massachusetts,  7  other  states 
and  2  foreign  countries. 

The  entire  program  was  presented  as 
scheduled,  without  a  change  in  speaker  or  in 
time,  the  average  attendance  at  the  sessions  be- 
ing about  60. 

The  session  held  at  the  Massachusetts  Insti- 
tute of  Technology  on  Thursday  evening  had! 
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the  largest  attendance.  Addresses  delivered  by 
Capt.  Dr.  Rene  Sand  of  the  Belgian  Army  and 
by  Dr.  W.  W.  Peter,  director  of  Public  Health 
Education  in  China,  were  most  unique  and 
highly  appreciated. 

The  papers  delivered  at  the  various  sessions 
were  of  a  uniformly  high  quality,  and  to  the 
speakers  is  due  the  appreciative  gratitude  of 
the  organizations  cooperating  to  make  the  School 
a  success,  and  of  the  delegates  in  attendance. 

Representatives  of  the  cooperating  agencies, 
namely,  the  State  Department  of  Health,  the 
Massachusetts  Association  of  Boards  of  Health 
and  the  U.  S.  Public  Health  Service,  took  part 
in  the  program  and  furnished  chairmen  for 
some  sessions.  The  three  members  of  the  Com- 
mittee on  Public  Health  having  the  immediate 
care  of  the  arrangements  are  Dr.  Enos  H.  Bige- 
low  of  Framingham,  Dr.  E.  F.  Cody  of  New 
Bedford  and  Dr.  Annie  Lee  Hamilton  of  Bos- 
ton. 


MASSACHUSETTS  MEDICAL  SOCIETY- 
ONE  HUNDRED  AND  THIRTY-SEVENTH 
ANNIVERSARY. 

The  Massachusetts  Medical  Society  will  ob- 
serve its  137th  anniversary  in  Boston  on  Tues- 
day and  Wednesday  of  next  week,  June  18  and 
19.  Attention  is  directed  to  the  complete  pro- 
gram of  exercises  which  appears  in  another 
column  of  this  issue  of  the  Journal.  Condi- 
tions associated  with  the  war  will  make  the  ses- 
sions this  year  of  unusual  interest.  Many  more 
members  of  the  Society  are  absent  in  the  active 
service  of  their  country  than  was  the  case  a  year 
ago,  and  their  example  will  be  felt  as  an  inspi- 
ration by  all  who  must  remain  to  carry,  on  the 
work  at  home.  It  has  wisely  and  fittingly  been 
decided  not  to  hold  the  annual  dinner  this  year. 
Complete  report  of  all  the  sessions  and  the  en- 
tire text  of  papers  presented  will  appear  in  suc- 
cessive issues  of  the  Journal  during  the  sum- 
mer. 


REPORTING  OF  GONORRHEA  AND 
SYPHILIS. 

At  a  meeting  of  the  Public  Health  Council, 
held  May  21st,  the  following  regulation  was 


adopted  as  an  addition  to  the  Regulations  Gov- 
erning the  Reporting  of  Gonorrhea  and  Syphilis. 

"Regulation  9.  Whenever,  in  the  opinion  of 
the  physician  reporting  the  case,  because  of  cir- 
cumstances or  conditions  present,  the  protection 
of  the  public  health  demands  immediate  action 
by  the  local  board  of  health,  he  shall  forthwith 
report  the  facts  as  prescribed  in  Regulation  7 
to  the  State  Department  of  Health,  which  shall, 
in  turn,  proceed  as  prescribed  in  Regulation  8." 

By  direction  of  the  Commissioner  of  Health, 

John  S.  Hitchcock, 

Director  of  Division  of  Communicable  Diseases 


MEDICAL  NOTES. 

Progress  of  Venereal  Disease  Control. — 
The  United  States  Public  Health  Report  for 
May  24,  1918,  contains  an  article  on  the  progress 
of  venereal  disease  control;  it  explains  the  or- 
ganization of  the  work  which  has  been  done  and 
the  regulations  which  have  been  adopted  by  dif- 
ferent states.  The  report  contains,  also,  tables 
showing  the  prevalence  of  malaria  in  certain 
states,  the  prevalence  of  diseases  both  in  the 
extra-cantonment  zones  and  among  the  troops 
in  the  United  States,  and  state  summaries  and 
foreign  reports. 

Trudeau  Sanatorium. — The  thirty-third  an- 
nual medical  report  of  Trudeau  Sanatorium, 
New  York,  has  been  submitted  for  the  year  1917. 
During  the  past  year,  two  sessions  of  the  Tru- 
deau School  of  Tuberculosis  have  been  held. 
The  medical  report  shows  that  more  patients 
were  treated,  they  remained  a  shorter  time  in 
the  Sanatorium,  and  the  immediate  results  were 
much  better  than  in  previous  years.  Many 
medical  problems  have  been  studied,  including 
the  effect  of  typhoid  fever  and  its  vaccine  upon 
tuberculous  patients.  The  research  and  clinical 
laboratories  have  been  very  active  and  many 
complement-fixation  tests  have  been  made.  The 
work  of  the  x-ray  department  has  progressed 
favorably.  In  the  D.  Ogden  Mills  Training 
School  of  Nurses,  the  lecture  courses  have  been 
re-systematized.  Every  week,  there  has  been 
held  a  diagnosis  conference  of  the  medical  and 
nursing  staff:  these  have  been  of  irreat  value 
both  to  the  staff  and  to  the  students.    The  re 
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pert  includes  the  thirteenth  medical  supplement, 
and  the  following:  studies:  "Serological  Studies 
in  Tuberculosis,*'  "Prognosis  in  Tuberculosis 
from  the  Standpoint,  of  the  Occurrence  of 
Hemoptysis  and  Tubercle  Bacilli  in  the 
Sputum."  "The  Pleural  Reaction  to  Inocula- 
tion with  Tubercle  Bacilli  in  Vaccinated  and 
Normal  Guinea  Pigs,"  and  "Experimental  Tu- 
berculosis of  the  Liver." 

Five  Thousand  Army  Nurses  Wanted. — 
Special  committees  to  recruit  5000  trained 
nurses,  sorely  needed  in  the  Army,  are  being 
organized  in  all  the  cities  within  jurisdiction  of 
the  Atlantic  division  of  the  American  Red 
Cross.  The  campaign  will  begin  on  June  3,  and 
will  be  continued  ten  days.  While  the  immediate 
goal  is  5000  nurses,  it  will  be  necessary  to  have 
10,000  available  before  January  1,  1919,  from 
the  Atlantic  division  alone. 

The  Red  Cross  will  seek  to  impress  upon  the 
public  the  fact  that  services  of  nurses  should 
not  be  used  in  private  cases,  except  cases  of  life 
and  death.  Doctors,  too,  will  be  urged  to  dis- 
pense with  nurses  so  far  as  possible.  Those 
who  are  married  and  not  actively  engaged  in 
their  profession  or  otherwise  ineligible  for  war 
service,  will  be  asked  to  become  "home  defense 
nurses."  These  nurses  will  be  assigned  for  a 
few  hours  daily  to  work  in  baby-saving  stations, 
in  hospitals,  or  in  private  families  where  the 
need  is  urgent. 

Bubonic  Plague  on  Steamship  "Somali." — 
When  the  steamship  Somali  arrived  at  Graves- 
end  on  May  30,  from  Bombay,  it  was  found 
that  three  members  of  the  crew  were  suffering 
symptoms  suggesting  the  bubonic  plague.  Two 
cases,  one  of  which  ended  fatally,  proved  to 
be  the  plague.  During  the  voyage  several  rats 
were  killed  in  the  storeroom.  The  ship  is  now 
moored  off  Gravesend.  It  will  be  disinfected 
and  all  the  rats  on  board  will  be  killed. 

war  notes. 

American  Physician  Honored. — Lieutenant 
J.  T.  McCarthy,  attached  to  an  Essex  regiment, 
one  of  the  first  American  doctors  serving  in 
France,  has  been  awarded  the  British  military 
cross. 

Medical  Appointments. — The  following  ap- 
pointments in  the  Medical  Reserve  Corps  have 
been  announced:  First  lieutenants:  William  E. 


Gallagher,  Camp  Devens;  Robert  M.  Lord,  Chil- 
dren's Hospital,  Boston;  and  Carl  C.  Persons, 
St.  Luke's  Hospital,  New  Bedford. 

Twelve  Americans  Honored. — The  British 
military  cross  has  been  awarded  twelve  Ameri- 
cans of  the  United  States  Army  Medical  Service : 
Captain  Thomas  Walker,  and  Lieutenants  Lin- 
wood  M.  Gable,  Arthur  I.  Haskell,  James  B. 
Clinton,  Samuel  Adams,  Gouverneur  Boyer, 
Harold  Foster,  John  Gregg,  Albert  I.  L.  Jones, 
Baldwin  L.  Keyes,  Guy  D.  Tibbetts,  and  Harvey 
C.  Updegrove. 

Bay  State  Nurses  Called. — Surgeon-General 
Gorgas  has  sent  an  urgent  request  to  the  Ameri- 
can Red  Cross  for  1000  trained  nurses.  These 
nurses  must  be  enrolled  and  on  duty  by  the  mid- 
dle of  June. 

They  will  be  used  in  the  hospital  service  of 
the  United  States  both  at  home  and  abroad. 

As  soon  as  this  quota  is  filled,  24,000  more 
must  be  enrolled  by  the  end  of  the  year. 

Application  can  be  made  to  local  Red  Cross 
chapters  and  to  the  Nursing  Department  of  the 
New  England  Division  headquarters,  755  Boyl- 
ston  Street,  Boston.  Massachusetts  is  expected 
to  supply  387  of  the  first  1000,  and  1580  of  the 
next  24,000. 

Army  Health  Conditions. — Health  con- 
ditions among  the  soldiers  in  divisional  camps 
and  cantonments  are  better  now  than  at  any 
time  since  last  November.  There  has  been  a 
marked  decrease  in  the  death*  rate,  a  rapid 
falling  off  in  the  number  of  pneumonia  cases 
and  fewer  cases  of  measles.  The  death  rate  for 
the  week  ending  May  24  was  1.90  in  the  divis- 
ional camps.  This  group  has,  also,  the  lowest 
sick  rates. 

Sickness  tn  German  Army. — It  is  reported 
from  Amsterdam,  in  a  message  of  April  24,  that, 
according  to  a  Berlin  telegram,  Surgeon-General 
Schultzen,  speaking  in  the  Main  Committee  of 
the  Reichstag  on  the  health  of  the  German 
Army,  said: 

"The  general  state  of  health  of  the  troops  is 
very  good.  The  rumors  regarding  the  increase 
of  venereal  diseases  are  exaggerated.  In  the 
field  army  the  number  of  cases  remains  some 
percentage  points  lower  than  in  the  last  five 
years  of  peace.  They  have  further  decreased  in 
the  past  year,  as  also  in  the  home  army,  where 
they  are  slightly  higher  than  in  peace  time. 
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"We  have  discharged  something  over  37,000 
men  on  account  of  tuberculosis,  whereas  the 
French  discharged  88,000  in  the  same  period. 

"About  90  per  cent,  of  those  discharged  from 
^the  hospitals  are  fit  for  further  military  service, 
and  70  per  cent,  for  service  at  the  front.  About 
1  per  cent,  of  those  discharged  have  died.  Sui- 
cides in  the  army  have  considerably  decreased. 
As  compared  with  the  first  year  of  the  war,  cases 
of  sickness  have  declined  35.5  per  cent." 

Tuberculosis  in  German  Prison  Camps. — 
The  Rockefeller  Foundation  has  been  invstigat- 
ing  the  reason  for  the  spread  of  tuberculosis 
among  the  captured  Allied  soldiers  in  German 
prison  camps.  Dr.  Livingston  Farrand,  who. 
for  a  year  has  been  director  of  the  Rockefeller 
Foundation  Tuberculosis  Commission  to  France, 
believes  that  this  condition  is  due  to  overcrowd- 
ing and  not  to  a  deliberate  attempt  of  the  Ger- 
mans to  spread  germs  among  the  soldier  prison- 
ers. 

George  M.  Vincent,  president  of  the  Rocke- 
feller Foundation,  who  has  spent  two  months 
inspecting  its  work  in  England,  France  and 
Italy,  has  reported  that  the  Foundation's  medi- 
cal staff  in  France,  headed  by  Dr.  Selskar  Gunn 
of  the  Massachusetts  Institute  of  Technology,  is 
making  rapid  progress  in  teaching  French  doc- 
tors and  nurses  how  to  take  up  the  fight  against 
tuberculosis.  The  American  Red  Cross  is  co- 
operating with  the  Foundation. 

War  Relief  -Funds. — On  June  4,  the  totals 
of  the  principal  New  England  War  Relief  funds 
reached  the  following  amounts: 

Belgian  Fund   $679,260.39 

French  Orphanage  Fund  .  .  367.395.37 
Syrian-Armenian  Fund  . .  306,418.67 

Italian  Fund   ,.  174,391.90 

La  Fayette  Fund    39,068.23 

Grippe  Epidemic  in  Spain. — Apparently 
Spain  is  in  the  midst  of  an  epidemic  which 
is  spreading  rapidly.  The  exact  nature 
of  the  disease  has  not  been  determined ;  it  is 
not,  however,  fatal.  Reports  from  the  provinces 
show  that  30%  of  the  population  is  affected. 
Business  life  in  Madrid  is  almost  paralyzed; 
theatres  and  moving  picture  houses  are  deserted; 
tramways  have  reduced  their  service  by  two- 
thirds  bcause  of  illness  of  employees. 

King  Alfonso  and  many  other  prominent  per- 
sons, including  the  President  of  the  Chamber 


|  of  Deputies,  the  Ministers  of  Finance,  Marine, 
and  Public  Instruction,  and  the  Under  Secretary 
to  the  President,  are  suffering  from  the  disease. 
In  Madrid  there  are  more  than  150,000  persons 
afflicted  and  there  are  many  victims  in  Barce- 
lona, Sargossa,  and  other  provinces.  The  mal- 
ady extends  to  the  Canary  Islands.  Several 
regiments  are  almost  entirely  on  the  sick  roll 
and  the  military  authorities  have  suspended  all 
manoeuvres.  The  mortality  continues  low.  The 
fact  that  more  than  six  hundred  doctors  are 
suffering  from  the  disease  hampers  an  effica- 
cious fight  against  the  epidemic. 

Extra  precautions  have  been  taken  along  the 
French  frontier  to  prevent  the  spread  of  the 
Spanish  epidemic  into  France.  Apparently  the 
disease  is  influenzal  in  character. 

Maj.  Harvey  Cushing  Honored. — Major 
Harvey  Cushing  of  the  United  States  Army 
Medical  Service,  has  received  an  honorary  fel- 
lowship from  the  Royal  College  of  Surgeons  of 
Ireland  at  Dublin.  Major  Cushing,  thanking 
the  college,  is  reported  to  have  said : 

"America  is  in  the  war  'with  both  feet,'  and 
has  made  the  discovery  that  Germany  is  an  in- 
sane nation.  There  was  some  delay,  due  largely  to 
the  fact  that  the  United  States  has  a  very  mixed 
population  and  that,  while  Americans  of  100 '7 
were  wanted,  there  were,  in  the  beginning,  many 
who  graded  from  50%  upward.  But  now,  like 
its  neighbor  Canada,  America  is  in  the  war  as 
a  united  country. 

"You  here  in  this  beautiful  land  are  next  to 
us,  and  we  expect  you  to  be  in  as  a  country  and 
you  certainly  will.  I  know  the  Irish.  There 
are  more  Irish  in  America  than  here:  more,  I 
think,  in  Boston  than  in  Ireland,  and  it  is  true 
that  the  Irish,  wherever  they  are,  are  on  the 
top.  If  there  is  any  trouble,  if  anyone  needs 
support  or  counsel,  he  is  sure  to  find  an  Irish- 
man on  his  right  or  left  hand.  I  know  what 
Ireland  already  has  done  in  the  war.  Nothing 
has  been  finer  than  the  work  of  the  men  from 
Dublin  and  Munster  in  Gallipoli.  All  last  sum- 
mer I  was  behind  the  army  in  which  the  southern 
and  northern  divisions  were  fighting  side  by 
side  and  nothing  better  was  done  than  the  work 
of  these  soldiers.  The  time  is  coming  when  there 
will  be  universal  military  service  in  even- 
country,  thus  making  for  a  sense  of  devotion  to 
one's  country  which  comes  only  from  giving 
service  to  it." 
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BOSTON  AND  MASSACHUSETTS. 

Week  's  Death  Rate  in  Boston. — During  the 
week  ending  June  1,  1918,  the  number  of  deaths 
reported  was  188,  against  271  last  year,  with  a 
rate  of  12.49,  against  18.30  last  year.  There 
were  33  deaths  under  one  year  of  age,  against 
42  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were:  diphtheria,  47;  scarlet  fever,  25; 
measles,  269 ;  whooping  cough,  44 ;  typhoid 
fever,  1 ;  tuberculosis,  57. 

Included  in  the  above  were  the  following 
cases  of  non-residents:  diphtheria,  17;  scarlet 
fever,  3;  measles,  5;  tuberculosis,  11. 

Total  deaths  from  these  diseases  were :  diph- 
theria, 4 ;  measles,  5 ;  whooping  cough,  6 ;  tu- 
berculosis, 19. 

Included  in  the  above  were  the  following  non- 
residents: diphtheria,  1;  tuberculosis,  1. 

Cambridge  Hospital  Nurses'  Home. — The 
new  nurses'  home  at  the  Cambridge  Hospital 
was  opened  to  visitors  for  inspection  on  June  4. 

Graduation  Exercises  of  the  Boston  City 
Hospital  Training  School  for  Nurses. — Be- 
fore a  large  audience  composed  of  friends  of  the 
class  and  officials  of  the  City  Hospital,  the  39th 
annual  graduation  exercises  of  the  Training 
School  for  Nurses  were  held  May  31.  Thirty- 
five  members  were  awarded  diplomas.  The  total 
number  of  graduates  now  is  1300. 

Addresses  were  made  by  Dr.  George  W.  Gay, 
senior  surgeon,  Dr.  George  C.  Sears  of  the  Hos- 
pital Staff,  and  Mayor  Peters.  Dr.  Gay  made  a 
plea  for  nurses  for  Government  service,  saying 
that  the  demand  was  for  fifty  thousand,  while 
the  available  supply  comprised  only  the  forty 
thousand  in  the  training  schools  of  the  country. 
Dr.  Sears  made  a  comparison  of  the  nurses  of 
today  with  those  of  thirty  years  ago.  He  also 
presented  the  diplomas.  Mayor  Peters  spoke  of 
the  demand  for  the  woman  power  as  well  as  the 
man  power  of  the  nation.  He  lauded  the  work 
of  Base  Hospital  Unit  No.  7,  organized  at  the 
City  Hospital  and  now  in  national  service. 

A  prize  of  $10  in  gold,  offered  by  Miss  Anna 
Gibson  of  the  class  of  1917,  for  the  best  stand- 
ing in  laboratory  technic,  was  awarded  to  Miss 
Winifred  Helen  Macomber. 

Memorial  Hospital  for  Dedham. — George  H. 
French   has   left   the   residue   of  his  estate, 


amounting  to  several  thousand  dollars,  to  the 
town  of  Dedham,  Mass.,  for  the  purpose  of  es- 
tablishing the  Olive  Cheney  French  and 
George  H.  French  Memorial  Hospital  Fund. 
The  town  will  use  the  interest  of  the  principal 
for  immediate  hospital  purposes. 

Scarlet  Fever  Epidemic  Closes  Schools 
of  Hardwick. — Five  cases  of  scarlet  fever  have 
been  reported  in  Hardwick,  Mass.  The  State 
Board  of  Health  has  ordered  that  all  schools 
be  closed. 

Effect  of  Freezing  on  the  Organisms  of 
Typhoid  Fever  and  Diphtheria. — The  out- 
break of  diphtheria  and  typhoid  fever  during 
the  summer  of  1917  led  to  experiments  by  the 
Massachusetts  State  Department  of  Health  on 
infected  ice  cream,  to  determine  whether  ty- 
phoid bacillus  and  diphtheria  bacterium  would 
survive  freezing.  In  both  cases,  the  organisms 
were  found  to  survive  freezing,  and  there  is  no 
doubt  that  ice  cream  is  a  very  effective  agent 
for  distributing  infection. 

Infants'  Hospital. — The  Infants'  Hospital 
has  submitted  its  35th  annual  report,  for  the 
year  1917.  During  the  year,  the  Hospital  has 
cared  for  728  babies.  Thirty  nurses  have  re- 
ceived their  diplomas  and  78  nursery  maids 
have  finished  a  course  of  instruction.  The 
work  of  the  Social  Service  Department  has 
been  of  great  value  in  investigating  and  im- 
proving the  conditions  in  homes.  Many  mem- 
bers of  the  medical  staff  have  been  called  to 
active  service  in  Europe. 

Tuberculosis  Hospital.  —  The  Middlesex 
County  Commissioners  have  voted  to  postpone 
until  after  the  war  the  erection  of  the  Middle- 
sex County  Tuberculosis  Hospital  in  Waltham. 
The  action  was  in  accordance  with  the  ex- 
pressed wishes  of  the  Capital  Issues  Committee 
of  the  Federal  Reserve  Board,  Washington, 
which  declared  in  favor  of  postponement  on 
the  ground  that  funds,  labor,  and  materials 
should  be  conserved.  The  cost  of  the  hospital 
has  been  estimated  at  .45550,000. 

Hospital  Efficiency  Methods. — Dr.  John  G. 
Bowman,  executive  director  of  the  American 
College  of  Surgeons,  and  Rev.  Charles  B.  Mou- 
linier,  president  of  the  Catholic  Hospital  Asso- 
ciation  and   chancellor  of  Marquette  Medical 
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School  of  Milwaukee,  are  in  Boston  in  the 
course  of  a  tour  of  the  country  inculcating  the 
methods  and  ideas  of  the  American  College  of 
Surgeons,  an  organization  composed  of  four 
thousand  surgeons  of  the  United  States  and 
Canada.  The  organization  desires  that  hos- 
pitals practise  efficiency  methods  used  in  the 
business  world.  The  plan  is  that  every  hos- 
pital have  a  complete  record  of  every  surgical 
case,  and  that  at  regular  intervals  the  staff  of 
each  hospital  meet  and  go  over  the  cases.  The 
Association  corresponds  to  the  Royal  College 
of  Surgeons  of  England.  The  officers  are: 
William  J.  Mayo,  Minn.,  president;  Rudolph 
Matas,  New  Orleans,  first  vice-president; 
Charles  E.  Kahle,  Chicago,  second  vice-presi- 
dent; Franklin  H.  Martin,  Chicago,  secretary- 
general;  John  G.  Bowman,  Chicago,  director; 
Albert  J.  Ochsner,  Chicago,  treasurer. 

new  england  notes. 

Medical  Referees  op  New  Hampshire. — 
The  following  medical  referees  have  been  ap- 
pointed in  New  Hampshire. 

For  Grafton  County,  Dr.  John  Wheeler  of 
Plymouth,  Dr.  Lawrence  of  Haverhill,  and  Dr. 
Frederick  von  Tobel  of  Lebanon ;  for  Merrimac 
County,  Dr.  Loren  A.  Sanders  of  Concord. 

Rev.  Frederick  John  J.  Brophy  of  Penacook 
has  been  appointed  to  succeed  Major  James  F. 
Brennan  of  Peterboro  on  the  State  Board  of 
Charities  and  Correction,  and  Dr.  Fred  E. 
Clow  of  Wolfeboro  has  been  appointed  to  the 
State  Board  of  Registration  in  Medicine. 

Dr.  Drummond  Appointed  to  Maine  Health 
Council. — Dr.  Joseph  B.  Drummond  of  Port- 
land has  been  nominated  a  member  of  the. 
Public  Health  Council  for  four  years,  and  also 
a  member  of  the  State  Board  for  Regulating 
the  Practice  of  Embalming. 

Putnam  Memorial  Hospital. — -The  Henry 
W.  Putnam  Memorial  Hospital  was  formally 
opened  on  May  30  at  Bennington,  Vt.  On 
June  10,  the  hospital  will  be  ready  to  receive 
patients.  Henry  W.  Putnam  of  San  Diego, 
Calif.,  a  former  resident,  gave  to  the  village 
the  Bennington  waterworks  for  the  purpose  of 
building  and  endowing  the  hospital.  In  April, 
1916,  Henry  W.  Putnam  of  New  York,  son  of 
the  founder  of  the  association,  made  the  organ- 
ization a  gift  of  $90,000. 

The  building  has  a  frontage   of  188  feet, 


with  a  central  wing  98  feet  in  length.  When 
all  the  facilities  of  the  building  are  available., 
it  will  be  a  fifty-bed  institution.  At  the  pres- 
ent time,  the  nurses  and  officials  will  be  quar- 
tered in  the  building  and  the  number  of  pri- 
vate rooms  will  be  limited.  Plans  have  been 
secured  for  a  nurses'  home  to  be  built  on  the 
grounds,  but  construction  will  be  delayed  be 
cause  of  the  war. 

Venereal  Disease  Reporting. — The  impor- 
tance of  reporting  cases  of  venereal  diseases  is 
becoming  recognized.  In  the  April  bulletin  is- 
sued by  the  Massachusetts  Society  for  Social 
Hygiene,  the  following  article  appears: 

"Vermont  is  the  first  State  to  pass  a  law  re- 
quiring that  all  cases  of  venereal  diseases  shall 
be  reported  by  name  direct  to  the  State  Board 
of  Health.  This  law  went  into  effect  in  1915. 
New  Jersey  passed  a  similar  law  in  1917. 

For  years  strenuous  objections  to  the  advis- 
ability of  reporting  venereal  diseases  have  been 
quite  general. 

The  last  Report  of  the  Royal  Commission  on 
Venereal  Diseases  considered  these  objections 
had  some  weight,  but  concluded  that  with  the 
extension  of  popular  knowledge  it  is  possible 
that  notification  in  some  form  will  be  demand- 
ed. 

The  confidential  relation  between  patient  and 
physician  must  be  maintained,  but  society  is  as 
much  entitled  to  a  knowledge  of  the  prevalence 
of  the  infectious  diseases,  syphilis  and  gonor- 
rhea, as  the  other  infectious  diseases. 

On  December  18,  1917,  the  Public  Health 
Council  of  the  State  Department  of  Health 
voted  to  add  syphilis  and  gonorrhea  to  the  list 
of  diseases  declared  dangerous  to  the  public 
health. 

In  1915  the  State  of  West  Australia  passed  a 
statute  on  the  notification  of  venereal  diseases, 
and  on  this  scheme  as  a  basis  the  Massachusetts 
State  Department  of  Health  passed  the  follow- 
ing regulations  governing  the  method  of  re 
porting  gonorrhea  and  syphilis : 

1.  At  the  first  visit  the  physician  shall  fur- 
nish to  each  patient  treated  or  examined  a 
numbered  circular  of  information  and  advice. 

2.  The  physician  shall  at  this  time  fill  out 
a  numbered  report  blank  attached  to  the  circu- 
lar of  advice  to  be  mailed  to  the  State  Depart- 
ment of  Health. 

The  following  facts  are  reported:  Name  of 
disease,  age,  sex,  color,  civil  state,  occupation, 
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duration  of  disease  and  degree  of  infectious- 
ness. The  name  and  address  of  the  patient 
shall  not  be  given. 

3.  When  a  patient  with  syphilis  or  gonor- 
rhea in  an  infectious  stage,  applies  to  a  physi- 
cian for  treatment,  the  physician  shall  ascertain 
whether  the  patient  has  received  a  numbered 
circular  of  advice ;  if  not,  the  physician  shall 
give  him  one  and  report  the  ease  to  the  State 
Health  Department.  If  he  has  received  a  cir- 
cular from  another  physician  within  the  State, 
the  last  physician  shall  not  report  the  case  to 
the  Health  Department,  but  he  shall  ascertain 
the  name  and  address  of  the  first  physician 
and  notify  him  of  the  patient's  change  of  med- 
ical adviser. 

When  a  patient  with  gonorrhea  or  syphilis  in 
an  infectious  stage  fails  to  return  to  the  treat- 
ing physician  for  a  period  of  six  weeks  later 
than  the  appointed  time  for  treatment  and  the 
treating  physician  receives  no  notification  of  a 
change  of  physicians,  he  shall  notify  the  State 
Department  of  Health,  giving  name  and  ad- 
dress of  the  patient,  disease  and  serial  number, 
date  of  report  and  name  of  physician  who  orig- 
inally reported  the  case.  On  receipt  of  this  re- 
port, the  Department  of  Health  will  report  the 
case,  name  and  address  to  the  Board  of  Health 
of  the  city  or  town  of  the  patient's  last  address, 
as  a  person  dangerous  to  the  public.  The  name 
of  the  physician  making  this  report  shall  not 
be  given  by  the  State  Department  of  Health. 


PROGRAM     OF     THE     ONE     HUNDRED  AND 
THIRTY-SEVENTH  ANNIVERSARY. 


All  of  the  exercises  of  the  anniversary  will  be 
held  on  Tuesday  and  Wednesday,  June  18  and  19, 
1918,  at  the  Boston  Medical  Library,  8  The  Fenway. 

Following  is  the  entire  body  of  the  program : 


•  GENERAL  INFORMATION. 

A  Bureau  of  Information  will  be  maintained  by 
the  Committee  of  Arrangements  during  Tuesday  and 
Wednesday  in  the  lobby  of  the  Boston  Medical  Li- 
brary, the  headquarters  of  the  Society. 

All  Fellows  are  requested  to  register  as  early 
as  possible  at  the  Bureau  of  Information. 

All  General  and  Section  Meetings  will  be  held 
at  the  Boston  Medical  Library.    Parking  space  for 


automobiles,  with  supervision,  will  be  provided. 
Inquire  of  the  police  officer  in  charge.  The  new 
elevator  in  the  main  hallway  has  been  installed,  and 
will  be  running. 

By  vote  of  the  Council.  February  6,  1918.  the  An- 
nual Dinner  will  be  omitted  this  year,  because  of 
war  conditions. 

The  Boston  Medical  Library,  8  The  Fenway,  will 
be  open  for  the  inspection  and  use  of  the  Fellows 
during  the  days  of  the  meetings.  An  exhibit  of 
early  printed  books  and  articles  of  interest  to  Fel- 
lows will  be  held  in  Holmes  Hall. 

The  Harvard  Medical  School.  240  Longwood  Ave- 
nue, and  the  Tufts  College  Medical  School,  416 
Huntington  Avenue,  will  be  open  for  inspection  by 
the  Fellows  both  Tuesday  and  Wednesday. 


June  18,  1918. 
TUESDAY  MORNING. 

There  will  be  clinics  and  operations  on  the  sur- 
gical services,  and  ward  visits  on  the  medical  serv- 
ices, at  the  following  hospitals: 

The  Boston  City  Hospital. 

Operations  in  the  Surgical  Amphitheatre  and  in 
the  smaller  operating  rooms  on  the  Surgical  Floor, 
beginning  at  10  o'clock. 

Operations  in  the  Gynecological  Operating  Rooms 
on  Ward  S  and  Ward  H,  by  members  of  the  Gyneco- 
logical Staff,  beginning  at  10  o'clock. 

Exhibition  of  cases  on  the  Medical  Wards,  by 
members  of  the  Medical  Staff,  beginning  at  9.30. 


Boston  Lying-in  Hospital. 

Ward  Visit  at  10.30  a.m.  Operations  depending  on 
material  in  hospital  at  the  time. — Drs.  J.  R.  Swift 
and  H.  V.  Hyde. 

Demonstration  of  Gas-Oxygen  Anesthesia  for  Pre- 
natal Examination,  at  10.30  a.m.— Dr.  R.  S.  Titus. 

Regular  Morning  Prenatal  Clinic  at  4  McLean 
Street. — Dr.  J.  L.  Huntington. 


Carney  Hospital. 

9-12.  Operations  will  be  performed  by  the  Surgical 
Service,  and  a  Medical  Clinic  will  be  held  in 
the  wards. 


Children's  Hospital. 

9.30-10.00.    Dr.  Robert  W.  Lovett  will  demonstrate 

the  Orthopedic  Splints,  and  other  apparatus  in 

use  in  the  United  States  Army. 
10.30-11.30.    Dr.  John  Lovett  Morse.— A  Visit  in  the 

Medical  Wards. 
11.30-12.30.    Dr.  W.  E.  Ladd. — Surgical  Clinic  in  the 

Amphitheatre. 


Free  Hospital  for  Women. 
Room  1. 
7.15  a.m.    Dr.  W.  P.  Graves. 

Plastic  and  Coeliotomy  for  Prolapse. 

Hysterectomy  for  Fibroid. 

Coeliotomy  for  Retroversion. 

Repair  of  Complete  Laceration  of  Perineum. 

Radium  Application  for  Uterine  Hemorrhage. 

Room  2. 

7.30  a.m.    Dr.  R.  G.  Wadsworth. 

Plastic  and  Coeliotomy  for  Retroversion. 
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9.00  a.m.    Dr.  F.  A.  Pemberton. 

Plastic  and  Coeliotoniy  for  Prolapse. 
Hysterectomy  for  Fibroid. 
(Oeliotomy  for  Retroversion. 


Infants'  Hospital. 

10.00  a.m.    Chest    Examination    in    Infancy,  illus- 
trated by  cases  and  x-ray. 


Massachusetts  General  Hospital. 
Bigelow  Surgical  Amphitheatre. 

10.30   A.M.-11.30  A.M. 

1.  Demonstrations  of  Proteid  Skin  Reactions. — Dr. 
J.  L.  Goodale,  Dr.  John  Turnbull. 

2.  Pernicious  Anemia. — Dr.  George  R.  Minot. 

3.  New  Problems  in  the  Old  Field  of  Svphilis. — 
Dr.  C.  Morton  Smith. 

4.  Remarks  on  X-ray  Therapy. — Dr.  G.  W.  Holmes. 

5.  Treatment  of  Splenic  Anemia  bv  Transfusion. — 
Dr.  R.  D.  Curtis. 

11.30  A.M.-1.00  P.M. 

Operations  by  the  Surgical  Staff. 


Peter  Bent  Brigham  Hospital. 

10-12  a.m.    Medical  Service:  Ward  visits— Dr.  H.  A. 
Christian. 

9-12  a.m.  Surgical  Service :  Operations  in  Surgical 
Building.— Drs.  David  Cheever  and  W.  C. 
Quinby. 


Psychopathic  Hospital. 

Members  of  the  Society  will  be  taken  through 
the  wards  of  the  Psychopathic  Hospital  in  small 
groups.  A  special  clinic  will  be  given  in  the  Assembly 
Room  for  members  of  the  Society  at  10.30  a.m.  Ex- 
amples of  major  groups  of  mental  disease  will  be 
briefly  demonstrated,  including  cases. 

The  laboratories  will  be  open  for  inspection,  and 
charts,  illustrative  of  the  work  of  the  hospital  and 
of  the  Commission  on  Mental  Diseases,  will  be  on 
display. 


Robert  B.  Brigham  Hospital. 

11  a.m.  Dr.  C.  F.  Painter  will  demonstrate  cases 
illustrating  the  Treatment  of  Deformities  Due 
to  Chronic  Arthritis,  with  emphasis  on  func- 
tional results. 

Dr.  C.  H.  Lawrence  will  speak  on  the  question 
of  Focal  Infection  in  Chronic  Arthritis. 


Annual  Meeting  of  the  Supervisors. 
Boston  Medical  Library. 
John  Ware  Hall. 
11.30  o'clock. 


TUESDAY  NOON. 
Annual  Meeting  of  the  Council. 
Boston  Medical  Library. 
John  Ware  Hall. 


TUESDAY  AFTERNOON. 

Meeting  of  the  Section  of  Medicine. 
Boston  Medical  Library. 
Sprague  Hall. 
2.30  o'clock. 


Officers  of  the  Section,  of  Medicine: 
Dr.  William  H.  Smith,  Boston,  Chairman. 
Dr.  George  R.  Minot,  Boston,  Secretary. 

1.  The  Relation  of  Food  Idiosyncrasies  to  the  Dis- 
eases of  Childhood.— Dr.  Fritz  B.  Talbot.  Bos- 
ton. 

2.  A  Clinical  Study  of  Four  Hundred  Patients  with 
Bronchial  Asthma. — Dr.  I.  C.  Walker,  Boston. 

3.  The  Present  Status  of  Immunization  in  Hay 
Fever. — Dr.  J.  L.  Goodale,  Boston. 

(Lieut.  Francis  M.  Rackemann,  M.R.C.,  Boston, 
will  also  present  a  paper  on  Asthma,  if  military  du- 
ties permit.) 

The  discussion  of  these  papers  will  be  opened  by 
Dr.  David  L.  Edsall,  Boston. 

4.  The  Pathogenicity  of  Non-hemolytic  Streptococci. 
—Dr.  S.  Burt  Wolbach.  Boston. 


TUESDAY  AFTERNOON. 
Meeting  of  the  Section  of  Surgery. 
Boston  Medical  Library. 
John  Ware  Hall. 
2.30  o'clock. 
Officers  of  the  Section  of  Surgery: 
Dr.  John  Homans,  Brookline,  Chairman. 
Dr.  Hilbert  F.  Day*,  Boston,  Secretary. 

1.  Suspension  and  Traction  Treatment  of  Frac- 
tures in  Base  Hospital  Work  and  the  Applica- 
tion of  This  Method  in  Civil  Practice. — Dr. 
George  A.  Moore,  Brockton. 

2.  Tetanus  in  the  War :  Progress  in  Prevention  and 
Treatment. — Dr.  C.  A.  Porter,  Boston. 

3.  Some  Observations  on  War  Surgery  in  France. — 
Dr.  W.  Irving  Clark,  Worcester. 

4.  Discussion  of  Empyema  and  Its  Treatment  in 
Military  Cantonments  during  the  Winter  of 
1917-1918— Major  Homer  Gage,  M.R.C. .  Wor- 
cester. 

5.  Moving  Pictures  of  the  Application  of  Standard 

Splints  in  Trench  and  Front  Line  Dressings, 
with  Discussion.— Major  Kendall  Emerson, 
M.R.C,  Worcester. 


TUESDAY  AFTERNOON. 
Meeting  of  the  Section  of  Tuberculosis. 
Boston  Medical  Library. 
Rear  Upper  Hall. 
2.30  o'clock. 
Officers  of  the  Section  of  Tuberculosis: 
Dr.  Walter  G.  Phippen,  Salem,  Chairman. 
Dr.  John  B.  Hawes,  2d.  Boston,  Secretary. 
Symposium  on  The  Massachusetts  Plan  for  Cas- 
ing for  Consumptives. 

1.  The    State   Tuberculosis    Sanatoria,    and  What 
They  Aim  to  Do. — Dr.  Arthur  K.  Stone.  Fram- 
ingham  Centre,   Chairman   Board   of  Trustees, 
Mass.  Hospitals  for  Consumptives. 
Discussion  by  Dr.  W.  P.  Bowers,  Clinton :  Dr. 

E.  R.  Kelley,  Boston ;  Dr.  E.  B.  Emerson, 
Rutland. 

2.  County  Tuberculosis  Hospitals. — Dr.  Olin  S.  Pet- 
tingill,   Supt.  Essex  County  Sanatorium. 
Discussion  by  Dr.  B.  H.  Peirce,  Cambridge:  Dr. 

A.  J.  Roach,  Tewksbury ;  Dr.  A.  S.  Mac- 
Knight,  Fall  River. 

3.  Local  Municipal  Tuberculosis  Hospitals. — Dr. 
Edwin  A.  Locke.  Chief  of  Staff,  Boston  Con- 
sumptives' Hospital. 

Discussion  by  Dr.  P.  C.  Devlin,  Lynn ;  Dr.  R.  A. 
Rice,  Fitchburg;  Dr.  R.  W.  Hastings,  Brook- 
line. 
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4.  The  Dispensary  System  aud  Follow-up  Work. — 
Dr.  John  S.  Hitchcock.  Northampton.  Director 
Division  of  Communicable  Diseases,  State  De- 
partment  of  Health. 

Discussion  by  Dr.  E.  O.  Otis.  Boston;  Dr.  G.  A. 
Buckley.  Brockton :  Dr.  S.  Iloberman.  Mai- 
den. 


TUESDAY  EVENING. 
The  Shattuck  Lecture. 
Boston  Medical  Library. 
John  Ware  Hall. 
S  o'clock. 

By  Dr.  E.  E.  Southard.  Cambridge,    Professor  of 

Neuropathology.  Harvard  Medical  School. 
Subject:   Shell-Shock  and  After. 

After  the  lecture,  light  refreshments  will  be  served 
in  the  Supper  Room. 


Discussion  opened  by  Dr.  W.  P.  Bowers,  Clinton. 
Social  Service  and  Follow-up  Work. — Dr.  Rich- 
ard M.  Smith,  Boston. 

Discussion    opened    hy    Mr.  Michael  M.  Davis, 
Jr..  Sunt.  Boston  Dispensary. 


WEDNESDAY  AFTERNOON. 


Combined 


Boston ;  Dr. 


June  19,  1918. 
WEDNESDAY  MORNING. 
One  Hundred  and  Thirty-Seventh  Anniversary. 
Boston  Medical  Library. 
John  Ware  Hall. 
9.30  o'clock. 
Business  of  the  Annual  Meeting.' 
The  papers  will  be  devoted  to  "Certain  Aspects  of 
Reconstruction  Work  in  Connection  with  the  War." 
Col.  E.  G.  Brackett,  M.C.,  N.A. 
Major  A.  B.  Kanavel,  M.R.C. 
Major  H.  E.  Mock,  M.R.C. 
Major  H.  D.  Jump.  M.R.C. 
It  is  expected  that  Sir  William  Arbuthnot  Lane, 
consulting   surgeon   to   Guy's   Hospital,    Sir  James 
Mackenzie,  physician  to  the  London  Hospital,  and 
Col.  Herbert  A.  Bruce,  consulting  surgeon  of  the 
British  Armies  in  France,  now  in  this  country,  will 
be  present  and  will  address  the  meeting. 


WEDNESDAY  NOON. 
Boston  Medical  Library. 
John  Ware  Hall. 
The  Annual  Discourse  will  be  delivered  by  Dr.  Myles 

Standish,  Boston. 
Subject :     "The    Socialization     of    the  Practice  of 
Medicine.," 


WEDNESDAY  AFTERNOON. 
Meeting  of  the  Section  of  Hospital  Administra- 
tion. 

Boston  Medical  Library. 
Sprague  Hall. 
2.30  o'clock. 

Officers  of  the  Section  of  Hospital  Administration: 
Dr.  Homer  Gage,  Worcester,  Chairman. 
Dr.  Channing  C.  Simmons,  Boston.  Secretary. 

1.  Hospital  Standardization :  What  It  Means. — Dr. 
Jobn  T.  Bottomley,  Boston. 

2.  The  Administration  of  a  Military  Base  Hospital 
and    Its   Comparison    with    a  Civil  Hospital. — 
Lieut.  Col.  Channing  Frothingham,  M.C.,  N.A. 
Discussion  opened  by  R.  B.  Greenough,  Surgeon, 

TI.S.N.R.F. 

3.  The  Need  of  Systematic  Teaching  of  Hospital  In- 
ternes.— Dr.  E.  H.  Bradford,  Boston. 
Discussion  opened  by  Dr.  C.  A.  Porter,  Boston. 

4.  Case  Histories  in  Municipal,  County,  and  Other 
Hospitals  of  Less  Than  One  Hundred  Beds. — 
Miss  Mary  Riddle,  Supt.  Newton  Hospital. 


Meeting  of  the  Sections  of  Medicine 
and  Surgery. 
Boston  Medical  Library. 
Joh  n  Ware  Hall. 
2.30  o'clock. 
Chairmen:   Dr.   William    II.  Smith. 

John  Homans,  Brookline. 
Secretaries:  Dr.  George  R.  Minot,  Boston:  Dr.  Hil- 
bert  F.  Day,  Boston. 

1.  The  Treatment  of  Pregnancy  and  Labor  Compli- 
cated by  Cardiac  Lesions. — Dr.  F.  S.  Newell, 
Boston. 

2.  Heart  Lesions  in  Anesthesia. — Dr.  F.  L.  Richard- 
sou,  Boston. 

.!.  The  Normal  Heart  in  the  Navy. — G.  F.  Free- 
man. Medical  Inspector,  LT.S.N. 

4.  The  Consideration  of  Infections  of  the  Nose  and 
Throat  as  an  Etiological  Factor  in  Endocarditis. 
— Dr.  George  L.  Tobey,  Jr.,  Boston. 

5.  The  Use  of  the  X-ray  in  the  Examination  of  the 
Heart  and  Aorta. — Dr.  George  W.  Holmes.  New- 
ton. 

The  discussion  of  these  papers  will  be  opened  by 
Dr.  Henry  A.  Christian.  Boston. 


fHtBrpllamt. 


DRUG  ADDICTION.* 

For  some  time  past  the  prevalence  of  drug  addic- 
tion has  been  regarded  as  a  serious  public  health  men- 
ace by  persons  who  have  given  the  matter  any  con- 
sideration. The  evil  became  so  widespread  that 
federal,  state  and  municipal  authorities  have  at- 
tempted to  deal  with  it  by  drastic  legislation;  ap- 
parently this  has  failed,  for  the  whole  subject  has  re- 
cently been  subject  to  state  investigation  to  .discover 
just  what  is  needed  to  coutrol  the  evil.  The  chief 
points  now  under  discussion  and  investigation  relate 
to  the  causes  and  prevalence  of  drug  addiction ;  the 
problems  of  relief  and  cure  of  the  habit;  and  meas- 
ures destined  to  safeguard  and  control  the  dispensing 
of  habit-forming  drugs. 

The  matter  has  recently  been  studied  by  the  Public 
Health  Committee  of  the  New  York  Academy  of  Medi- 
cine and  the  New  York  Psychiatric  Society,  with  the 
result  that  the  following  recommendations  have  been 
formulated : 

Public  Health  Committee,  Academy  of  Medicine  and 
New  York  Psychiatric  Society. 

1.  We  recommend  that  the  Federal  Government 
take  such  measures  as  are  feasible  to  abolish  the 
manufacture  of  heroin  altogether. 

2.  We  recommend  that  the  Federal  Government 
be  urged  to  adopt  such  legislative  measures  as  will 
control  and  regulate  the  sale  and  distribution  of 
opium  and  its  derivatives  and  of  cocain,  from  the 

*  From  the  weekly  bulletin  of  the  New  York  Health  Department. 
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time  of  its  manufacture  to  the  time  of  its  final  dis- 
tribution; also,  that  it  take  measures  to  prevent  the 
importation  of  these  drugs  except  under  proper  con- 
ditions. 

3.  We  recommend  that  the  Federal  Government  do 
not  at  present  extend  its  jurisdiction  to  the  control 
of  all  habit-forming:  drugs,  but  that,  the  control  of 
special  drugs  be  taken  up  as  occasion  seems  to  de- 
mand. Experience  in  New  York  City  and  the  East 
shows  that  there  is  no  great  prevalence  of  drug  habit 
aside  from  that  of  opium  and  its  derivatives. 

4.  We  recommend  that  a  thorough  study  be  made 
of  the  extent  and  causes  of  drug  addiction,  such 
studies,  for  example,  as  will  give  information  as  to 
the  age,  sex,  occupation  and  environment,  and  the 
mental  and  physical  condition  of  victims  of  the  drug 
habit,  and  as  to  how  their  habit  was  formed. 

With  regard  to  the  cause  and  frequency  of  the 
habit,  we  can  make  only  provisional  statements.  So 
far  as  our  knowledge  goes,  the  drug  habits  formed  as 
the  result  of  long  and  painful  sickness,  as  the  re- 
sult of  painful  surgical  operations,  and  as  the  re- 
sult of  mental  causes,  like  sorrow,  depression  and 
apprehensive  states,  constitute  at  present  as  in  the 
past,  a  negligible  proportion  of  the  total. 

The  habit  has  largely  been  formed  in  recent  years 
by  association  and  imitation,  by  boys  and  young  men 
and  women  who  are  often  quite  ignorant  of  the  dan- 
gers of  the  habit.  Examination  of  a  long  series  of 
addicts  at  Bellevue  Hospital  shows  that  about  four 
per  cent,  formed  the  habit  through  the  advice  and 
prescription  of  unscrupulous  physicians  who  utilize 
what  is  known  as  the  reduction  treatment  as  a  cover 
for  the  reprehensible  practice. 

So  far  as  the  number  of  addicts  is  concerned,  we 
find  some  estimates  by  Martin  T.  Wilbert,  United 
States  Public  Health  Service  Bulletin  No.  321,  to 
the  effect  that  there  are  now  over  175.000  addicts  in 
the  country.  Estimates  made  by  Dr.  Kirby  show  that 
there  would  be  perhaps  7,000  to  S.000  in  Greater  New 
York.  Dr.  Kirby's  estimates  are  based  on  the  statis- 
tics of  Bellevue.  Metropolitan  and  Kings  County  Hos- 
pitals, and  on  the  reports  from  the  hospitals  of  the 
Department  of  Correction. 

There  is  an  impression  among  some  that  the  drug- 
addiction  is  enormously  prevalent  and  is  growing 
rapidly  and  becoming  a  serious  menace  to  society.  It 
is  extremely  important  to  find  out  the  truth  as  to 
this.  The  Public  Health  Service  states  that  about 
four  million  grains  less  of  opium  were  imported  into 
the  United  States  in  1915  than  in  1914.  and  about 
five  million  less  than  in  1913,  but  this  may  be  due 
to  the  war. 

5.  We  recommend  that  psychological  and  psychi- 
atrical tests  be  made  of  a  long  and  definite  series  of 
addicts. 

No  serious  and  comprehensive  study  of  these  prob- 
lems has  yet  been  made  so  far  as  we  can  find.  Such 
information  upon  the  subject  of  drug  addiction  can 
be  gathered  best  through  the  agency  of  paid  experts 
who  will  visit  hospitals,  courts,  prisons  and  reforma- 
tories and  who  will  interview  such  physicians  and 
judges  as  are  experienced  in  these  matters. 

6.  We  recognize  that  the  surgeon-generals  of  the 
Army  and  Navy  have  taken  a  special  interest  in  the 
subject  of  drug  addiction.  We  recommend  that  if  it 
has  not  already  been  done,  some  special  study  be 
made  of  the  condition  of  drug  addiction  in  the  Army 
and  Navy  and  that  special  care  be  taken  to  discover 
the  existence  of  addiction  in  recruits.  We  understand 
that  the  Surgeon-Generals  of  the  Army  and  Navy  are 
already  making  special  provision  for  the  care  and 
treatment  of  drug  addicts. 

7.  We  recommend  that  an  attempt  be  made  to  plan 
some  means  of  education  of  young  men  and  women 
as  to  the  dangers  of  habit-forming  drugs.  We  advise 
the  use  of  "movies"  or  any  sensational  methods. 

8.  We  recommend  that  more  attention  and  publicity 
be  L'iven  to  the  facts  which  appear  to  have  been 
established  by  long  experience  at  Bellevue  Hospital 


and  elsewhere.  The  experience  at  Bellevue  Hospital, 
after  testing  with  many  cures,  shows  that  the  drug 
can  be  withdrawn  from  the  victim  without  any 
special  cure  being  used,  and  it  seems  to  be  established 
that  withdrawal  can  almost  always  be  done  safely 
and  surely  under  ordinary  hospital  conditions  where 
there  is  competent  nursing  and  control. 

9.  We  recommend  very  strongly  that  treatment  for 
drug  addiction  should  be  given  to  patients  only  in 
properly  organized  hospitals  or  under  institutional 
conditions,  for  it  is  the  experience  and  conviction  of 
all  that  drug  addiction  can  be  relieved  and  cured 
best  in  this  way. 

10.  We  recommend  that  the  State  do  not  at  pres- 
ent undertake  the  cure  of  drug  addiction,  because  the 
treatment  and  the  subsequent  plan  of  cooperative  con- 
tact required  for  success  is  long,  expensive  and  diffi- 
cult unless  carried  out  in  the  local  community  itself, 
and  the  State  is  not  now  equipped  to  undertake  such 
work. 

We  recommend  that  in  preference  to  this,  at  the 
present  time  the  State  do  what  it  can  to  prevent  the 
development  of  new  cases  and  encourage  provision  for 
the  relief  of  present  sufferers. 

11.  We  recommend,  for  the  relief  of  presentTuf- 
ferers,  and  perhaps  at  times  for  radical  treatment, 
the  use  of  psychopathic  hospitals  or  pavilions,  and 
that  special  provisions  be  made  in  general  hospitals 
throughout  the  State  to  care,  under  proper  control, 
for  those  who  ask  for  a  withdrawal  treatment.  This 
we  think",  is  what  is  due  the  patient  who  by  law  is 
deprived  of  the  drug. 

12.  Finally,  pending  action  by  the  Federal  Gov- 
ernment for  the  better  control  of  habit-forming  drugs, 
we  recommend  that  the  State  of  New  York  enact  some 
law  which  will  control  the  matter  of  drug  addiction 
and  the  use  of  drugs  by  physicians  in  a  better,  more 
efficient  and  more  practical  way  than  does  the  present 
law.  We  leave  the  definite  solution  of  this  as  a 
separate  problem  in  technical  legislation. 


SOCIETY  NOTICE. 

Harvakd  Medical  Alumni  Association. — The  an- 
nual meeting  of  the  Harvard  Medical  Alumni  Asso- 
ciation will  be  held  this  year  at  the  time  of  the 
meeting  of  The  Massachusetts  Medical  Society,  on 
Wednesday,  June  19  at  2  p.m.,  in  Sprague  Hall,  Bos- 
ton Medical  Library. 

Graduates  of  the  Harvard  Medical  School  are  re- 
quested to  be  present.  Business :  Reports  and  election 
of  officers. 

Graduates  of  the  Harvard  Medical  School  are  in- 
vited to  be  present  at  the  Alumni  Spread  at  Cam- 
bridge on  Commencement  Day,  June  20,  at  12  o'clock. 

James  B.  Ayer.  Secretary. 


RECENT  DEATHS. 

Dr.  Aurelia  Springer,  of  Lewiston.  Maine,  aged 
82,  died  at  Central  Maine  General  Hospital  on  June  3. 
Dr.  Springer  was  born  in  Dresden.  Maine,  and  had 
studied  medicine  both  in  this  country  and  abroad. 

Charles  Franklin  Osman.  M.D..  died  at  his  home 
in  Dorchester,  March  9,  1918,  aged  62  years. 

Dr.  John  Perrins,  of  Boston,  died  on  May  18th, 
at  the  age  of  80  years.  He  was  a  native  of  Bir- 
mingham. England.  He  began  the  study  of  medicine 
in  England  and  continued  his  studies  in  the  United 
States  at  the  Cincinnati.  Ohio.  Eclectic  College.  Dr. 
Perrins  was  a  member  of  the  Massachusetts  Eclectic 
Medical  Society  and  the  Boston  District  Eclectic 
Society. 
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ANNUAL  DISCOURSE. 

Note. — At  an  adjourned  meeting  of  The  Massachusetts  Medical 
Society  held  Oct.  3.  1860,  it  was 

Resolved,  "That  The  Massachusetts  Medical  Society  hereby  de- 
clares that  it  does  not  consider  itself  as  having  endorsed  or  cen- 
sured the  opinions  in  former  published  Annual  Discourses,  nor  will 
it  hold  itself  responsible  for  any  opinions  or  sentiments  advanced 
in  any  future  similar  discourses." 

Resolved.  "That  the  Committee  on  Publications  be  directed  to 
print  a  statement  to  that  effect  at  the  commencement  of  each 
Annual   Discourse  which   may  hereafter  be  published.'" 


THE    SOCIALIZATION    OF    THE  PRAC- 
TICE OF  MEDICINE.* 
By  Myles  Standish,  M.D.,  S.D.,  Boston. 

By  the  phrase,  "The  Socialization  of  the 
Practice  of  Medicine,"  I  mean  the  tendency  of 
the  community  as  a  whole  to  take  over  the  care 
of  the  individual  when  he  is  ill. 

Social,  scientific  and  economic  changes  have 
come  with  great  rapidity  in  the  last  few  dec- 
ades. They  have  already  notably  modified  the 
practice  of  medicine  and  promise  to  do  so  to  a 
much  greater  extent  in  the  future.  It  is  the 
socialistic  tendency  of  these  changes  that  I  am 
about  to  consider  in  this  discourse.  We  who 
practise  medicine  at  the  present  time  scarcely 
appreciate  how  recent  are  the  conditions  under 
which  we  do  our  daily  work. 

Until  the  establishment  of  the  Massachusetts 

1  Delivered  before  the  Massachusetts  Medical  Society,  at  Boston, 
June  19, .  1918. 
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I  General  Hospital  in  1811,  such  an  institution 
I  was  unknown  in  New  England.  There  were,  it 
is  true,  pest  houses,  or  lazarets,  and  alms- 
houses, but  these  cannot  truthfully  be  said  to 
have  been  for  the  care  of  the  sick;  they  were, 
rather,  places  for  the  segregation  of  cases  of 
smallpox,  the  insane,  etc.,  and  were  for  the  pro- 
tection of  the  community  rather  than  for  the 
treatment  of  the  persons  who  were  compulsorily 
placed  therein.  Such  places  were  managed  by 
individuals  to  whom  the  town  had  practically 
auctioned  off  the  job,  the  lowest  bidder  receiv- 
ing the  contract. 

Not  until  1830  did  the  Commonwealth  un- 
dertake to  care  for  any  group  of  its  citizens  in 
need  of  medical  care.  In  that  year  the  State 
built  the  Hospital  for  the  Insane  at  Worcester, 
and  began  to  take  this  class  of  unfortunates 
from  the  almost  inhuman  conditions  under 
which  they  were  held  in  the  almshouses. 

Even  then  the  idea  of  caring  for  people  who 
were  ill  was  not  clearly  accepted,  as  this  insti- 
tution was  called  an  "asylum." 

From  the  establishment  of  these  two  institu- 
tions  we  must  date  the  great  growth  which  has 
since  developed  in  the  care  of  the  sick  by  the 
community  in  this  Commonwealth.  Both  insti- 
tutions were,  in  principal  intent,  for  the  hous- 
ing as  well  as  the  medical  care  of  the  patients. 
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Previous  to  that,  the  Boston  Dispensary  had 
been  established,  in  1796,  for  the  medical  relief 
of  the  poor,  in  order  that  the  sick  might  be  at- 
tended and  relieved  in  their  own  houses,  and 
that  those  who  had  seen  better  days  might  be 
comforted  without  being  humiliated;  that  is; 
treated  as  paupers.  It  was  incorporated  in 
1801,  and  by  1825  bitter  complaints  of  its  op- 
erations as  a  medical  charity  began  to  be  voiced 
by  the  profession. 

The  next  step  was  when,  on  the  same  day  in 
1846  that  ether  was  first  used  as  an  anes- 
thetic for  a  surgical  operation  at  the  Massa- 
chusetts General  Hospital,  the  Board  of  Trus- 
tees of  that  institution  gave  formal  recognition 
to  an  out-patient  service  which  must  have 
sprung  up  unauthorized  before  that  date,  be- 
cause the  Trustees  voted  that  records  should  be 
kept  of  patients  living  outside  who  came  to  the 
hospital  for  treatment.  Since  that  memorable 
day  in  1846  the  number  of  hospitals  with  out- 
patient services  has  rapidly  increased.  There 
are  now  20  such  hospital  clinics  in  Boston,  and 
the  total  number  of  individuals  treated  in  a 
year  is  about  300,000.  Of  course,  a  certain 
proportion  of  these  patients  are  either  "round- 
ers" or  the  same  individuals  going  to  different 
clinics  for  various  complaints,  but  still  it  is 
probable  that  there  are  at  least  270,000  people 
who  receive  medical  treatment  free  of  expense 
to  themselves  in  this  city  every  year — a  large 
percentage  of  the  total  inhabitants  of  the  city. 

Suburban  and  other  cities  are  rapidly  repro- 
ducing this  condition  in  their  own  commu- 
nities, having  about  33,700  individuals  attend- 
ing out-patient  departments  of  hospitals  in  a 
year. 

In  1864  the  City  of  Boston  established  a 
hospital  for  the  care  of  its  own  citizens,  at  the 
public  expense,  if  necessary.  This  hospital  in 
the  fifty  odd  years  of  its  existence  has  grown 
to  be  a  great  institution  of  1088  beds,  and  re- 
ceived in  1916  an  appropriation  of  nearly 
$800,000  from  the  money  raised  by  taxes. 

An  out-patient  department  was  immediately 
established  at  this  institution,  and  soon  had  a 
very  large  clientele.  Since  that  date  many 
other  large  cities  and  towns  have,  directly  or 
indirectly,  established  hospitals  for  the  treat- 
ment of  their  citizens  when  ill. 

Tn  1895  the  State,  which  had  already  in- 
creased its  institutions  for  the  care  of  the  in- 
sane from  one  to  four,  also  established  a  hos- 


pital for  dipsomaniacs  and  other  drug  addicts 
at  Foxboro. 

The  institution  at  Tewksbury  had  changed 
its  character,  largely,  from  an  almshouse  to  a 
large  modern  hospital  for  the  treatment  of  such 
chronic  cases  as  fell  into  the  care  and  support 
of  the  Commonwealth. 

In  1895,  also,  the  Boston  City  Hospital  es- 
tablished the  first  separate  hospital  for  the 
treatment  of  infectious  diseases,  which,  under 
the  pressure  of  the  Board  of  Health,  tends 
more  and  more  to  receive  a  large  and  increas- 
ing proportion  of  all  such  cases  in  the  com- 
munity and  which  will  undoubtedly  in  the  fu- 
ture take  care  of  all  infectious  cases  excepting 
only  such  persons  as  can,  by  means  of  their 
wealth,  or  better  housing  conditions,  give  the 
best  of  care  and  isolation  to  their  sick. 

The  State  has  passed  laws  which,  in  theory 
at  least,  compel  each  and  every  town,  or  group 
of  towns,  to  maintain  an  isolation  hospital  for 
smallpox,  and  doubtless  this  law  will  be  event- 
ually broadened  to  include  all  other  infectious 
diseases.  Such  a  widening  of  the  scope  of  all 
institutions  for  the  care  of  the  sick  is  the  un- 
doubted tendency  of  the  day. 

From  1895  to  1898  the  Commonwealth  estab- 
lished its  great  hospitals  for  the  care  of  the  tu- 
berculous. 

In  1906  the  City  of  Boston  established  a 
municipal  hospital  for  the  same  purpose,  and 
in  1907  the  Commonwealth  passed  a  mandatory 
act  compelling  each  city  and  town,  or  group  of 
small  towns,  to  maintain  also  a  hospital  for  the 
tuberculous.  The  fact  that  in  ten  years  the 
State  has  so  largely  taken  over  the  care  of  the 
tuberculous  is  an  illustration  of  the  rapidity 
with  which  such  revolutionary  changes  are 
adopted  in  recent  years. 

In  the  course  of  time  the  out-patient  clinics, 
finding  that  the  giving  of  medical  treatment 
consisted  in  something  more  than  the  writing 
of  prescriptions,  and  that  they  were  at  a  disad- 
vantage, as  compared  with  the  private  prac- 
titioner, who  through  his  domiciliary  visits  was 
able  by  demands,  tact  and  management  to  con- 
trol the  surroundings  and  activities  of  his  pa- 
tients, established  the  social  service  personnel 
of  their  clinics.  The  Massachusetts  General 
Hospital  was  the  first  and  prime  mover  in  this 
addition  to  the  Hospital  Staff.  The  Social 
Service  at  that  institution  was  established  in 
1905,  and  has  been  the  means  of  largely  in- 
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creasing  the  efficiency  of  the  Out-Patient 
Clinic,  and  more  firmly  and  widely  establishing 
public  care  of  the  sick.  The  example  of  the 
Massachusetts  General  Hospital  has  been  widely 
followed  by  hospitals,  both  in  Massachusetts 
and  elsewhere. 

The  most  recent  example  of  this  assumption 
by  the  community  of  the  medical  care  of  an 
ever-increasing  proportion  of  the  population  is 
the  establishment  in  1916  by  the  Massachusetts 
General  Hospital  of  a  pay  consultation  clinic, 
to  which  physicians  can  bring  their  patients. 
The  fee  is  small,  the  number  of  eminent  con- 
sultants large,  and  there  are  whispers  in  med- 
ical circles  that  some  of  these  gentlemen  have 
found  the  burden  excessive  when  the  need  of 
finding  some  time  in  which  to  support  them- 
selves and  their  families  was  considered.  This 
service  has  at  present  been  discontinued  owing 
to  the  draft  of  the  medical  men  into  the  mili- 
tary service.  In  this  connection,  it  is  interest- 
ing to  note  that  the  Boston  Dispensary  main- 
tains a  pay  clinic  for  the  examination  of  the 
eyes  for  errors  of  refraction. 

There  is  also  a  constant  tendency  for  public 
hospitals  to  erect  private  wards  for  the  care  of 
people  of  means. 

The  socialization  of  medical  practice  is  again 
well  shown  in  the  changes  or,  rather,  the  addi- 
tions to  the  services  of  boards  of  health.  Our  mu- 
nicipal boards  of  health  and  the  State  Depart- 
ment of  Health,  under  certain  conditions,  main- 
tain laboratories  which  give  free  service  in  the 
matter  of  bacteriological  diagnosis,  blood  ex- 
aminations, etc.  The  State  Department  of 
Health,  at  the  demand  of  local  boards  of 
health,  has  for  years  furnished  expert  consult- 
ants to  the  local  physicians  in  doubtful  cases 
of  smallpox,  poliomyelitis,  local  epidemics,  etc. 
It  also  distributes  free,  and  in  some  instances 
itself  manufactures,  certain  biological  products 
used  for  medical  treatment.  In  the  first  three 
months  of  3917  it  distributed  diphtheria  anti- 
toxin, smallpox  vaccine,  typhoid  vaccine,  para- 
typhoid vaccine,  antimeningitic  serum,  and  sil- 
ver nitrate  ampoules.  The  latest  extension  of  its 
service  contemplates  the  division  of  the  State 
into  districts  and  in  each  one  establishing  a 
center  for  the  care  of  venereal  diseases.  That 
such  an  arrangement  is  likely  to  become  an 
active,  widely  extended,  and  eventually  a  com- 
pulsory service  will  be  believed  by  anyone 
who  has  watched  the  trend  of  events  in  the 


assumption  by  the  Government  of  the  care  of 
dangerous  infective  diseases. 

Hospitals  and  boards  of  health  are  by  no 
means  the  only  institutions  which  have  taken  a 
part  in  this  socialization  of  medicine.  The 
public  schools  have  had  added  to  their  staffs 
physicians  and  a  corps  of  nurses  whose  duty 
it  is  to  examine  the  children  for  defects  or  dis- 
eased conditions,  to  advise  their  parents 
to  have  them  properly  treated  and  to  see  that 
the  advice  is  followed. 

This  latter  element  will  ultimately  be  found 
to  have  no  other  result  than  the  eventual  as- 
sumption of  such  care  as  it  advises.  Indeed,  a 
beginning  has  been  made  in  at  least  one  city  in 
this  State,  where  the  examination  of  the  school 
children's  eyes  and  the  furnishing  of  glasses 
at  a  discount,  from  the  ordinary  retail  price, 
and  when  necessary  entirely  free  of  expense, 
has  been  assiimed  by  the  community. 

Free  dental  care  of  school  children  has  been 
widely  discussed  and  earnestly  advocated,  and 
the  establishment  of  the  Forsyth  Dental  In- 
firmary for  school  children  in  Boston  is  the  first 
step  in  this  direction  and,  in  all  probability, 
will  not  long  remain  unique. 

The  economic  conditions  of  the  270,000 
people  who  attend  hospital  out-patient  clinics 
in  Boston  is  indicated  by  the  fact  that  the  re- 
port of  the  special  commission,  created  by  the 
Commonwealth  to  study  the  question  of  social 
insurance,  states  that  45%  of  them  earned  from 
$15  to  $20  per  week  in  1916,  and  that  7%  of 
the  Out-Patient  Department  patients  of  the 
Boston  Dispensary  and  11%  of  the  out-pa- 
tients of  the  Massachusetts  General-  Hospital 
were  earning  from  $20  to  $25  per  week. 

The  lengths  to  which  the  communistic  con- 
ception of  medical  practice  is  already  advo- 
cated is  well  illustrated  in  the  so-called  Fram- 
ingham  Experiment. 

This  town  was  taken  by  the  National  Asso- 
ciation for  the  Study  and  Prevention  of  Tuber- 
culosis, as  a  representative  town  with  a  fair 
proportion  of  manufacturing,  commercial  and 
residential  population ;  and  because  it  was  al- 
leady  well  organized  socially  and  medically, 
one  hundred  thousand  dollars  was  donated  to 
carry  on  the  work,  and  the  community  was  to 
be  stimulated  to  use  every  means  to' combat 
disease.  In  this  experiment  all  the  inhabitants, 
or  certain  large  groups  of  them,  were  to  be  ex- 
amined as  to  their  physical  condition.  Indi- 
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viduals  found  to  have  impaired  physical  con- 
ditions were  to  be  advised  to  undertake  medical 
treatment.  Salaried  physicians  were  to  be  ap- 
pointed to  take  charge  of  the  school  children, 
and  everybody  was  to  receive  medical  care  and 
advice,  either  from  their  own  physicians,  or 
without  expense  to  themselves.  The  people 
were  requested  to  go  to  their  physicians  for 
examination,  but  as  this  alone  would  not  bring 
about  such  a  general  examination  as  was  desir- 
able, physicians  were  brought  into  town  to 
assist  in  the  medical  survey.  The  Society 
opened  a  free  clinic  for  the  tuberculous. 

Dr.  D.  B.  Armstrong,  in  charge  of  the  experi- 
ment, in  an  article  published  in  the  Journal  of 
the  American  Medical  Association,  September, 
1917,  states  that  there  had  already  been  estab- 
lished a  permanent  full-time  medical  and  nurs- 
ing service  for  the  school  children,  with  a  gen- 
eral supervising  nursing  service  by  the  Board 
of  Health;  a  full-time  medical  and  7iursing 
service  for  at  least  half  of  the  industrial  popu- 
lation ;  provision  for  a  full-time  secretary  with 
plans  for  nursing  and  relief  service  under  the 
auspices  of  a  local  civic  league.  The  same  gen- 
tleman, in  an  article  in  the  Boston  Medical 
and  Surgical  Journal,  February,  1917,  also 
suggests  a  dispensary  service,  built  on  the 
clinic  for  the  tuberculous  already  established, 
which  might  be  placed  on  a  pay  and  self-sup- 
porting basis,  that  would  include  not  only  tu- 
bercular cases,  but  also  general  medical,  school 
medical,  infant  welfare,  and,  perhaps,  dental 
services.  He  says,  '£It  is  the  hope  of  the  Com- 
mittee that  further  developments  of  the  work 
will  demonstrate  that  on  a  community  basis, 
disease  may  be  prevented  and  health  created, 
thereby  laying  a  permanent  foundation  for  fu- 
ture social,  economic  and  spiritual  evolution," 
and  further  says,  "that  it  ought  also  to  be  sig- 
nificant perhaps  in  its  bearing  upon  the  future 
of  medical  service  in  general." 

It  will  need  no  argument  on  my  part  to  con- 
vince this  assembly  that  if  half  of  the  com- 
munity were  given  a  free  medical  and  nursing 
service  under  a  popular  government,  there 
would  inevitably  arise  a  demand  from  the  vot- 
ing population  that  the  same  benefits  be  ex- 
tended to  the  entire  people. 

All  the  extensions  of  the  community  care  of 
the  sick,  so  far  considered,  have  their  origin  in 
the  humanitarian,  that  is  to  say,  the  medical 
side  of  the  question:  but  for  the  last  two  dec- 


ades a  demand  for  governmental  aid  and  au- 
thority in  the  extension  of  medical  service  has 
been  pressed  from  the  economic  side,  the  argu- 
ment, summed  up  in  a  phrase,  being  that  the 
health  and  efficiency  of  the  community  was  an 
economic  asset  of  great  value,  and  therefore  the 
law  should  compel  manufacturing  corporations 
and  the  people  themselves  to  provide  for  the 
prompt  restoration  of  health  to  the  incapaci- 
tated. 

This  demand  in  Massachusetts  has  resulted, 
as  it  has  in  many  other  States,  in  the  compul- 
sory insurance  by  employers  of  their  employ- 
ees against  industrial  accidents.  This  law  was 
passed  in  this  Commonwealth  in  1911,  and  has 
been  amended  annually  by  each  Legislature 
elected  since  that  date. 

The  law,  for  the  purposes  of  this  discussion,  is 
essentially  this :  It  compels  the  employer  to 
insure  his  employees  against  accident,  and  the 
insurance  company  pays,  among  other  things, 
for  the  medical  and  hospital  care  of  the  in- 
jured. This  at  first  resulted  in  the  insurance 
company  contracting  with  a  physician  in  each 
district  to  care  for  all  such  cases  and  refusing, 
except  under  certain  conditions,  to  allow  pay- 
ments to  other  physicians.  This  arrangement 
pleased  neither  the  patients  nor  the  great  body 
of  practising  physicians,  and  in  1917  the  law 
was  amended  to  allow  the  selection  of  the  phy- 
sician by  the  patient,  if  he  chose  to  exercise 
that  privilege. 

The  State  appointed  an  Industrial  Accident 
Board,  which  awards  the  amount  of  compen- 
sation that  should  be  paid  each  injured  person, 
and  determines  the  amount  of  the  fee  that  shall 
be  paid  to  the  physician  who  had  the  care 
of  the  case.  The  Board  shows  the  prevailing 
tendency  of  the  times  in  the  community  care 
of  the  sick  or  injured  in  its  liberal  interpreta- 
tion of  what  constitutes  an  industrial  accident. 
It  has  decided  that  an  injury  received  in  a  fist 
fight  between  longshoremen  is  an  industrial 
accident,  as  longshoremen  are  necessarily 
rough  fellows.  Also  that  an  optic  atrophy 
supeiwening  in  case  of  tabes  was  due  to  the 
afflicted  man's  occupation  as  a  fireman  in  a 
boiler  room. 

The  communistic  advance  of  the  medical 
service  idea  was  much  in  evidence  a  year  ago, 
when  an  attempt  was  made  to  pass  a  radical 
iompulsory  health  insurance  act  in  this  and 
other  States. 
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The  essential  features  of  this  proposed  act, 
from  the  point  of  view  of  this  discussion,  were 
that  all  wage-earners,  except  agricultural  eni' 
ployees  and  domestic  servants,  who  earned  $25 
a  week  or  less,  should  be  compelled  to  join  a 
local  association  for  health  insurance;  that  in- 
demnity funds  should  be  provided  in  part  by 
the  employers,  in  part  by  the  emploj'ees,  and  in 
part  by  the  Commonwealth,  from  moneys  re- 
ceived from  taxes.  Other  individuals,  whose 
earnings  were  $25  a  week  or  less,  could  volun- 
tarily join  these  associations. 

These  local  carriers,  as  they  were  called,  were 
empowered  to  contract  with  a  physician  or 
physicians  for  the  care  of  the  sick,  to  provide 
medicines  and  nurses,  orthopedic  apparatus, 
eye  glasses,  etc.,  to  the  members  of  the  associa- 
tion, and,  with  certain  limitations,  to  the  mem- 
bers of  their  families.  They  were  also  directed, 
when  able,  to  build  hospitals  and  sanatoria. 
This  law,  by  the  way,  came  over  from  our 
friends  the  enemy,  as  you  will  see  later,  and 
was  taken  bodily,  except  that  it  went  higher  up 
the  wage  scale  than  the  German  system. 

What  proportion  of  the  community  would  be 
beneficiaries  under  the  Health  Insurance  act 
proposed  in  this  State,  I  do  not  know.  I  have 
heard  it  variously  estimated  as  from  30%  to 
70%  of  the  population  of  the  State.  But, 
whatever  the  actual  number  may  be,  there  is 
no  doubt  that  it  would,  be  a  very  large  propor- 
tion in  any  industrial  community  and  would 
cause  a  great  disruption  of  the  practice  of  all 
medical  men  in  manufacturing  centers. 

This  progressive  tendency  toward  the  social- 
ization of  the  practice  of  medicine  has  not 
been  peculiar  to  Massachusetts  or  America,  but 
has  become  from  decade  to  decade  more  and 
more  apparent  in  Europe. 

In  England,  early  in  the  19th  century,  there 
were  mutual  aid  societies  formed  among  wage- 
earners  to  insure  themselves  against  various 
financial  disasters  which  may  happen  in  the 
lives  of  people  whose  income  is  such  that  the 
bare  necessities  of  life  practically  consume 
their  entire  earnings.  These  societies  gave 
their  members  medical  aid.  They  became 
known  under  the  generic  name  of  the  Friendly 
Societies.  They  were  popular,  and  it  was 
finally  discovered  that  the  organization  and 
management  of  such  societies  gave  a  proper, 
but  material  addition  to  the  income  of  the  men 
who  had  charge  of  their  activities.    As  a  conse- 


quence, many  such  societies  were  organized, 
and  there  arose  quite  a  competition  for  mem- 
bers, and  the  managers  eventually  canvassed 
for  and  accepted  members  whose  incomes  were 
much  larger  than  those  for  whom  the  societies 
were  originally  intended.  Door-to-door  can- 
vasses were  made  for  members,  and  I  have  seen 
hand-bills  asking  for  members  in  the  windows 
of  small  shops  in  English  provincial  cities. 

These  societies  contracted  with  a  medical  ad- 
viser for  treatment  of  the  entire  group.  Com- 
petition among  the  medical  men  brought  the 
salaries  down  to  a  very  low  level.  Those  of 
you  who  are  accustomed  to  read  the  British 
Medical  Journal  will  remember  the  periodical 
appearance,  for  years  before  the  National  In- 
surance Act,  of  lists  of  Friendly  Societies,  with 
the  statement  that  the  salaries  which  they  paid 
were  unfair  for  the  amount  of  work  exacted, 
and  asking  all  members  of  the  profession  to 
refuse  employment  under  the  societies  named 
in  the  list.  It  was  a  burning  question  with  the 
physicians  of  England  for  a  quarter  of  a  cen- 
tury. 

The  first  compulsory  action  of  the  English 
Government  in  the  direction  of  medical  care  of 
wage-earners  was  when  the  Employers'  Liabil- 
ity Act  was  passed  in  1880.  The  last  Work- 
men's Compensation  Act  was  passed  in  1906. 

The  similar  laws  in  Massachusetts  and  other 
American  States  were  modelled  on  these  laws, 
and  are  so  well  known  to  all  physicians  that 
their  provisions  need  not  detain  us  at  this 
time. 

The  English  Parliament  in  1911  enacted  the 
National  Insurance  Act.  This  law  is  compul- 
sory. The  funds  are  derived  seven-ninths  from 
the  employers  and  the  beneficiaries,  if  they  are 
men,  and  three-fourths  if  the  beneficiaries  are 
women.  The  balance  is  derived  from  moneys 
raised  by  taxation.  The  individuals  who  are 
thus  compulsorily  insured  comprise  all  "em- 
ployed" persons,  British  or  alien,  from  16  to  70 
years  of  age.  All  other  persons  engaged  in 
some  regular  occupation,  and  who  are  wholly  or 
mainly  dependent  for  their  livelihood  on  the 
earnings  derived  from  that  occupation,  can 
voluntarily  insure  under  the  Act,  provided 
their  total  income  from  all  sources  does  not  ex- 
ceed 160  pounds  a  year.  It  is  also  provided 
that  persons  who  have  previously  been  "em- 
ployed" and  insured  for  five  years  or  more, 
may,  subsequent  to  said  employment,  volun- 
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tarily  be  insured  without  limitation  as  to  in- 
come. 

The  medical  benefits  were  medical  attend- 
ance and  treatment,  medicine,  medical  and  sur- 
gical appliances,  treatment  in  sanatoria  for  tu- 
berculosis, and  maternity  benefits. 

When  the  law  was  first  proposed  it  was 
planned  that  the  Government  should  organize 
associations  to  administer  the  act  by'  localities, 
trades,  industries  and  industrial  organizations. 
This,  of  course,  raised  a  great  protest  from  the 
Friendly  Societies,  which  ended  in  the  Gov- 
ernment practically  accepting  the  existing  so- 
cieties as  the  agents  for  the  administration  of 
the  law,  the  Government  reserving  only  the 
right  to  organize  such  associations  as  might  be 
necessary  where  Friendly  Societies  did  not  ex- 
ist, or  where  the  insured  preferred  not  to  join 
them. 

The  medical  profession  was  very  much  agi- 
tated by  the  proposition,  and  the  British  Med- 
ical Association  came  almost  to  the  point  of 
threatening  a  general  strike  unless  the  remun- 
eration was  made  satisfactory  to  them. 

The  terms  first  proposed  by  the  introducers 
of  the  law  were  4s.  per  year  per  capita.  The 
Cabinet  officer  having  the  matter  in  charge 
said  that  the  Friendly  Societies  paid  from  2s.  6d. 
up.  The  highest,  by  the  way,  was  the  Pos- 
tal Employees  Association,  which  paid  8s. — two 
dollars  a  year  for  all  medical  care  and  medi- 
cines. 

Finally,  the  British  Medical  Association 
was  pacified  by  a  per  capita  payment  of  6s.  6d. 
The  sixpence  was  supposed  to  cover  the  cost  of 
medicines. 

Another  complaint  of  the  medical  men 
against  the  proposed  act  was  that  the  law  con- 
templated the  continuance  of  the  old  aild 
vicious  contract  system,  which  enabled  the  so- 
cieties to  contract  with  one  or  a  few  medical 
men,  whom  they  could  discharge  if  they  did 
not  conduct  their  medical  practice  in  such  a 
manner  as  to  be  advantageous  to  the  funds  of 
the  society.  This  point  was  fought  bitterly 
both  by  the  profession  and  the  Friendly  So- 
cieties, and  the  final  result  was  the  so-called 
"panel"  system,  whereby  any  respectable  phy- 
sician could  signify  his  willingness  to  serve  on 
the  panel,  the  insured  person  to  be  free  to  se- 
lect from  the  panel  the  physician  he  preferred. 
The  physician  was  to  receive  from  the  societies 


the  4s.  and  6d.  of  all  those  who  selected  him 
for  that  year. 

In  1914  there  were  insured  under  th?  Na- 
tional Insurance  Act  in  England  13,643,000 
persons,  and  in  May  of  that  year  there  were 
16,000  physicians  on  the  "panel."  About  half 
of  these  gentlemen  had  not  more  than  500  per- 
sons on  their  list;  30%  had  from  500  to  1000 
persons;  16%  had  from  1000  to  2000  persons, 
and  4%  had  more  than  2000  persons.  It  must 
have  been  one  of  these  latter  gentlemen  to 
whom  a  medical  man  in  Oxford  alluded  when 
I  asked  him  in  1912  how  the  law  was  working. 
"Oh  well!"  he  said,  "some  of  the  men  do 
pretty  well.  A  friend  of  mine  over  in  "Wales 
sometimes  sees  80  patients  in  his  surgery  of  an 
evening."  The  total  cost  of  all  the  medical 
benefits  paid  for  under  the  act  was  5.616,000 
pounds  in  1914. 

Compulsory  health  insurance  was,  however, 
first  instituted  in  that  land  of  compulsion — 
Germany.  The  first  law  was  passed  in  1884.  and 
included  miners  and  others  engaged  in  danger- 
ous occupations,  but  the  scope  has  been  broad- 
ened from  time  to  time,  until  a  bill  that  was 
passed  just  before  the  opening  of  the  present 
war  covered  all  manual  workers,  foremen,  com- 
mercial employees,  domestic  servants,  agricul- 
tural laborers  and  government  employees. 
Other  than  employed  individuals,  with  the 
same  income,  can  join  the  societies.  The  upper 
limit  of  wages  was  raised  by  this  bill  to  $625. 
In  1885,  10%  of  the  popiilation  were  in  these 
societies,  which  number  was  increased  grad- 
ually, until,  in  1910,  they  contained  22%  of 
the  population,  to  which  it  was  estimated  the 
last  amendment  to  the  bill  would  add  another 
million  people. 

Previous  to  the  institution  of  compulsory 
health  insurance  in  Germany  there  had  existed, 
as  in  England,  Mutual  Aid  Societies  which  had, 
as  one  of  their  principal  benefits,  medical  aid. 
Indeed,  they  had  existed  in  Germany  for  a 
much  longer  period  of  time  than  in  England, 
and  they  were  utilized  to  some  extent  under 
the  Health  Insurance  Act,  but  the  bulk  of  the 
beneficiaries  were  organized  into  new  society 
groups  arranged  according  to  occupation,  and 
all  workers  were  compelled  to  join  a  particular 
society,  in  accordance  with  their  employment. 

The  doctors  complain  that  most  of  the  mem- 
bers of  these  societies  take  very  little  part  in 
their  government,  and  that  the  management 
falls  too  often  into  the  hands  of  the  political 
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group  called  "social  democrats."  The  direct 
expenses  are  borne  by  the  employers  and  wage- 
earners,  although  the  Government  spends  con- 
siderable money  in  general  oversight  and  man- 
agement. 

The  services  of  a  physician  are  provided  in 
accordance  with  the  regulations  established  by 
each  fund ;  the  usual  plan  is  for  the  society  to 
make  contracts  with  a  number  of  physicians, 
who  give  their  services  in  return  for  an  annual 
sum,  fixed  in  advance,  or  for  a  specified  sum 
per  case,  also  fixed  in  advance.  In  no  case  is 
the  charge  fixed  on  the  number  of  visits  or 
number  of  prescriptions.  Some  of  the  societies, 
in  order  to  secure  low  rates  of  fees  from  the 
physicians,  provide  only  the  services  of  a  lim- 
ited number  of  physicians.  The  competition 
among  the  physicians  to  secure  the  position  of 
medical  officer  in  such  cases  has  resulted  in  re- 
ducing the  cost  of  the  service  to  the  funds  to 
a  very  low  level,  and  the  fees  have  often  been 
so  small  as  to  produce  vigorous  protests  from 
the  medical  profession.  This  protest  has  re- 
sulted in  numerous  "doctor  strikes,"  in  which 
the  physicians  have  refused  to  work  for  these 
societies,  and  the  strikes  in  some  places  have 
been  so  strenuous  that  the  physicians  not  only 
refused  to  act  for  the  societies,  but  also  even  to 
treat  as  a  private  patient  any  individual  in- 
sured in  them. 

I  have  found  allusions  to  1022  of  these 
strikes,  of  which  921  were  decided  in  favor  of 
the  physicians,  11  in  favor  of  the  societies,  and 
the  other  90  were  pending  at  the  time  of  the 
compilation. 

Some  of  the  societies  make  contracts  with  a 
large  number  of  physicians,  and  the  insured 
person  is  allowed  to  select  the  physician  he 
wishes  to  attend  him. 

This  comparatively  free  choice  of  a  physician 
has  generally  been  the  result  of  a  desperate 
struggle  between  the  societies  and  physicians  of 
that  particular  locality.  The  most  notable  ex- 
ample of  this  arrangement  is  in  Leipsic,  where 
the  society  has  contracts  with  some  400  physi- 
cians,— the  list  includes  many  specialists  in  all 
branches  of  medicine,  including  dentistry.  The 
strike  to  obtain  this  condition  was  very  bitterly 
fought.  It  took  place  in  1904.  The  demands 
of  the  physicians  were  an  increase  of  fees  to 
$1.00  per  member  without  dependents,  and 
$3.00  per  member  with  dependents, — little 
enough  surely, — a  free  choice  of  physician,  and 
that  agreements  with  the  individual  physician 


should  not  be  terminable  at  the  will  of  the  so- 
ciety. 

The  list  of  the  demands  of  a  labor  union 
strike  in  this  country  often  covers  practically 
the  same  demands. 

The  physicians  terminated  their  service  on 
April  1,  1904.  They  were  loyally  supported 
by  practically  all  the  other  physicians  in  Leip- 
sic and  the  neighborhood  The  University 
medical  professors  and  teachers  refused  to  treat 
society  patients  in  the  University  clinics. 

The  society  fought  back  by  importing  phy- 
sicians, to  whom  they  guaranteed  an  income  of 
$1500  a  year.  They  established  three  consul- 
tation centers  under  the  charge  of  whole-time 
medical  officers. 

The  physicians  took  steps  to  discourage  doc- 
tors from  entering  the  service,  and  of  75  who 
agreed  to  come  but  62  came. 

The  supervisory  authorities  were  petitioned 
to  intervene  and  compel  the  society  to  provide 
adequate  medical  service.  The  authority  de- 
cided that  at  least  112  physicians  were  neces- 
sary for  the  proper  treatment  of  the  members. 
The  society  was  unable  to  fulfil  the  require- 
ment, and  the  much-quoted  present  arrange- 
ment was  agreed  upon. 

At  Cologne  there  was  a  similar  contest,  in 
which  the  society  was  victorious,  and  at  the 
time  of  my  latest  information  it  had  in  its  em- 
ploy 70  or  80  physicians,  including  specialists — 
all  except  about  15  of  whom  had  been  imported 
by  the  society.  Some  of  them  were,  doctors 
that  had  previously  been  employed  by  the 
Leipsic  society  in  its  struggle  with  the  local 
physicians,  of  which  T  have  spoken.  Three 
hundred  physicians  of  Cologne  refused  to  serve 
the  societies.  These  gentlemen  belong  to  the 
"Leipziger  Verband,"  which  is  an  association 
of  23,800  physicians,  95%  of  the  profession  in 
Germany,  who  have  organized  themselves  un- 
der that  name  into  what  is  frankly  a  trade 
union.  The  details  of  the  methods  of  paying 
the  physicians  by  the  societies  varies  widely, 
but  it  is  an  interesting  fact  that  in  some  in- 
stances the  local  organization  of  the  physicians 
receives  the  total  amount  paid  by  the  so- 
cieties for  medical  service,  and  divides  it  among 
the  practitioners  in  accordance  with  the  amount 
of  service  they  have  given. 

The  average  amount  paid  by  the  societies  in 
Germany  for  medical  service  in  1910  was  $1.37 
per  person  per  annum. 

These  insurance  societies  in  Germany  also 
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furnish  orthopedic  appliances,  false  teeth,  false 
eyes,  spectacles,  etc.  They  pay  for  the  care  of 
their  members  in  hospitals  and  institutions, 
often  less  than  the  cost  to  those  much-imposed- 
upon  organizations. 

The  law  allows  and  some  of  these  societies 
have  already  established  hospitals,  convalescent 
homes,  sanatoria,  etc.,  of  their  own. 

The  enactment  of  laws  for  compulsory  health 
insurance  has  spread  rapidly  over  Europe.  Be- 
tween 1884  and  1913  the  following  countries 
had  established  such  systems:  Germany,  Aus- 
tria, Hungary,  Luxemburg,  Norway,  Servia, 
Great  Britain,  Russia,  Roumania,  and  the 
Netherlands,  and  from  30  to  33%  of  their  pop- 
ulation have  been  withdrawn  from  the  domain 
of  private  practice. 

Compulsory  health  insurance  for  certain 
groups  of  wage-earners  has  been  adopted  by 
Belgium,  Italy,  France  and  Spain,  while  laws 
for  subsidized  voluntary  health  insurance,  cov- 
ering a  large  proportion  of  the  population,  ex- 
ist in  Sweden,  Denmai-k,  Belgium  and  Switzer- 
land. 

No  American  State  has  to  my  knowledgo 
enacted  such  a  law,  although  in  Massachusetts 
such  action  was  strongly  advocated  by  Gov- 
ernor McCall. 

Massachusetts,  in  1917,  appointed  a  special 
Commission  to  consider  the  subject,  which 
made  its  report  to  the  Legislature  this  year. 
It  did  not  advise  the  adoption  of  compulsory 
health  insurance  at  the  present  time,  but  it  did 
advise  the  enactment  of  three  laws  which  are 
interesting  from  the  point  of  view  of  this  dis- 
cussion. 

The  first  recommendation  was  that  a  sum  of 
money  be  appropriated  by  the  General  Court  to 
be  expended  by  the  trustees  of  the  General  In- 
surance Guarantee  Fund  for  the  purpose  of 
further  encouraging  and  promoting  the  organ- 
ization of  mutual  benefit  associations  among 
the  employees  in  industrial  plants  in  Massa- 
chusetts, in  order  to  afford  them  an  opportunity 
to  insure  themselves  against  sickness  and  disa- 
bility, at  their  option.  This  law  is  on  its 
passage  through  the  Legislature  at  this  writing. 

The  formation  and  successful  operation  of 
such  associations  would  be  the  first  step  to- 
wards compulsory  health  insurance,  for  the  his- 
tory of  governments  will  show  that  whenever 
an  association  of  philanthropic  people,  or  an 
association  for  financial  gain,  has  -broken  the 


ground  in  a  new  direction  in  supplying  a  need 
of  the  community,  the  government  will  first 
regulate,  and  eventually  step  in  and  take  over 
the  work,  to  the  practical  exclusion  of  private 
effort.  This  has  been  the  result  in  education, 
water  supply,  postal  service,  hospitals,  and 
transportation,  in  many  countries,  and  that 
the  tendency  is  still  active  is  shown  in  the  agi- 
:  tation  in  this  country  that  the  Government 
take  over  the  telegraph  and  telephone  lines  and 
public  utilities. 

The  Commission  on  Social  Insurance  thus  not 
only  looks  forward  to  compulsory  health  insur- 
ance, but  advocates  a  still  more  direct  assump- 
tion of  the  medical  care  of  the  community  in 
another  law  which  it  proposes:  An  act  entitled 
to  provide  free  medical  treatment  for  school 
children,  which  provides  that  such  medical  and 
surgical  care  shall  consist  of  medical  diagnosis 
and  the  medical  and  surgical  treatment  of  the 
eyes,  ears,  noses,  teeth,  throats,  lungs,  posture 
and  nervous  systems  of  the  pupils,  the  cost  to 
be  apportioned  between  the  cities  and  towns 
and  the  Commonwealth,  in  such  proportions  as 
the  General  Court  shall  determine. 

If  the  General  Court  should  pass  such  a  law. 
it  is  evident  that  in  school  children,  with  the 
single  exception  of  the  heart,  private  practice 
would  be  limited  to  the  disorders  of  such  or- 
gans as  nature  has  placed  below  the  dia- 
phragm. 

The  third  recommendation  of  this  Commis- 
sion was  that  the  State  Department  of  Health 
might  provide  laboratory  and  x-ray  equipment 
for  the  out-patient  departments  of  hospitals 
and  dispensaries,  under  certain  limitations,  but 
specifies  that  the  control  of  and  the  regulations 
in  regard  to  the  use  of  these  appliances  should 
remain  in  the  hands  of  the  authorities. 

Those  of  my  auditors  who  have  patiently  fol- 
lowed thus  far,  have  seen  a  steady  and  pur- 
poseful extension  of  public  service  in  medicine 
going  on  in  this  country  and  in  Europe  for  a 
century.  A  social  movement  in  a  service  so 
vital  to  the  community,  continued  for  so  lone, 
is,  without  doubt,  destined  to  continue.  When 
30%  of  the  community  receive  medical  treat- 
ment free,  or  for  a  very  small  sum.  there  will 
undoubtedly  arise  a  demand  for  the  extension 
of  the  same  system,  or  some  modification  of  it, 
to  the  entire  population.  An  extension  of  such 
service,  with  a  demand  by  the  people  for  med- 
ical care  and  treatment  at  a  minimum  cost, 
would  result  in  medicine  becoming  more  and 
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more  a  function  of  the  State.  In  fact,  the 
State  already  demands  of  every  physician 
much  service,  in  the  way  of  notification  of 
births,  deaths,  contagious  diseases,  venereal  dis- 
eases, and  cocaine  and  morphine  addicts,  and 
most  of  this  service  is  now  required  in  America- 
without  pay,  although  in  England  the  physi- 
cian is  allowed  2s.  6d.  for  each  notification  filed. 

The  logical  result  of  such  a  situation  must  be 
that  all  medical  men  will  eventually  become 
government  officials. 

That  medical  men  are  destined  to  become 
government  employees  may  seem  a  prophecy, 
the  fulfilment  of  which  is  far  away  in  the  fu- 
ture, but  there  are  already  portents  in  the  sky. 
In  England,  under  the  stress  of  war,  there  has 
been  a  relocation  of  medical  men  in  civil  prac- 
tice so  that  all  districts  may  be  served.  In 
New  Zealand,  that  laboratory  for  the  working 
out  of  all  sorts  of  socialistic  experiments,  the 
medical  men  themselves  have  asked  the  Govern- 
ment that  the  country  be  divided  into  districts, 
that  a  physician  be  assigned  to  each  district, 
and  that  the  Government  guarantee  the  med- 
ical practitioners  a  certain  minimum,  but  a  liv- 
ing income;  and  I  have,  this  spring,  read  in  a 
newspaper  despatch  that  the  Prime  Minister  of 
England,  Mr.  Lloyd  George,  replied  to  a  visit- 
ing delegation  that  after  the  war  he  would  be 
willing  to  consider  the  "nationalization  of 
medicine. ' ' 

Government  official  salaries  to  employees  are 
now,  and  always  have  been,  regulated  to  an 
amount  that  is  barely  sufficient  suitably  to 
maintain  the  recipients  in  their  station  in  life 
without  the  ability  to  accumulate  savings  for 
old  age,  which  is,  no  doubt,  the  reason  that 
there  has  arisen  in  Massachusetts,  as  elsewhere, 
a  persistent  demand  for  pensions  upon  retire- 
ment for  teachers,  firemen,  policemen,  clerks, 
and  all  classes  of  public  employees. 

When  the  great  bulk  of  medical  practitioners 
become  comparatively  poorly  paid  government 
officials,  the  great  cost  of  a  medical  education, 
as  compared  with  other  professions,  will  bring 
a  new  factor  into  this  problem. 

The  broadening  of  the  field  in  medicine 
in  the  last  quarter  of  a  century  has  added  to 
the  expenditure,  both  of  time  and  money,  which 
is  required  of  the  student  in  medicine,  as  com- 
pared with  other  professions. 

Many  States  now  require  that  the  physician 
to  be  licensed  to  practise  medicine  shall  have 


devoted  six  years  to  study,  after  leaving  the 
high  school,  before  he  receives  his  medical  de- 
gree, viz.,  two  years  of  college  and  four  in  the 
medical  school.  That  this  requirement  will 
soon  be  universal  is  assured,  and  to  this  there 
is  no  doubt  that  another  year  in  a  hospital  in- 
temeship,  or  its  equivalent,  will  soon  be  added. 

This  is  nearly  twice  the  time  required  in 
other  professions. 

In  law,  in  this  State  the  student  may  get  his 
degree  in  three  years  from  the  high  school. 
This  is  true  in  most  divinity  schools.  Univer- 
sity schools  of  business  administration  often 
admit  from  the  high  school  to  a  two  or  three 
years'  course. 

Architects,  engineers  and  chemists  receive 
their  degrees  from  the  Massachusetts  Institute 
of  Technology  in  four  years  from  the  high 
school. 

In  the  actual  expenditure  of  money  for 
tuition,  of  all  professions,  medicine  demands 
the  highest  fee. 

At  Harvard,  in  the  Law  School,  Graduate 
School,  School  of  Business  Administration,  etc., 
the  fee  is  $150,  but  in  the  Dental  School  it  is 
$200,  and  in  the  Medical  School  proper  it  is 
$225,  with  a  matriculation  fee  and  numerous 
laboratory  fees  in  addition. 

These  higher  fees  for  medical  tuition  are 
fully  justified.  The  cost  of  present-day  medical 
education  is  appalling  to  the  smaller  univer- 
sities of  the  country. 

To  cite  the  Harvard  Medical  School :  The 
cost  to  the  University  of  maintaining  its  Med- 
ical School  last  year  was  $494,115.95.  The 
School  had  357  students,  which  was,  •  roughly, 
$1385  per  student. 

It  is  true  that  the  School  gave  instruction  in 
certain  courses  to  94  dental  students,  and  to 
six  students  studying  for  the  degree  of  Doctor 
of  Public  Health,  but  as  the  Dental  School  paid 
the  Medical  School  only  $14,000  for  their  in- 
struction, that  fact  did  not  very  materially  af- 
fect the  cost  per  student  to  the  Medical  School. 

The  amount  of  time  required,  the  cost  of  liv- 
ing during  the  student  period,  as  well  as  the 
necessary  tuition  fees,  are  likely  to  increase  in 
the  future  as  they  have  already  increased  in 
the  last  generation,  or  longer;  and  if  the  re- 
wards for  the  student  in  his  lifelong  practice 
are,  by  converting  the  practice  of  medicine  into 
a  governmental  occupation,  to  be  very  moder- 
ate, will  not  the  attractiveness  of  medicine  as  a 
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means  of  livelihood  diminish,  and  will  not  the 
parents  be  apt  to  decide  that  a  medical  educa- 
tion is  a  poor  investment  of  so  much  capital? 

It  would  seem  that  such  must  be  the  natural 
result,  and  that  the  number  of  young  men  en- 
tering the  profession  would  fall  far  short  of 
the  number  necessary  to  care  for  the  commu- 
nity. 

If  this  should  prove  to  be  a  correct  estimate 
of  the  situation  which  would  arise,  I  see  but 
one  solution  of  the  problem,  and  that  is,  the 
Government  will  have  to  undertake  the  entire 
expense  of  the  education  of  medical  men,  as  it 
now  does  that  of  army  and  navy  officers  at 
West  Point  and  Annapolis ;  pay  them  during 
their  working  days,  and  give  them  sufficieut 
pensions  after  retirement  to  support  them  in 
old  age.  Nor  is  this  soluton  as  radical  as  it 
might  seem  at  first  thought.  The  Common- 
wealth of  Massachusetts  at  the  present  time 
furnishes  a  free  education  to  the  members  of 
one  great  profession,  and  does  so  for  the  same 
reasons  that,  in  my  opinion,  will  force  the 
State  to  assume  the  cost  of  educating  its  med- 
ical men.  I  refer  to  the  public  school  teachers, 
who  are  educated  by  the  State  without  cost  for 
tuition,  books,  etc.,  and  with  a  nominal  pay- 
ment for  board  and  rooms  in  our  normal 
schools. 

There  will,  of  course,  always  be  private  prac- 
titioners of  medicine,  for  men  will  arise  in  the 
ranks  of  the  profession  of  such  preeminent 
reputation  and  skill  that  people  will  always  be 
willing  to  pay  them  abundantly  for  their  ad- 
vice and  treatment. 

These  men,  even  though  educated  at  govern- 
ment expense  and  assured  of  a  livelihood,  will 
resign  from  the  public  service,  as  great  engi- 
neers, educated  at  West  Point,  leave  the  Army 
for  higher  remuneration,  as  directors  of  great 
works  of  civil  construction,  and  as  naval  con- 
structors leave  the  Navy  to  accept  much  higher 
salaries  from  rich  ship-building  corporations. 

There  will  always  exist  in  the  community  a 
group  of  well-to-do  people,  who  will  prefer  to 
have  free  choice  of  their  medical  adviser,  just 
as  at  the  present  time  there  is  a  considerable 
group  of  people  who  prefer  to  send  their  chil- 
dren to  private  schools,  and,  in  my  judgment, 
the  group  of  people  exclusively  employing  pri- 
vate medical  practitioners  in  the  future  will 
prove  to  be  about  as  large  a  proportion  of  the 


entire  community  as  the  group  which  at  the 
present  time  send  their  children  to  private 
schools. 

This  picture  that  I  have  drawn  of  the  condi- 
tions of  medical  practice  in  the  future  is,  in 
my  opinion,  a  logical  projection  into  the  fu- 
ture of  the  lines  of  change  in  the  methods  of 
medical  practice  which  have  actually  been 
adopted  by  the  community  and  the  profession 
in  the  last  hundred  years.  These  changes  have 
been  the  result  of  an  awakening  of  the  public 
conscience  as  to  the  right  of  all  citizens  to  have 
proper  medical  advice  and  attendance;  to  a 
constant  tendency  of  the  Government  to  regu- 
late, control,  and,  in  the  end,  supply  all  public 
service;  to  the  fact  that  medical  knowledge  has 
become  so  broadened  that  it  is  impossible  for 
any  one  man  to  be  expert  in  all  its  branches, 
and  thus  has  led  the  people  to  regard  medical 
service  as  a  service  that  no  one  man  can  fulfil, 
with  the  consequent  loss  of  the  sense  of  friend- 
ly protection  and  personal  care  which  made  the 
patient  look  upon  his  physician  as  a  wise  fam- 
ily friend. 

The  changes  also  have  been  largely  due  to 
the  great  aggregation  of  people  in  large  com- 
mercial or  manufacturing  cities,  where  individ- 
ual personal  effort  for  the  aid  of  one's  neigh- 
bors seemed  so  inefficient  that  organized  cor- 
porate effort  appeared  to  be  the  only  effective 
way  in  which  to  meet  the  problem,  with  the  re- 
sult that  socialistic  and  impersonal  ideals  have 
usurped  the  places  of  the  more  personal  and 
friendly  ones  of  our  forefathers. 

None  of  these  causes  of  change  are  likely  to 
diminish  as  time  goes  on.  therefore  organized, 
systematized,  efficient  medical  service  is  likely 
to  be  developed — with,  alas !  a  little  less  of  the 
personal  human  element  in  it. 

The  community,  in  its  governmental,  com- 
mercial, social  and  individual  units,  will,  in  the 
future,  as  it  has  in  the  past,  need  medical  ad- 
vice, and  the  learned  men  who  give  this  ad- 
vice, must  be  educated  and  supported  by  those, 
who  benefit  by  their  skill,  frnt  the  methods,  both 
of  education  and  payment,  will  not  be  those  of 
the  present  day. 

Physicians  in  the  future  will  be  just  as  eager, 
and  perhaps  even  more  so,  to  prevent  disease 
and  alleviate  suffering,  but  that  the  conditions 
under  which  they  do  their  work  will  change,, 
radically  change,  seems  inevitable. 
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FOURTH   ANNUAL   MEETING,  BOSTON, 
APRIL  11,  1918. 

Introductory  Remarks  by  the  President. 
By  Vincent  Y.  Bowditch,  M.D.,  Boston. 

Our  present  meeting  is  held  after  a  year  of 
the  great  stress  of  war,  with  our  minds  and 
hearts  fixed  upon  matters  far  from  the  ordinary. 
The  ranks  of  our  active  workers  have  been 
largely  reduced.  Not  only  have  our  vice-presi- 
dent, Dr.  Roger  I.  Lee,  and  our  treasurer,  Mr. 
Arthur  Drink  water,  been  called  to  active  mili- 
tary duties,  but  our  Executive  Secretary,  Mr. 
Seymour  H.  Stone,  to  whom  the  League  owes 
so  much  of  its  success,  has  patriotically  di- 
rected his  energies  for  an  indefinite  period  to- 
wards special  war  work.  This  has,  necessarily, 
thrown  greater  responsibility  upon  those  who 
are  left  behind, — a  burden,  however,  which 
they  have  gladly  shouldered  in  their  endeavor 
not  only  to  keep  up  the  standards  of  our 
League,  but  thus  indirectly  to  help  our  coun- 
try in  the  present  great  crisis  in  its  history. 

In  spite  of  these  hindrances  to  the  best 
work,  I  think  it  can  be  said  that  we  have  had  a 
year  of  usefulness,  in  which  we  have  done  more 
than  merely  "mark  time,"  and  have  succeeded 
in  keeping  before  the  public  the  necessity  of 
never-ceasing  activity  in  fighting  tuberculosis. 

In  the  early  autumn  it  was  suggested  by  the 
Executive  Secretary  of  the  National  Tubercu- 
losis Association,  Dr.  Charles  J.  Hatfield,  that 
our  League  should  institute  a  series  of  lectures 
to  be  given  by  specialists  in  tuberculosis  to  the 
military  medical  staffs  at  the  cantonments  and 
camps  in  Massachusetts.  Following  this  sug- 
gestion, under  the  auspices  of  the  League,  sev- 
eral specialists  of  national  repute  have  visited 
Camp  Devens  and  have  given  interesting  lec- 
tures upon  various  phases  of  the  tuberculosis 
question.  The  League  is  especially  indebted  to 
Dr.  E.  R.  Baldwin  of  Saranac  Lake;  Dr.  G 
Benjamin  White  of  Otisville,  N.  Y. ;  Dr.  A.  K. 
Krause  of  Johns  Hopkins  Hospital,  Baltimore; 
Dr.  Donald  B.  Armstrong  of  the  Community 
Health  Demonstration  at  Framingham,  who 
kindly  took  the  place  of  Dr.  David  R.  Lyman 
of  Connecticut,  during  the  latter 's  service 
abroad,  and  Dr.  Charles  L.  Minor  of  Asheville, 
N.  C,  who  had  kindly  consented  to  appear,  but 
at  the  last  was  prevented  by  illness  from  so 
doing.  • 


These  lectures  were  given  at  the  Base  Hos- 
pital, and  were  attended  by  large  numbers  of 
the  medical  men  stationed  at  Camp  Devens.  An 
attempt  was  made  to  have  instructive  lectures 
given  to  the  soldiers  themselves  in  the 
Y.  M.  C.  A.  halls,  but  the  plan  was  later  placed 
in  the  hands  of  the  military  medical  authorities 
at  the  cantonment  as  being  a  better  method  of 
reaching  the  soldiers  than  through  the  medium 
of  "talks"  by  civilian  physicians.  By  per- 
sonal observation,  when  accompanying  these 
gentlemen  to  Camp  Devens,  I  became  convinced 
that  the  lectures  as  given  were  productive  of 
much  interest  and  benefit  to  the  medical  men. 
However,  it  seemed  much  wiser  to  leave  the  in- 
struction of  the  soldiers  themselves  to  the  mili- 
tary medical  authorities, — the  psychological  ef- 
fect of  a  uniform  upon  the  minds  of  young  lis- 
teners being  very  marked  and  much  more  pro- 
ductive of  respectful  attention  than  is  often  the 
case  when  the  ordinary  civilian  tries  to  hold 
their  interest  in  these  matters. 

Another  feature  of  war  work  touched  upon 
during  the  year  was  a  series  of  letters  sent 
to  the  various  anti-tuberculosis  associations 
throughout  our  State,  urging  upon  them  the 
importance  of  following  up  cases  which  had 
been  rejected  by  recruit  examiners  on  account 
of  suspected  or  confirmed  tuberculosis.  The 
importance  of  having  this  often  difficult  task 
done  with  care  and  tact  was  emphasized,  the 
object  being  to  record,  as  far  as  possible,  these 
rejected  cases ;  to  see  that  they  were  properly 
classified  at  the  office  of  our  State  Department 
of  Health,  and  steps  taken  for  proper  treat- 
ment. How  far  this  suggestion  has  met  with 
response  I  am  not  in  a  position  yet  to  say,  but 
the  large  number  of  cases  recorded  at  the 
health  department  warrants  the  belief  that  our 
members  have  been  helpful  throughout  the 
State  in  bringing  this  about. 

In  this  connection  it  seems  well  to  speak  of 
the  ever-growing  importance  of  the  work  now 
presided  over  by  Miss  Beraice  M.  Billings,  to 
whom  is  entrusted  the  after-care  of  the  tuber- 
culous patients  discharged  from  our  state  sana- 
toria. The  members  of  our  League  can  do  no 
better  work  than  by  bringing  this  before  the 
communities  in  which  they  live.  Nurses  are 
greatly  needed  in  the  rural  districts,  and  prop- 
er means  of  conveyance  for  them  are  essential. 
Many  a  case  is  now  neglected  because  it  is  im- 
possible for  any  one  nurse  to  reach  places 
which  are  remote  from  the  centers  of  popula- 
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.tion.  A  small  Ford  car  for  the  use  of  nurses 
in  these  rural  districts  would  greatly  enhance 
the  quantity  and  quality  of  the  work  done  by 
them.  Two  or  three  of  the  larger  districts, 
through  private  sources,  have  already  obtained 
such  cars,  with  great  help  to  the  amount  and 
quality  of  service  rendered,  as  well  as  to  the 
physical  well-being  of  the  nurses  themselves. 
I  cannot  urge  too  strongly  upon  our  associa- 
tions throughout  the  State  the  necessity  for 
developing  this  work.  It  must  be  done  for  the 
present,  at  any  rate,  by  private  subscription, 
even  if  the  State  later  recognizes  its  impor- 
tance and  makes  proper  provision  for  it.  In 
every  community  there  are  people  who,  when 
properly  approached,  will  give  money  for  such 
purposes. 

The  war  is  steadily  and  surely  making  us 
realize  how  the  business  of  looking  after  cases 
of  tuberculosis  must  grow  in  the  immediate  fu- 
ture, and  an  increased  energy  on  the  part  of  all 
our  state  local  associations  is  absolutely  essen- 
tial. The  necessity  of  financial  aid  in  the  rural 
districts  and  elsewhere  can  be  made  to  reach 
the  public  by  notices  placed  in  all  local  news- 
papers in  the  State.  By  such  means  we  may 
hope  to  increase  the  efficiency  of  the  work  of 
our  League  during  the  coming  year. 

An  effort  was  made  during  the  last  season, 
through  the  suggestion  of  one  of  our  most 
active  workers,  Mrs.  Mabel  Greeley  Smith,  of 
Cambridge,  to  have  the  secretaries  or  other 
active  members  of  local  associations  send  in  to 
the  central  office  the  general  methods  of  pro- 
cedure in  each  association,  so  that  a  compar- 
ison could  be  made  which  would  be  helpful  to 
all.  I  must  confess  to  disappointment  in  the 
lack  of  response  thus  far  to  this  appeal, — only 
two  or  three  replies  to  letters  having  been  re- 
ceived during  the  winter  months  as  to  methods 
of  work.  It  is  to  be  hoped  that  during  the 
coming  year  some  plan  can  be  formed  by  which 
a  comparison  of  methods  may  be  established 
which  will  be  productive  of  good  to  the  whole 
League. 

It  is  fitting  that  attention  should  be  espe- 
cially called  at  this  meeting  to  one  very  im- 
portant feature  of  anti-tuberculosis  work  in 
Massachusetts,  which  marks,  in  my  opinion,  a 
decided  advance  in  our  methods,  and  will, 
when  developed,  be  productive  of  good  to  the 
patient,  not  only  in  a  physical,  but  also  in  an 
economic  sense. 

I  refer  to  the  recently  completed  "Work- 


shop and  Recreation  Building"  established  at 
Rutland,  Massachusetts,  under  the  auspices  of 
the  Rutland  Private  Sanatorium  Association, 
for  the  benefit  of  patients  who  are  obliged  to 
live .  in  Rutland,  either  at  private  sanatoria, 
boarding  houses,  or  in  their  own  homes.  In 
this  building,   opened  last   autumn,  opportu- 
nity is  given  not  only  for  recreation,  so  essen- 
tial for   people    who    are    exiled  from  their 
homes,  but,  when  necessary,  for  earning  money 
by  weaving,  basket-  and  pottery-making.  Of 
the  beneficial  effect,  both  mental  and  physical, 
of  such  methods,  I  hardly  need  to  speak,  but 
this  work   should  be  widely   known  and  en- 
couraged by  all  philanthropic  people  and  by 
those  who  are  especially  interested  in  the  wel- 
fare of  the  tuberculous  and  the  anti-tubercu- 
losis movement.    "Seeing  is  believing,"  and  I 
wish  to  take  this  opportunity  of  urging  upon 
everyone  the  necessity  of  visiting  this  institu- 
tion in  Rutland,  the  formation  of  which  is 
largely  due   to  the   courage,  persistency  and 
foresight  of  the  physicians  who  are  in  charge 
of  private  sanatoria  in  Rutland,  and  their  lay- 
men  associates ;   an  inspiration  to  those  who 
visit  it.    The  place  is  one  which  should  grow 
to  large   dimensions  and   make   Rutland  the 
Saranac  Lake  of  Massachusetts,  where  those 
who  are  afflicted  can  go  with  a  prospect  not 
only  of  regaining  their  health,  but  also  of  re- 
maining there   in   suitable    homes   and  with 
means  of  diversion  and  occupation  which  are 
necessary  for  their  comfort  and  welfare.  It 
should  be  stated,  perhaps,  that  this  project  has 
nothing  whatever  to  do  with  the  state  institu- 
tion, but  has  been  started  and  aided  by  private 
subscriptions  only. 

Another  important  phase  of  anti-tuberculosis 
work  is  the  necessity  of  accommodations  for 
people  of  moderate  means  who  cannot  afford  to 
go  to  expensive  sanatoria  and  who  shrink  from 
the  publicity  of  state  sanatoria.  This  need  is 
never  more  apparent  than  now.  So  far  as  I 
know,  the  Sharon  Sanatorium,  now  beginning 
its  twenty-seventh  year,  is  the  only  one  in 
New  England  where,  for  $10.00  a  week,  wo- 
men of  refinement,  but  of  limited  means,  can 
obtain  the  same  sort  of  accommodations  and 
medical  attention  as  are  found  in  more  expen- 
sive sanatoria ;  and  it  is  continually  brought  to 
my  attention  what  a  lamentable  lack  there  is  of 
small  institutions  for  this  special  type  of  pa- 
tient. They  involve,  of  course,  dependence 
upon  private  sources  largely  for  tlieir  mainte- 
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nance,  the  small  price  asked  being  utterly  in- 
adequate to  meet  expenses.  Similar  institu- 
tions to  that  at  Sharon  are  needed  not  only 
for  men  and  women  of  the  civilian  class  but, 
in  consequence  of  the  war,  for  many  previously 
unknown  and  unsuspected  cases  of  tuberculosis 
among  the  military  men,  for  whom  this  class  of 
sanatoria  will  be  more  than  ever  necessary. 

The  military  authorities  at  Washington  are 
already  planning  sanatoria  and  hospitals  for 
tuberculous  soldiers,  where  large  numbers  can 
be  taken  care  of,  but  in  the  near  future  there 
will  be  military  and  naval  commissioned  and 
non-commissioned  officers  of  limited  means  who 
will  prefer  the  privacy  of .  institutions  not  un- 
der governmental  control.  For  such,  the  one 
recently  incoi-porated  by  a  number  of  well- 
known  physicians  and  laymen,  and  about  to  be 
built  in  close  proximity  to  the  Rutland  Work- 
shop and  Recreation  Building,  is  a  striking  ex- 
ample of  what  is  needed.  Already  the  project 
has  received  the  generous  support  and  endorse- 
ment of  a  number  of  prominent  Massachusetts 
physicians  and  laymen;  of  the  President  and 
Executive  Secretary  of  the  National  Tubercu- 
losis Association  and  the  President  of  the 
Framingham  Health  Community  Association. 
Ground  has  been  broken  for  the  buildings,  and 
with  the  steadily  growing  sums  of  money  sub- 
scribed, the  managers  hope  to  see,  before  many 
months,  the  completion  of  a  model  institution 
which  shall  not  be  used  for  profit,  but  in  which 
a  sliding  scale  of  prices  can  be  asked  sufficient 
to  meet  expenses ;  any  excess  of  income  to  be 
devoted  to  the  increased  scientific  efficiency  of 
the  sanatorium.  The  sanatorium  will  be  under 
the  superintendence  of  Dr.  Bayard  T.  Crane, 
of  Rutland,  whose  long  experience  and  inde- 
fatigable energy  in  tuberculosis  work  are  well 
known. 

Military  and  naval  men  who  have  developed 
tuberculosis  are  already  applying  for  places  in 
the  town  of  Rutland  where  the  number  of 
proper  accommodations  for  such  people  is  quite 
inadequate. 

With  such  endorsements  I  feel  that  private 
philanthropy  can  find  no  better  outlet  than  in 
supporting  this  admirable  and  much-to-be-de- 
sired scheme.  Its  hoped-for  consummation  in 
the  comparatively  near  future  will  be  another 
step  towards  making  Rutland  the  Mecca  of 
New  England,  towards  which  tuberculous  pa- 
tients will  turn  their  faces  more  and  more. 
It  will  be  another  milestone  in  the  steady  prog- 


ress Massachusetts  has  made  in  anti-tubercu- 
losis work  in  the  last  quarter  of  a  century. 

Lack  of  time  prevents  me  from  discussing 
many  problems  of  interest  in  our  work,  but  I 
wish  now  to  touch  upon  one  subject  of  im- 
portance which,  in  the  study  of  tuberculosis, 
comes  under  the  head  of  what  we  call  "pre- 
ventive measures";  viz.,  open-air  schools. 
With  our  knowledge,  obtained  by  long  experi- 
ence, it  would  seem  to  be  a  foregone  conclusion 
that  fresh  air  pushed  to  an  extreme  degree  is 
not  only  beneficial  in  adult  life  to  the  pro- 
nounced tuberculous  patient,  but  quite  as  much 
so  to  those  who  show  symptoms  of  lowered  vi- 
tality in  child  life  when  the  groundwork  of 
subsequent  trouble  may  be  present.  In  spite 
of  the  fact  that,  for  some  not  well-explained 
reasons,  a  few  open-air  schools  both  here  and 
elsewhere  have  been  closed  after  trial,  we  find 
that  the  opinion  of  observers  of  large  experi- 
ence, and  whose  judgment  can  be  relied  on,  is 
unhesitatingly  and  enthusiastically  in  favor  of 
such  schools.  Two  of  those  best  known  in  our 
own  State  are  situated  at  the  Westfield  Sana- 
torium and  at  the  Sassaquin  Sanatorium  in 
New  Bedford.  In  a  recent  correspondence 
with  Dr.  Henry  Chadwick  of  Westfield,  and 
with  Rev.  William  B.  Geoghegan  of  New  Bed- 
ford, I  find  them  both  warmly  in  favor  of  such 
schools  as  a  result  of  their  experience.  Al- 
though Dr.  Chadwick  is  apparently  conserva- 
tive as  to  the  wisdom  of  subjecting  children  to 
the  severest  cold  of  winter,  yet  the  system,  as 
used  at  Westfield,  allows  the  freest  circulation 
of  outside  air*  in  the  rooms  by  opened  tran- 
soms, with  artificial  heat  to  temper  the  cold, 
thus  enabling  the  children  to  use  their  hands 
and  bodies  with  greater  ease  and  comfort.  In 
New  Bedford,  the  success  of  the  school  at  the 
Sanatorium  is  such  that  Mr.  Geoghegan,  one 
of  our  most  active  members,  is  a  thorough  be- 
liever in  establishing  open-air  schools  in  the 
city  itself  where  all  children  who  show  lack  oS 
vital  power  shall  be  placed.  My  own  opinion, 
based  on  an  experience  of  over  twenty-seven 
years  with  sanatorium  treatment,  has  long 
since  convinced  me  that  such  methods  should 
be  established  far  and  wide.  At  the  Sharon 
Sanatorium,  hitherto  used  for  women  only, 
through  the  generosity  of  friends,  a  new  Chil- 
dren's Pavilion  is  about  to  be  opened  as  a 
combined  sanatorium  and  school  for  children 
between  six  and  fourteen  years  of  age,  who  are 
either  showing  a  lack  of  vitality  or  who  have 
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already  symptoms  of  glandular  or  early  pul- 
monary tuberculosis  requiring  close  supervision 
and  treatment.  In  spite  of  occasional  at- 
tempts to  prove  by  comparative  statistics  that 
children  do  no  better  under  such  conditions 
than  in  so-called  "well-ventilated  schools,"  the 
'  atmosphere  of  which  is  often  atrocious,  con- 
crete instances  of  facts  proving  the  contrary 
are  more  convincing  than  columns  of  figures.  In 
support  of  this,  I  should  like,  in  closing,  to  quote 
from  a  letter  received  last  year  from  a  former 
graduate  of  the  Sharon  Sanatorium,  who,  after 
a  brave  fight  for  three  years,  left  Sharon  sev- 
enteen years  ago  to  resume  her  place  as  teacher 
in  a  public  school  in  one  of  our  large  Massa- 
chusetts cities.  She  wrote:  "You  will  be  glad 
to  hear  that  in  the  last  fifteen  years  I  have 
scarcely  lost  a  day  from  my  teaching,  and, 
more  than  this,  I  always  impress  upon  my  chil- 
dren the  value  of  fresh  air  as  taught  me  at 
Sharon.  This  winter  I  kept  my  schoolroom 
windows  open  all  the  time  and  not  one  of  my 
scholars  was  kept  at  home  with  a  'cold,'  as 
against  epidemics  which  occurred  in  most  of 
the  schools  in  my  city." 

Evidence  like  this,  which  is  not  exceptional, 
teaches  one  to  be  very  chary  of  accepting  theo- 
retical arguments  pro  and  con  which  are  not 
based  upon  practical  knowledge  and  experi- 
ence. 

I  trust  that  these  opinions  may  be  of  use  to 
our  League  in  urging  the  adoption  of  similar 
methods  throughout  our  State  and  elsewhere. 

In  conclusion,  I  wish  to  call  the  attention 
not  only  of  our  own  members,  but  of  the  pub- 
lic generally,  to  the  great  work  of  the  National 
Tuberculosis  Association  and  to  the  necessity 
of  generous  support  from  the  citizens  of  the 
United  States.  The  recent  call  for  aid  should 
meet  with  generous  response  on  every  side. 
By  becoming  a  member  of  the  National  Asso- 
ciation, for  $5.00  a  year,  one  may  feel  that  he 
is  doing  his  small  share  in  bringing  under 
control  the  disease  which  still  causes  the  largest 
mortality  list  in  the  world. 


Adequate     Community     Organization  for 
Health  Educational  Work. 

By  Mary  A.  Abel,  Framingham,  Mass., 

Educatir/nal     Assistant,     Framinf/ham  Community 
Health  and  Tuberculosis  Demonstration. 

The  writer  of  an  editorial  in  a  recent  publi- 
cation said  in  regard  to  the  repeated  use  of  the 


word  "intensive,"  that,  after  all,  it  simply 
meant  doing  things  "well";  that  in  the  effort 
to  use  the  newer  word  more  often  the  force  of 
the  other  simpler  and  older  word  was  lost  sight 
of.  We  are  apt  to  think  that  we  are  doing 
things  better  than  usual  or  in  a  new  way  when 
they  are  merely  being  done  well. 

It  is  this  well-done  method  which  every  anti- 
tuberculosis organization  in  the  country  seeks 
to  see  cai'ried  out  in  its  own  community, — a 
method  which  will,  in  its  educational  work, 
reach  every  man,  woman  and  child  of  all  sta- 
tions. Nor  has  the  program  rendered  the  high- 
est usefulness  to  the  community  until  it  has, 
acting  as  a  dragnet,  turned  up  every  possible 
means  of  educating  the  public. 

A  thorough  piece  of  organization  for  the 
purpose  of  educating  the  public  in  the  differ- 
ent phases  of  anti-tuberculosis  work  will  use 
every  available  grouping  of  society,  every 
agency,  every  line  and  channel  in  spreading 
the  gospel.  There  will  be  found  a  distinct 
channel  for  every  group  of  individuals  through 
which  they  can  be  reached  and,  failing  every 
other  means,  personal  evangelism  comes  into 
play.  This  is  a  slow  process,  however,  though 
certainly  the  most  valuable;  but  it  is  difficult 
to  imagine  a  man,  woman  or  child  who  has  not 
in  some  wise  a  community  connection.  Those 
homes,  for  instance,  not  represented  in  the 
school  census  will  have  connections  with  organ- 
ized societies,  those  not  in  industry  have  other 
contacts,  and  so  on. 

Upon  sensing  the  personality  of  any  commu- 
nity it  will  be  found  that  every  village,  town 
or  city  has  certain  agencies,  more  or  less  per- 
fectly organized,  available  for  publicity  pur- 
poses. The  schools,  churches,  newspapers ;  or- 
ganizations of  all  kinds — including  social,  re- 
ligious, fraternal,  education,  business,  and 
philanthropic;  the  theatres,  billboards,  business 
houses,  public  buildings  and  factories  are  some 
of  the  more  usual  ones,  and  almost  every  town 
will  certainly  yield  some  or  all  of  these.  These 
should  come  in  for  their  share,  and  no  scheme 
is  complete  without  having  tried  out  fully  their 
resources. 

It  seems  to  me  we  do  not  realize  the  incom- 
pleteness of  our  work  until  we  have  made  a 
complete  catalogue  of  the  many  avenues  at  our 
command.  Because  of  personal  experience 
right  here  I  venture  to  say  that  the  average 
worker,  no  matter  how  well  she  knows  her  com- 
munity, will  be  appalled  at  the  amount  of  or- 
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ganized  material  there  is  ready  for  her  use.  In 
a  survey  of  the  organizations  for  women  and 
girls  exclusively  in  Fraraingham  we  were 
amazed  to  find  they  numbered  sixty.  Think  of 
the  valuable  material  already  amassed  and  of 
the  possibilities  for  work  with  that  group 
alone ! 

That  brings  us  to  one  of  the  first  and  most 
important  steps  in  any  educational  scheme, — 
the  tabulating  of  data  concerning  such  or- 
ganizations as  may  be  used  in  educational 
propaganda.  It  is  difficult  to  estimate  the 
value  of  such  information  to  a  worker.  In 
Framingham  we  prepared  an  outline  question- 
naire called  "Know  Your  Own  Town,"  divid- 
ing it  into  chapters  dealing  with  the  history, 
government  and  finance,  housing,  health,  rec- 
reation, industry,  immigrants,  child  welfare, 
delinquency,  charities  and  organizations  of  the 
town.  This  was  turned  over  to  the  principal 
of  the  high  school,  who,  in  turn,  divided  it 
among  the  various  classes  in  the  school  ac- 
cording to  their  particular  study.  Thus  to  the 
class  in  civics  was  given  the  chapter  on  history 
and  government,  to  the  science  class  that  on 
health,  and  to  the  physical  culture  classes  the 
subject  of  recreation,  etc. 

The  subject  of  health  was  accented,  of 
course,  and  this  piece  of  work  has  introduced 
us  and  our  scheme  for  health  to  practically 
every  high-school  student  in  town.  In  addition 
to  the  knowledge  every  student  is  going  to  get 
out  of  doing  this  piece  of  investigation,  when 
published  the  pamphlet  should  form  a  valuable 
index  for  the  citizen  who  wishes  to  know  his  or 
her  own  town. 

That  was  our  first  entree  into  the  schools,  fol- 
lowed by  the  second  piece  of  educational 
work, — that  of  forming  Health  Crusader  Clubs 
in  every  grammar  grade  of  all  the  schools,  be- 
ginning with  the  fourth  grade.  To  you  who 
have  riot  initiated  the  movement  in  your  town, 
I  wish  to  say  that,  in  my  opinion,  a  very  val- 
uable opportunity  is  being  neglected.  The  "play- 
ing a  game"  spirit  in  the  Crusader  organ- 
ization makes  it  attractive  to  the  child;  all  the 
time  he  is  forming  those  very  valuable  health 
habits  which  will  remain  with  him.  The  teach- 
ing of  simple  good  health  and  hygiene  habits 
to  children  is  one  of  the  most  vital  things  In 
all  anti-tuberculosis  work. 

The  eight  health  chores  the  child  agrees  to  do 
every  day  are  such  simple  things  as  brushing 
his  teeth,  drinking  a  certain  number  of  glasses 


of  water,  washing  his  hands  before  every  meal, 
being  in  bed  a  required  number  of  hours  and 
keeping  his  windows  open  in  his  bedroom.  He 
is  given  credits  on  his  score  card  for  every 
chore  he  performs,  and  there  are  honors  in 
titles  and  pins,  which  act  as  incentives. 

Can  we  not  imagine  the  vast  value  to  the 
anti-tuberculosis  worker  in  having  the  children 
of  a  community  trained  and  educated  in  mat- 
ters of  health.  Since  tuberculosis  in  its  incip- 
iency  is  largely  a  disease  of  young  life,  the 
emphasis  on  healthy  habits  must  certainly  be 
placed  there.  The  work  is  made  easy  and  more 
pleasant  than  other  lines  of  work  by  the  very 
reason  of  the  plasticity  of  the  material  with 
which  we  are  working.  You  who  have  had 
difficulty  in  persuading,  begging,  bribing  or 
teaching  an  adult  patient  the  use  of  a  sputum 
cup  will  appreciate  the  difference  between  that 
labor  and  the  joyful  work  with  the  children. 
Again  and  again,  teachers  in  the  grade  schools 
tell  me  of  children  who  try  to  anticipate  the 
time  for  marking  their  chore  cards.  They  are 
so  eager  to  check  up  in  the  morning  the  score 
for  the  day  previous  that  they  ask  to  have  that 
put  first  in  the  day's  schedule. 

Meanwhile  who  shall  say  the  children  are  not 
educating  the  elders  in  their  homes?  One 
mother  came  to  me  with  an  anxious  look  on 
her  face  and  said,  "Is  it  necessary  for  my  boy 
to  drink  four  glasses  of  water  every  day?  He 
is  trying  so  hard  to  keep  the  chore  card,  but  I 
am  afraid  all  that  water  will  give  him  floating 
kidney."  She  seemed  really  relieved  to  know 
it  probably  wouldn't. 

While  the  Crusader  organization  is  invalu- 
able, there  are  other  educational  measures  need- 
ed among  the  children.  Some  of  the  Health 
Plays  published  by  the  National  Association  for 
the  Study  and  Prevention  of  Tuberculosis  are 
excellent  and  are  not  to  be  neglected  in  work 
with  children.  The  teachers  are  glad  to  have 
these,  since  very  little  is  required  in  the  way  of 
scenery  and  make-up.  A  list  and  description 
of  these  can  be  secured  from  the  National  As 
sociation  office.  If  used  in  connection  with  the 
Crusaders,  it  serves  to  fasten  the  children's  in- 
terest. 

Some  pertinent  findings  in  our  Framingham 
experience  have  taught  us  that  continuous  pub- 
licity, through  the  clubs  and  lodges,  the  news- 
papers, the  churches  and  the  factories,  is  the 
poliejr  we  must  pursue.  "We  should  see  to  it 
that  every  club  and  organization  have  a  member 


852 


BOSTON  MEDICAL  AX 


D  SURGICAL  JOURNAL 


[Juhe  20,. 1918 


appointed  regularly  to  give  our  news  at  the 
meetings.  We  ought  to  get  our  matter  to  the 
"current  events  committee"  in  every  club,  so 
that  it  will  have  place  and  standing  with  other 
news  of  importance.  Newspaper  material  should 
be  regular  and  not  spasmodic.  Generally,  the 
local  newspaper  will  be  glad  to  furnish  a  speci- 
fied space  weekly  if  not  daily.  The  churches 
furnish  valuable  material  by  the  Very  personnel 
of  the  membership.  The  co-operation  secured 
from  them  on  Tuberculosis  Sunday  shows 
where  they  stand  in  regard  to  helping  on  the 
big  job  of  getting  over  to  the  public  the  mes- 
sage that  tuberculosis  is  preventable  and  un- 
necessary. 

In  Framingham  we  are  ready  to  issue  a 
series  of  ten  posters  of  large  size,  printed  in 
attractive  colors  for  distribution  in  the  factor- 
ies. These  will  be  distributed  in  serial  form 
and  each  one  will  carry  some  eye-arresting 
phrase.  The  worker  in  industry  must  not  be 
neglected,  and  the  educative  force  of  seeing 
every  time  he  enters  or  leaves  the  shop  some 
line  about  his  health  may  do  more  for  him  than 
talks  or  books  could  ever  do. 

The  theatre  is  a  potent  force,  although  it  can- 
not be  used  as  often  as  other  agencies,  espe- 
cially in  tuberculosis  work.  When  it  can  be 
secured,  a  slide  run  in  occasionally  at  the  mov- 
ing pictures  houses  will  pay  for  itself  many 
times  over. 

In  Framingham  we  have  developed  a  very- 
thorough  organization  of  the  community  for 
educational  work  with  the  Demonstration  by 
means  of  lay  committees  which  cover  the  entire 
town.  It  has  been  our  aim  in  this  to  keep  the 
machinery  as  simple  as  possible,  so  we  have 
divided  the  town  into  seven  districts  which  in- 
clude our  rural  population.  Our  plan  has  been 
to  ask  some  one  man  or  woman  on  each  street 
to  represent  a  street  for  the  Demonstration  in 
such  matters  as  birth  and  sickness  reporting 
and  general  educational  work.  It  can  be  read- 
ily seen  how  in  this  manner  we  can  get  in  touch 
with  every  section  and  street  of  the  town  and 
come  to  know  the  people  as  we  could  not  in  any 
other  way.  By  knowing  the  committee  members 
personally  and  intimately  we  feel  assured  of  a 
sympathetic  cooperation.  Much  time  has  been  put 
into  educating  the  committee  member  beforehand 
and  in  assuring  ourselves  that  she  or  he  really 
understands  the  purpose  of  the  Demonstration, 
and  the  big  part  they  play  in  it.  The  commit- 
tees number  from  twenty-five  to  fifty,  according 


to  the  population  of  that  district,  and  there  is 
one  chairman  who  represents  the  entire  district 
in  the  Advisory  Council  of  the  Demonstration. 
The  membership  is  mainly  composed  of  busy 
people,  so  there  is  no  intention  of  having  regu- 
lar or  frequent  meetings.  The  big  fact  in  con- 
nection with  the  plan  is  to  know  that  here  we 
have  an  interested,  intelligently  informed 
group  of  people  who  will  assist  the  Demonstra- 
tion at  any  time  as  the  need  for  special,  work 
comes  up. 

The  personnel  of  the  committees  is  interest 
ing,  and  much  time  has  been  spent  in  their 
selection.  The  appointing  of  an  unpopular 
resident  on  a  street  would  be  met  with  disas- 
trous results,  and  the  aims  of  the  work  defeat- 
ed. This  is  especially  true  in  those  sections 
populated  by  foreigners,  such  as  Italians. 
Sometimes  many  calls  will  be  made  on  a  given 
street  before  the  right  person  can  be  found,  but 
this  loss  of  time  is  probably  justified  in  the 
end.  Running  through  the  file  of  these  names 
under  the  first  letter  of  the  alphabet  we  find 
listed  a  most  diversified  membership :  Here  is 
a  nurse,  an  engineer  in  a  foundry,  a  Normal 
School  senior,  a  retired  business  man,  a  busy 
mother,  a  young  Jewish  immigrant,  a  clerk,  a 
street  car  motorman,  etc. 

As  each  district  committee  becomes  familiar 
with  its  section's  particular  problems,  they  will 
interpret  them  to  us.  In  the  first  district  or- 
ganized the  committee  felt  that  the  need  for 
cooking  demonstrations  was  greater  than  any- 
thing else,  so  accordingly  the  Domestic  Science 
Department  of  the  Normal  School  located  at 
Framingham,  was  called  upon  for  assistance 
and  have  been  doing  group  work  in  the  selection 
and  preparation  of  food.  Another  district  feels 
the  need  for  home  nursing  and  first-aid  courses, 
and  they  will  be  taken  up  by  the  physicians 
and  nurses  from  the  Demonstration  staff.  In 
another  district  the  work  will  probably  be  in- 
fant welfare  work,  and  so  on.  as  the  various 
sections  express  themselves  and  their  needs  to 
us. 

In  Framingham,  since  the  Demonstration  is 
more  or  less  temporary  and  its  accomplishments, 
therefore,  .somewhat  limited,  we  feel  that  one  of 
the  most  important  results,  and  one  where  we 
will  make  our  biggest  impress  on  the  town,  will 
be  through  the  use  of  this  intensive  method  of 
organization.  If  we  can  leave  behind,  as  one  of 
the  results  of  the  Demonstration,  a  community 
thoroughly  organized  to  fight  tuberculosis  and 
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intelligently  alive  to  the  necessity  for  keeping 
awake  public  consciousness,  we  will  have  given 
Framingham  the  very  highest  and  best  service. 
If  we  can  have  intelligent  citizens  to  fight  for 
the  eradication  of  tuberculosis,  we  need  have  no 
fear  for  the  future  fight  against  the  disease. 


Relative  Values  in  Anti-Tuberculosis  Work. 

By  Professoe  C.  M.  Hilliakd,  Boston, 

Associate  Professor  of  Biology  and  Public  Health, 
Simmons  College. 

The  tuberculosis  problem  is  one  of  the  most 
complex  and  confusing  of  all  public  health 
problems,  having  many  aspects  which  appeal  in 
their  relative  importance  with  different  empha- 
sis to  workers  who  may  be  specializing  in  their 
respective  fields.  It  seems  worth  while,  there- 
fore, to  attempt  an  analysis  of  the  salient  fea- 
tures of  the  campaign  for  the  prevention  of 
this  scourge,  and  to  try  to  attribute  to  each  fac- 
tor a  certain  weight  which  will  indicate  its  rela- 
tive importance.  Such  a  method  has  been  ap- 
plied with  great  success  to  the  general  problem 
of  public  health  work  by  Dr.  Charles  V.  Cha- 
pin,  George  C.  Whipple,  Franz  Schneider,  and 
others,  and  it  seems  quite  likely  that  a  more 
intensive  analysis  of  the  problem  of  child  hy- 
giene, infant  welfare,  tuberculosis,  and  other 
health  problems  will  throw  light  on  what  our 
course  of  procedure  should  be  in  the  future. 
There  is  always  a  strong  tendency  for  scientific 
progress  to  outstrip  the  practical  application, 
and  our  whole  knowledge  of  communicable  dis- 
ease, and  the  science  of  prevention,  is  so  new 
and  is  growing  so  rapidly  that  we  should  fre- 
quently make  an  inventory  to  see  where  we 
stand.  It  is  this  idea  which  I  have  in  mind 
when  I  attempt  the  difficult  problem  of  con- 
trasting the  importance  of  different  factors  in 
the  anti-tuberculosis  campaign. 

Tuberculosis  has  been  the  most  important 
cause  of  death  amongst  civilized  peoples  as  far 
back  as  we  have  reliable  vital  statistics.  For 
this  reason  it  has  probably  received  more  at- 
tention from  the  medical  and  sanitary  profes- 
sions than  any  other  disease.  Its  prophylaxis 
may  be  compared  with  the  different  stages  in 
the  development  of  our  knowledge  of  commu- 
nicable diseases.  The  infectious  nature  of  tuber- 
culosis was  established  by  Villemin  in  1865,  al- 
most two  decades  before  the  discovery  of  the 
tubercle  bacillus  by  Koch.    Prior  to  that  time 


the  nature  of  the  disease  was  shrouded  in  mys- 
tery, it  being  looked  upon  as  an  hereditary  dis- 
ease, or  as  due  to  peculiar  and  unavoidable 
conditions  of  surroundings.  With  the  definite 
knowledge  of  its  communicability  and  with  the 
accompanying  sanitary  awakening  in  England, 
which  rapidly  spread  to  other  civilized  nations 
at  this  time,  a  new  epoch  in  combating  the  dis- 
ease arose.  It  became  apparent  that  this  dis- 
others,  was  associated  with  filthv  hu- 
man surroundings,  and  the  attack  was  made  in 
a  hit-or-miss  fashion  upon  dirt  and  decomposing 
matter. 

With  the  demonstration  of  its  specific  eti- 
ology (1882),  a  new  era  arose.  The  foci  of  in- 
fection were  very  apparently  associated  with 
human  beings  suffering  from  the  disease,  and 
the  hope  was  raised  that  at  last  a  means  of 
eradicating  the  disease  had  been  discovered  by 
preventing  the  spread  of  the  germ  from  these 
centers.  But  in  the  last  decade  of  the  19th 
century  emphasis  was  being  more  and  more 
concentrated  upon  cure.  The  establishment  of 
the  first  sanatorium  at  Saranac  by  Dr.  Trudeau 
in  1885  blazed  the  way  to  this  new  era,  and  the 
results  which  were  immediately  forthcoming 
were  of  an  exceedingly  hopeful  character.  It 
was  definitely  demonstrated  that  under  the 
treatment  given  at  sanatoria  improvement  of 
the  patient  rapidly  followed.  Still  another  ele- 
ment was  added  about  this  time  (1890)  by  the 
discovery  of  tuberculin,  and  for  a  time  it  seemed 
as  though  a  specific  curative  treatment  would 
solve  the  problem.  At  the  opening  of  the  pres- 
ent century,  a  new  appreciation  of  the  social 
aspects  of  the  disease  arose,  which  led  to  the  in- 
auguration of  the  personal  contact  of  the  anti- 
tuberculosis worker  with  the  patient  in  his  home. 
I  refer  to  the  inauguration  of  the  public  health 
nuise  in  1904,  although  it  is  worth  noting 
that  in  1899  two  medical  students  under  the 
direction  of  Dr.  Osier  had  done  house-to-house 
work  for  the  sake  of  educating  the  patient  and 
family,  and  of  putting  the  patient  in  contact 
with  the  proper  organized  social  relief.  (Gard- 
ner, "Public  Health  Nursing,"  p.  25.) 

If  we  examine  the  death  rate  from  tubercu- 
losis over  a  long  period  of  time  and  with  large 
enough  groups,  the  hopefulness  of  the  measures 
that  have  been  tried  is  not  altogether  inspir- 
ing. We  find  that  tuberculosis  has  been  on  the 
decline  as  a  cause  of  death  for  generations, 
and,  as  Pearson  has  pointed  out,  in  Eng- 
land, at  least,  the  rate  of  decline  is  less  rapid 
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during  the  last  thirty  years  than  it  was  during 
the  previous  thirty  years.  The  discovery  of  the 
tubercle  bacillus,  the  inauguration  of  the  sana- 
torium, and  even  the  recognition  of  the  social 
and  economic  nature  of  the  disease  have  not 
brought  about  any  general  measures  which  re- 
sult in  a  sharp  decline  at  those  periods.  It  may 
well  be  argued  that  none  of  the  measures  has 
been  tried  on  a  sufficiently  extensive  scale  to  be 
a  true  measure  of  the  prophylactic  value  of  any 
one  of  these  methods,  and  that  is  doubtless  true 
up  to  a  certain  point,  for  we  find  in  those  cities 
and  states  where  intensive  work  has  been  done 
that  the  death  rates  show  a  much  sharper  de- 
cline than  for  average  and  large  populations. 
We  might  well  say  the  decline  in  tuberculosis 
would  result  in  spite  of  all  of  our  prophylactic 
measures,  rather  than  as  a  result  of  them. 

At  the  present  time,  we  are  confronted  the 
world  over  with  conditions  which  may  well  be 
expected  to  raise  the  prevalence  and  the  death 
rate  from  this  terrible  scourge.  In  fact,  News- 
holme  has  pointed  out  that  in  England  and 
Wales  the  death  rate  from  pulmonary  tubercu- 
losis during  1915  and  1916  is  12%  greater  than 
in  1913.  (Lancet,  1917,  ii).  Newsholme  states 
that  "The  experience  in  this  country  appears 
to  coincide  with  that  of  the  continental  coun- 
tries engaged  in  the  present  war."  We  are  all 
familiar  with  the  appalling  situation  in  France 
as  indicated  by  Dr.  Biggs'  report.  The  same 
thing  is  already  indicated  in  the  death  rates  in 
New  York  City  from  this  disease,  where  the 
rate  had  steadily  declined  from  1.81  in  1910 
to  1.50  in  1916,  but  showed  a  marked  increase 
in  1917.  The  first  eleven  months  of  1916 
showed  7685  deaths ;  for  the  same  period  1917 
there  were  8092  deaths  from  pulmonary  tuber- 
culosis. Dr.  Kerr,  health  officer  of  Newcastle- 
upon-Tyne,  likewise  indicates  the  trend  of  this 
disease  and  states  "that  considerable  increase 
in  the  number  of  deaths  among  that  section  of 
a  civil  population  which  has  been  especially  af- 
fected by  the  new  conditions  of  life  brought 
about  by  the  war,  namely,  girls  at  ages  between 
15  and  20  years,"  is  shown. 

The  total  deaths  from  pulmonary  tuberculo- 
sis are  shown  from  the  following  table  by 
Kerr : 

Estimated  Population  Deaths 

1913    271,295  326 

1914    271,523  375 

1915    278,107  380 

1916    272.259  407 

1917  (January  to  June)       ?  246 
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It  becomes  doubly  imperative,  then,  that  we 
should  expend  our  energies  in  the  present 
emergency  in  the  most  fruitful  manner. 

The  prophylactic  measures  used  to  combat 
tuberculosis  may  conveniently  be  classified  un- 
der four  general  headings :  the  prevention  of 
infection ;  the  cure  of  the  disease ;  the  predis- 
posing factors;  and  public  health  nursing.  Be 
fore  we  try  to  weight  these  various  factors,  we 
may  well  go  into  a  consideration  of  each  in 
some  detail. 

.  infection*. 
The  overwhelming  evidence  at  the  present 
time  is  that  the  tubercle  bacillus  is  an  almost 
ubiquitous  organism  in  the  body  of  man.  The 
well-known  investigations  by  Naegeli  showed 
that  upon  necropsy  at  least  99%  of  persons 
harbor  this  microbe  in  their  bodies  by  the  agre 
of  30.  More  recent  work  by  Reinhardt  in 
Switzerland  demonstrated  347  out  of  360  con- 
secutive autopsies,  or  96%,  to  be  tuberculous. 
The  von  Pirquet  reaction  confirms  in  general 
the  results  that  are  found  after  death.  More 
significant,  possibly,  is  the  early  age  at  which 
infection  occurs.  In  New  York,  in  1320  autop- 
sies of  children  under  the  age  of  5,  13.5 
showed  more  or  less  generalized  tuberculosis. 
According  to  the  cutaneous  test,  which  is  gen- 
erally admitted  to  be  fairly  reliable  in  chil- 
dren, from  80  to  90%  seem  to  have  contracted 
the  disease  before  the  14th  year.  Knopf  [New 
York  Medical  Journal,  1917,  cv.  p.  1181)  gives 
the  following  analysis  for  the  age  at  which  in- 
fection occurs : 

Lowest  Highest 

T'nder  1  year    1%  9% 

I  to  3  years   9%  50% 

3  to  5  years    27%  75% 

6  to  10  years   34%  75% 

II  to  15  years    12%*  94%t 

*  Private  patients.  t  Hospital  patients. 

Without  giving  further  figures  which  might 
be  abundantly  quoted,  it  becomes  apparent  that 
the  problem  of  absolutely  preventing  infection 
during  life  is  a  vast  one,  and  since  relatively 
so  small  a  number  of  persons  acquire  the  dis- 
ease in  its  active  form,  it  likewise  leads  to  the 
conclusion  that  infection  is  perhaps  not  the 
solution  of  the  problem.  An  organism  which  is 
so  generally  distributed  and  seeded  in  the 
human  race  as  this  is  almost  as  difficult  to 
eradicate  as  the  colon  bacillus,  which  appears 
in  the  intestines  of  the  newly  born  babe  usually 
a  few  hours  after  birth ;  or  mouth  streptococci, 
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which  are  likewise  found  in  the  mouth  verjr 
early  after  birth. 

The  mode  of  infection  in  this  disease  is  some- 
what obscure.  The  tubercle  bacilli  which  infect 
man  seem  to  have  two  primary  sources:  the  dis- 
charges from  the  lungs  of  the  tuberculous,  and 
animals  suffering  from  the  bovine  type  of  ba- 
cillus. As  to  how  the  organism  enters  the  body 
is  subject  to  controversy.  The  older  theory  re- 
garding aerogenic  infection  has  been  supple- 
mented by  the  ingestion  theory.  Doubtless,  in- 
fection may  occur  by  the  direct  inhalation  of 
fresh  dry,  and  pulverized  sputum  found  in  dust, 
or  in  sputum  particles  ejected  during  coughing 
and  spitting,  but  organisms  taken  in  this  man- 
ner into  the  nose  and  throat  may  quite  likely, 
instead  of  going  directly  to  the  lung  tissue, 
penetrate  through  the  tonsils,  and  be  conveyed 
to  their  final  destination  via  the  lymphatics,  or 
they  may  even  be  swallowed,  and  enter  through 
the  intestinal  tract  to  the  mesentery  glands, 
and  may  be  transported  from  there  to  the 
lungs.  It  seems  more  easy,  now  that  we  know 
about  the  scarcity  of  pathogenic  microbes  in 
the  air  and  their  survival  here,  that  tubercle 
bacilli  more  commonly  are  taken  into  the  body 
with  food  or  upon  articles  that  are  infected 
with  sputum.  Infection  by  the  alimentary 
portal  has  been  demonstrated  to  be  a  possibili- 
ty, and  it  may  enter  without  leaving  any  trace 
as  a  primary  infection.  The  common  location 
of  the  primary  infection  in  the  apex  of  the 
lungs  suggests  other  than  the  respiratory 
passage.  Referring  to  the  organism  which 
comes  from  animal  origin, — notably  cows' 
milk, — there  is  no  question  but  what  its  com- 
mon path  of  invasion  is  through  the  alimentary 
canal.  This  type  of  disease  is  most  common  in 
children,  and  is  easily  preventable  by  the  rou- 
tine practice  of  efficient  pasteurization  of  all 
milk. 

The  prevention  of  infection,  then,  resolves 
itself,  first  of  all,  into  the  problem  of  prevent- 
ing the  contamination  of  surroundings  with 
sputum  and  saliva.  The  anti-spitting  ordi- 
nances are  a  beginning  in  this  line  of  preven- 
tion, but  vastly  more  important  is  the  general 
education  of  people  to  the  importance  of  other 
means  of  exchanging  saliva.  Masses  of  sputum 
expelled  to  the  ground  or  floor,  even  in  public 
places,  are  much  less  liable  to  return  to  per- 
sons in  fresh  form  than  as  though  this  mate- 
rial were  spra.yed  into  the  atmosphere  in  cough- 
ing and  sneezing,  or  were  smeared  by  fingers 


upon  trolley  straps,  door  knobs,  counters, 
drinking  cups,  and  eating  utensils,  or  upon 
food,  such  as  bakery  products. 

The  danger  from  these  latter  sources  is  indi- 
cated by  the  recent  study  in  New  York  City, 
where  an  intensive  examination  of  food 
handlers  revealed  that  out  of  1748  persons 
"there  were  10  cases  of  active  tuberculosis,  12 
of  suspected  and  3  arrested  tuberculosis."  The 
early  diagnosis  of  cases  to  prevent  active  foci 
of  the  disease,  the  hospitalization  of  active 
cases,  thorough  disinfection  of  the  discharges, 
proper  instruction  of  both  patient  and  at- 
tendants and  exposed  persons,  and  the  exclu- 
sion of  the  tuberculous  from  employment  in 
industries  involving  the  handling  of  food,  aid 
in  preventing  the  spread  of  the  disease.  We 
emphasize  these  things  in  spite  of  the  fact  that 
we  have  indicated  that  to  avoid  infection  dur- 
ing lifetime  is  rather  hopeless,  because  we  defi- 
nitely understand  that  repeated  infection  and 
massive  infection  may  at  any  time  be  a  danger. 

CURE. 

That  tuberculosis  in  its  early  stages  is  a  dis- 
ease that  may  be  arrested,  and  perhaps  perma- 
nently arrested,  is  a  well-demonstrated  fact. 
Cure,  in  the  sense  that  the  bacilli  may  be  erad- 
icated from  the  body,  is  conceded  to  be  quite 
improbable.  The  secret  to  the  cure  of  the  dis- 
ease is  its  early  detection,  and  any  measures 
that  will  encourage  the  early  detection  of  the 
disease  are  not  only  in  favor  of  the  patient, 
but  in  favor  of  the  public  health.  The  encour- 
agement of  routine  physical  examination  for 
school  children,  for  adult  employees,  and  for 
all  persons  is  an  anti-tuberculosis  measure  of 
first  magnitude.  We  should  discard  the  secrecy 
that  surrounds  this  disease  and  should  report  it 
frankly  to  public  health  authorities,  to  the 
family,  and  to  the  patient  himself,  immediately 
the  suspicion  arises.  To  conceal  the  disease 
from  the  patient  or  from  others  is  to  deny  the 
opportunity  for  cure  and  subsequently  to  en- 
danger the  public  health. 

With  the  discovery  of  tuberculosis  in  the  pa- 
tient, proper  instruction  and  proper  facilities 
for  the  treatment  should  at  once  be  found.  We 
are  laying  less  and  less  emphasis  upon  the  im- 
portance of  climate,  latitude,  and  altitude,  and 
more  and  more  upon  rest,  and  cheerfulness, 
and  successful  nutrition  of  the  patient.  Out-of- 
door  air  is  apparently  quite  as  good  for  tuber- 
culosis patients  in  New  England  as  it  is  in 
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Colorado.  The  cure  has  a  psychological  ele- 
ment as  well  as  physiological.  The  sanatorium, 
likewise,  is  not  indispensable  in  the  program 
for  cure,  although  each  case  must  be  considered 
separately  in  this  regard.  Pishberg  (1916) 
says:  "It  is  shown  that  institutional  treatment 
is  not  the  only,  nor  the  best  method  of  caring 
for  the  majority  of  patients."  If  the  case  is 
not  yet  a  menace  to  the  family  (with  the  ex- 
ception of  eases  where  the  facilities  cannot  be 
devised  for  home  treatment)  they  should  be 
encouraged  to  remain  at  home.  The  sana- 
torium is  for  the  very  poor  and  the  ignorant, 
primarily.  Out-of-door  schools,  not  only  for 
recognized  cases,  but  for  all  children  with  poor 
physique,  should  be  rapidly  extended.  The  tu- 
berculin treatment  would  be  included  as  a 
hopeful  item  by  many,  and  with  our  increase  in 
the  knowledge  of  administering  this  agent  it 
may  become  an  important  item. 

PREDISPOSING  FACTORS. 

Vigorous  physiologic  defense  is  the  secret  in 
combating  tuberculosis,  and  social  and  eco- 
nomic factors  play  the  largest  part  in  the  main- 
tenance of  high  resistance.  Granting  the  pres- 
ence of  a  benign  and  almost  universal  infection 
with  tuberculosis,  the  occurrence  of  the  dis- 
ease in  its  active  form,  chiefly  in  the  age  period 
from  twenty  to  forty,  must  be  explained  either 
on  the  basis  of  radical  reinfection  between 
these  ages  or  to  a  flaring  up  of  the  latent  lesion 
into  an  active  form.  The  habits  of  life  and 
industry  at  this  time  seem  not  to  afford  unique 
opportunities  for  further  or  more  massive  in- 
fection. At  this  period,  however,  the  entrance 
into  industry,  the  intense  ambition  to  acquire 
position,  power  or  money,  and  the  increased 
exposure  to  temptation  all  lend  to  cumulative 
fatigue  and  lowered  power  of  defense.  "Chronic 
fatigue,  whether  from  excessive  toil  or  ex- 
cessive amusement;  disordered  metabolism, 
whether  from  starvation  or  over-indulgence; 
anxiety,  whether  due  to  religious  fervor,  busi- 
ness emergencies  or  games  of  chance,  all  are 
predisposing  factors."* 

The  general  predisposing  factors  of  a  social 
;m<l  economic  character  are  so  numerous  that 
it  will  be  useless  to  attempt  to  consider  them 
all  separately.  Broadly  speaking,  all  factors 
that  lead  to  fatigue  and  depletion  contribute  to 
tuberculosis.  We  shall  discuss  a  few  predis- 
posing factors  specifically.     Inheritance,  both 

•Smith:    Jour.  A.  M.  A.,  lxvi,  pp.  77-82. 


racial  and  family,  plays  an  important  part. 
In  relation  to  prophylaxis,  however,  but  little 
can  be  done  through  heredity.  In  families 
where  tuberculosis  is  known  to  be  present  in 
active  form,  restriction  of  the  increase  in  the 
family  might  be  discreetly  urged  through  leg- 
islation and  through  education;  and  marriage 
between  parties,  one  or  the  other  being  tuber- 
culous, may  be  prevented. 

Malnutrition,  especially  among  children,  is  a 
most  important  item.  We  learn  from  a  recent 
number  of  the  New  York  City  Weekly  Bulletin 
that  approximately  one-eighth  of  all  school  chil- 
dren in  the  city  are  undernourished,  or  125,- 
000.  We  need  only  to  look  around  us  to  see 
the  perpetual  demonstration  of  how  common 
insufficient  nutrition  is  in  the  human  race,  and 
to  appreciate  that  a  vast  problem  confronts  us 
here  which  plays  its  role  in  tuberculosis.  The 
present  status  of  the  food  situation  in  America 
and  throughout  the  world  is  rather  discourag- 
ing from  one  standpoint,  but  from  another, 
namely,  that  for  the  first  time  the  public  is  be- 
ing informed  as  to  what  constitutes  an  ade 
quate  diet,  it  is,  perhaps,  encouraging.  At  this 
time  let  us  make  sure  that  we  feed  our  infants 
and  our  growing  boys  and  girls  well. 

Alcoholism,  other  drug  addictions,  and  all  ex- 
cesses tend  towards  tuberculosis. 

Tuberculosis  has  been  called  an  "occupa- 
tional disease,"  and  the  more  we  learn  of  the 
relation  of  tuberculosis  to  industry  the  more 
we  appreciate  the  truth  of  this.  This  is  very 
hopeful  because  most  of  the  industrial  condi- 
tions that  predispose  to  tuberculosis  may  be 
corrected.  The  trades  which  are  most  danger- 
ous are :  first,  all  of  those  which  expose  the 
worker  to  dust;  secondly,  those  where  bad  air, 
excessive  heat,  and  noxious  gases  occur:  and, 
finally,  the  occupations  where  the  poor  posture 
and  close  confinement  are  common.  Dr.  Crumb, 
in  analyzing  the  Prudential  Life  Insurance 
Company's  experiences,  finds  that  in  dusty 
trades  the  death  rate  is  from  twenty  to  thirty 
per  cent,  higher  than  in  non-dusty  occupations 
for  all  workers.  In  an  exhaustive  study  of  the 
factors  contributing  to  the  incidence  of  tuber- 
culosis in  Cincinnati,  Robinson  and  Wilson 
conclude  that  occupational  hazard  is  one  im- 
portant contributory  cause.  The  elimination  of 
child  labor,  minimum  wage  scale,  health  insur- 
ance, and  other  sociological  industrial  elements 
are  highly  important. 

There  are  certain  diseases  which  directly  pre- 
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dispose  to  tuberculosis,  which  are  themselves 
preventable.  Typhoid  fever  is  most  significant 
in  this  respect.  In  a  notable  paper  Dr.  Wood- 
ruff has  shown  the  parallel  decline  in  typhoid 
and  tuberculosis  in  many  countries.  The  past 
histories  of  sanatorium  inmates  show  that  they 
have  suffered  from  typhoid  fever  in  excess  of 
the  general  population.  All  acute  or  chronic 
diseases  lower  resistance  and  throw  wide  the 
portal  to  the  tubercle  bacillus.  Pertussis, 
measles,  and  scarlet  fever  seem  to  render  chil- 
dren particularly  liable.  General  sanitation 
and  disease  prevention  are,  therefore,  weapons 
against  tuberculosis. 

Housing  conditions  are  usually  included  as 
predisposing  causes.  House  infection  in  the 
sense  that  the  house  becomes  infected  and 
seeded  with  tuberculous  bacilli,  and  that  infec- 
tion is  contracted  readily  because  of  such  con- 
ditions, probably  is  not  important.  It  is,  how- 
ever, certainly  true  that  tuberculosis  increases 
in  direct  ratio  to  number  of  persons  per  room. 
Bad  housing  goes  hand  in  hand  with  poverty, 
poor  human  protoplasm,  ignorance,  alcoholism; 
and  tuberculosis  is  the  result  of  a  long  se- 
quence of  conditions  rather  than  the  room  or 
house. 

Poverty  itself  is  a  predisposing  cause.  If  we 
could  eradicate  poverty  we  should  go  a  long 
way  toward  eradicating  tuberculosis.  We 
usually  state  hopelessly  that  the  poor  are  al- 
ways with  us,  and  to  combat  poverty  is  to 
combat  the  foundations  of  society,  and  with  its 
eradication  would  come  the  millennium.  Much 
can  be  done  in  the  way  of  eradicating  poverty 
by  education,  the  minimum  wage  scale,  the  so- 
cial and  health  insurance,  institutional  aid, 
and  brotherly  love. 

PUBLIC  HEALTH  NURSING  AND  EDUCATION. 

We  now  come  to  the  last  of  the  four  items 
which  we  are  to  discuss,  and,  historically,  we 
find  that  it  is  the  latest  to  develop.  Public 
health  nursing  in  relation  to  tuberculosis  has 
the  following  objects:  prevention  of  the  spread 
of  infection  and  detection  of  new  cases;  the  in- 
struction and  nursing  of  patients  at  home,  co- 
operation with  agencies  which  may  help  the 
patient;  assistance  at  clinics  and  dispensaries. 
We  see  at  once  that  her  work  is  very  broad ; 
that  it  is  chiefly  social  and  educational,  amel- 
iorating those  factors  which  we  have  insisted 
upon  before  as  being  most  important  in  the 
anti-tuberculosis  work.     Dr.   McLaughlin  has 


said  that  "dollar  for  dollar  the  public  health 
nurse  will  give  more  for  the  money  than  any 
other  single  agent,"  and  this  is  emphatically 
true  in  tuberculosis. 

Education  is  the  keynote  to  the  nurse's  work. 
It  is  by  gradual,  quiet  instruction  that  she 
teaches  the  patient  how  to  avoid  infecting  the 
environment,  and  the  family  how  to  protect  it- 
self. It  is  through  instruction  rather  than 
nursing,  which  is  really  only  in  the  form  of  a 
demonstration,  that  the  patient  is  given  the 
proper  care  at  home.  The  finding  of  new  cases 
is,  of  course,  to  give  the  patient  the  benefit  of 
early  treatment  and  the  community  the  appor- 
tunity  to  rid  itself  of  one  dangerous  focus  of 
infection.  The  nurse  seeks  to  place  patients 
and  families  in  contact  with  clinics,  hospitals, 
and  sanatoria  when  the  need  arises.  She  helps 
the  discharged  patient  to  rehabilitate  himself, 
and  is  on  guard  for  recurrence  of  the  disease. 
Her  work  in  relation  to  the  health  supervision 
of  school  children  is  recognized  as  indispen- 
sable. In  combating  tuberculosis  in  rural  com- 
munities, the  nurse  is  the  strategic  element;  in 
fact,  the  only  agency  which  has  appeared.  Her 
services  are  too  little  appreciated  and  too  few 
facilities,  as  adequate  facilities  for  travel,  are 
given  her  to  perform  efficiently  her  tasks.  The 
work  of  the  medical  social  service  worker,  the 
industrial  nurse  and  the  infant  welfare  nurse 
verges  upon,  and,  in  fact,  is  a  part  of  the  anti- 
tuberculosis program.  We  cannot  lay  too  much 
emphasis  upon  the  hopeful  character  of  the 
nurse's  work  in  the  campaign  for  reducing  the 
scourge. 

We  now  approach  the  difficult  task  of.  assign- 
ing the  relative  numerical  values  to  the  differ- 
ent factors  which  we  have  discussed.  In  its  en- 
tirety the  tuberculosis  work  is  rated  at  14%  of 
the  total  by  Chapin,  as  12.1%  by  Schneider. 
In  the  effort  to  get  an  accurate  measure  of  the 
influence  of  any  one,  or  any  group  of  these 
factors,  we  have  been  unable  to  work  out  a 
mathematical  system.  The  figures  simply  rep- 
resent an  arbitrary  weight.  The  items  obviously 
overlap,  sometimes  one  measure  being  worthless 
without  another,  as  in  the  detection  of  new 
cases,  reporting  and  subsequent  treatment. 
From  the  preventive  viewpoint,  to  recognize 
the  case  early  is  more  important  than  the  sort 
of  treatment  rendered.  The  weight  of  a  given 
factor  or  agency  has  been  considered  from  its 
response  to  corrective  measures  as  well  as  the 
number  of  cases^  of  the  disease  involved.  Thus, 
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racial  inheritance  may  play  a  large  part;  pov- 
erty is  the  very  background  for  tuberculosis, 
and  yet  neither  responds  easily  to  applied  pro- 
phylactic measures.  Dusty  trades,  though  not 
involving  any  large  proportion  of  all  cases  of 
tuberculosis,  are  largely  preventable.  The 
nurse's  work  is  a  corollary  of  most  of  the  other 
items  listed,  and  her  influence  would  be  nulli- 
fied in  the  absence  of  the  clinic,  the  "preven- 
torium," and  other  agencies. 

The  educational  work  of  the  public  health 
nurse  ranks  first  in  prophylaxis.  Unlimited 
protection  from  infection  in  early  life,  arbi- 
trarily, up  to  the  age  of  four  years,  and  the 
control  of  the  elements  of  malnutrition  and 
fatigue  each  rank  high  in  our  estimate,  these 
four  items  totaling  nearly  one-half  the  total 
score.  It  is  our  feeling  that  if  those  elements 
that  are  weighted  high  are  emphasized  the 
lesser  factors  will  automatically  fall  in  line. 

Relative  Values  in  Anti-tubekculosis  Work. 


Avoidance  of  infection    20 

Unlimited  protection  up  to  4  years  . .  10 

Hospitalization  of  open  cases   4 

Promiscuous  spread  of  infection  ....  3 

Anti-spitting   5 

Anti-sputum  (education)    2.5 

Bovine  tuberculosis   3 

Meat  inspection  1 

Health  cattle  and  clean  milk  . .  .1 
Pasteurization    2.8 

Detection  and  cure  of  tuberculosis    16 

Early  detection    7 

Prompt  reporting    3 

To  authorities    1.5 

To  patient  and  family   1.5 

Modern  treatment    4 

(home  or  sanatorium) 

Open-air  schools    1.9 

Tuberculin   1 

Elimination  of  predisposing  causes    39 

Avoidance  of  fatigue   10 

Adequate  nutrition    10 

Alcoholism   5 

Occupation    5 

Dusty    3 

Other  atmospheric  conditions  . .  1 

Posture    1 

Preventing  other  diseases   5 

Good  housing  conditions   1 

Ameliorating  poverty    7 

Inheritance  5 

Public  health  nursing    25 

Educational  work   15 

Assistance  in  detecting  and  reporting 

cases   3 

As  a  social  agent    2 

Infant  welfare    2 

School  nursing    2 

Industrial  nursing    1 


Annual  Report  op  the  Massachusetts  Anti- 
Tuberculosis  League,  1918. 

By  Ethel  M.  Spoffobd,  Boston, 
Acting  Secretary. 

In  the  absence  of  our  Executive  Secretary. 
Mr.  Seymour  H.  Stone,  who  has  been  granted 
an  indefinite  leave  of  absence  for  the  duration 
of  the  war  and  is  now  associated  with  the  War 
and  Navy  Department  Commissions  on  Train- 
ing Camp  Activities  in  Community  Organiza- 
tion, I  am  going  to  give  you  a  summary  of  the 
year's  work. 

educational  and  publicity. 

During  the  last  year  almost  27,000  pieces  of 
literature  were  distributed.  This  large  amount 
is  due  to  a  new  leaflet,  "Facts  for  Fighters," 
which  was  prepared  especially  for  enlisted  men 
and  sent  to  the  Massachusetts  cantonments  and 
exemption  boards  wherever  there  was  a  chance 
for  distribution.  A  set  of  six  educational  arti- 
cles on  tuberculosis,  to  be  used  for  copy  in 
schools  of  stenograph}'-,  were  purchased  by  the 
League  and  are  gladly  furnished  to  any  schools 
who  would  care  to  use  them.  Over  6000  Press 
Bulletins  from  the  National  Tuberculosis  Asso- 
ciation, mostly  dealing  with  tuberculosis,  were 
.sent  to  city  and  state  newspapers.  A  booklet 
on  sleeping  and  sitting  out  was  sent  to 
medical  men  and  others  interested  in  tubercu- 
losis. The  balance  of  the  literature  distributed 
included  circulars  and  pamphlets  of  an  educa- 
tional nature,  programs  and  reports  of  the  an- 
nual meeting.  Along  the  lines  of  educational 
work,  it  might  be  added  that  our  President  was 
very  successful  in  arranging  a  series  of  lectures 
given  by  men  well  known  in  the  medical  pro- 
fession to  the  military  doctors  at  Camp 
Devens.  These  were  very  well  received.  The 
question  of  lecturing  to  enlisted  men  came  up, 
but  the  League  was  of  the  opinion  that  it 
would  be  a  mistake  for  civilian  doctors  to  en- 
deavor to  address  the  enlisted  men.  During 
February  and  March  this  year  the  League  was 
glad  to  cooperate  with  the  National  Association 
in  its  membership  drive  to  obtain  5000  new 
members. 

legislation. 

There  were  few  general  bills  of  importance 
before  the  Legislature  of  1917  of  immediate 
bearing  on  tuberculosis,  and  the  same  is  true  of 
the  Legislature  of  1918. 

Probably  the  most  important  measure  affect- 
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ing  tuberculosis  was  one  passed  by  the  1917  Leg- 
islature, allowing  the  State  Board  of  Charity  to 
pay  ten  and  one-half  dollars  for  state  cases 
needing  hospital  care.  Indirectly,  this  has  been 
of  great  benefit  in  the  tuberculosis  campaign  be- 
cause many  of  the  towns  or  cities  refused  to 
care  for  the  state  cases  in  the  local  hospitals, 
rather  insisting  that  they  should  either  go  to 
the  sanatoria  or  the  State  Infirmary  at  Tewks- 
bury,  because  the  former  payment  by  the  State 
of  seven  dollars  was  in  no  way  sufficient  to  re- 
compense the  cities  for  the  care  of  these  state 
charges,  the  result  being  that  many  of  the  pa- 
tients have  refused  to  go  to  Tewksbury  and  have, 
consequently,  remained  in  their  homes,  a  menace 
to  members  of  their  families.  This  distinction 
of  state  patients,  and  the  necessity  of  gaining  a 
settlement  in  the  towns  in  which  they  reside, 
should  be  done  away  with,  and  anybody  who 
has  been  in  a  town  long  enough  to  acquire  the 
privilege  of  citizenship  should  become  a  charge 
upon  that  community. 

The  so-called  Incorrigible  Consumptive  bill 
before  the  last  Legislature  was  defeated.  It  has 
been  re-presented  and  will  probably  be  reported 
upon  favorably  to  the  present  Legislature  by 
the  Committee  on  Public  Health,  and  it  is  hoped 
that  everyone  here  will  impress  upon  their  rep- 
resentative and  senator  that  this  is  a  bill  worthy 
of  support. 

The  Legislature  also  passed  a  bill  extending 
the  subsidy  for  tuberculous  patients  not  having 
bacilli  in  their  sputum,  providing  that  after  a 
survey  of  the  city  that  it  is  demonstrated  to  the 
Department  of  Health  and  Trustees  of  Hospi- 
tals for  Consumptives  that  the  city  was  provid- 
ing adequate  care  for  its  open,  advanced  cases 
of  tuberculosis.  Under  this  bill  the  city  of  New 
Bedford  has,  after  a  survey,  been  granted  per- 
mission to  care  for  non-bacillary  cases  above  the 
number  of  seventy-five.  That  is,  the  survey  dis- 
closed that  in  all  probability  seventy-five  cases 
of  advanced  tuberculosis  was  the  quota  which 
should  be  expected  from  the  city  of  New  Bed- 
ford, and  the  twenty-five  to  thirty  beds  above  this 
number  can  be  filled  by  approved,  non-bacillary 
cases,  and  the  subsidy  granted.  Thus,  by  this 
survey,  New  Bedford  has  been  put  into  the 
front  ranks  of  municipalities  caring  for  its  tu- 
berculous patients. 

Another  bill  of  importance  has  been  passed 
by  the  present  Legislature,  which  provides  that 
all  prisoners  sentenced  to  more  than  thirty  days ' 
confinement  must  have  at  once  a  complete  phy- 


sical examination.  This  must  ensure,  I  think, 
the  discovery  of  a  large  number  of  cases  of  tu- 
berculosis and  the  consequent  transposition  of 
these  cases  to  the  tuberculosis  camp  connected 
with  the  West  Rutland  Prison  Camp,  thus  do- 
ing away  with  deaths  of  people  from  tuber- 
culosis in  the  jails  throughout  the  Common- 
wealth. This  bill  is  also  of  importance  to  all 
those  interested  in  the  suppression  of  social  dis- 
eases. 

A  bill  was  introduced  into  the  Legislature, 
providing  for  the  abolition  of  the  Trustees  of 
Hospitals  for  Consumptives,  and  the  transfer  of  • 
the  administration  of  the  hospitals  to  the  De- 
partment of  Health.  As  the  Department  of 
Health  is  an  executive  and  scientific  department, 
the  bill  was  opposed  by  the  Trustees  and  the 
Commissioner  of  Health,  and  at  the  present 
time  has  been  reported  adversely  upon  by  the 
committee  to  which  it  was  referred. 

An  amendment  to  the  County  Hospital  bill 
has  been  introduced,  by  which  the  erection  of 
county  hospitals,  securing  of  sites,  etc.,  may  be 
postponed  until  one  year  after  signing  the  treaty 
of  peace.  This  amendment  has  been  prepared 
by  the  smaller  towns  in  Worcester  County,  who 
have  argued  for  it  because  of  the  expense  of 
building  at  the  present  time.  This  amendment 
having  been  admitted  by  the  Rules  Committee, 
is  under  consideration  by  the  Public  Institutions 
Committee  at  the  present  time.  It  should  be 
opposed.  Several  of  the  county  hospitals  have 
secured  sites  and  prepared  plans  which  have 
been  approved  by  the  State  Department  of 
Health,  and  have,  in  some  instances,  started 
construction.  The  Barnstable  County  Hospital 
has  been  completed  and  will  be  opened  publicly 
in  June.  The  city  of  Lowell  has  also  very 
nearly  completed  the  construction  of  its  long- 
delayed  institution. 

The  Legislature  has  granted  the  State  De- 
|  partment  of  Health  an  appropriation  whereby 
eight  nurses  are  to  be  employed  as  assistants  to 
the  District  Health  Officers.  These  nurses  will 
oversee  the  after-care  work  in  their  various  dis- 
tricts, and,  to  unify  and  centralize  their  proced- 
ure, Miss  Bernice  M.  Billings,  who  has  been 
After-Care  Worker  for  the  Trustees  of  Hos- 
pitals for  Consumptives,  has  been  transferred  to 
the  State  Department  of  Health  and  will  be 
Director  of  this  portion  of  the  duties  of  the  new 
nurses. 

LECTURES. 

During  the  year  29  lectures  on  tuberculosis 


860 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[June  20,  1918 


and  industrial  nursing  have  been  given,  7  of 
these  having  been  given  by  the  Secretary;  6 
under  the  auspices  of  the  Rural  Tuberculosis 
Committee,  and  16  by  the  Secretary  of  the  Com- 
mittee on  Health  in  Industry.  Seven  of  these 
talks  were  illustrated  and  the  total  attendance 
at  these  lectures  was  about  2400  people. 

SLIDES  AND  FILMS. 

"The  Great  Truth,"  a  film  dealing  with  the 
tuberculosis  problem,  was  loaned  by  the  Boston 
Association  to  the  League.  It  was  used  in  5 
Cambridge  motion  picture  houses,  which  showed 
it  at  2  afternoon  and  2  evening  performances. 
The  League  is  glad  to  be  able  to  have  the  use  of 
this  film,  and  to  send  it  out  whenever  it  finds 
the  chance  to  place  this  vital  subject  before  the 
eyes  of  the  public. 

EXHIBITS. 

Over  18,000  people  in  this  State  have  viewed 
the  Health  in  Industry  and  Tuberculosis  exhibit 
at  various  health  weeks,  fairs,  and  other  public 
exhibitions.  The  Health  in  Industry  exhibit  is 
one  of  special  interest  to  those  who  wish  to  fur- 
ther the  work  of  getting  the  manufacturer  and 
employer  in  mercantile  establishments  to  con- 
serve the  health  of  their  employees.  The  Open 
Air  School  exhibition  belongs  to  the  Association 
and  has  also  been  loaned  to  the  League  for  ex- 
hibition purposes. 

RURAL  TUBERCULOSIS. 

The  lecture  prepared  by  this  Committee  on 
Tuberculosis  in  Cattle  as  an  Economic  and  Pub- 
lic Health  problem  was  arranged  so  that  it  could 
be  used  with  20  slides  or  read  without  the  illus- 
trations. This  year  the  lecture  was  given  on  6 
occasions,  at  4  of  which  the  illustrations  were 
used.  The  Chairman  of  this  Committee,  Pro- 
fessor Curtis  M.  Hilliard,  has  also  given  it  with 
illustrations  before  classes  at  Simmons  College. 
A  letter  was  sent  to  about  200  state  granges, 
offering  the  use  of  the  lecture  and  slides  without 
expense  to  the  grange,  stating  that  a  member 
of  the  Grange  could  read  the  lecture  or  that  we 
would  be  glad  to  furnish  a  speaker  for  them. 
Responses  this  year  were  not  as  many  as  for- 
merly. Prior  to  the  annual  meeting  of  the 
State  Grange  the  existence  of  this  Committee 
was  made  known  to  them  and  it  was  stated  that 
the  Committee  was  prepared  to  help  in  any 
problem  that  might  arise  on  this  subject.  For 
the  future  work  an  article  on  Bovine  Tuber- 


culosis is  to  be  prepared  and  sent  to  the  state 
papers.  The  League  is  also  planning  for  the 
future  to  promote  the  work  of  transporting 
nurses  in  rural  districts. 

HEALTH  IN  INDUSTRY. 

Although  no  committee  has  been  formed,  it 
was  voted  at  one  of  the  executive  committee 
meetings  of  the  League  to  extend  the  work  of 
the  Boston  Association  Committee  on  Health  in 
Industry  throughout  the  State.  The  League 
voted  to  pay  a  portion  of  the  salary  of  the  Sec- 
retary and  her  expenses  in  League  territory. 
This  work  has  steadily  increased  and  Mrs. 
Staebler,  the  Secretary,  has  had  many  calls  to 
address  District  and  Visiting  Nurse  Associa- 
tions, groups  of  employers  and  boards  of  trade 
on  the  subject.  Whenever  a  call  has  been  made 
the  League  has  been  glad  to  have  her  respond 
because  it  means  that  each  employer  who  is  in- 
terested will  undoubtedly  see  the  wisdom  of  em- 
ploying a  nurse  on  part-  or  full-time  service  in 
order  to  conserve  the  health  of  his  employees. 

RED  CROSS  SEALS. 

Inasmuch  as  the  League  cannot  solicit  con- 
tributions in  communities  where  anti-tubercu- 
losis associations  are  located,  it  is  financed  large- 
ly by  receipts  from  the  sale  of  Red  Cross 
Christmas  Seals.  We  are  pleased  this  year  to 
report  an  increase  of  $551.04  in  the  net  receipts 
from  the  sale  of  these  seals,  the  total  number  of 
seals  sold  amounting  to  3,588,452,  which  were 
valued  at  $35,884.52.  This  makes  an  increase  of 
772,211  seals  over  last  year's  sales.  The  ex- 
penses of  conducting  the  state  campaign  were 
$1,355.47,  and  those  of  the  League  $346.16,  the 
amount  sent  to  the  American  National  Red 
Cross  as  its  share  being  $3,379.60.  This  leaves 
for  use  in  the  subordinate  organizations  for  tu- 
berculosis work  $28,003.20,  and  after  the 
League's  expenses  are  all  paid,  $2800.09  for  its 
work.  The  various  anti-tuberculosis  associations 
reported  that  the  Red  Cross  Chapters,  Boy 
Scouts,  public  and  Sunday  schools  had  greatly 
aided  them  and  to  all  these  the  League  wishes 
to  extend  its  thanks  in  making  this  sale  a  suc- 
cess. 

MISCELLANEOUS. 

The  school  committee  of  every  city  and  town 
is  required  by  law  to  appoint  one  or  more  school 
physicians  who  should  examine  every  child  re- 
ported to  them  and  make  a  diagnosis  in  the  case. 
If  a  child  should  show  symptoms  of  tubereu- 
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losis,  the  parents  and  Board  of  Health  shonld 
be  notified  of  the  disease  and  the  child  sent 
home  from  school.  There  is  a  general  belief 
that  tuberculosis  in  most  instances  begins  in 
childhood  and  we  hope  that  the  school  committee 
will  be  vigorous  in  its  follow-up  work  on  physi- 
cal examinations.  It  might  be  well  for  the  va- 
rious anti-tuberculosis  associations  to  be  more 
watchful  in  their  localities  in  regard  to  school 
instruction  upon  the  prevention  of  tuberculosis. 

War  Prohibition  was  endorsed  by  this  League 
at  one  of  its  executive  committee  meetings,  as 
well  as  the  war  program  of  the  National  Tuber- 
culosis Association. 

Tn  1917  there  were  approximately  5375  deaths 
from  tuberculosis.  Of  these,  4600  were  from 
pulmonary  tuberculosis  and  775  in  other  forms. 

There  are  over  3300  public  and  private  beds 
for  tuberculous  patients  in  the  State,  and  of 
these,  about  1065  are  those  of  the  state  sanatoria. 
The  new  county  hospitals,  when  completed,  will 
greatly  add  to  the  number  of  beds  and  will  take 
care  of  many  patients  who  are  now  a  menace  to 
the  members  of  their  families  while  staying  in 
their  homes  awaiting  admission  to  the  various 
state  sanatoria. 


Follow-up  Work  in  Tuberculosis  in  the 
Small  Towns  and  Villages  in 
Massachusetts  . 

By  Rernice  M.  Billings,  Boston. 

With  the  exception  of  the  after-care  of  the 
ex-sanatoria  patients,  which  was  started  in  1912, 
there  was  no  serious  follow-up  work  of  tubercu- 
lous patients  in  the  small  towns  and  villages  in 
Massachusetts  until  the  latter  part  of  1915.  Tn 
the  three-year  period  previous  to  191 5,  the  Visit- 
ing Nurse  Associations  and  the  visiting  nurses 
had  expressed  willingness  to  assist  local  physi- 
cians in  following  up  the  patients  discharged 
from  the  state  sanatoria.  In  this  way  very 
good  relationship  had  been  established  between 
the  Trustees  of  Hospitals  for  Consumptives  and 
the  visiting  nurse  in  each  community,  making 
the  next  step  in  follow-up  work  comparatively 
easy.  ■ 

After  the  opening  of  the  54  dispensaries  in 
1915,  the  after-care  work  in  these  cities  and 
towns  of  10,000  and  more  inhabitants,  was 
turned  over  to  the  dispensary  nurses.  This  al- 
lowed more  lime  to  be  devoted  to  the  rural  sec- 
tions of  the  State.  In  the  latter  part  of  191 5,  a 


conference  was  held  between  Dr.  Eugene  R. 
Kelley,  Director  of  the  Division  of  Commu- 
nicable Diseases  of  the  State  Department  of 
Health,  and  the  State  District  Health  Officers, 
with  Dr.  Arthur  K.  Stone,  Chairman  of  the 
Trustees  of  Hospitals  for  Consumptives,  and 
the  superintendents  of  the  four  state  sanatoria, 
and  at  that  time  it  was  arranged  that  not  only 
the  ex-patients  from  the  state  sanatoria,  but 
also  all  patients  who  had  been  reported  to  the 
State  Department  of  Health  in  these  small 
towns,  should  be  visited,  and  a  brief  history  of 
each  patient  should  be  sent  to  the  State  Depart- 
ment of  Health.  This  marked  an  event  in 
developing  a  definite  nursing  responsibility  to- 
ward all  tuberculosis  patients  in  remote  parts 
of  the  State.  To  assist  in  working  out  this 
general  scheme  of  follow-up  work  the  State  De- 
partment of  Health  provided  a  list  of  all  pa- 
tients reported  with  tuberculosis  from  each 
small  town  to  which  the  visitor  was  going  to 
look  up  the  ex-sanatoria  patients.  These  re- 
ported cases  covered  a  period  of  eight  years. 

Before  visiting  the  home  of  tuberculous  pa- 
tients, an  interview  was  obtained  with  the  Board 
of  Health  Agent  in  each  town.  In  the  official 
record  books  was  entered  the  date  of  the  pa- 
tient's report  to  the  local  Board  of  Health  and 
the  name  of  the  physician  who  reported  each 
case.  These  data  were  transferred  to  the  history 
card  of  the  State  Department  of  Health.  In 
each  instance  the  physician  who  had  reported 
the  patient  was  seen  in  order  to  ask  his  advice 
and  to  gain  permission  to  visit  his  patient.  It 
was  found  that  many  of  these  patients  had  died, 
and  that  a  large  percentage  of  those  who  were 
living  were  under  no  regular  medical  super- 
vision when  visited.  A  history  was  taken  of 
each  patient,  instruction  in  hygiene  was  given, 
suggestions  were  made  that  the  children  in  the 
family,  who  had  been  exposed  to  tuberculosis, 
be  examined  and  the  patient  when  living  was 
urged  to  return  to  his  physician  for  examina- 
tion and  advice.  If  there  was  a  regular  visit- 
ing nurse  in  the  community  the  patient  was  re- 
ferred to  her  for  home  visiting.  When  pa- 
tients were  found  to  be  living  under  undesir- 
able conditions  a  detailed  report  was  given  to 
the  private  physician,  the  local  Board  of  Health, 
the  visiting  nurse,  and  the  state  district  health 
officer.  After  fourteen  months  of  this  work 
903  histories  were  sent  to  the  State  Department 
of  Health.  It  was  then  found  that  practically 
all  of  my  time  had  heen  consumed  in  doing  this 
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general  follow-up  work,  there  being  so  few  ex- 
sanatoria  patients  in  these  communities.  As 
my  work  was  primarily  for  the  after-care  of  the 
state  sanatoria  patients  it  was  finally  decided 
that  my  work  should  be  confined  to  the  visiting 
of  the  discharged  sanatorium  patients. 

According  to  the  last  State  Census  there  are 
in  Massachusetts  some  295  towns  of  less  than 
10,000  inhabitants.  There  are  52  towns  with  a 
population  of  from  5000  to  10,000  people. 
Forty  of  these  52  towns  have  the  services  of  a 
visiting  nurse,  and  in  addition  5  of  these  towns 
are  employing  a  full-time  school  nurse.  In  the 
smaller  communities  there  are  80  towns  with  a 
population  of  from  2000  to  5000.  Twenty- 
eight  of  these  80  towns  have  a  visiting  nurse, 
but  there  are  no  full-time  school  nurses.  There 
are  163  towns  of  less  than  2000  population. 
Five  of  these  towns  employ  the  services  of  a 
public  health  nurse.  The  financing  of  this 
visiting  nursing  work  usually  has  been  made 
possible  by  contributions  from  public-spirited 
citizens  who  have  given  their  time  and  money  to 
this  good  work.  Ordinarily  the  visiting  nurs- 
ing work  is  under  an  association  made  up  of 
women.  Many  of  the  towns  appropriate  money 
which  is  given  to  the  nursing  association  to  fur- 
ther their  work,  and  this  has  greatly  helped  the 
organizations.  At  the  present  time  in  4  towns 
in  the  State  the  nursing  work  is  entirely  sup- 
ported by  public  appropriation. 

It  has  been  my  good  fortune  to  visit  the 
greater  number  of  these  small  towns,  and  get  a 
good  knowledge  of  the  follow-up  work  as  it  is 
being  done  in  Massachusetts  today.  I  am  en- 
couraged by  the  interest  and  good  will  of  both 
public  and  private  agencies,  and  the  helpful- 
ness of  private  physicians  throughout  the  State. 
A  great  drawback  to  good  follow-up  work  is 
that  we  are  expecting  altogether  too  much  from 
one  nurse.  In  each  of  the  40  towns  where  a 
visiting  nurse  is  employed,  this  nurse  is  trying 
to  do  bedside  nursing,  prenatal  and  postnatal 
work,  occasionally  a  certain  amount  of  school 
work,  and  attempting  to  do  the  follow-up  work 
of  the  tuberculous  patients.  The  bedside  care 
of  the  sick  must  be  attended  to  and  in  busy 
times  it  means  that  the  nurse  works  from  eight 
to  twelve  hours  a  day.  In  any  case  it  is  an  in- 
justice to  expect  a  nurse  to  do  instructive  work 
in  a  day  which  is  already  too  full.  One  of  the 
great  dangers  is  spreading  nursing  work  too 
thin,  and  when  this  is  done  it  is  always  the 
educational  work  which  suffers  most. 


I  have  been  told  repeatedly  in  towns  where 
one  nurse  is  being  overworked,  that  in  regard 
to  the  consumptive  patients  it  is  impossible  to 
get  them  to  go  to  sanatoria  or  hospitals.  This 
usually  proves  that  the  tuberculous  patients  are 
not  well  supervised.  If  the  nurse  is  a  regular 
visitor  the  patient  and  family  gradually  get  to 
place  a  great  deal  of  confidence  in  her  judg- 
ment. Then  when  the  physician  and  nurse  ad- 
vise hospital  treatment  it  is  not  difficult  to  per- 
suade the  patient  to  make  this  necessary  change. 
It  is  also  most  unfortunate  that  the  physician 
or  town  authorities  do  not  send  the  nurse  to 
many  consumptive  patients  until  they  are  very 
ill  and  need  actual  bedside  care.  This  is  due  to 
several  things:  1st,  lack  of  coordinating  forces 
of  Board  of  Health,  private  physician  and  visit- 
ing nurse  associations ;  2nd,  the  physician  does 
not  realize  that  a  nurse  can  help  him  in  teach- 
ing the  patient  and  family  how  to  follow  out 
his  advice  and  treatment ;  3rd, — and  quite  as  im- 
portant,— the  physician  knows  how  much  the 
nurse  has  to  do  and  that  she  is  already  over- 
worked, and  for  this  reason  he  will  not  ask  her 
to  take  on  anything  extra  in  the  way  of  educa- 
tional work. 

In  our  small  towns  of  between  2000  and  5000 
inhabitants  the  nurse  is  not  so  badly  over- 
worked, and  yet  in  a  town  of  5000  persons 
there  is  certainly  plenty  of  work  to  keep  two 
nurses  constantly  employed.  In  the  5  small 
villages  of  less  than  2000  persons,  where  a  pub- 
lic health  nurse  is  employed,  there  is  a  splendid 
opportunity  to  develop  the  work  along  the  best 
lines.  Many  times  I  am  told  by  men  and  wo- 
men living  in  towns  of  from  2000  to  3000  in- 
habitants that  there  is  no  need  of  a  public 
health  nurse  as  there  would  be  nothing  for  her 
to  do.  If  a  nurse  was  engaged  for  one  of  these 
towns,  and  if  at  the  end  of  six  months  her  days 
were  not  full,  it  would  be  the  fault  of  the  nurse 
in  developing  the  work,  and  not  because  there 
was  no  need  for  her  work  in  the  community. 
With  the  great  distances  it  would  mean  that  with 
a  few  bedside  calls,  prenatal  work,  the  following 
up  of  the  babies,  visiting  the  consumptive  pa- 
tients, and  possibly  an  hour  in  the  mill  or  fac- 
tory in  the  town— and  in  Massachusetts  there  is 
a  small  factory  in  nearly  every  town, — the  nurse 
could  not  fail  to  keep  busy.  Physicians  in 
these  towns  often  tell  me  how  much  they  desire 
the  help  of  a  trained  worker  to  give  intelligent 
assistance  when  it  is  badly  needed.  In  these 
small  communities  we  do  not  need  a  visiting 
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nurse,  a  prenatal  nurse,  and  a  tuberculosis 
nurse,  but  we  do  need  well-trained  women  who 
will  do  whatever  public  health  nursing  is  need- 
ed in  the  particular  towns  in  which  they  are  em- 
ployed. If  in  this  community  the  nurse  can 
prove  to  the  physician  that  she  is  of  real  value 
to  him  in  a  time  when  he  needs  her,  I  do  believe 
he  will  be  far  more  ready  to  approve  of  her 
visiting-  his  consumptive  patients  and  helping 
them  to  follow  out  his  advice. 

In  regard  to  school  nursing,  I  should  like  to 
say  that  this  past  winter  in  one  of  the  small 
villages  of  less  than  400  persons  where  I  was 
visiting  a  consumptive  patient  I  had  an  oppor- 
tunity of  talking  with  a  woman  intimately  as- 
sociated with  the  public  schools.  She  told  me 
of  a  child  who  had  eye  trouble.  The  school 
physician  advised  that  this  child  go  to  an  ocu- 
list, and  a  note  to  this  effect  was  sent  to  the 
mother.  Then  came  the  summer  vacation,  and 
in  the  fall  this  child  returned  to  school  with 
the  eyes  in  bad  condition.  It  was  then  learned 
that  she  had  not  been  seen  by  a  physician  since 
the  closing  of  school.  The  superintendent  of 
schools  went  to  the  mother,  and  explained  that 
the  child  must  go  to  the  oculist,  and  finally  the 
mother  consented.  After  the  physician  had  ex- 
amined this  child's  eyes  he  told  the  mother  that 
there  was  no  sight  in  one  eye,  but  he  would  do 
what  he  could  to  save  the  other  eye.  Had 
there  been  a  public  health  nurse  in  this  com- 
munity to  follow  with  a  home  visit  the  note 
which  was  sent  to  the  home  of  this  child,  this 
unfortunate  case  of  neglect  would  probably 
never  have  occurred. 

At  the  present  time  there  are  approximately 
fifteen  of  these  larger  communities  which  have 
placed  an  automobile  at  the  services  of  the  nurse 
so  that  she  may  visit  patients  in  the  more  re- 
mote parts  of  the  town.  It  is  a  short-sighted 
policy  which  allows  the  visiting  nurse  to  visit 
only  those  patients  who  are  living  near  the  car- 
line. 

Berkshire  County  has  a  public  health  nurse 
who  is  doing  special  school  work.  This  should 
be  a  great  help  in  stimulating  communities  to 
greater  activity  along  the  lines  of  public  health 
nursing. 

The  Child  Conservation  Committee  employs 
eight  nurses,  one  in  each  district  of  the  State. 
These  nurses  are  planning  to  visit  the  small 
towns  and  villages  in  the  State,  particularly  in 
reference  to  saving  the  lives  of  children. 

The  State  Department  of  Health  is  planning 


to  employ  eight  public  health  nurses,  one  under 
each  district,  health  officer.  These  nurses  will 
devote  a  part  of  their  time  to  tuberculosis  fol- 
low-up work,  particularly  in  the  small  towns 
and  villages.  This,  too,  should  be  a  great  help 
in  proving  to  the  towns  the  need  for  public 
health  nurses. 

In  closing  this  paper,  may  I  repeat  that  al- 
though we  have  73  small  towns  employing  a 
public  health  nurse,  yet  if  we  wish  to  have 
worth-while  follow-up  work  done  by  these 
nurses  we  must  give  them  more  assistance. 
This  assistance  should  be  a  conveyance,  and  ad- 
ditional nurses  as  often  as  it  can  be  dem- 
onstrated in  the  community  that  they  can  be 
used  to  advantage.  In  our  eountrv  districts,  in 
towns  of  from  300  to  500  persons,  we  could  use 
one  general  nurse  to  take  care  of  two  or  three 
towns.  It  is  said  that  this  nursing  work  can- 
not be  done  in  the  winter  time,  but  it  is  only 
occasionally,  and  for  short  periods  of  time,  that 
the  roads  are  actually  impassable.  During  this 
past  winter  I  have  been  through  Berkshire, 
Franklin,  Hampden,  and  Hampshire  Counties, 
traveling  from  the  last  of  December  to  the  first 
of  March,  with  poor  train  service,  and  making- 
use  of  horses  and  sleighs  as  never  before,  yet  I 
have  been  able  to  reach  all  the  villages  in  which 
there  were  ex-sanatoria  patients.  These  villa- 
ges were  oftentimes  miles  from  the  railroad  sta- 
tion. Farmers  are  travelling  over  the  roads 
constantly,  and  where  the  towns-people  can  go 
it  is  perfectly  practical  for  the  visiting  nurse 
to  make  her  way,  providing  she  is  given 
transportation. 

It  might  well  be  a  part  of  the  program  of  the 
Anti-Tuberculosis  League  to  aid  in  stimulating 
public  opinion  so  that  we  shall  cover  the  most 
remote  sections  of  the  State  with  public  health 
nurses.  It  is  only  in  this  way  that  we  shall  be 
provided  with  facilities  for  doing  follow-up 
work  in  the  homes  of  tuberculous  patients. 


War  and  Tuberculosis. 

By  Charles  J.  Hatfield,  M.D.,  Philadelphia, 

Executive  Secretary  of   the  National  Tuberculosis 
Association. 

The  very  kind  remarks  made  by  Dr.  Bow- 
ditch  about  the  National  Association  and  its 
Executive  Secretaries  can  be  promptly  re- 
turned, because  we  all  know  that  the  National 
Association  has  had  very  distinguished  Presi- 
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dents,  and  one  of  the  best  of  them  was  Dr. 
Bowditch. 

Miss  Beard  has  referred  to  the  fact  that  the 
tuberculosis  campaign  or  public  health  work 
generally  has  received  a  very  great  stimulus 
from  the  war.  It  seems  that  we  may  well  start 
our  discussion  of  "War  and  Tuberculosis  with  a 
recognition  of  the  truth  that  the  war  has 
brought  to  us  a  greatly  increased  opportunity 
and  a  greatly  increased  responsibility.  The 
reason  is  very  plain,  since  war  and  disease  are 
always  closely  associated, — disease  following  in 
the  wake  of  war.  Through  all  of  the  great 
wars  of  history  the  development  and  spread  of 
disease,  even  to  the  extent  of  epidemics,  will  be 
noted.  The  causes  are  very  simple, — the  trans- 
fer of  large  bodies  of  men  from  regular  meth- 
ods of  life  to  irregular  living  in  strange  and 
perhaps  inclement  climates ;  over-exposure  and 
over-exertion;  insanitary  housing:  irregular 
and  impure  food  supplies, — all  these  factors 
lead  to  the  devolopment  of  disease.  Enteric 
disturbances  perhaps  take  place  at  the  head  of 
the  list.  Our  shocking  experience  with  typhoid 
fever  in  the  Spanish-American  War  is  an  in- 
stance. We  find  also,  in  our  history  of  armies, 
cholera,  dysentery,  smallpox  or  typhus  fever. 

The  association  of  war  and  disease  is  serious 
so  far  as  men  are  concerned  who  are  actually 
engaged  in  military  operations.  Although 
perhaps  not  so  evident,  the  association  is  even 
more  serious  when  we  consider  the  health  of 
the  civilian  population  of  a  country  at  war. 
Here  also  the  reasons  are  obvious, — since  in  a 
civilian  population  there  may  be  extreme  dis- 
tress on  account  of  the  destruction  of  homes  in 
invaded  territory,  the  driving  back  of  great 
masses  of  population  as  refugees,  over-exposure 
and  over-fatigue,  overcrowding  and  insufficient 
feeding.  Moreover,  even  in  homes  outside  of 
territory  directly  subject  to  war  conditions, 
there  is  distress  because  of  the  loss  of  ordinary 
means  of  support  and  greatly  increased  hard- 
ships in  securing  the  necessities  of  life.  In 
general,  there  is  a  sharp  revision  downward  of 
the  scale  of  living  where  such  change  may 
mean  a  cutting  off  of  the  necessities  of  health- 
ful living. 

To  trace  the  spread  of  tuberculosis  in  conse- 
quence of  a  great  war  is  not  so  easy  as  the  fol- 
lowing up  of  the  more  acute  and  sometimes  epi- 
demic diseases.  We  may  not  be  able  to  prove 
that  there  is  an  actual  and  demonstrable  spread 
of  tuberculosis,  but  we  have  weighty  evidence 


of  the  increased  development  and  activation  of 
existing  tuberculosis.  Possibly  the  tuberculo- 
sis has  been  present  before,  but  it  has  not  been 
in  an  active  condition,  and,  therefore,  has  not 
been  a  public  health  problem  until  it  has  been 
developed  or  discovered  by  war  conditions. 

In  the  first  year  of  the  great  war  we  were 
greatly  disturbed  by  reports  brought  to  us  as 
to  the  increase  of  tuberculosis  in  France.  The 
record  was  so  startling  that  the  International 
Health  Commission  of  the  Rockefeller  Founda- 
tion determined  to  examine  into  conditions,  and 
commissioned  Dr.  Hermann  M.  Biggs  of  New 
York  to  go  to  France  to  make  a  careful  survey 
and  to  report  recommendations  as  to  what  help- 
ful assistance  might  be  given.  After  a  very 
careful  survey  of  the  records  of  the  French 
and  also  an  examination  into  conditions  among 
the  English  troops  and  the  Canadians  quar- 
tered in  England,  Dr.  Biggs  reported  that  the 
spread  of  tuberculosis  had  been  astounding; 
that  the  development  of  the  disease  in  all 
classes  of  population  had  been  very  great  and 
that  the  nation  was  in  urgent  need  of  help. 
Dr.  Biggs  did  a  very  great  service  to  France  by 
recommending  a  course  of  action  to  be  taken 
by  the  Rockefeller  Commission,  which  consist- 
ed in  securing  a  competent  Commission  to  go 
to  France  and  to  institute  measures  for  the 
control  of  the  disease.  Dr.  Farrand,  the  Presi- 
dent of  the  University  of  Colorado,  who  had 
previously  been  the  most  efficient  executive  of 
the  National  Association,  was  secured  to  head 
the  Commission.  As  heads  of  important  de- 
partments, Dr.  James  Alexander  Miller  of  New 
York  accepted  the  direction  of  the  medical  aspect 
and  Prof.  S.  M.  Gunn,  of  the  Massachusetts  In- 
stitute of  Technology,  accepted  the  direction 
of  the  educational  side  of  the  work.  The  Com- 
mission arrived  in  France  in  July.  1917,  and 
in  less  than  one  year  has  developed  a  splendid 
plan  of  organization.  Its  work  is  closely  co- 
ordinated with  that  of  the  French  authorities 
and  also  with  the  Department  of  Civil  Affairs 
of  the  American  Red  Cross  in  France.  When 
we  know  that  Dr.  William  Charles  White  of 
Pittsburgh  is  at  the  head  of  the  tuberculosis 
work  of  the  American  Red  Cross,  and  Mr. 
Homer  Folks  of  New  York  is  the  Director  of 
the  Department  of  Civil  Affairs,  we  can  under- 
stand how  close  has  been  the  cooperation  be- 
tween the  Rockefeller  Commission  and  the  Red 
Cross  authorities.  The  report  of  the  French 
authorities,  as  brought  to  this  country  by  Dr. 
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Biggs,  has  been  considerably  modified  through 
later  investigations.  Although  the  amount  of 
tuberculosis  is  astounding,  its  distribution  dif- 
fers from  that  shown  in  the  earlier  records. 
One  point  of  especial  difference  has  been  dem- 
onstrated, namely — that  army  life,  even  at  the 
front,  does  not  lead  to  a  great  increase  in  the 
incidence  of  tuberculosis.  On  the  other  hand, 
there  is  an  impression  that  the  physical  condi- 
tion promoted  by  arnry  discipline  tends  to  in- 
crease the  resistance  of  the  soldiers  even 
though  they  are  exposed  to  trench  life.  To  off- 
set this  rather  favorable  report,  it  has  been 
established  that  the  incidence  of  tuberculosis 
among  the  industrial  classes  is  very  high.  Upon 
the  charts  shown  by  Dr.  Miller  the  areas  of  the 
deepest  black  were  always  points  where  an  in- 
dustrial population  was  most  thickly  settled, — < 
where  people  had  long  and  hard  hours  of  work 
and  were  crowded  into  insanitary  quarters. 
When  America  entered  the  world  war,  the 
alarming  reports  from  France  tended  to  direct 
the  attention  of  the  American  authorities 
promptly  to  the  subject  of  tuberculosis.  From 
the  very  first  the  Surgeon-General's  office,  as 
the  medical  agency  in  charge  of  the  greatest 
number  of  men,  took  vigorous  action  to  pre- 
vent the  disease  in  the  Army.  The  National 
Association  also  took  an  active  part  in  co- 
operating in  the  plans  to  free  our  troops  from 
the  menace  of  tuberculosis  and  so  far  as  pos- 
sible to  prevent  a  spread  of  the  disease  among 
the  civilian  population  affected  by  the  war.  Th^ 
action  taken  by  the  Surgeon-General  of  the 
Army  has,  of  course,  been  paralleled  by  sim- 
ilar action  by  the  medical  authorities  in  charge 
of  the  other  branches  of  the  service.  It  may 
be  well  to  take  a  few  minutes  to  discuss  briefly 
the  measures  taken  by  the  medical  service  to 
prevent  tuberculosis  in  the  Army. 

One  of  the  first  steps  was  the  appointment  by 
Surgeon-General  Gorgas  of  Colonel  George  E. 
Bushnell, — who  has  been  for  years  at  the  head 
of  the  Fort  Bayard  Sanatorium  in  New  Mex- 
ico and  is  recognized  as  a  distinguished  author- 
ity on  tuberculosis, — as  the  officer  in  direction 
of  all  measures  taken  to  prevent  the  disease. 
In  the  plans,  as  they  are  so  far  developed, 
there  are  four  distinct  points  to  be  considered. 

First,  the  exclusion  of  cases  of  active  tuber- 
culosis from  the  Army;  second,  the  care  and 
education  of  the  men  in  active  service  in  order 
to  prevent  the  disease ;  third,  the  care  of  sol- 
diers invalided  home  on  account  of  tuberculo- 


sis and,  indirectly,  their  economic  reconstruc- 
tion, if  such  a  thing  is  possible;  fourth,  the 
consideration  of  general  public  health  through 
making  known  to  the  health  authorities 
throughout  the  country  the  cases  of  tuberculo- 
sis discovered  in  the  draft  or  developed  in  the 
service.  Plans  to  meet  each  one  of  the  above 
conditions  have  been  carefully  made  and  are 
being  continuously  developed.  Intensive  study 
is  being  given  to  each  phase  of  the  problem.  I 
personally  believe  that  through  the  careful 
execution  of  the  plans,  active  cases  of  tubercu- 
losis will  be  excluded  from  our  Army,  and  we 
can,  therefore,  feel  a  fair  degree  of  certainty 
that  our  forces  will  be  remarkably  free  from 
cases  that  are  likely  to  spread  the  disease. 

So  far  as  the  exclusion  of  cases  of  active  tu- 
berculosis from  the  Army  is  concerned,  exami- 
nations before  Exemption  Boards  have  been,  in 
general,  incomplete  and  inadequate.  The  med- 
ical examination  was  casual  and  hurried.  The 
instructions  sent  out  from  the  office  of  the 
Provost-Marshal  General  did  not  place  any  im- 
portance whatever  on  the  examination  of  the 
chest,  and,  therefore,  on  the  discovery  of  tuber- 
culosis. As  a  result,  the  Exemption  Boards  ac- 
cepted a  great  many  cases  of  tuberculosis. 
When,  however,  men  were  admitted  to  the 
camps  or  cantonments,  the  representatives  of 
the  Surgeon-General's  office  took  vigorous 
action.  There  was  a  preliminary  examination  by 
the  medical  staffs  ;  later  a  thorough  chest  exami- 
nation by  the  Tuberculosis  Commissions.  The 
Commissions  were  appointed  with  considerable 
care  and  consisted  of  experts  in  the  examina- 
tion for  tuberculosis,  recruited,  so  far  as-  possible, 
in  the  neighborhood  of  the  cantonment.  For 
more  than  six  months  the  Tuberculosis  Com- 
missions have  been  combing  over  the  men  who 
were  sent  to  camp  and  rejecting  those  in  whom 
there  was  an  active  tuberculosis.  The  special 
Commission  plan,  however,  has  been  somewhat 
expensive  and  will  be  somewhat  changed  by  a 
recent  ruling  of  the  Surgeon-General.  Appar- 
ently he  has  decided  that  the  primary  exami- 
nation is  to  be  made  much  more  complete  and 
more  satisfactory,  and  the  medical  staff  of  each 
camp  is  to  be  increased  by  the  addition  of 
many  of  the  specialists  formerly  included  in 
the  Tuberculosis  Commission.  The  men  who 
pass  the  preliminary  examination,  which  will 
be  given,  presumably,  within  a  short  period 
after  their  arrival  at  camp,  will  be  considered 
"in  line  of  duty"  and  fully  enlisted.    In  this 
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way  all  cases  that  later  develop  tuberculosis 
will  be  taken  care  of  in  the  Army.  The  new 
ruling  is  of  great  importance  to  those  of  us 
who  have  been  attempting  to  care  for  the  men 
who  have  been  kept  in  camps  and  cantonments 
for  periods  up  to  three  months,  and  when 
found  to  be  tuberculous,  have  been  discharged 
without  military  standing.  The  injustice  of 
such  a  proceeding  has  been  finally  recognized, 
and  it  is  believed  that  the  new  system  will  cor- 
rect it. 

When  a  man  has  been  accepted  for  service, 
his  protection  from  infection  and  his  education 
in  personal  hygiene  will  be  attended  to.  In  co- 
operation with  extra-military  agencies,  such  as 
the  National  Tuberculosis  Association,  by 
bringing  into  play  the  Y.  M.  C.  A.  facilities,  a 
definite  campaign  of  education  in  the  preven- 
tion of  disease,  especially  of  tuberculosis,  has 
been  arranged.  The  instruction  will  be  made, 
so  far  as  possible,  entertaining,  as  we  are  told 
there  is  already  too  much  didactic  lecturing, 
and  the  men,  tired  out  with  drill,  are  not  in  con- 
dition to  listen  to  dry  teaching.  Health  in- 
struction is  to  be  made  attractive  by  the  use  of 
moving  pictures,  lantern  slides,  etc.,  made  in 
military  surroundings,  a  specially  designed  lec- 
ture for  a  military  audience,  and  an  instruct- 
ive poster  exhibit.  The  posters  are  simple, 
bold  and  impressive,  and  we  think  will  attract 
attention  and  convey  the  lesson.  They  appeal 
to  patriotic  motives  rather  than  to  fear  of  in- 
fection. Soldiers  are  stimulated  to  keep  them- 
selves fit. 

For  the  enlisted  man  who  is  invalided  on 
account  of  tuberculosis  most  interesting  and 
somewhat  complex  plans  are  being  developed. 
The  system  will  include  not  only  care  and  med- 
ical treatment,  but  on  attempt,  wherever  pos- 
sible, to  restore  the  men  to  an  economic  inde- 
pendence, and,  to  this  end,  to  provide  certain 
means  of  vocational  education. 

At  present  the  plan  is  to  treat  tuberculous 
soldiers  in  large  military  sanatoria.  The  an- 
nouncement has  been  made  that  camps  will  be 
located  in  New  Haven,  at  Otisville,  at  Ashe- 
ville,  at  Denver,  and  in  New  Mexico.  Atten- 
tion has  been  called  to  the  fact  that  men  will 
often  refuse  to  go  to  a  military  camp  and  will 
demand  their  discharge  from  the  Army.  In 
Canada  and  England,  it  has  been  found  very 
difficult  to  retain  in  military  service  men  who 
were  ill  with  tuberculosis.  Of  the  first  con- 
tinent sent  back  to  this  country  from  abroad. 


a  large  majority  of  the  cases  of  tuberculosis 
have  already  secured  their  discharge  from  the 
Army.  To  meet  this  situation  the  Surgeon- 
General  has  recently  ruled  that  no  one  will  be 
discharged  until  his  recovery  is  complete  or  is 
as  complete  as  possible.  A  man  who  is  dis- 
charged on  account  of  disability  comes  at  once 
under  the  rules  of  the  Bureau  of  War  Risk  In- 
surance in  order  that  he  may  be  paid  compen- 
sation. If  not  discharged,  he  remains  in  the 
regular  service  and  gets  his  salary,  and  does 
not  get  compensation.  If  an  agreement  with 
the  War  Risk  Bureau  can  be  reached  to  the 
effect  that  no  compensation  will  be  paid  by  the 
Bureau  to  a  man  who  is  not  discharged  by  the 
medical  authorities,  the  Surgeon-General  may 
be  able  to  retain  the  men  under  treatment  so 
long  as  is  proper. 

The  question  of  reconstruction  and  re-educa- 
tion is  closely  associated  with  the  point  that 
we  have  just  discussed.  The  agencies  interested 
in  this  phase  of  the  care  of  tuberculous  soldiers 
are:  the  Surgeon-General's  office,  the  Federal 
Board  of  Vocational  Education,  the  War  Risk 
Bureau  and,  incidentally,  the  American  Red 
Cross.  Preliminary  studies  of  courses  of  in- 
struction have  been  made  and  the  experience 
in  England,  Canada  and  France  has  been 
studied.  Colonel  Frank  Billings  of  Chicago, 
has  been  put  at  the  head  of  the  Bureau 
of  Reconstruction  and  Military  Hospitals  in 
the  Surgeon-General's  office.  Under  his  direc- 
tion the  plans  for  reconstruction  and  re-edu- 
cation are  being  developed.  The  general  out- 
line is  to  have  a  large  convalescent  camp  in 
each  one  of  the  sixteen  military  districts  of  the 
country.  Apparently,  each  camp  will  consist 
of  the  hospital,  one  section  of  which  will  be 
assigned  to  tuberculosis,  another  to  nervous  dis- 
eases, another  to  maimed  soldiers,  etc.  As  the 
center  of  the  group,  where  the  hub  about  which 
the  whole  system  should  revolve,  will  be  the 
school  of  preparatory  vocational  education  or  in- 
dustrial rehabilitation.  Twelve  of  the  sixteen 
hospitals  have  been  designated  by  the  Surgeon- 
General,  certain  of  the  large  military  hospitals 
being  set  aside  for  this  purpose.  The  stages  of 
education  are  of  interest.  In  the  first  stage, 
bedside  occupations  are  provided ;  these  are  de- 
signed to  occupy  the  patients'  minds  and  to 
make  them  feel  that  they  can  make  use  of 
whatever  strength  or  ability  is  left  to  them. 
The  effect  of  bedside  occupations  is,  therefore, 
chiefly  psychological.    The  next  stage  is  occu- 
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pation  therapy  or  a  curative  workshop.  Here 
patients  will  get  more  direct  connection  with 
industrial  life.  Although  emphasis  will  he  laid 
on  the  therapeutic  value  of  the  work,  the  in- 
struction should  be  preparatory  to  the  final 
step  in  the  return  of  disabled  men  to  economic 
life.  The  third  and  final  stage  should  be  the 
school  for  industrial  or  vocational  education,  to 
which  patients  may  be  graduated  when  thera- 
peutic treatment  is  no  longer  considered  neces- 
sary. The  final  stage  will  probably  be  in 
charge  of  the  Federal  Board  for  Vocational 
Education. 

In  the  development  of  this  system,  the  expe- 
rience of  all  countries  will  be  helpful.  At  the 
beginning  probably  it  will  be  necessary  to  bor- 
row teachers.  Later  on  the  staff  may  be  re- 
cruited from  disabled  men  who  have  fitted 
themselves  to  teach.  The  Red  Cross  has  al- 
ready started  an  Institute  for  Crippled  and 
Disabled  Men  and  is  making  preliminary  stud- 
ies as  to  the  field  to  be  covered. 

Another  aspect  of  the  work  of  reconstruction 
is  of  interest.  "We  must  expect  that  many  of 
the  men  who  have  come  back  disabled  and  in 
need  of  rehabilitation,  will  refuse  re-education. 
They  are  allowed  compensation  sufficient  to 
keep  themselves  and  their  families.  They  feel 
that  they  have  given  all  and  now  deserve  free- 
dom from  discipline.  In  other  countries  the 
experience  has  been  that  only  fifteen  per  cent, 
of  the  men  who  need  industrial  re-education 
are  actually  getting  it.  An  attempt  to  meet 
this  difficulty  has  been  made  by  cooperation 
with  the  War  Risk  Insurance  Bureau.  The 
principle  is  proposed  that  a  man,  when  dis- 
charged on  account  of  disability,  shall  receive 
such  compensation  no  matter  how  much  addi- 
tional money  he  earns  through  industry.  On 
the  other  hand,  it  is  proposed  that  the  Bureau 
of  War  Risk  Insurance  insist  that  disabled  men 
submit  themselves  to  re-education  in  order  to 
prevent  the  deterioration  in  manner  of  living. 
The  compulsion  toward  re-education  can  be 
brought  about  by  cutting  off  a  part,  at  least, 
of  the  compensation,  provided  a  man  refuses  to 
make  use  of  whatever  ability  is  left  to  him.  It, 
is  yet  doubtful  just  how  this  principle  can  be 
developed  into  an  acceptable  procedure. 

As  to  the  plans  adopted  by  the  Surgeon- 
General's  office  that  relate  to  general  public 
health,  and  the  control  of  tuberculosis,  interest- 
ing developments  may  be  noted.  There  was 
prompt  recognition  of  the  fact  that  examina- 


tions for  military  service  are  certain  to  bring 
us  valuable  knowledge  concerning  the  extent  of 
tuberculosis  and  increased  responsibility  for 
the  care  of  cases  that  are  newly  discovered. 
The  result  of  the  examinations  so  far  seems  to 
be  that  our  former  estimates  as  to  the  number 
of  discoverable  cases  of  tuberculosis  in  the 
country  must  be  doubled — that  is  to  say,  in- 
stead of  estimating  from  five  to  ten  living  cases 
of  tuberculosis  for  every  death  of  the  disease, 
we  must  estimate  from  fifteen  to  twenty  cases 
for  every  death.  Additional  knowledge  on  any 
subject  always  leads  to  the  development  of 
equipment  to  meet  the  new  situation.  .  There- 
fore, although  we  may  at  first  be  disheartened 
at  the  thought  that  facilities  are  not  at  hand 
to  take  care  of  the  increased  number  of  cases, 
yet  the  field  has  been  proven  larger  than  we 
thought  and  a  new  weapon  with  which  to  edu- 
cate the  public  in  the  prevention  of  tuberculo- 
sis and  the  provision  of  equipment  for  its 
proper  care  has  been  given  us. 

When  we  come  to  consider  what  the  State  of 
Massachusetts  can  do  to  meet  its  responsibility 
for  tuberculosis  discovered  in  connection 1  with 
the  war,  we  must  realize  that  the  pre-war 
equipment,  however  highly  organized,  is  not 
adequate  for  the  new  responsibility.  A  few 
fundamental  principles  should  be  observed. 
First,  we  must  look  to  it  that  no  ground  gained 
before  the  war  shall  be  given  up.  What  has 
been  done  in  the  past  shall  be  considered  only 
a  foundation  and  the  beginning  of  what  must 
be  done  in  the  future.  The  public  must  be 
made  to  understand  that,  although  the  need 
was  great  in  the  past,  it  is  far  greater  at  pres- 
ent. Secondly,  equipment  in  the  sliape  of  hos- 
pitals, sanatoria,  dispensaries,  etc.,  must  be  de- 
veloped for  the  care  of  Massachusetts  men  who 
may  be  returned  to  their  own  sections  with  tu- 
berculosis. The  Army  plans  to  take  care  of  its 
disabled  men.  We  know  that  although  the 
plans  of  the  Army  are  made  with  great  wis- 
dom,— and  I  personally  believe  with  splendid 
foresight, — yet  those  plans  are  subject  to  modi- 
fication. We  know  that  however  rigid  the  rul- 
ing relative  to  the  retention  in  military  service 
of  every  soldier  until  he  has  had  full  treat- 
ment, there  are  going  to  be  exceptions  to  this 
rule.  Men  who  are  sick  want  to  be  near  their 
homes  and  to  be  treated  by  doctors  in  whom 
they  have  confidence.  They  and  their  families 
are  often  going  to  appeal  to  Congressmen  and 
every  other  source  of  pressure  to  secure  this 
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object.  Therefore,  in  my  opinion,  we  must  pre- 
pare to  a  certain  extent  for  the  care  of  soldiers 
near  their  homes.  Moreover,  through  the  mili- 
tary cases  we  are  likely  to  discover  additional 
cases  of  tuberculosis  by  follow-up  in  the  fam- 
ilies of  the  soldiers.  Therefore,  you  will  need 
additional  accommodation  in  your  public  in- 
stitutions. In  the  private  or  semi-private  sana-  j 
toria  there  will  also  be  a  need  for  develop- ! 
ment.  Officers  demanding  somewhat  better 
quarters  than  can  be  provided  in  the  public  in- 
stitutions will  come  to  you  for  accommodation. 
The  need  of  an  institution  such  as  the  new 
Crane  Sanatorium  at  Rutland  seems  to  be  evi- 
dent. 

Finally,  the  State  of  Massachusetts  must  be 
certain  that  the  closest  possible  cooperation  be- 
tween local,  state  and  federal  authorities  shall 
be  secured.  In  your  State,  local  health  groups 
have  no  trouble  in  cooperating  with  your  most 
efficient  State  Health  Department.  I  believe 
the  same  thing  will  hold  true  in  cooperation 
with  Federal  authorities.  Do  not  forget, 
moreover,  that  for  emergency  aid  in  public 
health  work  developing  in  connection  with  mili- 
tary necessities,  the  American  Red  Cross  stands 
back  of  us  ready  to  help.  I  wish  to  bear  testi- 
mony to  the  splendid  spirit  of  cooperation 
which  one  meets  from  the  Federal  authorities 
at  Washington  when  you  ask  them  to  consider 
the  problems  that  come  up  in  connection  with 
the  fight  against  tuberculosis.  For  instance, 
we  have  been  anxious  as  to  the  care  of  men 
who  are  discharged  on  account  of  tuberculosis 
from  military  service  without  military  stand- 
ing, or  who  are  entitled  to  compensation  and 
must  wait  for  it.  Apparently  in  all  cases  where 
there  is  emergency  due  to  military  conditions, 
the  Red  Cross  is  willing  to  help.  Certainly  by 
taking  a  broad  point  of  view,  by  shouldering 
our  own  responsibilities  and  also  bringing  in 
on  a  reasonable  basis,  State  and  Federal 
agencies,  we  can  accomplish  the  best  results. 

In  closing,  I  wish  to  make  an  earnest  ap- 
peal for  hearty  support  of  the  measures  taken 
by  authorities  in  the  field  of  public  health. 
There  may  be  certain  details  about  which  we 
may  have  differing  opinions,  and  it  may  be  our 
duty  to  bring  the  points  of  difference  to  the 
attention  of  the  men  who  are  at  the  heads  of 
Departments  in  "Washington.  But  when  a 
ruling  is  made  that  touches  us  in  our  public 
health  work,  we  must  give  it  a  whole-hearted 
and  fully  developed   trial.     I   can   bear  tes- 


timony to  the  single-mindedness,  the  broad- 
mindedness,  and  the  devotion  of  most  of  the 
officials  with  whom  I  have  been  in  contact  and 
who  have  been  planning  for  the  health  of  the 
nation  under  war  conditions. 


Conservation  of  Man  Power  in  Industry. 

By  Anxa  M.  Staebler.  Boston. 

Secretary,   Massachusetts   Committee  on   Health  in 
Industry. 

The  need  for  conserving  man  power  in  in- 
dustry has  been  suddenly  forced  upon  the  em- 
ployer because  of  the  drafting  of  men  into  the 
Army  and  a  cutting  off  of  immigration. 

Before  this  country  entered  the  war  there 
was  an  almost  reckless  turnover  of  help,  due 
largely  to  the  fact  that  the  employer  knew 
there  were  plenty  of  men  waiting  at  his  gate 
to  replace  those  who  left  his  employ.  The  up- 
to-date  employer  made  a  study  of  the  cause  of 
turnover  and  tried  to  remedy  it,  because  a  fre- 
quent turnover  was  a  loss.  This  lias  led  and 
is  leading  to  much  industrial  betterment. 

The  situation  today  is  very  different  from 
that  preceding  the  war.  Many  manufacturers 
are  feeling  keenly  a  shortage  of  help,  while 
being  pushed  to  the  limit  with  contract  gov- 
ernment orders.  Under  such  pressure  the 
temptation  has  been  to  lower  the  labor 
standards,  many  of  which  were  hard-won  from 
time  to  time  through  legislation. 

England  and  France  have  sounded  a  warn- 
ing for  us  because  of  the  mistakes  they  made, 
early  in  the  war,  by  lowering  their  standards 
in  the  frantic  rush  to  produce  munitions  and 
army  supplies.  Hours  of  labor  were  length- 
ened ;  Sunday,  as  a  day  of  rest,  was  eliminated ; 
women  and  minors  were  pressed  into  industry, 
and  other  such  mistakes  made,  till  fatigue  and 
broken-down  health  had  made  such  an  inroad 
upon  the  necessary  numbers  of  workers  that 
drastic  legislation  was  passed  and  rigidly  en- 
forced. 

Notwithstanding  this  lesson,  learned  at  such 
•cost  by  the  Allies,  there  are  war  industries  in 
this  country  making  the  same  mistakes  with 
their  eyes  open,  and  yet  blind  to  results. 

In  Massachusetts  the  maintenance  of  labor 
laws  is  carefully  watched.  We  have  a  special 
War  Emergency  Commission  which  gives  hear- 
ings once  a  week  to  manufacturers  of  war  sup- 
plies, who  ask  for  exemption  from  certain  labor 
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laws  for  a  limited  period  in  order  to  fill  their 
contracts  on  time.  Representatives  of  organiza- 
tions interested  in  good  working  conditions  are 
present  to  see  that  standards  are  not  unneces- 
sarily lowered. 

Labor  conservation  was  recently  given  no- 
table recognition  in  orders  issued  by  the  Chief 
of  the  Bureau  of  Ordnance  to  arsenal  com- 
manders and  manufacturers  filling  war  con- 
tracts, calling  for  the  maintenance  of  advanced 
protective  standards  for  the  workers.  A  sim- 
ilar order  was  issued  by  the  Quartermaster- 
General. 

To  quote  from  a  bulletin  issued  in  January, 
1918,  by  the  American  Association  for  Labor 
Legislation:  "These  orders  rank  among  the 
most  enlightened  official  human  documents 
ever  issured  by  any  government  either  in  peace 
or  in  war.  Their  influence  upon  the  movement 
to  safeguard  the  health  and  safety  of  working 
men  and  women,  and  to  protect  children,  can- 
not be  overestimated." 

Since  these  orders  cover  only  the  manufac- 
ture of  munitions  and  the  filling  of  war  con- 
tracts, there  are  many  remaining  loop-holes  for 
breaking  down  labor  standards.  Let  us  con- 
sider the  chief  of  these;  also  the  safeguards 
we  may  employ  to  combat  them. 
Hours  of  Labor. 

Overtime  is  an  industrial  abuse,  which  needs 
unusually  close  watching  at  any  time,  and 
especially  in  war-time.  It  has  been  proved  re- 
peatedly and  conclusively  that  there  is  an  in- 
crease in  output  during  the  shorter  working 
day.  It  wras  found,  while  making  a  time  study 
"that  women,  working  on  moderately  heavy 
lathe  work,  whose  output  was  100  units  when 
working  75  hours  a  week,  increased  their 
output  34%  when  the  hours  were  reduced  to 
60  per  week,  and  58%  when  the  period  was  re- 
duced to  a  50-hour  week.  Men  engaged  on 
heavy  munition  work  increased  their  hourly 
output  from  100,  on  a  60-hour  week,  to  139  on 
a  50-hour  week  basis."  (Boston  Medical,  and 
Surgical  Journal,  April  4,  1918.) 

The  longer  working  day  is,  therefore,  less 
economical.  It  commonly  causes  fatigue.  Most 
employers  and  all  insurance  companies  cover- 
ing accidents  and  occupational  diseases  know 
that  fatigue  is  largely  responsible  for  acci- 
dents, sickness,  diminished  efficiency',  loss  of 
time  and  lessened  output.  Why,  then,  work  a 
man,  woman  or  child  to  the  point  of  fatigue? 

"We  look  to  the  State  Board  of  Labor  and 


Industries  to  enforce  the  laws  governing  the 
length  of  the  working  day  for  men,  women  and 
minors,  the  length  of  the  lunch  period,  the  ob- 
servance of  Saturday  afternoons,  every  Sunday 
and  certain  days  as  holidays.  In  addition  to 
observing  such  laws,  some  manufacturers  allow 
rest  periods  of  ten  or  fifteen  minutes  during 
forenoon  and  afternoon.  This  results  in  a 
greater  output.  "Women  and  young  persons 
cannot  work  profitably  for  more  than  5  hours 
continuously. 

Fatigue  is  lessened  by  the  8-hour  shift.  A 
24-hour  period  of  two  shifts  shows  greater 
fatigue  and  is  less  profitable. 

Night  T>York.  Attempting  to  turn  night  into 
day,  especially  for  a  continuous  period  of  con- 
siderable length,  should  be  avoided  when  at  all 
possible. 

"Women  and  children  should  not  be  employed 
on  night  shifts,  chiefly  for  moral  reasons.  If 
war  conditions  force  women  to  do  night  work, 
their  welfare  should  be  carefully  guarded. 

Standards  in  YYorkrooms. 

Standards  to  provide  good  light,  adequate 
ventilation,  sufficient  heat,  pure  drinking  water 
(supplied  through  approved  and  frequent  bub- 
blers), proper  washing  facilities,  control  of  the 
spitting  menace,  approved  seats,  sanitary 
toilets,  and  to  prevent  danger  from  fire,  acci- 
dent, occupational  diseases  or  other  hazards, 
should  be  conscientiously  observed. 

A  safe  and  sanitary  workshop  is  an  obliga- 
tion due  the  employee  by  the  employer. 

Employment  of  Women. 

The  health  of  women  workers  should  be  con- 
served because  many  of  them  will  be  the  moth- 
ers of  our  men,  who  will  be  the  future  strength 
of  the  nation.  Six  million  women  are  em- 
ployed in  industry  in  Great  Britain,  two  mil- 
lion of  whom  are  working  on  shells,  which  is 
exacting,  hard  work.  England  and  Prance 
learned  that  their  health  must  be  cared  for  or 
they  would  certainly  break  down.  Let  us  profit 
by  their  lesson.  Orders  from  the  Ordnance 
Department  and  the  Quartermaster-General 
read:  "Night  work  for  women  should  be  pro- 
hibited. Effort  should  be  made  to  restrict  the 
work  of  women  to  8  hours,  even  where  the  law 
permits  a  nine  or  ten-hour  day.  Special  pre- 
cautions to  be  taken  regarding  rest  periods  and 
seats,  time  and  place  for  meals,  Saturday  half- 
holidays  and  lifting  heavy  weights.    "When  it 
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is  necessary  to  employ  women  in  work  hitherto 
done  by  men,  care  should  be  taken  to  make 
sure  that  the  task  is  adapted  to  the  strength  of 
women.  The  standards  of  wages  hitherto  pre- 
vailing for  men  in  the  process,  should  not  be 
lowered  where  women  render  equivalent  serv- 
ice."   No  tenement  house  work. 

Factory  Day  Nurseries. 

At  least  three  manufacturing  firms  in  Massa- 
chusetts maintain  day  nurseries  where  children 
whose  mothers  are  employd  in  the  factories  are 
cared  for  during  the  day.  Is  the  shortage  of 
men  so  great  that  mothers  must  be  drawn  into 
industry?  That  time  may  come,  but  has  it 
arrived  ? 

The  place  for  the  mother  is  in  the  home,  car- 
ing for  her  children.  Our  child  life  must  be 
conserved  and  the  mother  allowed  to  remain  at 
home  in  order  to  help  in  this  conservation. 

The  warning  note  against  factory  day  nurs- 
eries has  been  struck  loudly  by  public  health 
workers. 

Minors  in  Industry. 

There  are  over  50,000  minors  between  the 
ages  of  14  and  16  employed  in  Massachusetts. 
There  are  8000  employed  in  Boston,  showing 
an  increase  of  2000  in  ten  months,  from  Jan.  1 
to  Nov.  1,  1917. 

If  we  sap  or  exhaust  the  vitality  of  our  un- 
developed boys  and  girls  of  today,  we  shall 
surely  pay  for  it  in  physical,  mental  and  moral 
weaklings  a  few  years  hence,  unless  they  are 
most  carefully  guarded  by  protective  laws.  Re- 
garding the  health  of  these  minors,  they  should 
be  given  a  thorough  medical  examination  be- 
fore employment.  I  have  been  told  that  the 
present  examination  usually  goes  no  farther 
than  a  glance  at  the  child  and  the  signing  of 
a  card.  A  thorough  examination  would  dis- 
close many  opportunities  for  the  treatment  of 
incipient  conditions  and  would,  furthermore, 
enable  the  physician  to  designate  in  what  in- 
dustries and  on  what  particular  processes  a 
boy  or  girl  who  had  a  slight  physical  impair- 
ment might  safely  work.  The  physician  might 
be  a  medical  vocational  guide.  He  has  a  won- 
derful opportunity  to  do  preventive  and  con- 
structive health  work. 

These  children  should  be  encouraged  to  take 
up  healthful  recreation  and  they  should  be  in- 
formed as  to  the  opportunities  open  along  this 
line.    Between  the  ages  of  14  and  16  these  boys 


and  girls  should  be  compelled  to  attend  con- 
tinuation schools  during  the  working  day — not 
in  the  evenings.  Boston  established  a  contin- 
uation school  in  1914,  but  it  is  the  only  city  or 
town  in  the  State  making  the  attendance  at 
such  a  school  compulsory  by  law. 

Prevention  of  Accidents  and  Occupational  Dis- 
eases. 

Insurance  companies  are  making  it  worth 
while  for  employers  to  safeguard  their  employ- 
ees against  accident  and  occupational  disease. 
Many  plants  have  organized  safety  squads. 

Effect  of  Alcoholism  on  Industrial  Workers. 

The  drinking  man  is  more  susceptible  to  ac- 
cidents and  occupational  diseases  than  the  ab- 
stainer. He  is  affected  more  readily  by  fatigue, 
his  capacity  for  skilled  work  is  impaired,  his 
muscular  working  capacity  reduced,  and  his 
memory  impaired.  Alcoholism  is  a  consider- 
able cause  of  the  shifting  of  labor,  lost  time 
and  spoiled  work. 

Among  drinkers  there  is  greater  frequency 
of  accidents,  a  longer  recovery  period  and  a 
heavier  death  rate.  Accidents  decreased  54% 
in  a  Pennsylvania  steel  plant  in  the  first  six 
months  after  the  town  went  dry,  as  compared 
with  the  same  time  in  the  preceding  wet  year. 
Some  firms  try  to  combat  alcoholism  in  their 
men  by  offering  non-alcoholic  drinks,  includ- 
ing coffee  and  milk  at  less  than  cost.  National 
prohibition  only  will  be  the  solution  of  the 
problem. 

A  scientific  study  made  by  a  sick  benefit  so- 
ciety found  that  drinkers  25  to  34  years  of  age 
lost  372  days  in  recovering  from  wounds  for 
every  100  lost  by  the  average  insured  man, 
while  their  death  ratio  was  4  to  1. 

Industrial  N\irsing. 

Approximately  125  factories  and  stores  in 
Massachusetts  have  established  nursing  service, 
and  employ  nurses  on  full  or  part  time.  These, 
nurses  do  first  aid  work,  inspect  the  sanita- 
tion of  the  plant  and  tenements,  do  social  serv- 
ice work,  and,  in  the  isolated  mill  towns,  often 
do  bedside  nursing  in  the  homes,  as  a  visiting 
nurse  would  do.  Their  work  is  preventive 
and  constructive.  Insurance  companies  consid- 
er that  the  industrial  nurse  is  a  safety  factor 
and  so  allow  a  reduction  in  the  rating  to  firms 
employing  nurses.  Undoubtedly  she  is  the  most 
potent  factor  we  have  in  conserving  the  health 
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of  the  employee.  Our  Committee  on  Health  in 
Industry  has  been,  for  nearly  three  years,  in- 
teresting employers  in  the  value  of  the  trained 
nurse  in  industry.  Last  year  we  helped  to  es- 
tablish nursing  service  in  20  plants.  In  addi- 
tion to  this  important  piece  of  health  conserva- 
tion work,  53  noon  health  talks  were  given  in 
factories  to  approximately  4000  women  employ- 
ees. Three  of  our  largest  department  stores 
asked  for  these  talks  to  be  given  to  their  em- 
ployees. Three  thousand  leaflets  on  health  sub- 
jects were  distributed  after  the  talk.  Our  ex- 
hibit on  health  in  industry  is  sent  to  any  part 
of  the  State.  Slides  are  used  for  illustrated 
talks  on  subjects  pertaining  to  health  of  work- 
ers and  good  working  conditions. 

"We  stand  ready  to  help  in  conserving  man 
power  in  industry. 

The  war  has  revealed,  more  than  the  days  of 
peace,  the  need  for  good  working  conditions  and 
the  maintenance  of  the  health  of  industrial 
workers. 

To  maintain  health  means  to  maintain  work- 
ing efficiency,  while  reduction  of  health  means 
loss  of  efficiency.  Sickness  decreases  the  indi- 
vidual's production  and  increases  the  risk  of 
accident.  An  epidemic  of  sickness,  be  it  noth- 
ing more  than  grippe,  can  completely  disor- 
ganize a  department  or  even  an  entire  plant. 
Every  man  is  needed  on  his  job  these  days. 
Everything  possible  should  be  done  in  the  way 
of  legislation  and  the  enforcing  of  the  laws  to 
conserve  the  safety,  health  and  vitality  of  the 
industrial  army,  on  which  depends  the  supply 
of  munitions,  food  and  clothing  and,  more  than 
all,  ships  to  carry  them  across. 


GDrtginal  Arttrlps. 

IDIOPATHIC   EPILEPSY  A  SYMPATHI- 
COPATHY. 
By  Edward  A.  Tracy,  M.D.,  Boston. 

(Continued  from,  page  81}.) 

The  association  of  pigment  spots  with  vaso- 
constriction spots,  and  the  constant  presence  of 
both  in  idiopathic  epilepsy,  is  shown  by  the  fol- 
lowing observations,  copied  from  the  records  of 
fifty-eight  patients. 

Case  3.  Obs.  1511.  Right  forearm:  dorsa! 
surface  shows  vasoconstriction  spots  and  one 
pigment  spot.  On  palmar  surface,  one  vaso- 
constriction spot ;  a  pigment  patch  near  the 
wrist. 


Case  2.  Obs.  1507.  On  right  forearm, 
palmar  surface,  two  vasoconstriction  spots; 
one  pigment  spot  near  ulnar  styloid. 

Case  4.  Obs.  1515.  Vasoconstriction  spots 
and  pigment  spots  on  dorsal  surface  of  right 
forearm,  and  on  palmar  surface  of  left  fore- 
arm. 

Case  5.  Obs.  1518.  Vasoconstriction  spots 
and  pigment  spots  on  dorsum  of  left  forearm, 
and  also  on  plantar  surface. 

Case  7.  Obs.  1524.  Vasoconstriction  spots 
on  dorsal  surface  of  right  forearm,  and  a  vaso- 
constriction spot  and  pigment  spots  on  plantar 
surface. 

Case  8.  Obs.  1528.  Vasoconstriction  spots 
and  pigment  spots  on  dorsum  of  right  forearm, 
and  on  palmar  surface  a  vasoconstriction  spot 
and  a  few  faint  pigment  spots. 

Case  9.  Obs.  1531.  Vasoconstriction  spots 
on  dorsum  of  right  forearm  with  pigment  spots. 

Case  10.  Obs.  1535.  On  dorsum  of  left  fore- 
arm are  three  vasoconstriction  spots  and  nu- 
merous pigment  spots. 

Case  11.  Obs.  1539.  On  right  forearm,  pal- 
mar surface,  are  vasoconstriction  spots  and  a 
pigment  spot. 

Case  12.  Obs.  1543.  On  right  forearm- 
palmar  surface —  a  vasoconstriction  patch  and 
one  pigment  spot.  On  left  forearm — palmar 
surface — a  vasoconstriction  spot  and  a  faint 
pigment  spot. 

Case  13.  Obs.  1546.  On  right  forearm,  dor- 
sal surface,  one  small  vasoconstriction  spot  and 
a  pigment  spot. 

Case  14.  Obs.  1550.  Vasoconstriction  spots 
and  pigment  spots  on  palmar  surface  of  right 
forearm ;  on  dorsal  surface  similar  conditions. 

Case  15.  Obs.  1554.  On  left  forearm,  pal- 
mar surface,  vasoconstriction  spots  and  pig- 
ment spots. 

Case  16.  Obs.  1557.  Vasoconstriction  patch- 
es and  several  pigment  spots  on  palmar  sur- 
face of  right  forearm.  On  palmar  surface  of 
left  forearm,  vasoconstriction  spots  and  a  few 
faint  pigment  spots. 

Case  17.  Obs.  1561.  On  dorsum  of  right 
forearm  are  four  pigment  spots  and  a  vaso- 
constriction patch ;  on  the  palmar  surface  are  a 
few  vasoconstriction  spots  and  a  few  faint  pig- 
ment spots.  A  similar  condition  observed  on 
left  forearm. 
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Case  18.  Obs.  1565.  Right  forearm:  dorsal 
surface  shows  vasoconstriction  spots  and  in- 
numerable freckles;  palmar  surface  shows  vaso- 
constriction spots  and  pigment  spots;  palmar 
Left  forearm :  dorsal  sui'face  shows  vaso- 
constriction spots  and  pigment  spots;  palmar 
surface,  numerous  vasoconstriction  spots, 
freckles,  and  a  large  pigment  spot. 

Case  19.  Obs.  1569.  Vasoconstriction  spots 
and  pigment  spots  on  dorsum  of  right  forearm. 
Vasoconstriction  spots  and  pigment  spots  on 
palmar  surface  of  left  forearm. 

Case  20.  Obs.  1573.  Right  forearm :  dorsal 
surface  shows  vasoconstriction  spots  and  pig- 
ment spots.  Left  forearm :  a  few  vasoconstric- 
tion spots  and  pigment  spots. 

Case  21.  Obs.  1576.  Left  forearm  shows 
vasoconstriction  spots  and  numerous  faint  pig- 
ment spots  on  the  dorsal  surface. 

Case  23.  Obs.  1581.  Right  forearm:  dorsal 
surface,  vasoconstriction  spots  and  pigment 
spots :  palmar  surface,  vasoconstriction  patches 
and  pigment  spots.  Left  forearm :  dorsal  sur- 
face, vasoconstriction  spots  and  two  pigment 
spots. 

Case  24.  Obs.  1584.  On  dorsum  of  left 
forearm,  a  vasoconstriction  spot  and  six  pig- 
ment spots ;  on  palmar  surface,  a  few  vasocon- 
striction spots  and  pigment  spots. 

Case  25.  Obs.  1588.  Left  forearm :  palmar 
surface,  vasoconstriction  spots  and  one  faint 
pigment  spot;  on  dorsal  surface,  pigment  spots. 
Right  forearm :  on  dorsal  surface,  scar  from  a 
burn. 

Case  26.  Obs.  1592.  Right  forearm:  on  pal- 
mar surface,  vasoconstriction  spots  and  pig- 
mented skin  near  the  wrist. 

Case  27.  Obs.  1595.  Left  forearm :  dorsal 
surface  shows  vasoconstriction  spots  and  seven 
pigmented  spots ;  palmar  surface  shows  vaso- 
constriction spots  and  two  pigment  spots.  Right 
forearm  (redder)  :  on  dorasl  surface  numerous 
vasoconstriction  spots  and  pigment  spots ;  on 
palmar  surface,  one  pigment  spot. 

Case  28.  Obs.  1598.  Right  forearm :  on 
palmar  surface,  vasoconstriction  spots  and  a  few 
minute  pigment  spots.  Left  forearm :  on  dor- 
sal surface,  vasoconstriction  spots  and  many 
1  igment  spots. 

Case  29.  Obs.  1602.  Left  forearm :  vasocon- 
striction spot  near  wrist  and  pigment  spot  on 
hand — dorsal  surfaces. 

Case  30.  Obs.  1606.  Left  forearm:  dorsal 
^  it-face  shows  vasoconstriction  spots  and  pig- 
i  out  spots. 


Case  31.  Obs.  1609.  Right  forearm :  palmar 
surface  shows  vasoconstriction  and  pigment 
spots.  Left  forearm :  dorsal  surface  shows  vaso- 
constriction spot  and  pigment  spots. 

Case  32.  Obs.  1611.  Left  forearm:  dorsal 
surface  shows  vasoconstriction  spots  and  pig- 
ment spots.  Right  forearm :  numerous  white 
scars,  vasoconstriction  spots  and  pigment  spots. 

Case  33.  Obs.  1614.  Left  forearm:  dorsal 
surface  shows  vasoconstriction  spots  and  pig- 
ment spots ;  palmar  surface  shows  vasoconstric- 
tion spots  and  .pigmented  skin  near  wrist. 
Right  forearm :  dorsum  is  red,  mottled,  and 
shows  vasoconstriction  spots  and  pigment  spots : 
palmar  surface  also  shows  vasoconstriction 
spots  and  pigment  spots. 

Case  34.  Obs.  1617.  Left  forearm:  dorsal 
surface  shows  vasoconstriction  spots  and  a  pig- 
ment spot  on  the  wrist.  Right  forearm,  vaso- 
constriction spots  and  pigment  spots  on  both 
surfaces. 

Case  35.  Obs.  1619.  Left  forearm:  palmar 
surface  shows  vasoconstriction  spots  and  pig- 
ment spots.  Right  forearm :  dorsal  surface 
shows  vasoconstriction  spots  and  pigment  spots. 

Case  36.  Obs.  1622.  Left  forearm:  palmar 
surface,  vasoconstriction  spots  and  pigment 
spots. 

Case  37.  Obs.  1625.  Left  forearm:  dorsal 
and  palmar  surfaces  show  vasoconstriction 
spots  and  pigment  spots. 

Case  38.  Obs.  1627.  Right  forearm:  dorsal 
and  palmar  surfaces  show  pigment  spots.  Left 
forearm :  dorsal  surface  shows  pigment  spots. 

Case  39.  Obs.  1630.  Right  forearm :  dorsum 
shows  vasoconstriction  spots  and  pigment  spots. 
Left  forearm :  dorsum  shows  vasoconstriction 
and  pigment  spots. 

Case  40.  Obs.  1632.  Left  forearm:  dorsum 
shows  vasoconstriction  spots  and  pigment  spots. 

Case  41.  Obs.  1636.  Right  forearm:  dorsal 
and  palmar  surfaces  show  vasoconstriction  spots 
and  pigment  spots.  Left  forearm :  dorsum 
shows  vasoconstriction  spots  and  pigment  spots. 

Case  42.  Obs.  1638.  Left  forearm:  palmar 
surface  shows  vasoconstriction  spots  and  pig- 
ment spots. 

Case  43.  Obs.  1641.  Left  forearm:  dorsal 
and  palmar  surfaces  show  vasoconstriction 
spots  and  pigment  spots. 

Case  44.  Obs.  1643.  Left  forearm:  on  dor- 
sum, vasoconstriction  spots  and  a  small  pig- 
ment spot. 
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Case  45.  Obs.  1645.  Left  forearm :  palmar 
surface  shows  vasoconstriction  spots  and  pig- 
ment spot  near  the  wrist.  Right  forearm:  pal- 
mar surface  shows  pigment  and  vasoconstric- 
tion spots. 

Case  46.  Obs.  1648.  Right  forearm:  dor- 
sum shows  vasoconstriction  spots  and  pigment 
spots. 

Case  47.  Obs.  1650.  Right  forearm:  dor- 
sum shows  pigment  and  vasoconstriction  spots. 

Case  48.  Obs.  1652.  Righ  forearm:  dorsal 
surface  shows  vasoconstriction  spots  and  pig- 
ment spots. 

Case  49.  Obs.  1655.  Left  forearm:  dorsum 
shows  pigment  and  vasoconstriction  spots. 

Case  50.  Obs.  1658.  Left  forearm:  dorsum 
shows  vasoconstriction  spots  and  pigment  spots. 

Case  51.  Obs.  1661.  Left  forearm:  palmar 
surface  shows  vasoconstriction  spots  and  pig- 
ment spots. 

Case  52.  Obs.  1665.  Left  forearm :  palmar 
surface  shows  vasoconstriction  spots  and  pig- 
ment spots.  Right  forearm :  dorsum  shows  sim- 
ilar conditions. 

Case  53.  Obs.  1668.  Left  forearm:  dorsal 
and  palmar  surfaces  show  vasoconstriction  spots 
and  pigment  spots. 

Case  54.  Obs.  1671.  Right  forearm:  dorsum 
shows  pigment  and  vasoconstriction  spots. 

Case  55.  Obs.  1675.  Left  forearm:  palmar 
surface  shows  vasoconstriction  spots  and  pig- 
mented skin  near  the  wrist. 

Case  56.  Obs.  1677.  Right  forearm:  dor- 
sum freckled  and  shows  vasoconstriction  spots; 
palmar  surface  shows  vasoconstriction  spots 
and  three  large  pigment  spots. 

Case  57.  Obs.  1681.  Left  forearm:  dorsal 
surface  shows  two  small  pigment  spots,  and 
near  the  wrist  a  few  vasoconstriction  spots. 
Right  forearm :  dorsal  surface  shows  three 
small  pigment  spots  and  three  vasoconstriction 
spots — the  latter  near  the  wrist. 

Case  58.  Obs.  1697.  Vasoconstriction  spots 
and  pigment  spots  on  dorsal  surfaces  of  both 
forearms. 

Case  59.  Obs.  1705.  Vasoconstriction  spots 
and  pigment  spots  on  palmar  surface  of  right 
forearm. 


Case  60.  Obs.  1711.  A  few  pigment  spots 
on  dorsum  of  right  forearm  and  two  vasocon- 
striction spots  near  them. 

Case  61.  Obs.  1721.  Vasoconstriction  spot 
on  dorsum  of  right  forearm,  near  the  wrist, 
and  pigment  spots. 

Other  observations  connected  with  vasocon- 
striction spots  appear  in  the  records.  A  few 
of  them  are  here  copied  because  of  their  in- 
terest : 

Obs.  67.  On  left  forearm  a  vasoconstriction 
spot  near  the  stroked  area  became  more  intense 
(in  color)  after  the  stroking. 

Obs.  49.  Vasoconstriction  spot  on  left  fore- 
arm, while  under  observation,  became  more  in- 
tense in  color  and  larger. 

Obs.  60.  On  right  forearm,  vasoconstriction 
spots  were  observed  becoming  whiter. 

Obs.  40.  Vasoconstriction  spot  on  right  fore- 
arm was  seen  to  enlarge  while  under  observa- 
tion. 

Obs.  92.  On  left  forearm,  vasoconstriction 
spot  was  observed  to  have  changes  in  its  inten- 
sity while  the  patient  slept  after  an  attack  of 
convulsions. 

Obs.  118.  Four  vasoconstriction  spots  on 
right  forearm  and  none  on  left.  Shortly  after, 
one  appeared  on  left  forearm. 

Obs.  120.  On  right  forearm,  vasoconstric- 
tion spots  were  seen,  which  changed  in  inten- 
sity while  being  observed. 

Obs.  123.  Vasoconstriction  spot  on  left  fore- 
arm was  seen  to  increase  in  intensity.  Three 
vasoconstriction  spots  on  the  right  forearm  al- 
most disappeared,  that  is,  were  seen  to  lessen 
in  intensity  in  the  course  of  a  few  moments. 

Obs.  143.  Vasoconstriction  spot  observed  on 
ulnar  side  of  the  left  hand. 

Obs.  158.  Vasoconstriction  spots  on  both 
forearms.    One  on  ulnar  side  of  left  hand. 

Obs.  152.  Vasoconstriction  spots  on  both 
forearms  were  observed  to  become  more  intense 
after  stroking. 

Obs.  220.  After  stroking  right  forearm  (in 
testing  for  reaction  time)  spots  were  observed 
to  become  more  intense — whiter. 

Obs.  145.  Vasoconstriction  spots  on  left 
hand  became  more  intense  after  stroking  left 
forearm. 
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Obs.  1698.  Stroking  near  by  a  vasoconstric- 
tion spot  (in  testing  for  reaction  time)  was  fol- 
lowed by  the  spot  becoming  whiter. 

These  latter  observations,  confirmed  by  many 
repetitions,  are  important  for  two  reasons: 
they  prove  that  the  vasoconstriction  reaction  is 
a  true  reflex,  as  reflex  action  is  the  only  expla- 
nation of  the  intensifying  observed  of  the  vaso- 
constriction spots  after  nearby  stroking;  and 
they  demonstrate  a  lesion  of  the  reflex  neurone 
paths  that  allows  stimuli  to  be  reflected  out  of 
the  normal  paths  of  the  reflex.  These  observa- 
tions, moreover,  suggested  a  method  that  at 
times  is  helpful  in  diagnosing  a  vasoconstric- 
tion spot.  Tf  we  stroke  near  by  a  suspected 
spot,  and  the  stroke  is  followed  by  intensifying 
of  the  spot  coincident  with  the  reflex  vasocon- 
striction evoked  in  the  stroked  area,  doubt  of 
its  true  nature  is  removed  by  the  vasoconstric 
tion  it  actively  manifests. 

(To  be  continued.) 


THIRTY-SECOND  ANNUAL  MEETING-  OF 
THE  AMERICAN  ORTHOPEDIC  ASSO- 
CIATION. 

Army  Medical   School,  Washington,  D.  C, 
April  22-23,  1918. 

(Continued  from  page  826.) 
MECHANO-THERAPY. 

Prof.  A.  E.  Bott  of  Toronto  presented  this 
subject.  The  use  of  appliances  to  assist  phys- 
ical re-education  was  dealt  with,  as  also  the 
question  of  the  removal  of  mental  disability 
associated  with  impairment  of  physical  func- 
tion. The  principles  had  been  applied  to  300 
cases  of  military  returned  patients.  The  ma- 
jority of  these  were  orthopedic  eases.  The 
work  had  been  largely  experimental  in  its  early 
stages,  and  it  had  often  been  found  necessary 
to  modify  apparatus,  but  not  the  principles. 
There  were  three  important  divisions  of  treat- 
ment: (1)  special  muscle  training  section,  (2) 
gymnasium,  (3)  amputation.  All  treatments 
were  made  highly  individual  and  specialized. 
The  success  of  the  gymnasium  was  found  to 
depend  largely  on  the  personality  of  the  med- 
ical officer  in  charge.  A  hopeful,  active  per- 
sonality was  essential.    Patients  were  grouped 


in  classes  according  to  specific  disabilities,  and 
special  exercises  were  given  to  the  development 
of  the  stump  before  fitting  an  artificial  limb. 
The  weakened  muscles  of  the  stump  needed 
special  development;  and  preservation  of  co- 
ordination of  the  part,  which  was  quickly  lost 
after  amputation,  was  especially  sought.  The 
mental  attitude  of  the  patient  received  careful 
study  and  training.  The  men  were  particu- 
larly impressed  with  the  fact  that  their  condi- 
tion could  be  greatly  improved.  After  a  care- 
ful first  examination  to  establish  the  amount 
of  disability,  frequent  reexaminations  were 
made  and  progress  charted.  The  appliances 
were  used  only  as  means  to  an  end,  and  the 
purely  temporary  character  of  such  assistance 
was  emphasized.  The  apparatus  was  made  as 
plain  and  unvarnished  as  possible  and  any 
complicated  mechanism  kept  out  of  sight,  in 
order  to  avoid  impressing  the  patient  with  the 
seriousness  of  his  disability. 

DISCUSSION. 

Dr.  C.  P.  Painter  said  that  the  most  impor- 
tant thing  he  could  say  upon  the  subject  of 
physicotherapy  was  in  regard  to  the  request 
which  had  been  put  to  the  members  of  the 
Association,  relating  to  their  attitude  in  the 
selection  of  the  women  who  were  to  help  the 
Government  by  their  work  as  masseuses,  in  the 
physical  re-education  of  the  wounded  and  dis- 
abled soldiers.  All  orthopedic  men  who  had  to 
do  with  massage  would  realize  that  there  was 
much  difference  in  the  workers  in  this  branch. 
A  renewed  emphasis  should  be  placed  upon  the 
importance  of  selecting  the  right  kind  of  work- 
ers to  carry  out  this  particular  method  of  ther- 
apy. The  most  careful  selection  was  necessary 
to  aid  the  work  of  military  service  in  this  re- 
spect. Not  only  were  technically  competent 
people  necessary,  but  people  of  intelligence  and 
education.  The  American  surgeon  was  accus- 
tomed to  pay  very  little  attention  to  this  work, 
and  abroad  it  had  been  done  very  much  bet- 
ter than  in  this  country.  In  some  of  the  coun- 
tries now  at  war,  part  of  their  success  had  been 
due  to  the  fact  that  they  had  been  able  to  refit 
many  of  their  men  to  return  to  the  line,  and 
this  had  been  greatly  facilitated  by  proper  at- 
tention to  massage.  In  order  to  keep  the 
standard  of  this  work  high,  orthopedic  men 
should  be  careful  in  the  persons  they  recom- 
mended for  this  class  of  work  and  in  insisting 


Vol.  CLXXVIII,  No.  25]       BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


875 


that  the  necessary  qualifications  be  possessed 
by  these  individuals. 

Dr.  S.  1.  Franz  said  that  he  was  very  pleased 
to  have  the  opportunity  to  hear  these  papers. 
He  looked  upon  this  work  largely  from  a  re- 
search point  of  view,  and  he  knew  little  ac- 
tually of  mechanotherapy.  In  the  experience 
gathered  from  neurological  cases  he  found  that 
the  facts  gathered  by  physiologists  had  been 
largely  lost  sight  of.  Cases  of  organic  hemi- 
plegias left  to  themselves  had  been  considered 
hopeless,  but  physiologists  had  found  that  ani- 
mals did  not  remain  paralyzed  if  the  hemi- 
plegia was  due  to  destruction  in  the  motor  cen- 
ter of  the  brain.  This  had  led  to  work  upon 
old  hemiplegia,  with  successful  results.  Dr. 
Bott  had  made  many  very  interesting  state- 
ments in  his  paper,  and  one  point  brought  out 
was  the  difference  in  results  obtained  jn  indi- 
vidual and  collective  treatment.  Which  was 
the  better  method?  How  far  ought  one  to  sac- 
rifice the  individual  to  the  many?  To  deal 
with  each  patient  separately,  one  wordd  have 
to  have  a  teacher  to  each  patient,  and  this  was 
manifestly  impossible.  The  importance  of  the 
competitive  spirit  when  training  collectively 
must  not  be  lost  sight  of.  In  the  use  of  mechan- 
ical therapeutics  there  was  the  question  as  to 
how  fatigue  could  be  measured.  Dr.  Pranz 
said  he  had  been  accustomed  to  use  manipula- 
tion plus  apparatus,  because  he  could  better 
control  the  method,  not  in  the  manner  depre- 
cated by  Dr.  Bott,  but  because  he  knew 
then  the  amount  of  work  the  muscles  were  do- 
ing. The  combination  of  manipulation  and  ap- 
paratus gave  better  results  than  the  use  of 
either  alone.  In  most  work  carried  out  special 
attention  had  been  paid  to  the  aspect  Of  move- 
ment; that  was  especially  true  in  poliomyelitis 
cases.  One  could  not,  however,  divorce  muscle 
response  from  nerve  impulse.  In  movement, 
three  factors  were  apparent, — force,  extent, 
time.  In  poliomyelitis  work,  attention  had 
been  centered  entirely  on  force.  For  perfect 
contraction  there  must  be  exerted  a  certain 
force  to  a  certain  extent  in  a  certain  time. 
More  attention  should  be  paid  to  these  points. 
The  next  point  was  the  attitude  of  the  patient. 
This  had  attracted  an  enormous  amount  of  at- 
tention because  of  what  the  Freudian  School 
called  "over-response." 

It  was  highly  important  from  the  psychic 
side  that  the  patient  should  feel  satisfied.  Cer- 
tain patients  would  do  things  agreeable  to  them 


and  these  things  might  prove  to  be  just  as  good 
exercise  as  the  one  the  physician  would  pick 
out  for  them  to  do.  They  would  get  results 
because  their  attitude  was  not  antagonistic.  Dr. 
Franz  said  he  had  obtained  results,  even 
though  he  had  had  to  work  with  a  bad  class  of 
patients, — insane  hemiplegiacs,  when  he  had 
obtained  a  satisfied  attitude  on  the  part  of  the 
patient.  This  willingness  could  often  be  ob- 
tained by  saying  exactly  what  one  was  trying 
to  do,  and  by  pointing  to  results  obtained  in- 
other  patients.  As  an  example  of  this  Dr. 
Franz  said  that  he  had  one  patient,  an  igno- 
rant old  Irish  woman,  paralyzed  in  the  right 
arm  and  leg,  who  came  to  his  laboratory.  It 
was  intensely  hot  weather,  and  he  allowed  her 
a  fan  if  she  would  use  it  with  the  right  hand. 
She  learned  to  fan  herself  with  the  right  hand 
in  two  days,  and  in  a  few  weeks  she  learned  to 
sew  accurately.  Her  interest  had  been  gainad, 
and  was  an  important  part  of  the  cure. 

Dr.  F.  B.  Granger  said  that  in  the  question  of 
physico-  and  electrotherapy,  members  of  the 
profession  were  given  a  chance  to  stand  or  fall 
on  their  own  merits.  The  most  intelligent  use 
was  to  be  made  of  such  measures  if  they  were 
to  have  good  results.  The  utmost  cooperation 
in  all  branches  of  therapy  must  be  given  to 
military  work,  and  if  used  intelligently  as  ad- 
juncts these  methods  would  give  surprising  re- 
sults. The  effects  might  be  enumerated  as: 
(1)  chemical,  (2)  diathermal,  (3)  mechanical, 
(4)  psychical.  In  regard  to  the  first,  chemical 
effects  were  obtained  by  the  galvanic  current  in 
the  use  of  ionic  medication.  Drugs  could  be  in- 
troduced locally  without  strain  on  the  digestive 
system.  Using  this  method,  the  duration  of 
local  anesthesia  by  cocaine  persisted  better  than 
by  hypodermic  injection.  In  regard  to  dia- 
thermy, the  procedure  was  raised  to  the  nth 
power  and  the  tissues  heated  through  and 
through,  as  under  these  conditions  the  skin  of- 
fered no  resistance  and  remained  hot.  By  such 
means  a  piece  of  meat  could  be  cooked  from 
the  center  out.  Tissues  of  growths  could  be  con- 
trolled by  this  method.  In  regard  to  the  phys- 
iological effects  of  electricity,  these  had  been 
pretty  well  mapped  out  in  their  application  to 
pathology.  Deep-seated  tissue  could  be  given 
passive  exercise ;  atonic  muscles  could  be  re- 
stored to  normal,  and  intestinal  atony  could  be 
treated  by  the  sinusoidal  current.  In  the  study 
of  the  reaction  of  degeneration,  it  was  found 
that  there  was  an  active  contractile  element; 
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there  was  also  another  element  which  would 
respond  only  to  prolonged  stimulation. 

Lieut. -Col.  R.  "Wilson  said  in  closing  that 
they  must  all  feel  it  a  duty  to  concentrate  their 
efforts  upon  reconstruction.  In  this  matter  it 
was  necessary  to  make  a  compromise  between 
individual  and  collective  methods.  The  great- 
est amount  of  energy  must  be  expended  upon 
class  work  because  of  the  large  numbers  who 
would  have  to  be  trained.  Tt  would  be  abso- 
lutely impossible  to  have  an  individual  teacher 
for  each  patient.  The  best  one  could  do  would 
be  to  classify  small  numbers  and  give  more  at- 
tention to  those  who  had  to  have  individual 
treatment.  It  was  a  question  of  organization. 
The  treatment  should  be  homologous,  and  the 
same  methods  of  teaching  should  be  used  from 
one  end  of  the  country  to  the  other.  This  was 
done  in  Canada  and  would  have  to  be  done  in 
the  United  States.  Again,  the  simplicity  of  ap- 
paratus was  important.  One  should  not  be  mis- 
led by  manufacturers  who  had  ingenious  de- 
vices for  extracting  money.  In  regard  to  ap- 
pliances, an  institution  in  Belgium  had  been  ob- 
served, where  all  kinds  of  complicated  apparatus 
were  on  view,  with  patients  demonstrating  its 
use.  Only  one  patient  was  observed  to  take 
any  interest  in  the  tools  and  he  was  going 
through  all  the  motions  with  great  energy.  The 
visitor  pointed  him  out  and  remarked  that  he 
seemed  to  be  getting  a  lot  of  good  from  the 
apparatus  and  asked  what  was  the  matter  with 
him.  They  were  told  that  he  had  no  disability 
at  all,  but  that  he  was  the  inventor  of  the  ma- 
chine and  was  trying  to  demonstrate  it  in  order 
to  sell  it.  The  Bristow  faradic  coil  with  two 
windings  was  useful  for  promoting  painless  con- 
tractions. It  was  highly  important  that  there 
should  be  a  research  laboratory  in  connection 
with  the  central  school,  where  a  large  number 
of  questions  could  be  worked  out.  The  ques- 
tions of  growth  of  bone  and  of  nerve  tissue 
could  be  investigated  in  such  a  laboratory.  The 
orthopedic  men.  the  physiologists  and  the  phys- 
iotherapists could  work  and  consult  together 
on  such  questions.  Among  many  new  questions 
that  came  up,  one  was  likely  to  forget  what  had 
already  been  done.  The  matter  of  electric  an- 
esthesia was  one  of  these.  The  possibility  of 
this  method  was  well  worth  while  considering. 
All  workers  should  get  together  to  consider  the 
best  methods. 


BEDSIDE  OCCUPATIONAL  THERAPY  AS  PROPOSED  FOR 
THE  .MILITARY  HOSPITALS. 

Major  Henry  R.  Hayes  gave  this  paper  (by 
invitation).  This  was,  he  said,  by  no  means  a 
new  procedure.  The  experience  of  civil  life  was 
being  applied  to  military  hospitals.  In  the 
Walter  Reed  Hospital,  Washington,  D.  C,  the 
principles  of  occupational  therapy  were  being 
tried  out.  Hitherto,  the  army  had  been  solely 
concerned  with  the  return  of  the  soldier  to 
active  duty,  but  there  were  many  who  would 
be  fit  only  for  restricted  duty,  and  some  for 
civil  life.  Ward  occupations  were  instituted 
for  those  patients  still  in  bed  and  in  chairs,  and 
was  to  be  considered  as  prevocational,  intended 
to  stimulate  the  patient  to  return  to  regular 
work  later.  One  essential  of  the  treatment  was 
that  the  work  should  be  continuous.  It 
was  of  the  greatest  consequence  that  the  work 
should  not  flag  or  lapse  owing  to  lack  of  mate- 
rial. Such  occupations  as  weaving,  rug  and 
mat  making,  wood-carving,  basketry,  and  bead- 
work  could  be  well  handled  by  patients.  The 
work  should  be  simple,  easily  finished  and  have 
commercial  value.  This  would  afford  the  pa- 
tients training  in  concentration  and  coordina- 
tion. 

THE  BRISTOW  FARADIC  COIL  IN  ORTHOPEDIC  PHYS- 
ICAL THERAPY. 

Dr.  Albert  H.  Freiberg  presented  this  pa- 
per. It  was  stated  that  the  author  did  not  be- 
lieve that  electricity  had  any  specific  curative 
effects  upon  the  results  of  injury  and  disease 
of  the  muscles  and  nerves,  yet  it  would  seem 
likely  to  prove  valuable  as  a  means  of  accu- 
rately localizing  functional  stimulation.  To  do 
this  by  means  of  gymnastics  or  massage  alone 
was  admittedly  unsatisfactory.  The  Faradic 
current,  as  hitherto  employed,  is  impracticable, 
because  if  used  with  sufficient  strength  to  pro- 
duce efficient  muscle  contraction,  it  is  very 
painful.  By  means  of  the  Bristow  coil  muscle 
contraction  might  be  produced  without  pain, 
even  in  the  large  muscles,  such  as  the  quadri- 
ceps of  the  thigh.  A  brief  description  of  the 
coil  and  its  construction  were  given,  also  its 
uses  and  the  precautions  to  be  observed  in 
technic. 

DISCUSSION. 

Major  M.  T.  Foley  said  he  had  been  work- 
ing for  three  months  and  had  at  last  succeed- 
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ed  in  getting  orthopedic  wards  to  take  up  the 
work.  An  old  building  was  in  use  and  the  first 
curative  workshop  was  established.  The  essen- 
tial of  the  work  was  that  it  was  to  be  entirely 
curative.  Various  grades  of  work  were  pre- 
scribed for  patients  with  contracted  fingers, 
with  wrist-drop,  or  other  disabilities.  Type- 
writing was  used  in  some  cases,  in  others  work 
with  the  fret  saw.  Convalescence  was  much 
hastened  by  the  treatment  and  the  medical  re- 
sults had  been  noticeable.  Objections  to  the 
work  had  been  made  on  the  part  of  regular 
army  surgeons  who  had  not  been  able  to  see 
how  the  men  were  improved  by  it.  Another 
point  which  they  disliked  was  the  untidiness  in 
the  wards,  which  was  contrary  to  the  ideas  of 
regular  military  cleanliness. 

FOOT  PROBLEMS  AND   TREATMENT    WITH  UNSEA- 
SONED TROOPS. 

Captain  Clarence  B.  Francisco,  M.R.C., 
A.E.F.,  presented  this  paper.  One  of  the  first 
difficulties  he  said  was  to  secure  shoes  large 
enough  to  meet  new  demands.  The  ordinary 
man  in  civil  life  walked  little  and  the  muscular 
development  of  the  foot  was  prevented.  A  No. 
9  foot  usually  tried  to  wear  a  No.  7  shoe.  The 
strain  of  marching,  with  the  addition  of  the 
heavy  pack  on  the  back,  necessitated  wearing 
of  a  shoe  two  sizes  larger  than  in  civil  life. 
Trench  foot  had  now  come  to  be  considered  a 
preventable  disease.  The  Thomas  heel  and  the 
French  marching  strap  had  proved  very  use- 
ful in  prevention  of  foot  strain.  The  ordinary 
commercial  arch  support  should  be  legislated 
out  of  the  market.  Men  with  marked  deform- 
ities of  the  foot,  such  as  hallux  valgus,  hammer 
toe,  rigidity  and  flat  foot,  should  not  be  sent 
abroad.  Such  cases  were  sure  to  break  down 
under  the  unusual  strain  and  to  take  up  space 
in  hospital  needed  for  more  sick  patients.  Ex- 
aminations recently  had  been  conducted  rather 
with  the  view  of  preventing  possible  slack- 
ers from  escaping,  than  with  that  of  the 
fitness  of  candidates.  Therefore,  many  men 
with  useless  feet,  from  the  military  standpoint, 
had  been  entered. 

FOOT  PROPHYLAXIS  IN  THE  SOLDIER. 

This  paper  was  read  by  Major  J.  T.  Rugh, 
M.R.C.  The  subject  dealt  with  the  recognition 
of  the  potentially  weak  foot  and  its  restoration 
to  full  strength  and  efficiency.  This  might 
sound  in  theory  an  easy  matter,  but  its  prac- 


tical application  was  very  difficult  in  the  serv- 
ice. The  problem  might  be  divided  into  four 
headings:  (1)  feet,  (2)  shoes,  (3)  officers,  (4) 
soldiers.  Emphasis  was  laid  upon  the  necessity 
of  instruction  to  the  officers  in  order  that  they 
might  be  able  to  detect  in  time  the  potentially 
weak  feet.  In  the  examination  of  50,000  sol- 
diers, 271/2%  were  found  to  have  functionally 
weak  feet.  The  short  heel  and  weak  tendon 
was  found  a  most  potent  cause  of  disability.  In 
regard  to  the  shoes,  need  of  proper  care  in  dry- 
ing the  shoe  when  wet  was  pointed  out.  The 
sock  should  be  worn  inside  out,  or  with  the 
smooth  side  next  the  foot,  on  a  long  march. 
Oiling  the  shoe  would  prevent  its  becoming 
stiff  and  hard.  The  Munson  type  of  shoe 
would  be  found  to  fit  98%  of  the  men  satisfac- 
torily and  would  save  8  out  of  10%  of  foot 
inefficients.  In  regard  to  feet,  all  types  were 
found  among  the  men,  and  the  young  soldier  up 
to  25  years  of  age  was  very  adaptable.  After 
that  the  foot  became  less  elastic.  Factors  of 
weakness  were :  short  heel  tendons,  hyper- 
trophied  scaphoid,  supernumerary  tarsus,  con- 
genital valgus,  bad  shoes,  improper  posture, 
muscle  weakness,  overwork.  In  regard  to  the 
soldier,  there  was  always  a  certain  factor  of 
moral  obliquity  to  be  dealt  Vith.  There  was  a 
vast  amount  of  difference  in  the  mental  atti- 
tude of  the  drafted  man  and  the  man  who  vol- 
untarily enlisted.  Influence  of  a  man  with  foot 
disability  was  apt  to  spread  unfavorably,  and 
it  was  found  necessary  to  treat  the  malingerers 
by  detailing  them  to  hard  and  unpleasant 
duties.  The  chief  prophylactic  measures  em- 
ployed were:  (1)  detection  of  weak  cases,  (2) 
proper  alteration  of  shoes,  (3)  instruction  as 
to  walking,  (4)  exercises,  (5)  protection  from 
strain.  These  measures  were  combined  in  the 
general  scheme  of  restoring,  where  possible,  the 
individual  to  fitness  for  service.  It  was  felt 
that  if  a  man  was  fit  to  woi'k  for  himself  and 
family  he  was  fit  in  some  way  to  serve  the 
Government  in  the  present  crisis. 

THE  ORTHOPEDIC  SERVICE  AT  FORT  RILEY. 

Major  J.  P.  Lord,  M.R.C,  gave  this  paper. 
When  the  examining  boards  began  their  work 
it  was  a  matter  of  surprise  that  there  were  so 
many  potential  cripples.  Of  5000  men  meas- 
ured, 76%  were  found  with  foot  inefficiency  in 
some  form.  A  number  of  malingerers  were  al- 
ways to  be  found,  and  there  was  a  certain  psy- 
chology behind  this  (often  very  persistent  sham) 
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that  needed  special  measures  to  deal  with  it. 
In  regard  to  foot  disabilities,  there  was  an  ex- 
traordinary number  of  eases  of  the  following: 
over-  and  under-riding  toes,  exostosis  of  os  cal- 
cis,  of  internal  cuneiform,  and  of  first  and  fifth 
metatarsals.  Other  disabilities  noted  were:  ab- 
normalities in  hip  joint,  knee  joint,  disturb- 
ances due  to  excessive  drill,  arthritides  and 
mouth  infections,  primary  minor  ailments,  plus 
the  psychoses,  metastatic  joint  infections.  In 
the  advisory  work,  the  orthopedic  surgeon  was 
secondary  in  function  to  the  psychologist. 

FOOT  DISABILITIES  IN  THE  MILITARY  SERVICE. 

This  paper  was  given  by  Major  Harold  D. 
Corbusier,  M.R.C.    This  was  a  preliminary  re- 
port on   the  reconstruction   of  recruits.  The 
march  constituted  one  of  the  chief  duties  of  a 
man  on  campaign.    A  successful  march  placed 
the  men  at  their  destination  in  the  best  condi- 
tion.   Unless  the  soldier  could  reach  his  place 
in  the  firing  line,  he  was  useless  as  a  rifleman. 
It  was  often  seen  in  military  manoeuvers  that 
many  stragglers  limped  into  camp  late  at  night, 
as  they  were  not  able  to  keep  up  with  the 
march.     Napoleon  had   said  that  the  general 
who  produced  the  best  military  shoe  would  do 
most  to  produce  an  efficient  army.    This  was 
most  true  in  the  present  crisis.    The  American 
foot  seemed  particularly  prone  to  disability. 
The  men  must  be  trained  to  make  the  best  pos- 
sible use  of  the  legs  and  feet.  Battles  were  won 
and  lost  by  legs  as  well  as  by  rifles.  Military 
service  put  the  most  unusual  strain  on  feet  ac- 
customed only  to  the  demands  of  civil  life. 
Flat  foot  was  a  common  cause  of  disability. 
Of  12,000  soldiers,  960  had  flat  feet  to  some  de- 
gree.   Among  the  drafted  men  it  was  supposed 
that  there  would  be  exaggerated  symptoms, 
but  it  was  found  that  there  were  9.25%  flat  feet 
among  the  volunteers  and  7.25%  among  the 
drafted  men.    However,  there  were  always  to 
be  found  eases  of  genuine  malingerers.  The 
psychology  of  the  men  was  a  matter  for  care- 
ful observation.    It  was  unwise  to  inform  the 
malingerer  that  he  was  suspected.     The  best 
treatment  was  by  hard  and  unpopular  duty. 
These  men  often  asked  to  be  sent  back  to  reg- 
ular line   duty   of  themselves,   the  treatment 
having  proved  too  vigorous  for  comfort. 

(To  be  continued.) 


look  Itovfetu. 


Infant  Feeding.  By  Clifford  G.  Grulee, 
A.M.,  M.D.,  assistant  professor  of  pediatrics 
at  Rush  Medical  College  (in  affiliation  with 
the  University  of  Chicago)  ;  Attending  Pedia- 
trician to  Presbyterian  Hospital,  and  to  the 
Home  for  Destitute  Crippled  Children.  Chi-  , 
cago.  Third  edition,  thoroughly  revised.  Oc- 
tavo of  326  pages,  illustrated.  Philadelphia 
and  London :  W.  B.  Saunders  Company.  1917. 

In  this,  the  third  edition,  the  author  has  in- 
corporated the  advances  in  the  knowledge  of  in- 
fant feeding  and  of  the  infants'  metabolism 
which  have  been  made  in  the  last  few  years. 
The  chapter  on  absorption  and  metabolism  has 
been  considerably  enlarged  and  the  others  re- 
vised where  it  was  necessary.  The  general  plan 
of  the  work  is  the  same,  however,  and  its  merits 
and  defects  the  same  as  in  the  past.  It  gives  a 
very  fair  idea  of  the  teaching  of  the  German 
School  of  Pediatrics. 

War  Nursing.  A  Textbook  for  Auxiliary  Nurs- 
es. By  Minnie  Goodnow,  R.N.,  a  "War  Nurse 
in  France.  Philadelphia:  W.  B.  Saunders 
Company.  1918. 

This  textbook  is  written  by  a  nurse,  who  has 
served  in  France  in  the  present  war,  for  women 
who  realize  the  need  of  America  and  wish  to 
serve  their  country  in  the  capacity  of  nurses, 
even  though  they  have  not  had  hospital  train- 
ing. The  book  deals  with  the  care  of  the  wound- 
ed from  the  time  of  their  entrance  into  the  hos- 
pital to  their  dismissal,  and  gives  adequate  in- 
formation with  regard  to  the  nurse's  duty  to 
her  patients.  It  is  admittedly  a  textbook  of 
nursing  as  applied  to  the  present  war,  and  is 
not  meant  for  the  graduate,  but  for  the  auxil- 
iary— the  Nurse's  Aid — who  has  had  little  or  no 
previous  training,  but  who  wishes  to  learn  the 
fundamental  things  which  will  be  of  use  to  her 
in  war  service.  It  might  well  be  used  in  teach- 
ing Red  Cross  or  other  training  classes. 

The  work  contains  only  material  applicable  to 
military  nursing,  is  adapted  to  war  conditions 
and  war  hospitals.  It  covers  the  ground  thor- 
oughly, from  the  etiquette  and  discipline  to  be 
followed  in  the  hospital  ward,  to  the  actual  as- 
sistance which  may  be  rendered  in  the  care  of 
wounds,  bed-making,  bathing,  diet,  medicines, 
bandaging.  No  attempt  is  made  to  disguise  the 
difficulties  and  hardships  attendant  upon  war 
nursing.  It  is  written  by  a  woman  who  has  her- 
self seen  much  service  in  the  present  war,  and 
who  knows  conditions  in  their  actuality. 
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A  Bibliography  of  the  War  Cripple.  Compiled 
by  Douglas  C.  McMurtrie.  New  York  City: 
The  Red  Cross  Institute  for  Crippled  and  Dis- 
abled Men.  1918. 

The  extent  of  public  interest  in  the  rehabili- 
tation of  crippled  soldiers  is  evidenced  by  this 
first  publication  of  the  Red  Cross  Institute  for 
Crippled  and  Disabled  Men,  entitled  "A  Bib- 
liography of  the  War  Cripple,"  compiled  by 
Douglas  C.  McMurtrie.  There  are  listed  no  less 
than  1022  separate  books,  reports,  and  articles 
dealing  with  the  reconstruction  and  re-educa- 
tion of  maimed  men.  Practically  all  tbe  mate- 
rial has  appeared  since  August,  1914. 

The  list  includes  entries  referring  only  to 
physical  cripples,  and  not  to  blindness,  deafness, 
and  mental  derangement  incurred  by  soldiers. 
The  material  referred  to  is  largely  in  French 
and  German.  Of  the  entries  in  English,  more 
have  been  published  in  America  than  in  Eng- 
land, in  spite  of  the  comparatively  recent  en- 
trance of  the  United  States  into  the  war. 

This  bibliography  is  the  first  of  a  series  of  sci- 
entific publications  to  be  issued  by  the  Red 
Cross  Institute  for  Crippled  and  Disabled  Men. 
It  may  be  obtained  without  charge  by  address- 
ing the  office  of  the  Institute  at  311  Fourth 
Avenue,  New  York  City.  The  list,  which  is 
practically  complete,  will  be  found  invaluable 
by  any  one  seriously  interested  in  the  American 
program  for  reconstructing  disabled  soldiers. 

Elements  of  Pediatrics  for  Medical  Students. 
By  Rowland  Godfrey  Freeman,  A.B.,  M.D., 
Adjunct  Professor  of  Pediatrics,  New  York 
University  and  Bellevue  Hospital  Medical 
School;  Attending  Pediatrist  to  The  Roose- 
velt Hospital,  New  York,  etc. ;  ex-President  of 
The  American  Pediatric  Society.  New  York: 
The  Maemillan  Company.  1917. 

The  author  states  in  his  preface  that  the  aim 
of  this  little  book  is  to  impart  in  a  simple  and 
concise  form  information  regarding  the  charac- 
teristics of  children  and  the  problem  of  keeping 
infants  and  children  well  by  proper  regime  and 
feeding,  and,  in  addition,  to  summarize  the  im- 
portant facts  to  be  obtained  by  physical  exami- 
nation, by  examination  of  the  urine  and  feces, 
and  by  roentgen-ray  examination,  and  to  re- 
view briefly  the  essentials  of  diagnosis  and 
treatment.  It  seems  to  us  that  he  has  attempted 
the  impossible  in  endeavoring  to  give  a  satisfac- 
tory presentation  of  so  large  a  subject  in  so 
small  a  space.  For  this  reason  the  book  is  nec- 
essarily incomplete  and  superficial  and  contains 
many  half-truths  and  minor  misstatements.  It 
is  hardly  suitable  for  mothers,  and  is  not  com- 
plete or  accurate  enough  to  serve  as  the  basis  for 
the  training  of  students.  "We  wish  that  the  au- 
thor would  rewrite  it  in  about  four  times  as 
many  pages. 


The  Conduction  of  the  Nervous  Impulse.  By 
Keith  Lucas,  Sc.D.,  F.R.S.  Monographs  on 
Physiology.  Longmans,  Green  and  Company. 
1917. 

No  number  of  the  series  of  Monographs  on 
Physiology  will  be  more  welcome  than  this,  and 
certainly  none  has  or  will  have  more  perma- 
nent classic  value.  In  the  death  of  Keith  Lucas 
a  little  over  a  year  ago,  physiology  lost  its  ablest 
worker  in  the  problems  of  fundamental  neurol- 
ogy. It  is  indeed  fortunate  that  just  prior  to 
the  outbreak  of  the  war  Lucas  had  delivered 
seven  lectures  at  University  College  in  London. 
These  summed  up  his  work  and  that  of  his  pu- 
pils upon  the  processes  of  excitation  and  con- 
duction in  muscle  and  nerve,  and  were  to  have 
been  amplified  to  meet  the  needs  of  monographic 
publication.  From  the  outbreak  of  the  war  un- 
til his  death  in  October,  1916,  in  an  aeroplane 
accident,  Lucas  himself  was  too  deeply  in  gov- 
ernment work  to  think  of  the  physiology  of  the 
nerve  impulse,  but  the  nucleus  of  the  volume 
was  at  hand  and  is  now  given  to  us  through  his 
pupil,  Adrian. 

It  will  come  as  a  pleasant  shock  for  those  who 
fear  the  matter  which  such  a  volume  must  con- 
tain to  find  how  beautifully  easy  abstract  phys- 
iology becomes  in  the  hands  of  Lucas,  who  was 
a  master  not  only  of  experimentation,  but  also 
of  expression.  While  fundamental  facts  in  sci- 
ence are  usually  and  properly  the  simplest 
things  in  the  world,  few  of  their  discoverers 
have  the  power  of  making  them  so  for  others. 
Readers  of-  this  book  will  have  no  doubt  of  the 
author's  success  in  both  lines. 

The  monograph  presents  a  fairly  complete 
picture  not  only  of  experimental  results  but  of 
the  methods  used  in  obtaining  them.  Thus  there 
is  excellent  discussion  and  description  of  the 
measurement  of  the  nerve  impulse  by  interpola- 
tion of  a  region  of  decrement  between  the  point 
of  stimulation  and  the  recording  muscle.  The 
application-  of  this  method  in  Adrian 's  classical 
demonstration  of  the  "all  or  none"  character 
of  the  impulse,  is  given  early  in  the  book,  to- 
gether with  a  critique  of  other  work  upon  im- 
pulse evaluation.  The  significance  of  regions  of 
decrement  in  normal  conduction  between  nerve 
and  muscle,  and  in  reflex  arc  conduction,  fol- 
lows very  naturally,  as  does  discussion  of  sum- 
mation in  similar  positions. 

It  is  refreshing  to  watch  the  enmeshing  of  the 
philosophical  vagaries  of  Verworn,  and  the  mod- 
ern German  school  of  neurology,  in  the  net  of 
close  analytical  experimentation  which  Lucas 
has  so  untiringly  woven  about  them.  Both  clin- 
ical and  experimental  neurologists  will  benefit 
by  the  elimination  of  speculation  from  the  fun- 
damental conceptions  of  their  work,  and  it  is  a 
great  pleasure  to  recommend  the  monograph  to 
both  classes  of  observers  of  the  physiology  of 
the  nervous  system. 
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BLOOD  PRESSURE   FINDINGS   IN  DIS- 
EASE. 

The  real  value  of  the  accurate  estimation  of 
the  blood  pressure  by  means  of  the  many  types 
of  blood  pressure  apparatus  is  overlooked  if 
confined  to  the  mere  estimation  of  the  number 
of  millimeters  of  mercury  that  the  systolic  or 
diastolic  pressure  registers  in  every  case  that 
happens  to  come  up  for  medical  examination. 
In  fact,  high  or  low  blood  pressure  dissociated 
from  tangible  disease  has  very  little  signifi- 
cance except  in  a  few  instances  of  excessively 
high  pressure,  when  the  condition  is  apparent 
even  without  this  instrument  of  precision. 
Yet  it  is  by  no  means  our  intention  to  mini- 
mize the  value  even  of  these  abstract  findings, 
but  rather  to  emphasize  the  importance  of 
continually  determining  the  state  of  the  blood 
pressure    during    operations    and    during  the 


course  of  disease.  Blood  pressure  readings  will 
influence  the  prognosis  as  well  as  the  treat- 
ment. It  is  now  fairly  well  established  that 
the  taking  of  the  blood  pressure  before  deter- 
mining upon  any  but  the  most  urgent  surgical 
operations  will  give  valuable  information  con- 
cerning the  amount  of  cardiac  efficiency,  and 
in  this  way  anticipate  sudden  cardiac  failure 
during  the  anesthesia.  A  fall  of  blood  pressure 
after  mild  exertion  is  an  indication  of  a  defi- 
cient cardiac  reserve,  for  in  ample  cardiac  re- 
serve mild  exertion  causes  a  rise  in  blood 
pressure.  The  taking  of  the  blood  pressure 
during  the  course  of  the  anesthesia  will  often 
give  warning  of  impending  heart  failure  long 
before  the  signs  of  actual  failure  require  dras- 
tic measures  in  an  attempt  to  save  the  pa- 
tient's life.  In  suspected  internal  hemorrhage, 
the  marked  lowering  of  the  blood  pressure 
usually  corroborates  the  suspicion.  Excessive- 
ly high  blood  pressure  in  impending  eclampsia 
demonstrates  the  need  for  immediate  depletive 
measures. 

During  the  course  of  the  infectious  diseases 
constant  blood  pressure  readings  will,  perhaps, 
give  better  clues  to  impending  complications 
than  the  pulse  or  the  thermometric  readings. 
In  pneumonia,  it  is  usually  found  that  when 
the  systolic  blood  pressure  reading,-  expressed 
in  millimeters  of  mercury,  does  not  fall  below 
the  pulse  rate,  the  prognosis  is  good ;  when  it 
does,  the  most  active  stimulation  is  necessary 
to  save  life.  Distinct  fall  of  the  blood  pres- 
sure during  the  course  of  diphtheria  is  an  in- 
dication of  grave  cardiac  failure  and  probahly 
a  fatal  outcome.  In  scarlet  fever  the  sudden 
rise  of  the  blood  pressure  indicates  renal  dis- 
turbance, even  before  the  urinary  findings 
make  their  appearance.  In  typhoid  fever  the 
range  of  the  blood  pressure  is  usually  some- 
what lower  than  obtains  otherwise,  bait  a 
marked  and  sudden  drop  indicates  hemorrhage, 
even  though  the  bleeding  is  not  otherwise 
apparent.  Perforation  and  peritonitis,  on  the 
other  hand,  are  usually  accompanied  by  a  rise 
in  pressure.  Low  pressure  is  characteristic  of 
the  course  of  tuberculosis,  but  is,  in  all  proba- 
bility, an  indication  only  of  the  generally  low 
vitality. 

Unless  the  blood  pressure  instrument  is  con- 
stantly used  in  disease  much  valuable  aid  to 
diagnosis,  prognosis  and  treatment  will  be  lost. 
While  the  mercury  instruments  are  much  the 
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best  to  use,  they  are  not  so  easily  portable  as 
the  spring  instruments.  In  the  field  the  lat- 
ter instruments  are  being  used  for  this  reason. 


TUBERCULOSIS  AND  PREGNANCY. 

The  denial  of  the  privileges  of  marriage  and 
maternity  to  advanced  cases  of  pulmonary  or 
other  forms  of  tuberculosis  can,  of  course,  al- 
low of  no  exceptions.  When,  however,  this 
question  arises  in  respect  to  cases  that  are  un- 
doubtedly arrested  for  a  considerable  period,  a 
just  decision  is  very  difficult  to  make. 
In  this  connection  it  must  be  remembered 
that  healed  tubercular  lesions  are  so  often  dis- 
covered in  persons  in  whom  they  were  not 
otherwise  suspected  that  spontaneous  recover- 
ies without  affecting  the  future  life  activities 
of  such  individuals  must  be  very  large.  More- 
over, modern  prophylactic  measures  and  ra- 
tional methods  of  treatment  reclaim  so  many 
of  the  undoubted  active  cases  that  the  tuber- 
cular cases  which  must  be  denied  these 
privileges  become  comparatively  few.  "Walsh 
(American  Journal  of  Obstetrics,  February, 
1918)  points  significantly  to  the  fact  that  the 
number  of  cases  of  pregnancy  that  come 
through  without  additional  hurt  to  the  mother, 
when  the  tubercular  condition  has  been  ar- 
rested for  a  considerable  period,  is  rather 
large.  For  this  type  of  tubercular  prospective 
mother,  a  strict  regimen,  enforced  during  the 
whole  period  of  pregnancy,  gives  hope  of  good 
results.  The  question  often  arises  whether  to 
allow  pregnancy  in  active  tubercular  cases  to 
go  to  term.  The  violence  of  the  operation  for 
abortion,  with  its  immediate  and  remote  mor- 
tality possibilities,  is  not  less  unfavorable  than 
allowing  patients  to  go  to  term  without  in- 
terference. The  shock,  the  loss  of  blood,  and 
the  intoxication  of  the  anesthesia  are,  perhaps, 
a  more  severe  burden  than  the  prolonged  wear 
on  the  mother  from  the  pregnancy.  The  vi- 
tality of  the  child  of  an  active  case  of  tuber- 
culosis does  not,  of  course,  en^er  into  this  ques- 
tion. An  abortion  undertake  t  with  this  point 
in  view  would  be  tantamount  to  an  act  of 
euthanasia — and  we  are  hardly  ready  for  that. 
Besides,  tuberculosis  is  not  hereditary.  The 
most  that  can  be  transmitted  is  a  susceptibility 
to  the  tubercular  infection,  against  which,  per- 
haps, the  offspring  of  such  a  parent  must  be 


especially  guarded.  This  would  be  a  factor 
whether  the  father  or  the  mother  were  tuber- 
cular, but  to  a  somewhat  lesser  degree  in  the 
former  case.  The  question  of  infection  with  tu- 
berculosis in  the  offspring  of  tubercular  parents 
depends  upon  the  amount  of  actual  contact 
that  the  child  has  with  its  tubercular  parents. 
The  sooner  it  is  removed  from  such  contact  the 
less  the  chances  of  infection. 

The  formula  has  often  been  advanced  that 
an  arrested  tubercular  mother  may  have  one 
child  with  safety,  a  second  child  only  with 
danger,  but  a  third  one,  never.  While  preg- 
nancy is  a  physiological  process,  it  is  a  phys- 
iological activity  that  can  be  undertaken  only 
by  those  whose  activities  are  not  engaged  in 
overcoming  disease  processes. 


MALIGNANT  DEGENERATIONS. 

In  spite  of  the  tireless  work  carried  on  in 
this  connection,  the  basic  causes  of  malignant 
disease  are  as  obscure  as  ever.  Yet  it  is  recog- 
nized that  certain  conditions  have  a  tendency 
to  originate  malignant  disease,  and  that  cer- 
tain benign  growths  are  prone  to  malignant 
degeneration.  But  these  observations  are  mere- 
ly clinical,  and  have  no  relation  of  cause 
and  effect.  Although  any  campaign  fcr  the 
prevention  of  malignant  disease  is  directed 
against  the  malignant  degeneration  of  benign 
growths  or  irritative  conditions,  it  is  erroneous 
to  speak  of  a  precancerous  stage,  at  least  in 
so  far  as  our  present  knowledge  of  this  disease 
goes.  Nevertheless,  it  seems  clinically  that 
those  benign  tumors  that  are  composed  of  ele- 
ments of  all  three  of  the  original  germinal 
layers  are  more  prone  to  malignant  degenera- 
tion than  those  tumors  composed  of  single  tis- 
sue elements.  Likewise,  when  the  benign  growth 
is  composed  of  young  and  undifferentiated  cell 
elements  and  is  present  in  tissues  in  which 
such  cell  elements  are  usually  alien,  the  likeli- 
hood of  malignant  degeneration  is  large.  The 
presence  of  young  cell  elements  in  tissues 
where  older  cell  elements  would  be  expected 
often  determines  the  decision  on  the  probable 
nature  of  the  tumor  where  that  is  in  doubt, 
and  decides  the  question  of  appropriate  rad- 
ical measures  in  anticipation  of  future  and 
positive  degeneration.    The  removal  of  all  be- 
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nign  tumors  is,  of  course,  impracticable  and, 
in  all  likelihood,  entirely  unnecessary,  and  the 
removal  of  sections  for  laboratory  diagnosis  is 
not  condoned  by  every  one,  on  the  ground  that, 
if  malignant,  the  cell  elements  composing  the 
growth  will  be  disseminated  through  this  pro- 
cedure. 

On  the  other  hand,  tumors  that  are  on  the 
surface  of  the  body  are  continually  under  ob- 
servation and  more  easily  controlled  than  those 
within  the  body.  The  campaign  against  ma- 
lignant degeneration  can  have  little  effect 
against  these,  for  usually  when  symptoms  of  a 
growth  appear  the  malignant  nature  is  already 
well  established.  In  any  event,  it  is  generally 
recognized  that  chronic  irritations  of  any  tis- 
sue or  of  benign  growths  are  the  most  potent 
causes  of  malignant  degeneration.  The  malig- 
nant degeneration  of  gastric  ulcers,  certain 
uterine  conditions,  lingual  ulcers,  etc.,  is 
universally  accepted  as  a  very  strong  probabil- 
ity. Perhaps  the  strongest  elements  in  the 
campaign  to  prevent  malignancy  is  the  preven- 
tion and  healing  of  chronic  irritative  condi- 
tions and  the  early  recognition  of  actual  ma- 
lignant disease — perhaps  even  more  than  the 
fear  of  spontaneous  degeneration  of  benign 
growths. 


ANTISEPTICS  IN  SURGERY. 

Care  against  the  introduction  of  foreigu  ma- 
terials, especially  of  pathogenic  organisms,  into 
the  field  of  operation  or  into  wounds  of  any 
nature  is  still  the  crux  of  surgical  asepsis 
upon  which  is  founded  so  much  of  the  modern 
progress  in  surgery.  On  the  other  hand,  the 
removal  of  foreign  material  or  pathogenic  or- 
ganisms once  they  have  made  their  way  into 
'the  fields  of  operation  or  into  wounds,  often 
presents  a  difficult  problem.  Yet  the  use  of 
strong  antiseptics  for  this  purpose  is  now  uni- 
versally condemned.  The  notion  that  strong 
antiseptics  will  render  a  wound  aseptic  by  de- 
struction of  the  pathogenic  organisms  con- 
tained therein  is  too  crude  for  discussion. 
The  antiseptics  that  have  the  power  of  de- 
stroying bacteria  in  the  tissues  have  the  power, 
likewise,  of  destroying  tissue,  and  it  is  the  de- 
vitalized tissue  that  furnishes  the  medium  for 
the  growth  of  pathogenic  organisms.  The  re- 
sistance of  bacteria  is,  as  a  rule,  not  less  than 


that  of  the  tissues  to  antiseptics.  While 
healthy,  undevitalized  tissue  must  be  depended 
upon  for  the  maximum  bactericidal  power,  de- 
vitalized tissue,  no  matter  how  brought  about, 
is  the  most  potent  factor  in  infection  and  de- 
layed healing.  The  bactericidal  power  of  the 
tissues  is  the  best  antiseptic  and  must  never 
be  interfered  with.  Besides,  it  must  not  be 
expected  that  bad  surgical  technic  will  be 
glossed  over  by  antiseptic  treatment.  Nor  is 
it  a  fact  that  antiseptics  are  better  wound 
cleansers  than  non-antiseptic  solutions.  The 
rapid  removal  of  devitalized  tissue  will  remove 
the  only  barrier  against  the  benign  action  of 
the  bactericidal  power  of  the  normal  tissues. 
Kindness  in  the  treatment  of  the  individual  tis- 
sues by  restraining  from  rough  handling  or 
the  application  of  irritant  or  caustic  antisep- 
tics is  as  efficacious  in  overcoming  intractable 
wound  conditions  as  is  kindness  to  the  indi- 
vidual in  overcoming  vicious  personal  inclina- 
tions. Abusive  scrubbing  of  the  skin  or  wound 
with  the  use  of  strong  antiseptics  for  steriliza- 
tion purposes  must  be  relegated  to  bygone  sur- 
gery. There  is  as  much  technical  skill,  if  not 
more  judgment,  required  in  the  treatment  of 
wounds,  than  in  the  technic  of  major  surgical 
operations.  The  strides  in  surgery  in  the 
present  war  have  been  along  the  lines 
of  reclamation  of  tissues  and  members  rather 
than  along  the  lines  of  heroic  surgery,  requir- 
ing usually  the  loss  of  a  maximum  amount  of 
tissue,  and  this  has  been  accomplished  by  con- 
servatism in  every  phase  of  surgical  procedure 
rather  than  otherwise. 


MEDICAL  NOTES. 

Health  Standards  and  Care  for  the  Immi- 
grant.— In  response  to  the  nation-wide  demand 
for  better  and  more  thorough  ways  of  Amer- 
icanizing the  immigrants  in  the  United  States, 
the  Carnegie  Corporation  has  undertaken  a 
national  study  of  the  methods  of  Americaniza- 
tion now  in  use.  The  work  is  to  be  done  by 
ten  divisions,  which  are  to  conclude  the  study 
in  a  year. 

The  Division  on  Health  Standards  and  Care 
will  be  under  the  direction  of  Michael  M. 
Davis,  Jr.,  Director  of  the  Boston  Dispensary. 
The  aim  of  this  particular  division  is  to  learn 
what  the  health  agencies  of  the  United  States 
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are  doing  to  teach  the  immigrant  our  Amer- 
ican standards  of  health.  A  special  effort  will 
be  made  to  study  methods  which  have  been 
successful  in  some  localities,  and  to  develop 
from  these  recommendations  for  communities 
having  similar  problems.  The  Division  earn- 
estly desires  the  cooperation  of  individual  phy- 
sicians, and  of  hospitals,  dispensaries,  health 
departments,  nursing  and  medical  associations, 
industries,  and  all  the  national  organizations 
working  to  promote  the  public  health.  Infor- 
mation is  sought  concerning  health  conditions 
and  problems  among  the  foreign-born  of  dif- 
ferent races  and  localities,  and  concerning 
methods  of  health  care  and  education  which 
various  organizations  have  found  effective 
among  them.  It  is  hoped  that  by  means  of 
this  national  survey,  material  can  be  secured 
whch  may  prove  helpful  to  all  the  many  in- 
dividuals and  groups  which  are  striving  to 
make  the  immigrant  a  better  American  citizen. 
It  is  intended  to  make  a  special  inquiry  into 
alleged  serious  evils  due  to  quack  practice 
among  immigrants. 

Mr.  Michael  Davis  will  retain  his  connection 
with  the  Boston  Dispensary,  but  will  give  a  con- 
siderable share  of  his  time  for  one  year  to  the 
national  study.  The  position  of  Assistant  Di- 
rector has  been  established  by  the  Boston  Dis- 
pensary and  Mr.  Joseph  J.  Weber  has  been  ap- 
pointed. Mr.  Weber  has  been  connected  for 
some  years  with  the  hospital  and  public  health 
work  of  the  State  Charities  Aid  Association  of 
New  York,  and  for  the  past  twelve  months  has 
been  executive  secretary  of  the  Mayor's  Hos- 
pital War  Service  Committee  in  New  York 
City.  He  brings  to  Boston  a  wide  experience 
in  public  health  service. 

Illinois  Plan  for  Tuberculous  Soldiers. — 
The  plan  adopted  by  Illinois  for  providing 
care  for  returned  tuberculous  soldiers  is  an  in- 
teresting illustration  of  a  practical  working 
agreement  between  a  State  Department  of 
Health,  a  State  Tuberculosis  Association,  and 
the  American  Red  Cross.  According  to  the 
agreement,  the  Central  Division  of  the  Amer- 
ican Red  Cross,  through  the  Home  Service 
Sections  of  its  local  chapters,  will  provide  care 
for  returned  tuberculous  soldiers  in  the  in- 
terim between  their  return  to  their  home  com- 
munities and  the  time  that  more  permanent 
provision  is  made  for  them,  and  shall  provide 


one-third  of  the  expense  for  the  more  perma- 
nent care.    Immediately  upon  the  return  of  a 
tuberculous  soldier,  the  Home  Service  Section 
of  the  American  Red  Cross  will  ascertain  the 
essential   facts  concerning  him— his  location, 
physical   and  financial  conditions,  his  educa- 
tional standards,  and  home  conditions.    An  ex- 
pert examination  and  diagnosis  will  be  made 
in  the  case  of  each  soldier  by  the  Illinois  Tu- 
berculosis Association,  and  reports  will  be  sub- 
mitted  to   the    State   Department    of  Public 
Health  so  far  as  they  may  affect  the  control  and 
prevention  of   communicable  diseases.  Under 
no  circumstances  will  the  American  Red  Cross 
countenance  the  housing  of  a  returned  tubercu- 
lous soldier   in   a   county  almshouse,  except 
when  absolutely  unavoidable.     The  American 
Red  Cross  will  pay  one-third  of  the  expense 
of  care,  and  the  Illinois  Tuberculosis  Associa- 
tion will   exert   all   possible   influence  upon 
local  individuals  and  public  and  private  or- 
ganizations to  provide  for  the  remaining  two- 
thirds  of  the  cost  of  permanent  care.  The 
Illinois  Tuberculosis  Association  will  require  of 
institutions,  physicians,  or  other  agencies  to 
whom  the  care  of  tuberculous  soldiers  is  en- 
trusted, complete  reports  of  progress. 

Malaria  in  Rumania. — An  article  in  the 
Lancet  of  March  9,  1918,  makes  the  following 
interesting  statement  concerning  malaria  in 
Rumania : 

"Ever  since  the  time  of  Ovid,  who  laments 
the  fevers  so  prevalent  at  Tomi  (in  the  Do- 
brudsha),  Rumania  has  been  known  to  suffer 
severely  from  malaria,  which  overspreads  the 
whole  country  with  its  great  plains,  reedy 
marshes,  and  slow  rivers  liable  to  widespread 
inundations.  The  region  most  heavily  attacked 
is  that  between  the  Sereth  and  the  Pruth,  but 
no  part  of  the  country  escapes.  Sailors  used 
to  get  higher  pay  for  sailing  through  the  Do- 
brudsha,  so  great  was  the  risk  of  fever,  which 
occurred  up  in  the  mountains  as  well  as  along 
the  water-courses.  Babes  reported  in  1904 
.that  in  7000  post-mortem  examinations  he  had 
rarely  missed  seeing  evidence  of  malarial  in- 
fection. Cases  were  as  frequent  in  Rumania  as 
they  used  to  be  in  Italy,  but  the  less  deadly 
tertian  fever  was  more  common.  The  carrier 
anopheles  are  found  everywhere.  In  1899  it 
was  attempted  to  dry  up  the  marshes  by  plant- 
ing there  willows  and  poplars,  but  as  the  un- 
comprehending peasants  delightedly  burned  the 
trees  for  fuel  this  experiment  failed.  In  1902 
orders  were  given  to  embank  the  rivers  to  pre- 
vent floods  and  reduce  malarial  infection,  but 
the  good  was  too  little  clear,  too  speculative, 
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and  nothing  material  was  achieved  until  in 
3907  malaria  prevention  was  linked  to  what 
people  call  a  practical  purpose,  and  the  recla- 
mation of  areas  liable  to  floods  was  undertaken 
in  order  to  increase  the  arable  acreage,  a  bene- 
fit riparian  owners  and  occupiers  could  well 
understand.  In  1904  Babes,  with  his  colleagues 
Cantacuzenu,  Sion,  and  Irimescu  were  appoint- 
ed a  committee  to  select  some  method  of 
quinine  prophylaxis,  and  they  chose  Koch's 
system,  which  directs  that  15  gr.  of  quinine 
shall  be  given*  every  ten  days.  Their  report 
was  adopted  and  results  were  not  long  de- 
layed: of  6000  persons  protected,  only  1%  fell 
sick;  of  16,000  left  untreated,  18%  contracted 
marsh  fever.  Although  only  2%  of  the  popula- 
tion was  reached  by  this  prophylaxis,  a  great 
alteration  in  the  situation  had  been  achieved, 
and  malarial  fever  cases  were  becoming  rapidly 
fewer  when,  in  1913,  the  Bulgarian  "War  dis- 
tracted all  the  energies  of  the  country  and  it 
began  to  fall  back  into  its  old  state  of  a  hun- 
dred years  ago.  Dr.  P.  Pielsticker  declares, 
however,  that  the  German  Army  when  invad- 
ing Rumania  was  able  to  secure  itself  against 
malaria  by  the  prophylactic  measures  found 
useful  in  Macedonia." 

war  notes. 
Tuberculosis  in  the  United  States  Army. 
— Col.  George  E.  Bushnell  of  Washington, 
D.C.,  director  of  tuberculosis  work  in  the 
United  States  Army,  announced  at  the  14th 
annual  meeting  of  the  National  Tuberculosis 
Association,  that  only  .783  of  1%  of  the  men 
in  the  army  reexamined  since  June  6,  1917, 
are  victims  of  tuberculosis.  The  Government 
has  made  ample  provision  for  the  care  of 
such  cases  and  the  reclamation  of  the  patients 
for  active  work  in  the  industries  of  the  nation. 

Dr.  Carrel's  New  Hospital  in  France. — 
Dr.  Alexis  Carrel,  whose  hospital  at  the  front 
was  recently  destroyed  by  the  Germans,  is 
building  a  new  hospital  at  Noissiel,  where  he 
will  continue  his  experiments  and  treat  the 
gravest  cases  of  wounded.  He  is  organizing, 
also,  laboratories  at  St.  Cloud,  where  he  will 
study  treatment  of  hemorrhages. 

One  Hundred  and  Eighty-Four  Sick  and 
"Wounded  Soldiers  Landed. — One  hundred  and 
eighty-four  sick  and  wounded  soldiers  were 
landed  in  the  United  States  during  the  week 
ending  May  31.  They  were  sent  to  army 
hospitals.    The  previous  week  sixteen  arrived. 

Dr.  Hunt  to  Head  Unit. — Dr.  Barbara 
Hunt  of  Bangor,  who  is  to  do  civilian  work  in 
the  devastated  regions  of  France,  as  a  mem- 


ber of  the  American  women's  hospitals,  has 
been  placed  in  charge  of  the  first  unit,  which 
will  sail  soon.  This  organization  is  under  the 
administration  of  the  war  service  committee  of 
the  Medical  Women's  National  Association 
and  has  the  sanction  and  cooperation  of  the 
Red  Cross.  The  work  will  be  mainly  among 
women,  old  men  and  children. 

BOSTON   AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During 
the  week  ending  June  8,  1918,  the  number  of 
deaths  reported  was  216,  against  224  last  year, 
with  a  rate  of  14.36,  against  15.12  last  year. 
There  were  39  deaths  under  one  year  of  age, 
against  31  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were:  diphtheria,  45;  scarlet  fever,  10; 
measles,  280;  whooping  cough,  60;  typhoid 
fever,  1 ;  tuberculsois,  72. 

Included  in  the  above  were  the  following 
cases  of  non-residents :  diphtheria,  5  ;  measles, 
3 ;  whooping  cough,  1 ;  typhoid  fever,  ]  ;  tu- 
berculosis, 11. 

Total  deaths  from  these  diseases  were :  diph- 
theria, 2 ;  measles,  1 ;  whooping  cough,  3 :  tu- 
berculosis, 27. 

Included  in  the  above  were  the  following 
non-residents :  diphtheria,  1 ;  tuberculosis,  1. 

Appointment  op  Dr.  Coon. — Dr.  William 
Coon,  of  Haverhill,  has  been  appointed  di- 
rector of  health  and  sanitation  for  the  United 
States  Shipping  Board.  He  will  have  his  head- 
quarters at  Philadelphia,  and  will  have  charge 
of  health  and  sanitation  in  all  the  shipbuilding 
yards  in  the  country. 

Training  School  of  Psychiatric  Social 
Work. — The  Training  School  of  Psychiatric 
Social  Work,  conducted  by  Smith  College, 
Northampton,  and  the  Psychopathic  Hospital. 
Boston,  is  under  the  auspices  of  the  National 
Committee  for  Mental  Hygiene,  and  is  designed 
as  a  war  emergency  course.  Its  purpose  is  to 
prepare  social  workers  to  assist  in  the  rehabili- 
tation, individual  and  social,  of  soldiers  suf- 
fering from  nervous  and  mental  diseases,  in- 
cluding war-neuroses  and  the  so-called  <; shell- 
shock."  Aside  from  the  war  contingency,  these 
workers  would  also  be  of  permanent  value  in 
civilian  neuropsyehiatric  work  as  assistants  to 
hospitals,  courts,  schools,  out-patient  depart- 
ments, and  social  agencies. 


Voi .  (  I.XXVlll.  \c>.  LT>]        BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


885 


The  value  of  this  special  division  of  social 
-work  has  been  demonstrated  in  the  care  of 
neuroses  of  civil  life  in  a  number  of  out-patient 
departments.  The  demand  for  such  workers 
should  be  met  by  immediate  preparation. 

The  length  of  the  course  is  eight  months. 
The  academic  instruction  will  be  given  at 
Smith  College  from  July  S  to  August  31.  The 
practice  work  will  be  given  at  various  centers 
where  there  are  opportunities  for*social  work 
with  psychiatric  cases  under  direction  of 
trained  social  workers.  The  major  studies  in 
the  course  will  be  sociology,  including  meth- 
ods of  social  case  work,  psychology,  and  social 
psychiatry.  Minor  studies  will  include  hy- 
giene, occupational  therapy,  military  usage,  and 
the  writing  of  records  and  reports. 

Industrial  Health  Conference. — At  a  con- 
ference recently  held  in  New  Bedford,  under 
the  auspices  of  the  State  Board  of  Labor  and 
Industries  and  the  Massachusetts  Medical  So- 
ciety, the  principal  subject  discussed  was  in- 
dustrial health,  from  the  standpoints  01  both 
the  employee  and  the  employer. 

State  Association  of  Nurses. — The  15th 
annual  meeting  of  the  Massachusetts  State 
Nurses'  Association  was  held  on  June  11, 
at  525  Boylston  Street.  Sessions  were  held  by 
the  Massachusetts  League  of  Nursing  Educa- 
tion and  the  Private  Duty  Nurses'  League.  All 
nurses  in  war  service  were  asked  to  send  notice 
of  address  and  assignment  to  the  corresponding 
secretary,  Miss  E.  P.  Davis,  21  "Walnut  Ave- 
nue, Norwood,  Massachusetts.  As  a  war  meas- 
ure, the  annual  Red  Cross  dinner  was  omitted 
this  year. 

New  England  Deaconess  Association. — 
The  New  England  Deaconess  Association  has 
submitted  its  annual  report  for  the  year  1917. 
In  May.  the  General  Deaconess  Board  held  an 
annual  convention.  In  September,  one  of  the 
most  profitable  meetings  of  the  year,  the 
"Round  Table  Convocation,"  was  held.  This 
year,  for  the  first  time,  deaconessess.  other 
than  superintendents,  have  served  on  the 
Board  of  Managers ;  this  has  increased  the 
efficiency  of  the  Board.  In  response  to  war 
needs,  fifty  hospital  beds  were  offered  to  the 
Government  for  the  care  of  needy  soldiers  and 
sailors:  a  portable  ward  has  been  erected  on 
the  hospital  grounds  for  this  purpose.  Plans 


have  been  made  for  fresh  air  work  at  the 
Haverhill  Home.  The  repoi't  includes  mention 
of  the  activities  of  the  Training  School  for 
Christian  Service,  the  Home  in  Boston,  the 
hospitals  in  Boston  and  Concord,  and  the  Home 
for  Aged  Methodist  Women. 

Certain  Dietary  Essentials. — The  Massa- 
chusetts Public  Health  Bulletin  for  April, 
1918,  contains  an  interesting  article  entitled, 
"Certain  Dietary  Essentials."  It  describes  the 
ideal  diet  as  one  which  supplies,  in  the  most 
palatable  and  easily  digested  form,  all  of  the 
body  requirements.  Besides  the  generally  rec- 
ognised constituents, — plenty  of  water,  pro- 
tein, energy-forming  foods,  mineral  substances, 
and  a  sufficient  amount  of  coarse  food, — there 
are  two  other  substances,  called  fat-soluble  A 
and  water-soluble  B,  which  an  adequate  diet 
must  contain.  A  lack  of  these  two  substances 
results  in  beriberi  and  serious  eye  disease, 
causes  failure  of  normal  growth  and  develop- 
ment, and  makes  the  individual  less  resistant 
to  disease.  Water-soluble  B  is  contained  in 
nearly  all  of  our  common  foodstuffs.  In  order, 
however,  to  include  fat-soluble  A,  milk  fats,  egg 
yolk,  leaf  vegetables,  or  animal  organs,  must  be 
present  in  the  diet.  Of  these,  whole  milk  is  the 
most  economical  and  valuable,  for  it  is  easily 
obtainable  and  contains  not  only  fat-soluble  A, 
but  also  water-soluble  B,  protein,  mineral  sub- 
stance, and  sugar. 

new  england  notes. 

Maine  Physicians  Elect  New  Officers. — 
The  house  of  delegates  of  the  Maine  Medical 
Association  have  elected  the  following  officers: 

President,  Dr.  C.  M.  Coombs  of  Waldoboro ; 
vice-presidents,  Dr.  John  Sturgis,  Auburn;  Dr. 
Charles  W.  Bell,  Strong;  secretary  and  treas- 
urer, Dr.  B.  L.  Bryant,  Bangor ;  council  of  dele- 
gates, Dr.  John  F.  Thompson,  Portland;  Dr. 
E.  V.  Call,  Lewiston;  Dr.  Byron  F.  Barker, 
Bath ;  Dr.  Oliver  "W.  Turner,  Augusta ;  Dr. 
W.  N.  Minor,  Calais,  and  Dr.  Charles  H.  Bur- 
gess, Bangor. 

Health  Survey  of  Middletown,  Conn. — A 
recent  health  survey  of  Middletown  describes 
the  sanitary  conditions  of  the  city,  and  offers 
numerous  suggestions  for  improvements.  The 
water  supply  ought  to  be  made  safer  by  chlorina- 
tion,  supplemented  by  weekly  bacteriological 
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examinations.  Sewage  wastes  ought  to  be  better 
disposed  of;  all  refuse  should  be  effectively 
screened  from  flies  and  mosquitoes.  Concerning 
organization,  it  is  suggested  that  a  board  of 
health  be  created  with  full  powers  to  make  regu- 
lations to  safeguard  public  health.  One  man, 
at  least,  should  be  fully  trained  for  the  work 
and  should  give  his  whole  time  to  it;  all  details 
of  administration  and  appointment  of  subordin- 
ate officers  should  be  in  the  hands  of  this  health 
officer.  It  is  recommended  that  the  medical  in- 
spection of  school  children  be  transferred  from 
the  Board  of  Education  to  the  Department  of 
Health.  In  the  control  of  communicable  dis- 
eases, it  is  advised  that  prompt  reporting  of 
such  diseases  as  diphtheria,  typhoid  fever,  and 
tuberculosis  be  insisted  upon.  Fumigation  after 
the  termination  of  such  a  disease,  because  it  is 
costly  and  not  effective,  should  be  abandoned. 
Isolation  of  patients  and  proper  placarding 
should  be  continued.  It  is  recommended  that 
a  public  health  nurse  be  appointed  to  visit  cases 
of  communicable  disease  and  teach  the  proper 
methods  of  isolation  of  the  sick. 

Further  recommendations  are :  steps  should 
be  taken  by  the  Health  Department  for  the 
systematic  detection  and  control  of  ' '  carriers ; ' ' 
the  supervision  of  the  sanitary  conditions  of 
meat  and  other  food  products  sold  in  Middletown 
should  be  extended  and  systematized ;  the  town 
should  provide  a  small  slaughter  house;  there 
should  be  more  frequent  inspections  of  the  farms 
and  more  frequent  bacteriological  analyses  of 
milk;  a  rigid  system  of  licensing  milk  dealers 
and  grading  milk  should  be  instituted;  efforts 
should  be  made  to  secure  the  efficient  pasteuriza- 
tion of  milk.  The  report  describes  infant  wel- 
fare work,  and  recommends  that  the  Health 
Department  initiate  a  movement  for  the  im- 
provement of  obstetric  service  by  systematic 
supervision  and  education.  Organized  cam- 
paigns should  be  instituted  for  the  control  of 
tuberculosis  and  venereal  diseases.  The  report 
contains  statistics  concerning  the  finances,  popu- 
lation, death  rate,  and  diseases  of  Middletown. 


©bttuarg. 

CHARLES  HERBERT  WILLIAMS,  M.D. 

Charles  Herbert  Williams,  M.D.,  died  at 
Cambridge,  June  9,  1918,  of  heart  disease,  aged 
68  years. 


Dr.  Williams  was  born  in  Boston,  April  19, 
1850,  the  eldest  son  of  Dr.  Henry  W.  Williams, 
the  first  professor  of  ophthalmology  in  the 
Harvard  Medical  School.  He  was  graduated 
from  Harvard,  A.B.,  in  1871,  and  M.D.  in  1874, 
then  spending  several  years  in  Europe,  studying 
ophthalmology  and  settling  in  practice  in  Bos- 
ton with  his  father.  He  did  some  pioneer  work 
in  color  blindness.  He  married  Caroline  Fisher, 
daughter  of  George  J.  Fisher  of  Brookline,  in 
1884,  and  the  following  year  accepted  a  position 
with  the  Chicago,  Burlington  and  Quincy  Rail- 
way as  director  of  its  medical  and  health  in- 
surance interests.  Returning  to  Boston  in  1895, 
he  resumed  the  practice  of  ophthalmology  with 
his  brother,  Dr.  E.  R.  Williams,  residing  in 
Milton.  He  was  possessed  of  great  mechanical 
ability  and  was  most  successful  in  the  diagnosis 
and  treatment  of  errors  of  refraction.  Among 
the  medical  societies  in  which  he  held  member- 
s  h  i  p  were  the  American  Ophthalmological 
Society,  Chicago  Ophthalmological  Society, 
American  Medical  Association,  Massachusetts 
Medical  Society. 

Dr.  Williams  is  survived  by  his  widow  and 
two  children. 


(HatrtBpanhtmt. 


A  PROTEST  AND  A  DEFENSE. 

Fall  River,  Mass.,  June  7,  1918. 

Mr.  Editor: 

In  looking  over  the  issue  of  the  Journal  this  week 
I  am  pained  and  surprised  to  find,  under  the  title  of 
"Correspondence,"  a  letter  from  the  pen  of  George 
W.  Holmes  of  Boston,  casting  aspersion  upon  the 
ability  and  name  of  Dr.  M.  N.  Tennis,  a  member  of 
The  Massachusetts  Medical  Society  and  a  roentgenolo- 
gist of  high  ability. 

I  thought  the  day  had  passed  when  petty  jealousies 
and  low  methods  could  be  brought  into  the  Journal 
for  discussion.  I  am  a  member  of  the  staff  of  the 
Union  Hospital.  Fall  River,  Mass.,  and  Dr.  Tennis 
was  for  a  number  of  years  roentgenologist  at  that 
institution.  It  seemed  to  me  that  the  time  had  passed 
when  a  clique  or  cliques  could  dictate  as  to  who 
would  practice  medicine  or  roentgenology  in  a  city. 

It  was  always  my  opinion  that  Democracy  meant 
freedom  of  thought  and  work,  but  this  letter  reveals 
that  we  have  in  Boston  a  certain  unwritten  provision 
that  "You  shall  not  pass"  unless  we  say  so. 

Please  sive  this  letter  the  same  prominence  that 
you  accorded  Dr.  Holmes',  because  I  believe,  and  a 
ureat  many  men  who  have  consulted  with  Dr.  Tennis 
also  believe,  that  this  is  an  attack  upon  his  charac- 
ter and  ability.  In  other  words,  the  letter  would 
ffive  the  impression  that  he  was  not  honest  and  had 
no  ability,  but  of  course  this  is  far  from  the  truth, 
and  it  is  to  be  regretted  that  an  attack  of  this  nature 
should  be  allowed  to  creep  into  the  Journal. 

Yours  very  truly, 
E.  A.  McCarthy.  M.D..  President. 

Fall  River  Medical  Society. 
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GET  LEAN,  AND— HOMELY  * 

By  George  Van  Ness  Dearborn,  M.D.,  Cambridge. 
Mass., 

Professor    of   Psychology   and   Education,  Sargent 
Normal  School,  Cambridge;  Psychologist  to  the 
Forsyth   Dental    Infirmary   for  Children, 
Boston;  etc. 

You  can  judge  better  than  I  whether  to  be 
homely  is  worse  than  death  or  not.  There  is 
a  difference  of  opinion  about  that, — although 
largely,  perhaps,  among  the  "weaker"  sex. 
The  world-wide  food-shortage  makes  our  topic 
a  most  timely  one  for  discussion  at  the  present 
time,  especially  since  there  is  no  doubt  at  all 
that  many  children  and  adults  who  have  here- 
tofore been  getting  along  fairly  well  nourished 
are  at  the  present  time  distinctly  and  needless- 
ly underfed. 

We  shall  have  a  little  something  to  say  about 
the  relation  of  overleanness,  first,  to  health  and 
long  life;  second,  to  happiness  and  long  life; 
third,  as  to  the  causes  of  thinness;  fourth,  as 
to  its  relation  to  personal  beauty;  and  fifth, 
about  its  remedy  or  mastery.  Here  are  five 
more  or  less  separate  and  yet  personally  re- 
lated topics. 

*  A  free  public  health  lecture  at  the  Forsyth  Dental  Infirmary 
for   Children,    Boston,    on    Sunday   afternoon,    December   9,  1917. 


Now  at  length  is  solved  that  long-standing 
mystery  as  to  why 

"Jack  Spratt  could  eat  no  fat, 
His  wife  could  eat  no  lean,—" 

plainly  because  he  was  a  "fatty"  to  the  livable 
limit,  while  she  was  either  a  very  lean  person 
indeed,  or  else  a  "consistent  vegetarian," — if 
there  be  such  a  thing  as  a  really  consistent 
vegetarian  extant. 

There  is  a  curious  general  prejudice  against 
over-thinness,  and  that,  too,  quite  .aside  from 
any  relation  to  personal  beauty.  Most  persons 
still  think  that  to  be  lean  is  to  be  ill  or  illness- 
bound  ;  but  this  certainly  is  one  of  the  many 
unfounded  traditions  from  an  age  of  relative 
ignorance  about  physiology.  In  those  unscien- 
tific days  symptoms  were  often  mistaken  for 
causes.  The  cause,  for  example,  of  consump- 
tion was  not  then  known,  and  the  wasting  of 
Bright 's  disease,  of  cancer,  of  diabetes,  of 
"marasmus"  in  general  was  not  at  all  under- 
stood. The  old  name  for  consumption,  some  of 
you  are  aware,  was  phthisis — from  a  Greek 
word  meaning  ' '  wasting. ' '  We  realize  now  that 
this  wasting,  this  form  of  progressive  leanness, 
is  a  result,  not  a  cause.  Nowadays,  then,  it  is 
true  that  people  should  give  up  their  old  tradi- 
tional prejudices  against  over-thinness,  as  if  it 
were  necessarily  a  symptom  of  present  or  of 
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approaching  illness.  We  can  better  discrimi- 
nate, today,  and  we  realize  that  leanness  in  it- 
self, so  far  at  least  as  life  is  concerned,  is  not 
an  evil  (with  two  important  common  exceptions 
which  will  be  noted  forthwith). 

Public  opinion  is  always  anywhere  from  800 
years  (in  the  case  of  the  evaluation  of  the 
body,  the  sanctions  of  the  flesh)  to  25  years 
behind  the  best  human  knowledge.  Thus,  for 
example,  the  mass  of  our  people  still  think  that 
to  be  fat  is  to  be  healthy,  and  that  to  get  thin 
is  to  go  rolling  down  hill  towards  one's  inevit- 
able final  lodgment  beneath  the  sod — the  quiet 
and  restful  but  damp  and  chilly  grave,  or  else 
toward  cremation,  which  is  neither  damp  nor 
chilly,  and,  by  the  way,  far  too  infrequent. 
Most  business  men,  housewives,  salesmen,  ac- 
tors, and  so  on  without  limit,  still  gloat  over  a 
degree  of  fatness  really  disgraceful.  If  they 
meet  a  friend  and  notice  that  he  is  a  little  fatter 
than  he  was  the  last  time  they  saw  him,  they 
pat  him  on  the  back  and  say,  "How  well  you 
are  looking!"  "You  must  be  well  because  you 
are  getting  fat,"  is  implied,  but  surely  "Get 
Fat  and — Die"  is  scientifically  more  true  than 
this  habitual  opinion  still  so  nearly  universal 
among  the  mass  of  "just  folks."  More  prop- 
erly, it  is  always  the  "golden  mean"  that  we 
want:    "Nothing  too  much." 

Two  exceptions,  as  far  as  life  and  death  are 
concerned,  rather  serve  but  to  emphasize  our 
ponderal  rule:  the  first  exception  being  that 
over-leanness  during  the  period  of  growth, 
when  due  especially  to  insufficient  food,  is  a 
very  great  disadvantage;  and  the  second  ex- 
ception that  over-leanness  when  overtaken  at 
any  age  with  a  dangerous  and  exhausting  ill- 
ness, notably  lobar  pneumonia,  diabetes,  diph- 
theria, and  typhoid,  is  a  disadvantage.  It  is  a 
decided  disadvantage  to  be  very  thin  during 
the  period  of  growth,  and  sometimes  a  mortal 
disadvantage  to  be  very  thin  at  the  beginning 
of  a  very  long  and  exhausting  sickness,  yet  not 
perhaps  so  much  as  you  might  expect  on  gen- 
eral principles,  for  there  are  certain  compensa- 
tions under  ordinary  conditions  of  nursing, 
etc.  [One  is  not  able  to  pass  through  a  second 
youth  (although  many  certainly  do  pass 
through  a  second  childhood)  ;  but  all  of  us  are 
liable  to  contract  pneumonia  from  the  cougher 
and  sneezer  or  even  the  breather  next  to  us 
(sometimes  only  six  or  eight  inches  away  from 
our  own  faces)  in  our  scandalously,  wickedly 


overcrowded  street  cars, — a  menace,  summer 
and  winter,  to  all  who  use  them;  the  chief 
means,  undoubtedly,  by  which  the  sadly  fatal 
pneumonia-scourge  is  spread.  This  is  some- 
thing that  has  not  been  emphasized  any  too 
much  in  the  press,  yet  it  is  pretty  certain 
now  that  most  pneumonia  cases  come  from  at- 
mospheric contact  with  other  people.  It  is 
time  for  people  to  wake  up  and  realize  the  dan- 
ger, and  start  to  stop  it.] 

A  very  lean  person  has  a  somewhat  less 
chance  of  surviving  an  exhausting  and  danger- 
ous but  self -limited  disease — diseases  that  tend 
by  nature  to  limit  themselves  so  that  the  period 
of  danger  may  be  only  a  short  one,  and  nourish- 
ment the  critical  problem. 

Thin  people  suffer  greatly  from  the  cold,  and 
some  who,  for  example,  have  found  themselves 
weighing  eight  or  ten  pounds  less  than  last 
year  at  this  time  were  perhaps  rather  surprised 
to  find  themselves  feeling  so  very  cold  this 
afternoon  when  they  came  out  from  home : 
these  miss  their  old  fat- jackets! 

The  causes  of  leanness,  scrawniness,  thinness, 
spareness,  lankness,  gauntness,  emaciation,  un- 
derfedness,  skinniness  (in  polite  society,  too 
polite,  called  "graceful  slenderness, "  and  by 
medical  men  "hypoliposis")  are  several  in 
number;  we  may  mention  seven  of  them: 

1st.  Innutrition — too  little  food. 
2nd.    Over-exercise  of  the  masses  of  muscles. 
3rd.    General  nervousness. 
4th.    Worrying  too  much. 
5th.    The  spare-diet  habit. 
6th.    Over-secretion  of  the  pituitary  gland. 
7th.    (which  is  in  reality  perhaps  No.  6), 
Heredity. 

It  is  plain  that  adequate  training  of  the  in- 
dividual as  she  grows  up  would  prevent  the 
development  and  the  action  of  the  most  com- 
mon of  these  causes — of  all,  in  fact,  save  the 
last  two  in  the  list.  Here  comes  in  the  intel- 
ligence and  the  care  of  the  parents,  especially 
of  the  mother.  The  habits  of  the  child  must 
be  directed  so  that  by  both  her  own  intelligence 
and  by  her  developing  habit-system,  her  diet 
shall  become  habitually  adequate  to  the  ideal 
state  of  nourishment.  This  "training"  can 
begin  scarcely  too  early  in  the  child's  life. 
The  earlier  it  be  undertaken  the  more  deeply 
will  the  little  girl's  subconscious  mind  be  im- 
pressed, and  therefore  the  more  easy  and  the 
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more  effective  will  be  its  guidance,  often  with- 
out thought  or  care  or  much  of  effort,  over 
her  nutrition  as  determined  by  the  balance  of 
intake  and  of  outgo  of  body-material.  These 
remarks  are  in  form  directed  chiefly  to  adults ; 
but  it  must  not  be  ignored  that  nearly  every 
principle  suggested  is  applicable  also  to  the 
training  of  the  child  toward  the  prophylaxis  of 
over-leanness.  It  is  part  of  the  intensive  home 
education  based  on  the  modern  knowledge  of  the 
motivity  of  the  mind  and  the  prevalence  of  the 
powers  of  the  subconscious  aspects  of  the  per- 
sonality. 

A  word  about  each  of  the  causes  of  over- 
leanness  in  turn. 

1.  Innutrition  of  children.  This  is  very  im- 
portant, not  only  for  the  children  as  children, 
but  for  their  adult  life.  The  American  Open 
Air  School  Journal  tells  that  of  548,000  school 
children  studied  in  fifteen  cities  in  the  United 
States,  nearly  30,000  were  under-nourished,  and 
lean  enough  as  readily  to  be  picked  out  of  a 
crowd  as  underfed.  This  is  5%  and  was  the 
condition  before  the  war.  What  shall  we  say 
now?  The  wretchedness  of  mind  and  the 
misery  of  body  of  this  condition  is  indescrib- 
able. These  children  are  cold  and  weak  and 
sad.  One  of  the  most  cruel  features  of  this 
hell-war  is  the  fact  that  there  are  millions  of 
such  children  in  Belgium,  France,  Halifax 
(today),  Germany,  and  England,  and  even  in 
our  own  land,  scarcely  yet  under  the  strain. 
Another  world-wide  curse  on  the  black  "soul" 
of  German  imperialism  which  a  lifetime  can 
never  forget — no,  not  for  a  day.  Considering 
the  multitude  of  persons  concerned,  it  is  as  bad 
as  the  chopping-off  of  the  hands  of  the  little 
boys  and  girls  in  Belgium,  the  absolute  limit, 
one  thinks,  of  barbaric  atrocity,  and  worse  yet 
when  done  (as  it  has  been  done  so  much  in 
Belgium)  by  civilized  men,  and  not  by  tigers. 

Children  suffer  more  than  adults  from  in- 
nutrition, for  three  obvious  reasons — 

1.  Their  greater  "metabolism,"  (total 
chemical  interchange),  the  chemical  process, 
much  more  active  in  children  than  in  adults. 
2.  Their  less  resistance  because  (3)  of  their 
less  power  of  storage  of  fat,  muscle,  etc.,  for 
Avhich  reason  they  suffer  from  cold  much  more 
than  adults  do. 

If  the  thoughtless,  even  when  very  indigent, 
realized  how  much  adequate  food  during  child- 
hood, especially  from  10  to  18,  has  to  do  with 


growth  and  with  adult  vigor,  the  child  would 
get  enough  to  eat  at  any  cost  as  a  matter  of 
family  and  political  economy  as  well  as  of  hu- 
man mercy.  Consumption,  for  example,  at- 
tacks few  who  have  enough  food  and  fresh  air, 
and  so  it  is,  too,  with  general  tuberculosis. 

2.  Our  second  cause  of  over-leanness,  is  the 
over-exercise  of  muscular  masses.  The  ideal 
of  nutrition  is  a  perfect  balance,  as  I  have 
emphasized  elsewhere  at  considerable  length,  a 
perfect  balance  of  intake  and  of  outgo.  Over- 
work then  of  the  body  means  overwork  relative 
to  the  effective  intake  of  energy  and  of  body- 
matter,  that  is  in  the  food.  Continuous  over- 
work when  food  is  adequate  scarcely  exists. 
Fatigue  and  the  sleep-time  physiologically 
compelled  combine  to  prevent  it,  fortunately.  A 
man  could  not  wear  himself  out  by  chronic 
muscular  overwork  if  his  muscles  were  well  fed, 
for  he  would  have  to  sleep  too  much  to  allow 
of  any  such  harm.  We  know  of  the  cases  of 
soldiers  during  the  Civil  War,  who  on  long 
forced  marches  would  march  sound  asleep.  The 
fatigue  was  so  great  and  the  soldiers  so  well 
trained  that  they  could  march  hour  after  hour 
in  this  way.  Fishes,  too,  moving  in  the  water 
must  sleep. 

But  relative  overwork  means  the  consump- 
tion of  every  bit  of  the  body-fat,  and  every 
tissue  (muscle,  gland,  connective  tissue)  re- 
duced to  its  lowest  workable  size,  as  thin  and 
lean  and  spare  as  it  will  live  and  work. 

"Work"  from  the  sedentary,  dainty,  over- 
cultured  point  of  view,  when  all  or  nearly  all 
real  and  substantial  womanhood  and  manhood 
are  gone,  as  the  blood  has  become  gradually 
"bluer"  in  the  generations  of  Yankeedom, — 
this  kind  of  "work"  won't  make  one  thin.  If 
I  may  quote  a  paragraph  from  a  previous  pa- 
per ("Get  Fat,  and— Die")*: 

One  thing  is  certain.  For  the  far  larger  num- 
ber of  persons  overweight  who  do  not  find  it 
expedient  to  change  their  actual  daily  occupa- 
tions from  a  low  plane  of  energy  expense  (via 
muscular  exercise)  to  a  higher,  it  is  quite  futile 
to  expect  weight-reduction  by  bodily  work 
alone,  whether  in  a  fine  gymnasium,  on  the 
farm,  or  elsewhere.  The  commoner  experience 
of  middle-aged  women  and  men  who  seek  thus 
to  normalize  themselves  hygienically  and  cos- 
metically, of  course,  is  to  gain  weight  rather 
than  lose  after  the  first  week  or  so.  They  ac- 
tually improve  their  general  condition,  as  well 
as  their  food  appetite,  so  much  by  the  daily 

*  Dearborn.  G.  V.  N. :  "Get  Fat  and — Die,"  Interstate  Medical 
Journal,  St.  Louis,  Vol.  xxiv,  No.  2,  February,  1917,  pp.  156-160. 
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hour  or  two  of  unwonted  highly  enjoyable  gen- 
eral exercise  that  their  metabolism  is  raised  so 
that  they  "put  on"  fat.  They  take  just 
enough  exercise  to  normalize  nutrition,  but  not 
nearly  enough  to  burn  up  any  tissue  fat.  But 
forty-eight  hours  a  week  of  labor  for  each  of 
the  four  weeks  of  several  months  would  do  it ! 
And  it  is  thus,  and  only  thus  for  the  most  part, 
that  the  million  retain  the  semblance  of  the 
properly  human  form,  for  their  diet,  for  the 
most  part,  otherwise  would  be  excessive. 

But  many  take  or  get  too  much  muscular 
exercise,  whether  it  is  as  work  or  as  play,  take 
more  exercise  than  their  intake  of  food  war- 
rants; and  therefore  they  eat  up  their  own 
body-fat. 

3.  Our  third  cause  was  general  nervousness, 
personal  inflammation.  They  have  given  the  name 
Americanitis  (American  plus  the  common  end- 
ing for  inflammation)  to  this  national  habit. 
Perhaps  it  has  never  occurred  to  you  how  ex- 
tremely grave  the  implication  of  such  an  ex- 
pression is.  Surely  it  is  a  most  appropriate 
and  telling  word,  for  that  is  just  what  the  con- 
dition is:  inflammation  of  the  entire  American, 
of  his  whole  personality.  The  individuality  is 
inflamed,  excited,  hurried,  forever  fussing  over 
nothing,  and  hurrying  on  only  toward  death. 

Perhaps  I  might  repeat  part  of  a  recent  ex- 
acerbation ("Hectic  Hurry  and  the  Under- 
graduate" was  its  title)  from  the  Journal  of 
Education,  of  July  5,  1917 : 

My  key-note,  too,  was  leisure.  And  I  em- 
phasized its  obvious  and  ever-increasing  lack  as 
a  step  in  just  the  wrong  educational  direction 
in  these  early  years  of  the  twentieth  century; 
as  the  road  to  the  yesterday  of  all  mental  (and 
physical)  hygiene:  as  education  in  the  very 
thing  which  it  is  most  essential  should  be  ig- 
nored. "Hurry!"— but  whither?  "Hustle!" 
— but  wherefore?  "Strive  unceasingly!" — 
but  the  Personality  that  is  each  of  them,  with- 
in each  poor  sleepy  (or  else  stimulated,  'hec- 
tic') boy  or  girl,  has  small  interest  and  takes 
no  proper  part  in  this  college  "strife,"  but 
crouches,  as  if  neglected  and  abused.  This 
clearly  should  not  be. 

And  it  is  indeed  a  sad  thing  to  see  what 
hurrying  restlessness  dominates  the  life  in  some 
of  the  very  finest  of  our  colleges  today;  the 
breathlessness  of  it  all;  the  fearsome  figure  to 
which  the  physiologic  pressure-gage  points ;  and, 
above  all,  the  deeper  and  invidious  meaning  that 
this  time-lack  must  have  for  the  life-long  train- 
ing of  these  women  and  these  men.  When  in 
all  the  long  years,  or  in  the  short  few  years,  of 
their  life,  will  these  people  have  time  to  edu- 


cate   themselves   if  not  in  the  college  years, 
when  it  is  the  allotted  task? 

Perhaps  the  present  writer  feels  the  inherent 
contrast  and  the  present  la„k  more  strongly 
than  some  would  feel  it  because  he  lived  the 
four  years  while  first  a  student,  among  the 
varied  natural  beauties  at  the  meeting-line  of 
fair  Vermont  and  fairer  New  Hampshire,  on 
the  shore  of  the  Connecticut  River, — where  else 
than  at  Hanover!  Old  Dartmouth  has  always 
more  to  offer  than  'efficiency'  or  if  no  more, 
then  at  least  a  real  efficiency  that  includes  a 
self-reliance,  a  self-respect,  an  appreciation  of 
Whence?  and  Whither?  and  sometimes  of 
Why?,  in  short,  a  soul.  And  Mount  Pineo  and 
the  beautiful  River  and  Ascutney  and  Norwich 
and  all  up  and  down  the  long  road  (even  from 
Canada  to  the  Sound!)  made  part  of  the  cur- 
riculum which  gave  each  (if  he  only  cared  for 
it ! )  a  chance  to  learn  himself. 

And  what  Dartmouth  did  then  every  college 
else  can  do,  each  in  its  good  own  way,  if  it 
only  makes  the  good  start  to  try.  Columbia, 
even,  in  the  midst  of  the  Earth's  largest  town, 
has  human  selves  to  train  and  could  find  a  way, 
through  the  planning  of  some  ingenious  son  or 
daughter,  to  see  to  it  that  in  no  case  would  a 
serious  student  think  himself  ever  a  machine  or 
his  world  only  a  vortex  of  easily  definable  ener- 
gies, of  dollars,  or  of  whatever  else  the  effi- 
ciency-world uses  to  count  its  successes  with. 

But  to  view  the  education  or  the  part  of  it 
which  leisure  can  give  as  an  affair  only  of 
philosophical  esthetics,  as  a  matter  wholly  of 
"soul"  and  personality  in  the  sense  discussed 
so  delightfully  by  many  poets  and  by  men  who 
were  poets  under  some  other  name,  were  wholly 
to  underestimate  the  practical  versatility 
of  human  motives  and  of  human  wills.  F.  H. 
Bradley's  resistless  logic  has  made  pragmatists 
of  many,  and  brought  closer  together  in  the 
thought  of  numerous  men  and  women  the  prac- 
tical values,  measurable  sometimes  even  in 
erold.  and  those  other  values,  more  lasting  per- 
haps, which  leisure,  and  there  through  thought, 
alone  can  give.  Bodily  strength  and  bodily  en- 
durance, good  health,  happiness,  personality, 
'soul,'  form  a  sort  of  series,  an  ascending  series, 
if  you  prefer  it  so.  which  mill-managers  and 
shop-treasurers  have  learned  or  will  learn  to 
measure  accurately  some  day  by  units  and  in 
terms  which  every  citizen  will  fully  understand. 
The  colleges  should  have  foreseen  this  and  ef 
fectively  felt  it  all  the  time,  handing  it  down 
as  almost  their  highest  wisdom  to  every  fresh- 
man who  rises  into  the  sophomore  class. 

One  must  'commune  with  herself  or  become 
mechanized;  one  must  escape  that  insistent 
'Hurry!  Hustle!  Strive'!  or  lose  that  one  spe- 
cial attribute  which  marks  off  the  human,  not 
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from  brute  alone,  but  from  the  brass  and  iron 
and  wood  machine  which  man,  rather  than  God, 
has  made.  The  whole  tearful  world  cries  out 
for  honor  and  for  justice  and  almost  harshly 
for  humanity  above  all.  Will  the  college,  too, 
deny  these  to  the  boys  and  girls  who  are  trust- 
ing her  to  help  make  them,  not  organic  ma- 
chines, alone,  but  real  women  and  men? 

Tn  some  institutions  of  learning  the  reaction 
already  has  actively  begun — in  theory  at  any 
rate. " 

But  Oh,  the  curse  and  the  shame  of  it  in  an 
intelligent,  well  educated  people!  Too  hurried 
to  live !  Too  hurried  and  worried  to  be  well 
nourished.  Such  inflamed  egos,  whether  seek- 
ing gold  or  chasing  enjoyment,  take  themselves 
far  too  seriously,  and  forever  are  missing  the 
beauty  and  grandeur  of  the  noble  ocean  of  life 
because  lost  among  the  bases  of  its  individual, 
often  petty,  waves.  These  folk  need  the 
"broad  view,"  the  view  that  is  to  be  had  from 
the  exalted  mountain-tops  of  common  sense. 
Take  your  "pocket  Emersons"  out  of  your 
muffs  and  your  pockets,  ye  people  of  undue 
haste,  and  read  yourselves  once  more  into  a 
rational  peace  of  mind  and  sensible  mode  of 
existence !  For  this  fever  of  the  hurried  and  ab- 
normal living  makes  you  thin  and  lean,  and  is 
the  index  of  the  rational  undoing  of  your  lives. 
The  conspirator  "Cassius"  was  of  this  type  of 
life,  for  Shakespeare  knew: 

"Let  me  have  men  about  me  that  are  fat; 
Sleek  headed  men  and  such  as  sleep  o'nights. 
Tond  Cassius  has  a  lean  and  hungry  look; 
He  thinks  too  much ;  such  men  are  dangerous." 

But  the  great  William  did  not  mean  too  fat! 
' '  Sleek-headed, ' '  please  observe,  not  fat-headed ; 
and  for  "thinks"  we  now  in  these  psychologic 
days  would  say  "plots"  or  "worries."  Such 
men  and  women  indeed  are  "dangerous,"  but 
dangerous  especially  to  themselves: — to  their 
beauty;  to  their  happiness;  to  the  length  of 
their  lives;  and  to  the  very  rationality  of  their 
living. 

Physiologically  speaking  and  psychologically, 
this  leanness  comes  mostly,  I  take  it,  from  an 
unrealized  excess  of  muscular  exertion,  mild  in 
degree,  but  continuous,  mostly,  both  night  and 
day,  and  therefore  of  great  effect  on  the  body's 
nutrition.  It  is  the  continuous  things  in  our 
life  that  count.  It  is  not  the  occasional  use  of 
a  lot  of  water  but  the  small  continuous  leaks 
that  waste  the  water;  the  bad  drunkard  is  not 
the  man  who  goes  off  on  an  hilarious  "toot" 
once  in  two  months,  but  the  man  who  is  drink- 


ing a  little  every  day.  It  is  the  continuing 
processes  which  most  count.  Muscle,  which 
you  will  please  remember  is  one-half  of  the  mass 
of  the  body,  may  work  actively  without  shorten- 
ing appreciably  so  as  to  produce  an  obvious 
movement.  We  psychologists  call  this  state  of 
the  muscles  increased  "tonus,"  muscular  tone, 
activity  short  of  contraction.  It  is  perhaps 
activity  as  great  as  that  of  a  plain  contraction, 
but  different.  All  the  tissues  have  this  in- 
creased tone  in  our  distemper  of  "American- 
itis,"  but  in  the  muscles  it  is  of  chief  impor- 
tance, so  far  as  leanness  is  concerned,  for  it  is 
the  muscles  that  use  up  the  food  most  actively. 

A  chronically  nervous  person,  too,  may  walk 
miles  and  miles  about  a  town,  about  an  estate, 
about  a  house,  even  about  a  hall-bedroom,  and 
never  at  all  realize  how  very  much  muscular 
energy  she  has  expended  dnring  the  day. 
Stairs  especially  make  a  rapid  fat-wastage. 
Sometimes  a  nervous  woman  will  "wonder  why 
she  is  so  tired"  at  night,  when  she  has  walked 
miles  and  miles,  perhaps,  although  only  about  a 
small  house.  Her  body  keeps  count,  however, 
and  every  fat-cell  in  it  perhaps  is  burned  up 
even  before  it  is  born ;  and  so  never  exists  as  fat 
at  all. 

4.  The  fourth  cause  of  over-leanness,  of  this 
walking  skeletonry,  so  to  speak,  is  worrying  too 
long.  This  relationship  of  worry  to  malnutri- 
tion is  now  a  trite  story,  and  probably  known 
to  all  of  you.  Worry  is  chronic,  hectic  fear; 
and  fear  with  terrible  certainty  and  speed  ex- 
hausts the  immediate  nourishment  (the  chro- 
matin in  the  Nissl  bodies)  of  the  nerve  cells  of 
the  brain,  the  spinal  cord,  and  of  the  autonomic 
system. 

This  depresses  the  whole  body  and  the  fat  is 
the  first  tissue  to  go  out.  The  sanatorium  and 
the  crematory  are  the  probable  end-staticns,  if 
not  perpetual  maidenhood.  Worry  like  noth- 
ing else  spoils  the  glory  of  our  common  but  al- 
ways unique  adventure,  which  we  still  call  our 
"life."  And  worry  is  quite  incompatible  with 
body-fat,  with  plumpness.  You  have  all  seen 
men  and  women  reduced  in  a  few  weeks  almost 
to  "walking  skeletons"  by  trouble,  trouble 
purely  mental  and  purely  fearful.  No  self- 
fancied  trouble  or  pretended  worry  will  do  it: 
it  must  be  real  worry,  real  fear.  Many  a  man, 
and  more  women,  fancy  they  are  worrying, 
when  in  reality  they  are  happy,  gloating  like  the 
"Sheriff  of  Nottingham"  over  imaginary  de- 


892 


BOSTON  MEDICAL  AND  SURGICAL  JOURNAL 


[JUHE  27,  litis 


lights,  which  they  think  of  as  troubles  and  hard 
realities. 

Sleep-loss  is  probably  an  important  factor  in 
this  malnutrition,  and  in  the  indigestion  and  in- 
absorption  factors  of  worry's  general  bodily 
depression.  Nervous  people  should  drink  little 
tea,  coffee,  or  cocoa,  and  eat  little  chocolate,  at 
least  after  the  noon-time  meal.  (I  do  not  know 
whether  any  one  has  ever  called  your  atten- 
tion to  the  fact  that  the  chocolate  in  confec- 
tionery is  just  as  stimulating  and  will  keep  you 
awake  just  as  badly  as  chocolate  (cocoa)  dis- 
solved in  water  and  drunk  with  milk.)  These 
things  keep  folks  awake  and  prevent  the  ex- 
cessive repair  which  their  worry -habit  necessi- 
tates.   Here's  a  vicious  circle. 

5.  The  fifth  cause  of .  leanness  among  our 
seven,  I  have  termed  the  spare-diet  habit.  I 
mean  by  that  a  long  habit  of  eating  too  little 
of  direct  fat-producers,  a  habit  of  year  after 
year,  perhaps  dating  from  childhood.  Bad, 
usually  ignorant,  training  in  childhood  is 
usually  the  reason  for  this  particular  one- 
sidedness.  The  average,  well-balanced  adoles- 
cent corrects  it  for  himself.  Most  frequent  is 
the  habit  of  refusing  fats  of  every  kind, — ani- 
mal and  vegetable, — usually  the  former  espe- 
cially. Like  the  case  of  boys  and  of  men  and 
tobacco,  one  experience  of  nausea  is  usually  re- 
membered and  exaggerated  all  one's  life,  on  the 
basis  of  "never  again!"  It  is  possible  that  in 
some  of  these  persons  the  fat-digesting  fer- 
ments are  defective  or  even  deficient. 

Some  people  never  eat  potatoes,  and  their 
similars,  the  starchy  tubers.  Some  never  eat 
bread  even,  and  habitually  refuse  all  the  ce- 
reals. A  few  use  far  too  little  sugar  in  its  va- 
rious forms,  although  we  average  one-quarter 
pound  daily,  each  man,  woman,  and  child  in  the 
United  States,  and  this  is  none  too  much,  if 
properly  eaten. 

A  very  few  people  in  good  health  have  ac- 
quired a  real  habit  of  eating  too  little  of  an 
all  around  diet, — of  not  eating  enough.  These, 
save  perhaps  in  war-time,  are  relatively  few; 
but  now  conscience,  the  "New  England  con- 
science," has  considerably  increased  their  num- 
ber. Some  people  are  actually  eating  less  than 
they  really  need  in  order  to  save  food,  hoping 
it  "will  win  the  war." 

•  6.  The  sixth  cause  is  over-excretion  of  the 
posterior  lobe  of  the  ductless  gland  called  the 
pituitary  or  "hypophysis  cerebri."    This  small 


gland  is  found  in  all  vertebrate  animals  and, 
therefore,  is  undoubtedly  practically  indis- 
pensable. However  important,  it  is  the  size  of 
your  finger-end,  and  is  at  the  base  of  the  brain. 
It  is  in  intimate,  active  relation  with  the  thy- 
roid, the  pancreas,  the  ovary,  and  the  adrenal 
in  intricate  ways  not  yet  unknotted. 

In  1909  Pittman  and  Fodera  produced  ema- 
ciation in  dogs  (without  the  usual  digestive  dis- 
turbance) by  the  repeated  injection  into  their 
circulation  of  the  extract  of  this  ductless  gland. 
A  year  or  so  later  three  Boston  hospital  sur- 
geons, Harvey  Cushing,  Crowe,  and  Homans, 
did  the  same  thing  with  the  posterior  lobe,  and 
noted  that  first  there  was  a  bodily  loss  of  the 
muscle-food  (glycogen)  and  then  a  progressive 
muscular  emaciation. 

Over-excretion,  then,  of  the  posterior  lobe  of 
the  ductless  gland  is  probably  one  cause  of 
leanness  and  emaciation  in  some  of  those  per- 
sons whose  food-work  balance  is  perfectly  nor- 
mal. How  frequent  is  this  gland-defect  we  do 
not  know,  any  more  than  we  know  its  cause. 
There  is  associated  very  likely  a  derangement 
of  the  thyroid  or  of  the  ovary,  or  both.  The 
relations  of  married  life  and  of  its  lack  to  over- 
leanness  may  not  be  here  discussed,  but  the  sci- 
entists concerned  with  such  matters  under- 
stand the  matter  well,  and  realize  its  sociologic 
importance. 

The  "living  skeleton"  in  the  side  show  is 
not  usually  as  happy  as  he  looks  to  the  ga- 
ping boys  about  him.  He  is  practically  dying, 
a  victim  usually  of  progressive  muscular 
atrophy,  most  painful,  and  inevitably  fatal. 
The  relation  of  this  wretched  but  uncommon 
disaster  of  disease  to  the  pituitary  gland  or 
to  its  functional  balance  (for  everything  is 
balanced  in  the  organism)  is  not  as  yet  known, 
but  to  be  a  walking  skeleton  is  not  a  worthy 
or  happy  ideal  for  any  child. 

7.  The  seventh  and  last  cause  of  hypolipo- 
sis,  or  over-leanness,  is  said  oftentimes  to  be 
heredity:  one  is  lean  because  one's  parents  or 
forebears  were  so.  This,  as  far  as  we  can  see, 
means  the  same  as  the  case  mentioned  imme- 
diately before  it.  The  endocrinous  (ductless) 
gland  defect  is  that  which  is  hereditary,  per- 
haps as  a  peculiarity  of  size  only;  these  indi- 
viduals may  have  unusually  large  .pituitary 
glands,  just  as  a  line  of  generations  in  a  family 
may  have  unusually  large  noses  or  feet  or  ears. 

So  much  for  the  chief  causes  of  overleanness. 
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?nd  for  a  few  matters  of    related  hygiene. 

The  original  title  of  this  talk  was  "Get 
Lean — and  Ugly,"  but  a  member  of  my  family 
very  kindly  suggested  that  the  word  "ugly" 
meant  two  different  things,  and  asked  which 
did  I  mean?  I  promptly  said,  "Both!"  The 
word  "ugly,"  by  derivation,  and  in  England, 
means  of  course,  as  you  know,  such  as  one  may 
be  afraid  of  or  fearful  for,  but  here  in  Amer- 
ica we  have  grown  to  use  ugly  in  a  figurative 
sense,  to  mean  ill-disposed,  ill-natured,  ag- 
gressively inclined.  It  is  an  ugly  word ;  in 
use,  probably,  in  too  many  American  house- 
holds when  the  wind  is  East  and  the  million- 
aire grocer  grown  more  insistent  than  really 
he  need  to  be  about  his  little  bill.  Is  it  worse 
now  since  the  sugar  and  the  fuel  have  failed? 

The  homely  person,  especially  if  a  woman, 
may  be  "ugly,"  the  ugly  person  may  become 
homely  sooner  or  later  to  all  who  know  her,  and 
a  very  lean,  homely  person,  as  we  have  seen, 
tends  to  be  ill-natured  because  of  the  lack  of 
fat  in  her  blood  to  keep  her  nerves  well-nour- 
ished and  her  temper  consequently  sweet. 

Thin  people  are  far  more  sensitive  (Behan) 
to  pain  and  marked  unpleasantness  than  are 
well-nourished  folk.  To  suffer  does  not  ordi- 
narily improve  one's  optimism  and  light-heart- 
edness.  Thus  there's  another  vicious  circle, 
here. 

Inasmuch  as  homeliness  often  injures  one's 
disposition,  the  difference  in  the  two  senses  of 
"ugly"  seems  not  so  essential.  Sometimes  even 
gentleness  loses  ground  with  one's  beauty  and 
with  the  sharpening  of  the  nose.  I  have  al- 
ways had  a  strictly  private  opinion  that  Mrs. 
Rip  Van  "Winkle  was  beginning  to  lose  her 
beauty  (whether  only  "skin-deep"  or  deeper) 
as  well  as  her  temper,  when  Mr.  Van  Winkle 
began  his  memorable  adventure, — and  he  may 
not  have  been  asleep  every  minute,  after  all. 

A  few  years  ago  I  published  in  the  Psycho- 
logical Review  a  notion  that  the  little  organs 
of  absorption  (the  villi)  of  the  intestines  had 
motor  activities  closely  associated  with  the  10,- 
000  million  nerve-cells '  need  of  fat,  suggesting 
thereby  a  relation  between  ill  humor  and  lean- 
ness now  almost  within  the  reach  of  scientific 
explanation.  Leanness  is  certainly  associated 
with  bodily  homeliness  (at  least  in  the  fe- 
male). Therefore  the  two  sorts  of  uglinesss 
may  have  more  than  a  mental  relationship  to 
each  other;  they  certainly  have,  in  fact,  what- 


ever the  explanation.  I  say  "female  beauty," 
because  recently  a  hundred  or  so  of  my  young 
women  students  have  strongly  corroborated 
my  own  old  opinion,  that  mere  man  has  prop- 
erly no  beauty  of  body  whatever.  If  a  man  is 
beautiful  in  the  sense  of  scientific  esthetics,  he 
is  effeminate  pro  tanto. 

These  young  women,  my  students,  know  if 
any  one  knows,  and  they  say  that  evidences  of 
mental  and  physical  vigor  and  strength  are  the 
factors  in  the  male  which  correspond  to  the 
esthetic  bodily  beauty  of  the  female.  I  am 
certain  that  this  is  true,  and  in  all  ways  as 
sound  in  its  psychology  as  it  is  in  its  feminin- 
ity. One  might  almost  say,  if  taken  in  a  mod- 
erate sense,  that  a  woman  ought  to  be  grace- 
fully  plump,  but  never  fat;  a  man  lean,  but 
never  scrawny. 

Unless  a  woman  is  vanity-free  (and,  fortu- 
nately, a  truly  womanly  woman  never  is  so), 
unless  she  be  vanity-free  or  else  a  stoic  philos- 
opher, she  is  apt  not  to  appreciate  what  advan- 
tages there  are  in  being  thin  (especially  in  the 
winter  of  the  North),  because  these  advantages 
are  over-compensated  by  its  obvious  cosmetic 
disadvantages  to  her.  But  to  the  man  the 
benefits  of  being  lean  are,  obviously  enough,  at 
least  four:  1.  He  has  thereby  an  increased  free- 
dom of  action,  bodily  and  mental.  2.  He  has  in- 
creased freedom  of  eating,  and  sad  to  say,  some- 
times of  drinking.  3.  He  has  increased  free- 
dom for  exercise,  athletics  and  games.  4.  He 
has  greater  handsomeness — the  nearest  ap- 
proach to  true  beauty  that  women  will  sanction 
in  a  manly  man. 

These  four  all  are  woman's  too,  of  course, 
but  they  are  commonly  as  nothing  at  all  in  the 
feminine  world's  secret  mind,  comparatively 
speaking. 

In  both  girl  and  boy  and  in  woman  and  man 
a  certain  degree  of  form  is  ' 1  standard ' ' ;  and 
without  fat,  the  standard  is  not  kept  up. 

At  any  rate,  personal  human  beauty  is  one 
of  the  finest  and  greatest  things  in  the  world, 
one  of  the  best,  one  of  the  highest,  one  of  the 
noblest,  in  "the  very  image  of  God."  Let  no 
one  scorn  it !  One  of  the  greatest  mistakes 
that  the  zealous  Puritans  ever  made  was  their 
absolute  ignoring  of  the  religious  expression  in 
a  woman's  or  a  child's  beautiful  body.  The 
human  being  at  its  best  is  surely,  without  cavil, 
the  most  beautiful  object  the  human  mind  has 
known;  the  most  lovely  object  earth's  won- 
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drous  evolution  has  produced.  Ah,  here  the 
human  educational  system  has  much  to  de- 
velop; much,  however,  first  to  learn.  So  afraid 
are  we  of  letting  any  one  see  this  most  beauti- 
ful of  human  objects,  so  much  false  modesty 
is  there,  it  is  almost  like  Wordsworth's  "Hid- 
den Splendor": 

"Full  many  a  gem  of  purest  ray  serene 
The  dark,  unfathomed  caves  of  ocean  bear," 

or  like  Theodore  Harding  Rand's  (the  late 
splendid  poet  and  scholar  of  Canada)  famed 
sonnet,  "A  Deep-Sea  Shell": 

"Arrived  from  out  abysmal  deeps  of  brine, 
A  regal  splendor  glows  within  thy  whorl, 
Like  pomp  of  rosy  morn  in  shimmering  pearl. 
Surely  'the  hand  that  made  thee  is  divine' ! 
Ah,  why  so  richly  dight  for  beauty's  shrine? 
No  eye  can  feast  on  walls  of  gemmed  burl, 
Far  down  the  overwhelming  rush  and  swirl 
Of  awful  wastes  scarce  plumbed  of  fathom- 
line  ! 

Fit  for  the  palace  of  high  seneschal ! 
Inlaid  with  colors  which  the  Tyrlan  King 
Vain  sought  to  rival  on  his  royal  scroll, 
And  echoing  yet  the  ocean's  trembling  string : 
Methinks  the  Master  wrought  this  ivory  hall 
To  please  the  love  of  beauty  in  His  soul." 

In  other  words,  beauty  of  a  certainty  is  "its 
own  excuse  for  being";  and  the  human  body  as 
well  as  the  "ivory  hall"  and  the  "walls  of 
gemmed  burl"  of  Rand,  is  the  work  of  our 
Creator  "to  please  the  love  of  beauty  in  His 
soul." 

G.  N.  Parker  states  it  keenly  well  in  his 
charming  "Pomander  Walk":  "Behind  her 
followed  her  daughter,  Marjolaine,  a  charming 
girl  of  nineteen.  There  is  no  necessity  for  more 
particular  description.  A  charming  girl  of 
nineteen  is  the  loveliest  thing  on  earth,  and 
more  need  not  be  said."  This  is  the  most  per- 
fect "description"  (suggestion)  of  a  heroine 
that  I  have  ever  read,  barring  none  of  the  great 
poets — Browning,  or  any  of  the  others.  Here 
it  is  and  all  of  it  in  a  nutshell 1  Each  one  is 
unique,  and  to  describe  her  adequately  (either 
with  brush  or  pen)  is  to  abandon  all  mere  de- 
tails and  to  stimulate  the  imagination  of  the 
beholder  or  reader.  The  heroine  of  a  novel  is 
very  rarely  done  justice  by  her  portrait  in 
the  book. 

Our  general  prudery  in  this  respect  of  fe- 
male beauty  we  must  set  down  to  the  present 
early  stage  of  the  earth 's  human  history  in  which 
we  live,  our  glimmer  of  life  in  the  dark  of  our 
human  time.  (The  world  just  now  sags  back- 
ward "on  the  road  to  yesterday,"  dragged 
back,  crushed  back;  but  it  will  turn  again!) 


Beauty  is  more  than  a  joy;  it  is  more  than  a 
privilege:  it  is  a  duty,  but  for  once  a  duty 
that  is  pleasurable.  To  get  lean  and  homely, 
then,  is  something  approaching  a  fault,  just  as 
to  be  ill  is  usually  the  result  of  either  ignorance 
or  of  carelessness,  or  both  at  once,  and  grad- 
ually coming  to  be  thought  of  as  a  disgrace. 
It  actually  will  seem  to  be  a  disgrace  when  we 
have  learned  a  little  -  more,  and  made  it  public 
and  common  knowledge. 

To  prevent  one's  self  (especially  if  a  fem- 
inine self)  from  becoming  too  lean  is  a  duty, 
then,  only  less  than  the  avoidance  of  obesity, 
of  undue  fat.  We  must  strive  in  all  things 
for  Aristotle's  "golden  mean," — "nothing  too 
much. ' ' 

But  the  glory  of  it  all  is  that  the  strife  is 
the  life.  Our  great  adventure,  horrible  some- 
times, but  always  splendid  and  so  forevermore; 
and  in  leaving  it,  perhaps  beyond  compare; 
who  knows? 

In  the  dietetic  stress  of  war-time,  part  of  our 
striving  adventure  should  be  to  retain  or  to  in- 
crease our  manly  and  womanly  beauty.  The 
world  today  needs  it  for  its  greater  satisfac- 
tion and  encouragement,  and  the  next  genera- 
tion, likewise,  for  its  own  sake.  But  the  anti- 
lean  strife  is  one  of  ease,  and  happiness,  and 
the  flesh-pots  of  the  lazy,  well-fed,  warm  and 
idle  summer  time, — just  as  the  strife  against 
obesity  is  one  of  toil  and  denial,  the  spare 
diet,  the  long,  steep  'mountain-side  of  contin- 
uous climbing. 

Cheer  up,  then,  all  ye  amateur  "side-show 
material,"  for  the  race  is  to  the  slow  and  the 
battle  for  once  to  the  glutton  and  the  indo- 
lent. Be  conscientiously  happy  for  once  in  the 
broad  straight  road.  Here  at  home  in  the 
bleak  New  England  December,  we  are  travel- 
ing 

"East  of  Suez,  where  the  best  is  like  the  worst, 
Where  there  ain't  no  ten  commandments,  and 
a  man  can  raise  a  thirst." 

for  your  only  denial  shall  be  of  denial;  your 
only  pain,  perhaps,  to  stop  after  a  while  your 
progress  along  this  pleasant  declivitous,  broad, 
straight  boulevard  to  Beauty,  when  you  have 
reached  the  goal — gone  far  enough. 

You  must  not  end  your  cure  as  the  familiar 
old  curate  did,  for  whom  after  a  severe  ilhiess 
an  ignorant  physician  prescribed  a  generous 
glass  of  port  wine  after  every  meal.  After 
five  or  six  weeks,  the  doctor  met  his  patient's 
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wife  and  asked  how  he  was  getting  along,  and 
she  said  that  his  body  seemed  to  be  all  right 
again,  but  that  she  feared  his  mind  was  giving 
w  ay  as  he  insisted  on  having  nine  meals  a  day, 
and  she  could  not  understand  it.  (This  joke 
deserves  to  be  listened  to  and  smiled  at  be- 
cause of  its  great  age,  if  for  no  other  reason.) 

One  may  be  obese  after  being  lean, — rolling 
down  so  broad  and  straight  a  road! 

False  and  misleading  suggestion  oftentimes 
comes  in  to  influence  one's  opinion  and  belief 
concerning  one's  own  intake  of  flesh-forming 
food.  Food-things  are  often  not  wmat  they 
seem.  A  single  day's  food-supply  of  lettuce 
would  be  thirty  pounds  or  so,  and  of  apples, 
tomatoes,  cucumbers,  or  strawberries  scarcely 
less.  Besides  water,  these  have  much  cellu- 
lose, but  women,  unlike  rats,  guinea  pigs  and 
rabbits,  cannot  build  body-fat  out  of  cellulose 
nor  out  of  water.  Most  of  us  need  more  water, 
and  the  taking  of  it  improves  our  digestion 
and  nutrition. 

In  this  matter  it  is  figures  that  talk,  we  must 
sometimes  recall,  not  opinions ;  knowledge,  not 
guesses ;  facts,  and  not  imagination.  A  box, 
that  is  a  bushel,  of  lettuces  looks  a  meal  for 
the  two-ton  Tyrannsaurus  Rex  (Osborn), 
king  of  the  earth's  historic  beasts,  but  in 
reality  is  not  one  day's  diet  for  a  man  one- 
thirtieth  part  as  large.  Similarly,  a  big  water 
melon  looms  immense  in  the  Northern  house- 
wife's eyes,  perhaps,  but  to  the  pickaninny  in 
Southern  Georgia  it  means  only  a  moderate 
amount  of  sugar  and  water  plus  an  amazing 
aggregate  of  joy, — and  joy  helps  digestion;  but 
that  it  furnishes  actual  calories  of  fat  I  am 
not  as  yet  so  sure!  But  as  the  pickaninny 
needs  joy  and  water  and  sugar  more  than  fat. 
it  is  as  it  should  be.  May  the  watermelon 
crop  never  fail ! 

A  dozen  or  fifteen  ideas  and  hints  may  be 
lined  up  to  stand  for  a  sort  of  fattening 
"system,"  in  excessive  or  disliked  leanness. 
Here  they  are : 

1.  General  food-abundance.  Four  or  five 
hearty  meals  each  day,  even  though  a  hearty 
meal  is  one  that  disturbs  for  a  few  hours  the 
action  of  the  heart. 

2.  Fats,  both  animal  and  vegetable,  in 
abundance.  Fat  meats,  butter,  suet,  cotton  oil, 
olive  oil,  corn,  chocolate,  milk,  and  cream  that 
is  cream.  (The  cows  still  do  produce  cream, 
just  as  cattle  still  have  sirloin  steak,    but  we 


now  have  to  take  them    mostly    on  faith.) 

3.  Starch.  Grains,  breads,  cakes,  potatoes, 
vegetables,  macaroni,  tapioca. 

4.  Sugar.  One  of  the  curious  things  about 
the  food-conservation  propaganda  is  that  it  has 
not  talked  at  all  about  glucose — grape  sugar. 
There  probably  are  millions  of  tons  of  glucose 
made  in  this  country  every  year,  and  with  a 
mixed  diet  for  most  folks  it  is,  in  reasonable 
amounts,  a  perfectly  wholesome  food.  It  is 
about  four-fifths  as  sweet  as  cane  sugar,  and 
could  be  sold  at  retail  for  about  3  cents  per  lb. 
Why  the  use  of  that  great  supply  of  nutri- 
tious sweetening  has  not  been  suggested,  I  am 
sure  I  cannot  tell.  The  reason,  I  believe,  is 
largely  a  psychological  one:  there  is  a  preju- 
dice of  long  standing  against  glucose,  but  more 
against  the  name  than  the  sugar.  Glucose 
(grape  sugar),  corn  syrup,  sorghum  (Chinese 
sugar  cane),  syrup,  honey. 

Chocolate  combines  fat,  and  usually  sugar, 
with  a  large  per  cent,  of  protein,  and  there- 
fore, is  very  concentrated  nourishment.  Choc- 
olate (40  cents  per  lb.)  is  worth  five  times  as 
much,  so  far  as  energy  is  concerned,  as  rump 
steak  at  the  same  price.  Dates  come  in  here, 
having  much  sugar  in  them. 

Sugar  is  an  instinctive  food  of  most  brutes, 
and  therefore  is  "good  food."  Saccharin  has 
no  food  value  at  all,  and  is  used  in  cases  of 
diabetes  for  sweetening  where  sugar  cannot  be 
allowed. 

5.  Breads  and  cereals.  Starch  in  abun- 
dance is  in  all  of  them.  Fat  is  found  in  corn 
meal.  Bread  is  the  staff  of  life,  and  no  slender 
staff  either,  being  a  complete  food.  " 

6.  Storage,  or  underground,  vegetables. 
Tubers,  such  as  potatoes,  turnips,  beets,  etc. 

7.  Nuts  and  dried  fruits  are  important  fat- 
producers,  if  properly  chewed.  Chestnuts,  co- 
coanuts,  walnuts,  peanuts — all  are  inexpensive, 
in  normal  times. 

8.  Water,  lots  of  it.  Up  to  the  limit 
where  too  much  laxity  of  bowels  ensues,  with 
meals  and  between.  (The  tap-water  here  in 
Boston  and  Cambridge,  apparently,  from  the 
health-board  reports,  is  supposed  to  be  ahead 
of  that  of  any  city  of  its  size  in  the  country, 
based  on  the  percentage  of  typhoid.) 

9.  Putting  on  fat.  Abundant  holiday,  which 
is  "freedom  from  care."  Take  off  your  soul 
the  burden  of  this  stupendous  world!  Drop  it 
and  see  it  smash.    No  one  can  be  well  nour- 
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ished  who  is  "worried  to  death."  Some  of  the 
worriers  need  simply  a  holiday,  whether  it  he 
going  away  or  even  a  mere  change  of  mental 
attitude. 

10.  Indolence.  Rest  and  sleep.  Save  the 
"sugar"  in  the  blood  and  in  the  muscles,  gly- 
cogen (starch).  Cut  down  the  outgo.  Culti- 
vate repose.    Calm  down.    Be  lazy  awhile. 

11.  Out-of-door  life.  Enough  to  develop  a 
good  appetite  and  sound  sleep,  hut  not  enough 
to  use  up  the  food  too  rapidly.  Good  diges- 
tion follows.  Out-door  life  is  a  tonic  to  anab- 
olism. 

12.  Advice  from  an  expert  physician,  one 
who  really  understands  about  the  internal  se- 
cretions and  their  uses.  Find  one  who  has 
really  and  practically  studied  these  and  knows 
how  to  use  them  with  valuable  therapeutic 
effect,  an  endocrinologist. 

13.  If  expedient,  a  warm  climate.  A  region 
not  hot,  but  warm  enough  to  encourage  and 
allow  the  accumulation  of  body  fat.  (Five  min- 
utes in  a  cold  bath  is  enough  completely  to 
burn  up  the  glycogen  and  "start"  the  de- 
struction of  your  body-fat.) 

These  may  prove  to  be  the  "lucky  thirteen" 
for  some  folks,  possibly  for  some  of  you ! 

For  a  bit  of  more  explicit  advice :  Take, 
in  addition:  to  the  regular  meal,  for  breakfast, 
two  large  dishes  of  some  cereal,  with  at  least  a 
quarter-pint  of  thick  cream  and  abundant 
sugar;  this  is  to  be  taken  before  or  after  the 
usual  meal.  This  nearly  always  "works,"  and 
would  usually  fatten  a  "bean-pole"  into  a 
"barrel,"  unless  there  be  a  "leak"  out  through 
the  pituitary  or  some  other  gland. 

But  don't  neglect  the  psychological  factors. 
Try  it  a  month,  and  keep  a  record  of  your 
weight  weekly.  Weigh  yourself  accurately 
every  week,  wearing  exactly  the  same  clothes, 
and  at  the  same  time  of  day,  on  the  same 
scales, — in  short,  by  the  same  method  and  the 
same  conditions  throughout.  Then  you  will 
really  know  how  much  you  are  gaining  in 
weight  from  day  to  day. 

Like  the  neighbor-youth,  when  I  was  a  boy, 
who  told  people  sometimes  that  he  thought  it 
was  "nice  to  be  a  little  bad,"  the  overlean 
woman  must  learn  to  be  (temporarily  at  least) 
a  little  lazy,  go  one  step,  if  not  two,  toward 
the  hilarious,  life-long  dissipation  of  the  all- 
too-familiar  woman  of  forty  who  has  lived  so 
fatly  that  she  needs  help,  often  a  real  boost,  to 
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step  up  the  twelve-inch  step  of  a  car  (be  it  a 
Pullman,  a  "trolley"  at  five  cents  per  ride,  or 
a  limousine  at  $2000  per  year). 

One  must  stoop  to  conquer,  but  here  the 
stoop  is  a  moral  virtue  too.  One  must  be  a 
"little  bad"  and  over-eat  and  over-sleep  and 
over-idle  all  around.  Slide  down  a  bit  on  the 
steep  descent  which  the  great  Roman  has 
claimed  to  be  so  easy. 

Common  sense  is,  of  course,  of  all  kinds,  the 
most  uncommon ;  but  that  precisely  is  what  one 
most  needs  here, — common  sense,  based  on  real 
knowledge  and  driven  by  a  firm  and  consistent 
will. 

Bad  as  it  is,  better  have  a  flat  foot  than  a 
"flat  head"!  Climbing  is  a  stunt,  they  say, 
but  any  one  can  fall.  Charity  is  commendable, 
but  see  to  it  that  it  begins  at  home,  for  altru- 
ism is  good,  but  without  egotism  it  cannot  per- 
sist. "Defy  nature  if  you  choose,  but  you  will 
pay  the  price." 

You  cannot  build  body-fat  out  of  chagrin  or 
longing  or  good  intentions,  nor  beauty  out  of 
hopes.  And  after  all  is  objected,  the  Major 
is  a  very  fine  man,  and  your  Lieutenant  would 
be,  or  at  least  might  be,  a  joy  forever.  Per- 
haps. 

Plump  up,  then,  and  live  happy  ever  after! 


HEARING  TEST  APPARATUS. 
By  Joseph  Pkenn,  M.D.,  Boston. 

The  accompanying  photographs  tell  the 
story.  The  patient  sits  in  a  chair  with  both  ear- 
pieces adjusted  closely  to  his  ears. 

The  examiner  stands  behind  him.  The  sound 
carrying  from  the  examiner  to  the  patient  is 
not  affected  by  the  length  of  the  tubing.  The 
ones  used  in  this  illustration  are  five  feet  long, 
but  the  writer  has  also  used  ten  and  twelve 
feet  of  tubing  with  the  same  result. 

The  examiner  whispers  into  the  speaking 
tube  numbers  or  letters  of  different  scales,  such 
as  99,  44,  55,  or  66,  or  a,  oo,  and  s,  first  with 
both  tubes  open,  then  by  compressing  one  tube 
or  the  other,  thus  shutting  off  the  sound  to  the 
corresponding  ear.  If  the  patient  claims  deaf- 
ness of  the  left  ear,  for  instance,  the  right  tub- 
ing is  compressed,  and  vice  versa. 

The  tuning  fork  is  of  more  positive  value. 
A  tuning  fork  of  64,  125,  or  512  seconds  is 
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struck  and  the  prongs  are  applied  to  the  lumen 
of  the  speaking  tube,  which  tests  the  air  con- 
duction of  the  patient.  Then  the  tuning  fork 
is  struck  again  and  the  handle  is  gently  ap- 
plied to  the  rim  of  the  speaking  tube  or  over 
the  rubber,  as,  for  instance,  of  the  stem  of  the 
"Y"  piece  metal,  which  tests  the  bone  conduc- 
tion of  the  patient.  The  order  may  be  re- 
versed. Here,  again,  by  compressing  one  tube 
or  the  other,  or  by  telling  the  patient  to  re- 
move one  earpiece  or  the  other,  the  air  or  bone 
conduction,  respectively,  is  tested  separately 
from  the  same  median  point. 

The  patient  is  in  no  wise  aware  whether  the 
air  or  bone  conduction  is  being  tested. 

"What  is  the  idea?     It  may  be  used  ordi- 


narily without  confusion  to  the  patient,  and 
with  time-saving  to  the  physician.  (Weber  and 
Rinne  tests.) 

It  is  particularly  intended  for  use  in  cases  of 
suspected  malingering,  in  doubtful  cases  in  the 
examination  of  recruits,  and  in  certain  accident 
insurance  cases.  In  absolute  nerve  deafness  the 
labyrinthine  test,  of  course,  will  have  to  be  re- 
soi'ted  to. 

The  writer  wishes  to  thank  the  Aural  De- 
partment of  the  Boston  City  Hospital,  where 
the  idea  of  this  apparatus  first  came  to  his 
mind,  and  the  Massachusetts  Charitable  Eye 
and  Ear  Infirmary  for  the  interesting  discus- 
sion when  he  was  made  to  elaborate  upon  the 
method  of  its  application. 


IDIOPATHIC   EPILEPSY   A  SYMPATHI- 
COPATHY. 

By  Edward  A.  Tkacy,  M.D.,  Boston. 

{Concluded  from  page  874.) 

In  bringing  this  essay  to  a  close,  it  appears 
desirable  to  review  briefly  the  phenomena  re- 
ported herein  that  demonstrate  the  diseased 
condition  of  the  sympathetic  neurones  in  idio- 
pathic epilepsy.  The  chronic  vasoconstriction 
spots  which  have  been  discovered,  with  their 
intensifying  and  fading  while  under  observa: 
tion, — even  while  the  patient  slept, — demon- 
strate a  diseased  condition  of  the  sympathetic 
neurones  involved  in  their  production.  The 
many  abnormalities  of  the  reaction  times  show, 
likewise,  a  diseased  condition  of  the  sympa- 
thetic neurones,  upon  which,  it  has  been  shown, 
the  reaction  times  depend.  The  "newborn" 
vasoconstriction  spots  discovered  on  the  photo- 
graphs demonstrate  a  diseased  condition  of  the 
sympathetic  neurones  involved  in  their  produc- 
tion. An  interesting  and  significant  fact  con- 
nected with  these  latter  spots  is  their  relation 
with  an  outburst  of  convulsions  in  the  patient 
photographed.  The  photographs  showing  the 
"newborn"  spots  were  taken  at  11  a.m.,  Sept. 
25,  1916.  That  night  a  series  of  six  convul- 
sions started  at  half-past  two  o'clock.  There 
had  been  none  for  nine  days.  The  reaction 
times  taken  at  6.30  p.m.,  the  same  day,  showed 
an  increase  of  irritability  of  sympathetic  neu- 
rones. The  increased  irritability  so  frequently 
demonstrated  in  sympathetic  neurones,  preced- 
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ing  convulsions,  reveals  a  relation  between  the 
diseased  sympathetic  neurones  and  the  most 
terrible  phenomenon  of  this  disease, — the  seiz- 
ures. 

While  the  clinical  manifestations  of  diseased 
sympathetic  neurones  in  idiopathic  epilepsy, 
that  have  been  described  in  this  essay,  demon- 
strate clearly  the  sympathicopathy  of  this 
disease,  it  remains  to  be  shown  that  there  is  a 
pathology  for  this  sympathicopathy.  Echever- 
ria,  in  his  book  "On  Epilepsy:  Anatamo-patho- 
logical  and  Clinical  Notes,"  wrote  in  his 
Preface  to  it,  the  following:  "Five  additional 
autopsies  have  regularly  displayed  the  altera- 
tions I  have  pointed  out  in  the  sympathetic. 
The  lesion  is  constituted  mainly  by  a  prolifera- 
tion of  connective  elements,  and  their  subse- 
quent substitution  to  the  nerve  cells  and  fibers, 
finally  undergoing  retrograde  degeneration. 
The  change  exhibits  itself,  in  various  stages, 
throughout  the  nerve  plexus,  around  the  ver- 
tebral and  cerebral  arteries,  and  in  the  cervical 
sympathetic.  It  operates  essentially  in  the  al- 
terations of  the  capillaries  in  the  brain  and 
medulla,  and  I  am  not  aware  of  any  mention 
made  of  such  a  lesion  of  the  sympathetic  as 
proper  to  epilepsy."  Besides  these  five  cases 
alluded  to  in  the  Preface  to  his  book,  Eche- 
verria  tabulated  in  his  text  twenty-six  autopsies 
on  epileptics.2  In  three  of  them  no  examina- 
tion of  the  sympathetic  was  made.  In  four, 
only  the  head  was  opened.  In  one,  the  micro- 
scopical examination  of  the  nerve  centers  was 
not  made.  These  eight  cases  are,  of  course, 
negative,  as  the  sympathetic  system  was  not  ex- 
amined. In  every  case  in  which  the  sympa- 
thetic system  was  examined,  a  pathologic  con- 
dition of  it  was  found.  The  cases,  eighteen  in 
number,  are  here  copied,  with  that  part  of  the 
protocols  only  which  refers  to  the  sympathetic 
system.  The  ages  of  the  patients  autopsied 
ranged  from  one  to  sixty-eight  years. 

Female,  38.  Epilepsy  and  dementia.  Degen- 
eration of  the  medulla  and  sympathetic. 

Female,  26.  Epilepsy.  Sclerosis  of  the  sym- 
pathetic. 

Female.    Epilepsy.    Sclerosis  of  sympathetic. 

Male,  20(?).  Epilepsy.  Pigment  infiltra- 
tion and  amyloid  change  of  sympathetic. 

Male,  3.  Epilepsy.  Degeneration  of  the  me- 
dulla, pneumogastrics  and  sympathetic. 

Female,    22.     Epilepsy.     Cervical  sympa- 


thetic, and  solar  and  lumbar  ganglia  changed 
in  structure. 

Female,  1.  Epilepsy.  Medulla  oblongata 
and  sympathetic  degenerated;  abdominal  gan- 
glia with  pigment  infiltration. 

Female,  35.  Epilepsy.  Deep  alteration  of 
the  whole  sympathetic  ganglia. 

Male,  67.  Epilepsy.  Sympathetic,  displaying 
sclerosis. 

Male,  16.  Epilepsy.  Sclerosis  and  pigment 
infiltration  of  the  sympathetic. 

Female,  31.  Epilepsy — alcoholic.  Pneumo- 
gastrics and  sympathetic  very  much  altered. 

Male,  9.  Epilepsy.  Medulla  oblongata  and 
sympathetic  degenerated,  with  great  hyper- 
plasia of  connective  elements  in  the  solar  plexus, 
and  disintegration  of  the  ganglionic  cells. 

Male,  43.  Epilepsy — alcoholic.  Sclerosis  and 
fatty  changes  in  cervical  sympathetic. 

Female,  6.  Epilepsy,  idiocy.  Medulla  oblon- 
gata and  sympathetic  very  much  altered. 

Female,  35.  Epilepsy  and  dementia.  Me- 
dulla and  sympathetic  deeply  injured. 

Female,  68. .  Epilepsy  and  dementia.  Scle- 
rosis and  fatty  degeneration  of  the  sympa- 
thetic. 

Male,  18.  Epilepsy — lasting  one  year.  Gela- 
tinous degeneration  of  the  solar  ganglia,  also 
present  in  the  cervical  sympathetic. 

Whether  the  knowledge  that  idiopathic  epi- 
lepsy is  a  sympathicopathy  will  help  to  unlock 
the  many  mysteries  of  this  disease, — the  mys- 
tery of  its  onset,  of  its  seizures  of  unconscious- 
ness and  of  convulsions,  of  its  dementia;  and 
whether  it  furnishes  a  key  to  a  more  successful 
treatment, — it  remains  for  further  research 
work  to  disclose. 

The  photographs  from  which  the  plates  were 
made,  I  owe  to  the  kindness,  here  gratefully 
acknowledged,  of  Dr.  E.  E.  Southard.  They 
were  taken  at  the  Boston  Psychopathic  Hospital 
by  Mr.  H,  W.  Taylor,  of  Cambridge,  Massa- 
chusetts. Without  them,  photographic  proof  of 
the  correctness  of  the  observations  on  vasocon- 
striction spots  reported  in  this  essay  would  be 
lacking.  This  proof  is  furnished  by  the  "new- 
born" vasoconstriction  spots  on  the  plates,  to 
which  attention  has  been  called. 
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THIRTY-SECOND  ANNUAL  MEETING  OF 
THE  AMERICAN  ORTHOPEDIC  ASSO- 
CIATION. 

Army  Medical  School,  Washington,  D.C., 
April  22-23,  1918. 

(Concluded  from  page  878.) 
DISCUSSION. 

Major  Rich,  M.R.C.,  said  the  papers  of  Ma- 
jor Rugh  and  of  Major  Corbusier  were  of 
great  interest.  The  keynote  of  Major  Rugh's 
paper  was  "we  are  at  war,"  and  that  of  Major 
Corbusier 's  was  "the  stress  of  circumstances." 
Ideas  had  changed  during  the  past  six  months. 
Many  cherished  ideas  had  gone  by  the  board. 
He  felt  that  everything  Major  Rugh-  had  said 
was  practical,  except  that  the  orthopedic  man 
should  instruct  the  regimental  surgeon.  There 
were  enough  orthopedic  men  to  go  to  the 
camps  and  do  the  work  well.  A  certain  amount 
of  surgery  was  permissible  for  orthopedic  de- 
fects in  drafted  men.  Those  that  should  be 
sent  home  were  the  men  with  rigid  flat  foot. 
Operations  might  be  performed  on  bunions  of 
the  5th  toe  or  1st  toe,  and  on  ingrown  toenails. 
The  orthopedic  man  could  do  much  by  non- 
surgical treatment.  In  the  South  the  special 
point  they  had  been  laying  emphasis  upon  was 
the  weight-bearing  capacity  of  the  foot.  With 
this  in  mind,  feet  were  classified  into  four 
groups:  (1)  acute  foot  strain;  (2)  weak  feet, 
requiring  ordinary  felt  pad  for  support;  (3) 
ankle  valgus — in  this  the  weight-bearing  func- 
tion is  thrown  where  it  belongs;  (4)  lateral 
arch  conditions.  Here  the  weight  is  thrown 
outside  of  the  foot.  Correction  and  support 
were  needed.  In  this  connection  it  was  advis- 
able to  say  that  all  necessary  alterations  could 
be  made  with  an  outfit  costing  ten  dollars.  It 
was  waste  of  government  money  to  get  $1800 
outfits. 

Colonel  C.  L.  Starr  said  that  he  had 
learned  by  experience  some  things  in  regard  to 
foot  strain.  One  point  was  in  regard  to  opera- 
tion. No  man  operated  upon  would  be  fit  for 
line  duty.  A  certain  degree  of  flat  foot  could 
be  used  in  front  line  work,  but  when  it  passed 
that  point  it  was  no  good  to  try  to  use  it. 
The  man  was  a  nuisance  to  the  officer  and  to  his 
fellow  soldiers.  It  was  best  to  put  these  men 
into  the  line  of  communication.    A  man  with 


daw  foot  could  never  make  a  soldier.  It  was 
impossible  for  him  to  march  and  carry  a  pack 
for  twenty  miles.  He  could  be  put  into  the 
labor  battalion  for  the  line  of  communication 
work.  The  pads  which  are  called  Cook's 
wedge,  Robert  Jones  was  responsible  for.  The 
heel  is  carried  forward  on  the  inside.  They 
give  wonderful  service.  In  regard  to  the  ques- 
tion of  curing  flat  foot, — many  men  come  into 
the  camp  with  muscularly  weak  feet.  The  drill 
was  made  too  hard  at  the  beginning  and  car- 
ried too  far,  with  the  result  that  the  feet  give 
way.  A  little  more  judgment  in  the  early 
stages  of  the  training  would  eliminate  much 
foot  strain.  In  regard  to  the  reconstruction 
company,  it  was  noticeable  when  many  men 
were  drilling  that  the  drill  sergeant  made  them 
place  the  feet  at  an  angle  of  45°,  although  it  was 
more  often  at  90°.  He  thought  the  Associa- 
tion should  make  its  opinion  known  that  this 
angle  of  placing  the  feet  was  a  very  bad  one. 
The  position  of  attention  should  be  with  the 
feet  parallel,  instead  of  at  45°. 

Dr.  Myers  said  that  there  was  a  point  to  be 
observed  in  regard  to  the  short  tendon  of 
Achilles.  It  would  be  well  to  consider 
whether  a  flat  foot  could  be  improved  by  exer- 
cise or  would  continue  flat.  A  very  short  ten- 
don indicated  hypertrophy  of  the  calf  muscles, 
and  exercise  would  increase  the  difficulty. 
With  the  anterior  muscle  exercise  would  be- 
more  beneficial. 

Major  J.  Ridlon,  M.R.C.,  said  that  during 
four  months'  supervision  of  various  camps  he 
had  been  led  to  form  certain  conclusions.  The 
question  was,  what  flat  feet  should  be  rejected 
by  the  examination  boards?  The  answer  was 
that  all  rigid  feet  should  be  rejected.  All  flex- 
ible feet,  so  far  as  arches  went,  should  be  ac- 
cepted. As  to  the  short  Achilles  tendon,  if  not 
actively  painful,  they  could  be  compensated  in 
two  ways, — a  stiff  shank  could  be  worn  so  that 
there  was  no  motion  between  the  os  calcis  and 
ball  of  the  foot,  and  the  other  way  is  to  raise 
the  heel  of  the  shoe.  The  question  as  to  what 
operations  should  be  done  on  recruits  to  make 
them  fit  for  service,  should  be  answered  by  say- 
ing that  no  operations  should  be  performed. 
Every  soldier  sworn  into  service  who  was  com- 
pelled to  submit  to  operation,  had  a  positive 
ground  of  complaint  against  the  Government 
because  he  submitted  to  an  operation  for  disa- 
bility, in  the  line  of  duty.  The  key  of  the 
whole  foot  problem  was  in  the  intelligent,  pa- 
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tient,  persistent  attitude  on  the  part  of  the  or- 
thopedic man  with  the  line  officer.  Most  line 
officers  with  whom  the  speaker  had  come  in 
contact  were  men  of  the  Regular  Army,  and 
these  men  had  not  much  consideration  for  sur- 
geons in  the  Regular  Army.  They  had  to  be 
taught  that  the  Medical  Reserve  man  was  dif- 
ferent from  the  Regular  Army  surgeon.  After 
a  while,  when  they  want  good  service,  they  are 
apt  to  go  to  the  Medical  Reserve  man.  Until 
the  line  officer  is  convinced  that  the  Medical  Re- 
serve officer  is  able  to  make  the  men  efficient, 
to  do  things  that  have  not  been  done  before, 
the  medical  officer  is  up  against  a  hard  propo- 
sition. 

Major  Ryeeson,  M.R.C.,  said  he  felt  that  not 
enough  had  been  said  about  traumatism  of  the 
foot  due  to  arthritis.  Many  cases  were  seen 
with  no  true  static  trouble.  There  were  some 
cases  in  which  the  patient  should  be  operated 
on  if  nothing  foolish  was  done.  Simply  to  re- 
move the  part  of  the  metatarsal  head  that  was 
causing  the  trouble,  by  chiseling  off  the  inner 
side,  the  foot  would  still  be  extremely  useful. 
The  foot  would  be  normal  within  three  weeks. 
In  camps  it  was  not  often  easy  to  get  proper 
shoe-making  material.  If  possible  to  get  it 
properly  done,  a  projection  of  the  heel  on  the 
inner  side  would  help  in  many  cases.  The  ex- 
perience of  the  Allies  would  not  be  thrown 
away  on  American  army  officers.  The  order 
had  recently  been  sent  to  camps  that  no  opera- 
tions should  be  done  for  derangement  of  the 
knee  joint,  for  hallux  valgus,  etc. 

De.  H.  P.  H.  Galloway  said  he  had  listened 
with  a  certain  degree  of  amazement  to  the  ac- 
count of  efforts  made  for  the  salvage  of  phys- 
ically imperfect  men.  He  was  glad  to  hear 
Colonel  Starr  speak  of  the  Canadian  viewpoint 
in  this  matter.  Canada  had  sent  100,000  sol- 
diers and  had  made  nothing  like  the  attempts 
at  reclamation  which  had  developed  already  in 
the  United  States  Army  to  fit  the  men  for 
service  abroad.  Men  operated  on  to  make  them 
fit  for  service  in  the  front  line  would  in  time 
be  found  liabilities  rather  than  assets.'  Posi- 
tions should  be  found  for  these  men  in  the 
Army  where  there  would  be  comparatively  lit- 
tle demand  upon  their  marching  capacity. 

Captain  H.  Lewin,  M.R.C.,  said  that  at 
Camp  Grant  among  the  men  he  had  come 
across  a  chiropodist  and  a  masseur.   He  had  at 


first  feared  that  these  two  individuals  would 
give  themselves  airs,  but  he  found  that  they 
were  very  helpful,  and  that  the  best  thing  he 
ever  did  was  to  take  them  under  his  direction. 
The  chiropodist  taught  him  many  useful  hints 
in  regard  to  putting  pads  on  the  foot,  and  a 
preparation  called  Griswold  salve,  for  sticking 
the  pad  in  place  just  where  it  was  wanted.  At 
Camp  Taylor  there  was'  neither  chiropodist  nor 
masseur,  and  he  would  have  been  glad  of  their 
services.  The  men  had  been  glad  to  have  the 
Jones  heel  put  on  their  shoes.  They  had  to 
pay  one  dollar  to  get  this  done.  In  regard  to 
the  making  of  flat  feet  by  too  strenuous  drill, 
there  was  another  point  to  be  noticed.  Men  in 
hospital  with  grippe  and  tonsillitis  were  al- 
lowed to  walk  around  all  day  in  slippers.  This 
was  at  a  time  when  all  the  bony  tissues  were 
relaxed  from  recent  infection  and  there  was  no 
support  for  the  foot.  This  was  extremely  un- 
desirable. He  had  always  insisted  that  the 
regular  shoes  be  sent  over  and  the  necessary 
support  thus  given.  Another  point  was  that 
soldiers  put  on  foot  exercise  should  be  care- 
fully supervised.  Many  times  they  did  the  ex- 
ercises absolutely  wrong,  and  more  harm  than 
good  resulted.  In  regard  to  malingering,  he 
had  seen  one  man  who  had  declared  that  he 
could  not  bend  his  leg  for  fourteen  months. 
He  was  put  under  anesthesia  and  the  leg  easily 
flexed.  A  cast  was  put  on  under  the  anesthetic. 
The  man  was  sent  back  to  full  duty  in  seven 
days. 

Captain  Maeshall,  M.R.C.,  said  that  the 
malingerer  was  a  bad  class  of  individual  to  deal 
with.  Very  often  the  medical  officer  was  posi- 
tive that  there  was  nothing  wrong  and  yet 
it  was  very  difficult  to  prove.  These  persons 
were  often  of  very  low  order  of  intelligence. 
One  point  he  thought  should  be  brought  to  at- 
tention of  the  line  officers.  At  Camp  Taylor 
he  had  noticed  that  the  new  recruits  were  put 
on  forty  hours'  drill  before  they  were  fitted 
with  army  shoes,  or  when  they  had  just  been 
given  new  shoes.  This  was  a  very  likely  cause 
of  disability.  Anyone  who  had  worn  new  shoes 
for  one  day  would  know  that  it  would  be  a 
very  hard  matter  to  wear  them  for  many  hours 
of  drill.  This  poor  arrangement  was  carried 
on  at  the  same  time  as  the  inoculations  against 
typhoid,  smallpox,  etc.  The  men  were  suffer- 
ing from  fever  or  malaise  of  more  or  less  se- 
verity.   Such  procedures  were  contrary  to  all 
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good  orthopedic  measures.  In  regard  to  the 
alignment  of  the  foot,  good  results  were  se- 
cured by  raising  the  inside  of  the  heel,  and 
thus  placing  it  in  better  relation  with  the  os 
calcis  and  the  tibia.  At  Camp  Johnson  there 
were  a  number  of  men  on  service  in  the  quar- 
termaster's department.  These  men  did  not  re- 
quire a  high  degree  of  foot  efficiency  and  were 
able  to  earn-  on  such  duties  perfectly  well.  In 
regard  to  the  camp  cobbler, — often  one  was  not 
obtainable.  At  Camp  Taylor  the  services  of  a 
carpenter  had  been  found  quite  efficient.  The 
work  was  not  very  ornamental,  but  it  had  been 
the  mean  of  relieving  a  number  of  trying  foot 
conditions. 

Major  S.  C.  Baldwin,  M.R.C.,  said  that  he 
could  not  agree  with  some  of  the  statements 
that  had  been  made.  He  said  that  the  Surgeon- 
General's  Office  kept  the  chiropodist  where  he 
belonged, — in  the  background.  These  men  had 
been  trying  to  get  in.  Even  if  Captain  Lewin 
had  learned  something  from  them,  he  did  not 
need  to  tell  where  he  had  learned  it.  A  few 
osteopaths  had  been  found  in  the  camps,  but 
if  they  were  going  to  have  massage  they  should 
insist  on  the  right  kind  of  massage.  He  agreed 
with  Colonel  Starr  that  one  could  not  make 
good  soldiers  out  of  men  with  bad  feet,  but  it 
was  necessary  to  give  them  what  treatment  one 
could.  He  could  not  agree  with  Major  Cor- 
busier.  who  objected  to  supporting  the  long 
arch  of  the  foot  and  yet  supporting  the  trans- 
verse arch.  If  the  longitudinal  arch  should  not 
be  supported,  why  should  the  transverse?  Both 
would  weaken  the  muscles.  Robert  Jones  feels 
that  in  paralysis  of  the  extensors  the  arch 
should  be  supported  all  the  time.  When  the 
tendons  that  support  the  ligaments  are  too 
long  the  tissues  never  regain  tone  when  re- 
laxed. In  his  opinion.  Major  Baldwin  said,  the 
thing  to  do  was  to  give  more  treatment  and  use 
such  supports  as  would  keep  the  arches  up 
until  strong  enough  to  be  given  more  weight 
and  tension.  This  could  be  done  by  giving 
more  exercises  and  baths  and  keeping  the  foot 
in  a  correct  position.  The  support  should  not 
be  under  the  heads  of  the  metatarsal  arch: 
they  should  be  back  of  the  heads  of  the  meta- 
tarsals. This  would  give  support  without  irri- 
tation of  the  joints.  One  could  not  make  first- 
class  front  line  soldiers  out  of  foot  inefficients. 
but  one  could  make  men  who  could  do  useful 
work  in  other  directions.    It  took  time  to  get 


back  tone  to  stretched  ligaments,  but  support, 
exercise  and  massage  would  accomplish  this 
end,  if  properly  applied. 

Dr.  I.  Xathax  said  that  he  had  never  seen 
men  with  relaxed  feet,  that  is,  those  where  the 
ligaments  and  muscles  had  been  stretched,  who 
were  able  again  to  use  their  feet  as  the  normal 
person  does. 

Dr.  C.  Riley  said  that  in  the  examining 
boards  they  had  been  putting  flat  feet  into 
Class  C.  The  direction  of  the  os  calcis  should 
be  considered.  It  should  be  slightly  upward, 
forward  and  outward,  and  if  the  direction 
were  turned  another  way  there  would  be 
trouble.  In  the  Munson  shoe  the  depression  of 
the  heel  is  deep  on  the  inside  instead  of  the 
outside.  The  ball  of  the  foot  sinks  deepest. 
To  get  a  good  shoe  the  last  must  be  made  that 
way.  Care  and  attention  should  be  paid  to 
the  making  of  the  last.  Men  often  had  arches 
too  long  for  the  shoes  they  were  wearing.  It 
would  be  worth  while  for  orthopedic  men  to 
get  together  and  follow  out  the  methods  of 
Cook  and  "Whitman.  This  would  eliminate 
trouble  and  the  making  of  so  many  shoes  that 
had  to  be  fixed  over. 

Dr.  M.  J.  Lewix  of  Xew  York  asked  to  be  al- 
lowed to  address  the  members  on  the  subject  of 
chiropody.  He  stated  that  he  was  the  head  of 
the  Chiropodists'  Institute  of  Xew  York,  and 
would  ask  the  members  to  recognize  the  work 
they  were  doing. 

Major  "Whitbeck  said  that  the  work  of  caring 
for  the  feet  of  the  men  in  camp  was  now  well 
coordinated.  The  question  of  operations  was 
settled  by  the  last  order  from  the  Surgeon- 
General's  Office. 

Dr.  Johx  Porter  said  he  had  seen  men  with 
flat  feet  who  were  discharged,  although  they 
had  perfectly  strong  feet.  He  recalled  the 
story  of  a  mountaineer  who  had  gone  to  the 
camp  to  enlist  and  was  turned  down  because  he 
had  flat  feet.  He  complained  bitterly  at  this 
decision  and  said  that  he  had  walked  120  miles 
to  enlist  and  did  not  want  to  have  to  walk  back 
again. 

Major  "VThttbeck  said  that  there  had  been 
difficulties  in  the  pioneer  work,  but  that  now  the 
men  chosen  were  able  to  stand  the  marches 
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well.  The  question  as  to  what  cases  to  accept 
and  what  not  to  accept  was  still  a  debatable  one. 
Judgment  must  be  used  to  determine  what  men 
were  fit  for  front  line  work.  Those  who  were 
not  should  still  be  able  to  give  efficient  service 
to  the  Government  in  some  capacity. 

Major  H.  Cobbusier  said  that  he  would  rec- 
ommend putting  all  doubtful  cases  into  the  re- 
construction camp.  Without  this  test  it  was  ab- 
solutely impossible  to  tell  whether  a  man  would 
be  fit  or  not.  That  was  a  true  story  told  by 
Dr.  Porter.  He  had  heard  it  down  South  too. 
According  to  regulations,  one  should  not  accept 
cases  of  subluxation  of  the  foot,  but  one  fmould 
find  out  if  the  man  has  symptoms  or  not.  The 
suspected  case  should  go  into  training  camp. 
His  psychology  should  be  studied.  Their  Cana- 
dian friend  said,  "don't  try  and  salvage  men," 
but  if  one  excluded  men  for  flat  foot  it  would 
have  a  bad  moral  effect.  Such  a  man  should 
be  put  into  training  to  see  what  he  was  fit  for. 
All  kinds  came  to  the  camp,  even  one  case  of 
peg-leg,  who  had  been  examined  on  one  side 
only!  Sixty -five  per  cent,  of  these  men  could 
be  saved.  The  ability  to  march  was  the  final 
test.  The  rest  of  the  men  could  be  made  to 
work  on  selective  duty.  In  regard  to  support- 
ing the  longitudinal  arch,  it  was  necessary  to 
guide  the  foot  and  put  it  back  into  proper 
position  for  weight-bearing  function.  The 
transverse  arch  should  also  be  supported  to 
some  extent. 

Majob  Rugh  said  that  the  transverse  arch 
condition  was  extremely  rare.  Corns  and  cal- 
losities would  disappear  when  proper  shoes 
were  fitted,  and  the  chiropodist  was  not  neces- 
sary. In  regard  to  the  special  reconstruction 
sections,  it  was  necessary  for  the  orthopedic 
men  to  instruct  the  officers  how  to  drill  the 
men.  In  France  there  were  no  men  and  there 
was  no  time  to  take  care  of  the  feet.  The  men 
would  suffer  if  the  regular  officers  did  not  un- 
derstand these  questions.  The  safest  rule  to  ob- 
serve is  to  catch  the  case  before  it  breaks 
down.  The  potential  weak  foot  must  be  discov- 
ered and  trained. 

Major  J.  P.  Lord  said  that  he  thought  opera- 
tion had  been  over-criticized.  Comparatively 
little  had  been  done,  but  the  men  had  been  able 
to  go  back  to  full  line  duty.  This  was  before 
the  recent  order  prohibiting  operations.  One 
objection  to  operation  was  that  it  gave  the  ma- 


lingerer the  upper  hand.  Hard  reconstruction 
training  was  the  best  way  to  deal  with  these 
men. 

Dr.  John  Porter  asked  for  a  vote  of  thanks 
from  the  meeting  for  the  cooperation  from  the 
Surgeon-General's  Office,  without  which  the 
success  of  the  meeting  could  not  have  been 
attained.  This  was  seconded  and  unanimously 
carried.  There  being  no  further  business,  the 
meeting  adjourned. 


NEW  ENGLAND  PEDIATRIC  SOCIETY. 

The  fifty-first  meeting  of  the  New  England 
Pediatric  Society  was  held  at  the  Boston  Med- 
ical Library,  on  Feb.  1,  1918,  at  8.15  p.m. 

Dr.  Charles  Hunter  Dunn  of  Boston  in  chair. 

The  following  papers  were  read : 

1.  President's  Address — "Tuberculosis  in 
Infancy,"  Charles  H.  Dunn,  M.D.,  Boston. 

2.  "Clinical  Spasmophilia,"  W.  W.  How- 
ell, M.D.,  Boston. 

3.  "Experimental  Studies  on  Growth  after 
Feeding  Certain  Ductless  Glands,"  Warren  R. 
Sisson,  M.D.,  Boston. 

Light  refreshments  were  served  after  the 
meeting. 

DISCUSSION. 

Dr.  F.  B.  Talbot  (Dr.  Sisson 's  paper) :  I 
would  like  to  say  in  this  connection  that  Dr. 
Sisson  has  brought  to  our  attention  one  of  the 
most  interesting  and  most  important  phases  of 
the  advance  of  pediatrics.  The  question  of 
growth  is  negative  in  the  part  of  the  paper  he 
presents,  but  I  have  no  doubt  he  could  have 
gone  on  to  tell  us  more  and  more  about  the 
growth  and  the  effect  of  water-soluble  and  fat- 
soluble  elements,  which  are  so  important  for 
growth.  I  expect,  as  time  goes  on,  all  of  us  will 
be  talking  and  reading  papers  on  this  advanced 
phase  of  pediatries. 

Dr.  F.  B.  Talbot  (Dr.  W.  W.  Howell's  pa- 
per) :  I  think  Dr.  Howell's  paper  is  very  in- 
teresting and  instructive.  I  agree  in  general 
with  what  Dr.  Howell  says,  in  that  the  exciting 
cause  must  be  found  out.  I  do  not  agree  with 
him  in  the  impression  that  he  gives  that  the 
metabolism  has  nothing  to  do  with  it.  I  have 
seen  instances  in  which  the  spasmophilic  symp- 
toms were  brought  on  by  an  over-dosage  of  so- 
dium salts  and  stopped  almost  immediately  by 
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the  subcutaneous  injection  of  magnesium  salts. 
I  believe  the  salts  are  intimately  connected  with 
spasmophilia. 

I  think  Dr.  Howell  would  be  interested  in 
Dr.  Brown's  article  on  clinical  observations  of 
Canadian  babies.  He  noticed  that  when  a  baby 
had  spasmophilia  he  usually  was  constipated, 
and  that  when  he  had  diarrhea  these  symp- 
toms were  absent.  This  fits  in  very  well  with 
the  theory  that  sodium  and  potassium  salts 
have  a  very  definite  connection  with  the  spas- 
mophilic symptoms. 

T  have  seen  the  same  symptoms  come  almost 
immediately  from  the  use  of  potassium  or  po- 
tassium citrate  in  pyelitis  and  disappear  with 
the  use  of  calcium,  without  any  change  in  the 
progress  of  the  pyelitis.  Of  course  pyelitis  is  a 
disease  which  takes  months  and  months  to  cure, 
but  these  symptoms  were  cured  in  a  few  hours, 
so,  in  that  respect,  T  disagree  with  the  conclu- 
sions. 

Dr.  Smith  (Dr.  Howell's  paper)  :  T  would 
like  to  ask  Dr.  Howell  one  or  two  questions. 
First,  what  kind  of  calcium  did  you  use?  Sec- 
ond, how  much  was  given? 

T  have  seen  considerably  fewer  cases  of  spas- 
mophilia than  Dr.  Howell,  and  I  imagine  T 
have  been  particularly  fortunate  in  the  results 
from  calcium  and  phosphorus  and  cod  liver 
oil.  T  have  not  yet  seen  a  patient  who  did  not 
respond  favorably  to  that  method  of  treatment. 

One  child  T  saw  had  typical  attacks  of  spas- 
mophilia which  came  on  without  any  apparent 
cause  that  T  could  discover.  T  advised  phos- 
phorus and  cod  liver  oil,  and  in  forty-eight 
hours  the  symptoms  had  entirely  disappeared. 

T  have  another  child  in  mind  whom  T  saw 
several  times  in  three  successive  attacks.  The 
first  attack  was  cured  by  the  giving  of  breast 
milk;  the  second  and  third  attacks  were  cured 
with  phosphorus  and  cod  liver  oil. 

It  seems  to  me  there  is  more  to  be  said  of  the 
cure  by  drug  therapy  than  Dr.  Howell  recog- 
nizes in  his  paper.  T  agree  with  him  that  it  is 
extremely  importanl  to  continue  searching  for 
the  exciting  cause  of  the  condition. 

Dr.  Howell  (in  closing)  :  Question.  What 
kind  of  calcium  did  you  use?  Answer.  We  used 
tri-basic  calcium  phosphate  in  cod  liver  oil, 
calcium  lactate  and  calcium  chloride. 

Question.  How  much  was  given  ?  Answer. 
We  gave  it  in  small  and  large  doses,  up  to  75 
grains  of  calcium  chloride  daily. 


Since  Dr.  Smith  has  brought  up  the  question 
of  treatment,  1  must  confess  that  at  first  I  was 
rather  enthusiastic  about  the  ns»  of  calcium, 
but  it  fell  down  so  many  times  that  I  have 
rather  lost  faith  in  it.  Babies  would  have 
manifest  signs,  even  when  the  calcium  was  be- 
ing given. 


Sunk  Sfutftoa. 


Medical  War  Manuals,  Nos.  1,  2  and  3.  Phila- 
delphia and  New  York:  Lea  and  Febiger. 
1918. 

These  form  a  set  of  useful  little  books  which 
should  prove  of  immense  service  to  medical  of- 
ficers in  the  present  war.  The  books  are  small, 
of  a  size  to  be  conveniently  carried  in  the  pock- 
et of  a  uniform,  and  furnish  valuable  data  to 
medical  officers  face  to  face  with  actual  war 
conditions. 

Medical  War  Manual  No.  1,  "Sanitation  for 
Medical  Officers."  By  Edward  B.  Veddkr, 
M.D.,  Lieutenant-Colonel  Medical  Corps,  U.S.A. 
This  is  a  guide  for  sanitary  work  in  the  Army. 
As  far  as  possible  the  information  has  been 
made  official  by  the  inclusion  of  sanitary  orders 
and  circulai's  bearing  on  the  topics  discussed. 
The  hook  covers  sanitation  on  the  march,  in 
camp,  in  the  trenches,  and  on  the  battlefield; 
gives  information  about  insects  concerned  in  the 
transmission  of  disease,  and  tells  how  to  guard 
against  their  breeding;  it  deals  also  with  trans- 
missible diseases  and  presents  the  most  recent 
knowledge  concerning  the  etiology  and  trans- 
mission of  the  disease  in  question,  with  all  infor- 
mation necessary  upon  which  to  base  a  sanitary 
campaign  for  its  control. 

Medical  War  Manual  No.  2,  "Notes  for  Med- 
ical Army  Officers."  By  Lt.-Col.  T.  II.  Good- 
win, R.A.M.C.,  with  an  introductory  note  by 
Surgeon-General  William  C.  Gorgas,  U.S.A. 
This  book  deals  with  the  general  problems  which 
a  medical  officer  will  encounter  on  the  Western 
Front.  The  first  section  of  the  book  is  devoted 
to  the  Organization  and  Administration  of  the 
British  Army,  with  special  reference  to  the  med- 
ical services,  how  the  wounded  are  cared  for. 
duties  of  medical  officers  behind  the  lines  and  in 
battle.  The  second  section  gives  general  infor- 
mation about  War  Surgery,  treats  the  various 
kinds  of  injuries  and  their  care.  The  third  sec- 
tion deals  with  Sanitation  in  War.  as  regards 
the  sanitary  units  in  the  field.  Quoting  from 
the  Foreword  of  Surgeon-General  Gorgas : 
"These  'Notes  for  Army  Medical  Officers'  are 
based  upon  the  long  practical  experience  of  the 
distinguished  author  at  the  front,  and  include 
much  information  which  will  lie  of  the  greatest, 
value  to  members  of  our  Medical  Service  as  they 
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go  abroad  on  active  duty  with  troops  in 
France. ' ' 

Medical  War  Manual  No.  3,  "Military  Oph- 
thalmic Surgery."  By  Allan  Greenwood. 
M.D.,  Major,  M.R.C.,  U.S.A. ;  including  a  chap- 
ter on  Trachoma  and  Other  Contagious  Con- 
junctival Diseases,  by  G.  E.  deSohweinttz. 
M.D.,  and  one  by  Walter  R.  Parker,  M.D.,  on 
Ocular  Malingering.  This  book  has  been  com- 
piled with  the  idea  of  providing,  in  a  condensed 
form,  suggestons  that  may  be  helpful  to  medical 
officers  who  have  to  deal  with  the  special  oph- 
thalmic problems  which  arise  in  the  daily  rou- 
tine of  active  army  medical  work,  especially  in 
the  dressing  stations  and  hospitals  throughout 
the  war  zone.  It  is  not  a  complete  treatise  on 
ophthalmic  surgery,  but  deals  with  the  problems 
which  will  confront  the  war  surgeon.  The  chap- 
ters concerning  trachoma  and  the  danger  of  its 
spreading  through  an  entire  army,  and  the 
tendency  of  recruits  to  malinger  in  physical  ex- 
amination, are  of  much  interest. 

The  Institutional  Care  of  the  Insane  in  the 
United  States  and  Canada.  By  Henry  M. 
Hurd,  William  F.  Drewry,  Richard  Dewey, 
Charles  W.  Pilgrim,  G.  Alder  Bloomer. 
and  T.  J.  W.  Burgess.  Edited  by  Henry  M. 
Hurd,  M.D.,  LL.D.  Vol.  I.  Baltimore:  The 
Johns  Hopkins  Press. 

This  extremely  valuable  and  careful  history 
of  a  great  subject  is  a  book  of  more  than  passing 
interest;  and  it  is  a  great  credit  to  the  American 
Medico-Psychological  Association  that  it  should 
have  undertaken  and  fostered  the  production  of 
such  a  history,  no  less  than  that  among  its  mem- 
bers should  be  found  a  body  of  men,  both  able 
and  willing  to  carry  out  the  immense  labor  in- 
volved. The  volume  which  has  now  been  pub- 
lished shows  not  only  evidence  of  careful  re- 
search in  the  vast  array  of  facts  that  are  here 
preserved,  but  evidence  of  careful  editing  in 
the  presentation  of  these  facts.  There  is  a  unity 
to  the  whole,  and  a  notable  lack  of  repetition 
that  is  the  certain  proof  of  the  care  and  skill 
with  which  this  part  of  the  work  has  been  done. 

This  volume  will  well  repay  anyone  for  the 
time  required  for  a  careful  reading,  and  among 
the  topics  treated,  the  chapters  on  the  early  leg- 
isolation  for  the  insane,  the  development  and  ex- 
tension of  methods  of  treatment,  and  that  on 
training  of  nurses  and  attendants  are,  perhaps, 
especially  noteworthy :  but  the  exceedingly  clear 
account,  in  spite  of  its  condensation,  of  the 
philanthropic  work  of  Miss  Dix  will  probably 
attract  the  attention  of  more  readers  than  the 
chapters  on  the  more  strictly  medical  aspects 
of  the  subject.  The  chapters  on  the  laws  in 
relation  to  the  care  and  commitment  of  the  in- 
sane, the  one  on  insanity  among  the  negroes, 
Indians,  Chinese,  and  Japanese  in  the  United 
States,  and  that  on  the  statistics  of  insanity, 


|  show  the  care  with  which  various  aspects  of  the 
great  problem  of  mental  disease  have  been  con- 
sidered. 

An  Intermediate  Textbook  of  Physiologirnl 
Chemistry  with  Experiments.  By  C.  J.  V. 
Pettibone,  Ph.D.  C.  V.  Mosby  and  Com- 
pany. 1917. 

This  book  presents  a  rather  disappointing  at- 
tempt to  express  modern  physiological  chemistry 
briefly  and  easily.  To  this  end  there  is  entire 
omission  of  debatable  material,  and  with  this 
omission  one  feels  that  stimulation  and  sug- 
gestiveness  have  also  gone.  It  is  hard  to  pic- 
ture the  group  of  students  for  whom  the  book  is 
intended.  If  medical,  far  too  little  is  given :  if 
collegiate  and  in  preparation  for  medicine,  it 
would  seem  that  the  time  could  be  better  spenf 
in  more  fundamental  general  chemistry. 

The  first  part  gives  a  twelve-chapter  summary 
of  current  ideas  upon  the  general  composition 
of  foods,  the  mechanism  of  digestion,  absorption 
and  excretion.  The  second  part  consists  of  lab- 
oratory exercises  of  simple  nature  which  are 
well  selected  and  well  described,  but  would  re- 
quire considerable  elaboration  if  used  with 
medical  classes.  Omission  of  recent  micro- 
chemical  methods  is  necessary  in  a  book  of  this" 
character  and  rather  definitely  precludes  its  use 
for  reference  by  hospital  workers. 

Urology:  Diseases  of  the  Urinary  Organs;  Dis- 
eases of  the  Male  Genital  Organs;  The  Vene- 
real Diseases.  By  Edward  L.  Keyes,  Jr., 
M.D.,  Ph.D.;  Professor  of  Urology,  Cornell 
University  Medical  College ;  Surgeon  to  St. 
Vincent's,  and  Urologist  to  Bellevue  Hos- 
pital. With  two  hundred  and  four  illustra- 
tions in  the  text  and  eighteen  plates,  four  of 
which  are  colored.  New  York  and  London : 
D.  Appleton  and  Company.  1917. 

The  Van  Buren  and  Keyes  textbook,  pub- 
lished in  1874,  was  generally  considered,  and 
was,  undoubtedly,  the  best  book  of  its  kind  in 
the  English  language.  The  present  book,  the 
third  in  line  following  it,  contains  in  its  nine 
hundred  pages  an  excellent  and  complete  sum- 
mary of  the  present-day  knowledge  of  matters 
pertaining  to  genito-urinary  surgery  and  the 
venereal  diseases.  Recent  advances,  as  the 
younger  Keyes  states  in  his  preface  to  the  pres- 
ent volume,  have  largely  destroyed  the  scientific 
value  of  the  preceding  ones,  and  this  book  is  in 
great  part  new.  The  sections  devoted  to 
Cystoscopy,  Radiography,  Penal  Function  Test. 
Renal  Infections  and  Tuberculosis  are  new.  The 
book,  as  a  whole,  is  of  gr  eater  clinical  value 
than  its  predecessor,  not  only  because  it  contains 
the  more  recent  knowledge  on  these  subjects,  but 
because  its  author's  increased  maturity  and  ex- 
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perience  have  enabled  him  to  put  more  of  him- 
self and  his  own  work  into  it.  Adequate  experi- 
ence, a  keen  appreciation  of  the  perspectives  and 
relative  values  of  its  many  subjects,  expressed  in 
strong,  vigorous  language,  make  this  volume  a 
satisfactory  textbook  and,  what  is  much  more 
rare,  a  pleasure  to  read.  The  illustrations  are 
many  and,  for  the  most,  part,  new.  The  publish- 
er's work  is  well  done.  All  in  all,  the  book  is 
worthy  of  its  dedication.  It  comes  from  the  pen 
of  a  son  to  his  able  and  learned  predecessor, 
his  "beloved  father." 

Common  Diseases  of  the  Male  Urethra.  Being  a 
Course  of  Lectures  Delivered  at  the  London  Hos- 
pital. By  Frank  Kidd,  M.B.,  B.C.  (Cantab.); 
F.R.C.S.,  Eng.;  Assistant  Surgeon,  London  Hos- 
pital; Surgeon  in  Charge  of  Genito-Urinary  De- 
partment, London  Hospital;  Member  of  the  In- 
ternational Association  of  Urology;  Membre  de 
lAssociation  Frangaise  d'Urologie;  Member  of 
the  Medical  and  Military  Committees  of  the  Na- 
tional Council  for  Combating  Venereal  Diseases. 
With  an  Additional  Lecture  on  the  Clinical  Pa- 
thology of  Urethritis.  By  Dr.  Philip  Panton, 
Clinical  Pathologist,  London  Hospital.  With 
many  illustrations.  London,  New  York,  Bombay, 
Calcutta  and  Madras:  Longmans,  Green  and 
Company.  1917. 

This  book  contains  six  lectures  delivered  at  the 
London  Hospital  by  the  author,  including  one  on 
the  Clinical  Pathology  of  Urethritis  by  Dr.  P.  N. 
Panton,  Clinical  Pathologist  to  that  Hospital.  It 
also  includes  various  appendices  which  concern 
themselves  with  clinical  matters  pertaining  to  the 
study  and  the  care  of  venereal  disease.  The  book 
is  quite  apart  from  the  ordinary  run  of  small  man- 
uals and  quiz  compends  so  frequently  published.  It 
attains  real  authority  and  distinction  from  the  rec- 
ognized position  and  attainment  of  its  authors,  and 
also  from  the  excellent  work  of  its  publishers.  It  is 
a  small  book,  worthy  of  a  place  in  any  surgeon's 
library. 

Collected  Papers  of  the  Mayo  Clinic.  Rochester, 
Minnesota.  Edited  by  Mrs.  M.  H.  Mellish. 
Vol.  8.  1916.  Philadelphia  and  London:  W.  B. 
Saunders  Company.  1917. 

The  1916  volume  from  the  Mayo  Clinic  contains 
about  one  thousand  pages  and  one  hundred  mono- 
graphs by  forty-two  contributors.  The  former  clas- 
sification is  followed,  and  the  volume  is  uniform 
with  those  of  previous  years. 

Prominent  among  the  very  large  number  of 
monographs  of  general  surgical  interest  are  those 
upon  syphilis  and  tuberculosis  of  the  stomach; 
splenectomy:  its  indications,  limitations  and  tech- 
nic, is  likewise  treated  in  a  most  thorough  and  sat- 
isfactory manner.  The  urogenital  section  is  also 
exceptionally  good.    But  it  is  fruitless  to  endeavor 


to  single  out  individual  parts,  when  the  whole  is 
so  admirable. 

The  illuminations  are,  as  usual,  entirely  beyond 
adverse  criticism.  We  notice  that  some  mono- 
graphs are  still  without  conclusions  in  the  writer's 
own  words — a  small  but  definite  lack. 

There  is  included  in  the  volume  a  brief  but 
most  cordial  appreciation  of  Dr.  John  B.  Murphy, 
written  by  Dr.  William  Mayo;  also  a  memorial 
notice  of  Dr.  Emil  Beckman.  Everyone  who  knew 
Dr.  Beckman,  still  a  young  man  of  forty-four  at  the 
time  of  his  most  unfortunate  and  unexpected 
death,  will  join  in  the  warm  tribute  paid  to  him. 
His  was  a  quiet  but  forceful  nature;  he  was  a  kind 
and  attentive  host,  an  eager  student  and  a  skilful 
operator.  The  Mayo  Clinic,  his  friends  and  his 
family,  have  lost  one  whom  they  loved  much  in  pro- 
portion to  the  degree  which  they  were  privileged  to 
know  him. 

Notes  on  the  Causation  of  Cancer.    By  The 
Honorable  Rollo  Russei-l.    London :  Long 
mans,  Green  and  Company. 

This  monograph  is  another  of  the  type  pro- 
duced by  laymen,  of  scientific  and  humanitarian 
interest  in  the  study  and  control  of  disease.  It 
is  based  on  the  theory  that  the  cause  of  all  can- 
cer is  to  be  found  in  dietetic  errors,  either  caus- 
ing local  irritation  of  the  gastro-intestinal  tract, 
or  diffuse  irritation  from  the  absorption  or 
elimination  of  toxic  substances.  Statistics  of 
cancer  are  investigated  and  interpreted  to  sup- 
port this  hypothesis.  The  author  does  not  deny, 
however,  that  other  forms  of  superficial  me- 
chanical irritation  also  produce'  cancer.  In  a 
preface,  Dr.  F.  Dawtrey  Drewitt  comments  on 
the  intense  and  earnest  scientific  spirit  of  the 
author,  and  the  great  misfortunte  of  his  death 
just  before  the  publication  of  his  book,  which 
has  been  completed  by  Mrs.  Russell.  Though 
doubtless  not  conclusive,  such  a  work  is  of  value 
as  a  contribution  to  the  study  and  ultimate  solu- 
tion of  the  great  problem. 

The  Intensive  Treatment  of  Syphilis  and  Loco- 
motor Ataxia  by  Aachen  Methods.  By  Reginald 
Hayes,  M.R.C.S.,  etc.  Second  edition;  revised. 
London:  Bailliere,  Tindall  and  Cox.  1917. 

The  aim  of  this  little  book  is  to  emphasize  the 
value  of  the  treatment  of  syphilis  by  the  inunction 
method  as  practised  at  Aaohen,  although  the  author 
states  in  his  preface  that  inunction  of  mercury 
must  not  be  regarded  in  any  way  as  a  rival  of  the 
injection  of  salvarsan.  As  to  the  latter  method, 
the  present  edition  varies  from  the  first,  written 
three  years  ago,  chiefly  in  its  advocacy  of  shorter 
intervals  between  the  salvarsan  injections. 

Much  stress  is  laid  on  the  technic  of  inunction 
as  practised  at  Aachen;  and  the  drinking  of  sul- 
phur water,  together  with  the  employment  of  baths, 
is  regarded  as  of  great  assistance  in  the  cure.  The 
writer  concludes  that  in  the  early  stages  syphilis  is 
best  treated  by  salvarsan  used  in  conjunction  with 
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mercury  intensively  administered.  Later  on,  when 
the  nervous  system  lias  become  affected,  the  arsen- 
ical preparations  do  not  seem  to  be  able  to  affect 
the  parasites  with  any  certainty,  while  mercury 
still  retains  that  power, — and  mercury,  by  sys- 
tematic inunction,  is  by  far  the  most  efficacious 
method.  A  number  of  cases  are  cited  in  detail, 
which  illustrate  the  good  effects  of  inunction  in 
cerebellar  and  spinal  syphilis,  cerebral  gumma, 
early  tabes,  early  general  paralysis,  severe  gastric 
crises,  etc. 

Surgery  and  Diseases  of  the  Mouth  and  Jaws.  A 
Practical  Treatise  on  the  Surgery  and  Diseases 
of  the  Mouth  and  Allied  Structures.  By  Vilray 
Papii\  Blair,  A.M.,  M.D.,  F.A.C.S.,  Professor  of 
Oral  Surgery  in  the  Washington  University  Den- 
tal School,  and  Associate  in  Surgery  in  the 
Washington  University  Medical  School.  Third 
edition.  Revised  so  as  to  incorporate  the  latest 
war  data  concerning  gunshot  injuries  of  the  face 
and  jaws.  Compiled  by  the  Section  of  Surgery  of 
the  Head,  Subsection  of  Plastic  and  Oral  Sur- 
gery, Office  of  the  Surgeon-General  of  the  Army, 
Washington,  D.  C.  With  460  illustrations.  St. 
Louis:  C.  V.  Mosby  Company.  1917. 

In  the  preface  to  the  third  edition  of  this  excel- 
lent work,  Doctor,  now  Major,  Blair  says:  "The 
present  revision  is  mostly  confined  to  the  parts  re- 
lated to  injury  and  sepsis  and  their  treatment,  and 
was  done  by  the  Section  of  Surgery  of  the  Head. 
Subsection  of  Plastic  and  Oral  Surgery,  as  an  ex* 
peditious  method  of  giving,  in  a  correlated  form, 
the  sum  of  the  observations  of  the  many  workers 
abroad,  to  whose  reports  and  recommendations,  pub- 
lished, written  and  verbal,  this  section  had  access. 

These  were  put  forth  in  this  form  because,  on 
the  one  hand,  time  did  not  permit  of  a  full  exposi- 
tion of  the  subject  in  a  special  manual;  while  on 
the  other  it  would  be  of  less  utility  and  somewhat 
awkward  to  attempt  to  present  these  observations 
while  disregarding  the  well-established  principles 
upon  which  they  are  based." 

"The  subject  of  peridental  infections  has  been  re- 
written by  Dr.  Arthur  D.  Black,  of  Chicago,  and 
read  by  Dr.  Thomas  L.  Gilmer.  Most  of  the  illus- 
trations were  furnished  by  Dr.  Black. 

The  chapter  on  local  anesthesia  has  been  revised 
by  the  original  author,  and  that  on  general  anes- 
thesia by  Dr.  Ellis  Fischel.  Because  of  insufficient 
time,  the  other  chapters,  not  referred  to  in  this 
preface,  were  not  revised. 

The  abstracting  of  the  war  literature  and  much 
of  the  assembling  was  done  by  Captain  Robert  H. 
Ivy,  Medical  Reserve  Corps,  of  Milwaukee;  while 
further  reassembling  and  the  reading  of  proof  were 
intrusted  to  Captain  Virgil  Loeb,  Medical  Reserve 
Corps,  of  St.  Louis. 

The  author  has  been  collecting  material  for  years 
for  a  general  revision  of  this  book,  and  certain  mat- 
ters referring  to  the  repair  of  defects  have  been  in- 


cluded in  this  revision,  to  which  have  been  added 
some  recent  observations  on  cancer  of  the  mouth.'- 
These  additions  add  about  one  hundred  pages  to  the 
previous  edition. 

The  book  continues  to  be  the  best  single  volume 
of  moderate  size  that  has  been  written  upon  the  sub- 
ject from  the  standpoint  of  the  surgeon.  It  is 
again  most  cordially  recommended  to  the  profes- 
sion. 

Collected  Papers  of  the  Mayo  Clinic.  Rochester, 
Minnesota.  Edited  by  Mrs.  M.  H.  Mellish. 
Vol.  VII.  Philadelphia  and  London:  W.  B. 
Saunders  Company.  1915. 

The  Mayo  Volume  No.  VII,  which  bears  the 
date  1915  but  was  distributed  during  the  sum- 
mer of  1916,  is  in  the  familiar  size  binding  and 
general  appearance  of  former  years.  Its  thou- 
sand pages  contain  about  ninety  monographs 
written  by  thirty-seven  contributors.  For  the 
first  time,  these  contributors  have  titles  follow- 
ing their  names.  These  titles  include  '"Director 
of  Division  of  Surgery,"  "Professor,'"  "Asso- 
ciate Professor,"  "Assistant  Professor,"  "Mayo 
Foundation  Fellow"  and  "First  Assistant." 
The  titles  are  either  "In  the  Mayo  Clinic"  or 
"On  the  Mayo  Foundation  Graduate  School, 
University  of  Minnesota." 

The  extraordinary  surgical  center,  which  is 
celebrated  the  world  over,  is,  therefore,  no 
longer  simply  a  hospital  or  an  isolated  unit.  It 
is  a  great  clinic,  closely  associated  with  the  med- 
ical department  of  a  great  university,  and  tak- 
ing formal  part  in  the  education,  not  only  of 
practitioners,  as  in  the  past,  but  of  students  also 
in  the  future. 

The  volume  is,  as  usual,  quite  beside  criticism ; 
it  must  be  read  and  studied.  Conclusions  care- 
fully stated  by  the  writers  are  included  in  many 
of  the  monographs,  but  they  are  still  too  often 
lacking.  The  illustrations  are,  of  course,  excel- 
lent in  the  highest  degree.  The  printing  and 
editing  are  admirable.  It  is  entirely  unnecessary 
to  recommend  the  book  to  the  profession. 

A  Treatise  on  Regional  Surgery.  By  various 
authors.  Edited  by  John  Fairbairn  Binnie, 
A.M.,  CM.,  F.A.C.S.,  Kansas  City,  Missouri. 
Vol.  II.  With  213  illustrations.  Philadel- 
phia :  P.  Blakiston 's  Son  and  Company. 

The  second  volume  of  Binnie 's  is  similar  in 
size  to  the  first.  It  covers  the  abdomen,  the 
genito-urinary  system  and  the  spine.  Drs. 
Ochsner,  Mayo,  Morison,  McArthur,  Coffey, 
Judd,  Powers,  Paul,  Haggard,  Lower,  Fenwick, 
Gibson,  Smith,  Thornburn  and  Thomson  are 
contributors  to  the  volume.  The  pleasant  things 
written  of  the  first  volume  apply  in  equal  degree 
to  the  second. 

The  sections  vary  widely  in  length,  as  might 
be  expected.  Haggard  condenses  "Spleen  and 
Adrenals"  into  nine  pages,  five  of  which  are  il- 
lustrations; while  Lower  devotes  ninety  pages  to 
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"The  Kidney  and  Ureter.''  Coffey  contributes 
an  excellent  chapter  (forty  pages)  on  the  pan- 
creas: it  includes  experimental  work  which  is  of 
distinct  value,  and  outlines  what  might  be  de- 
scribed as  the  ultimate  surgery  of  the  pancreas. 
Gibson's  section  of  "Diseases  of  the  Prostate'' 
is  both  concise  and  interesting;  it  is  very  freely 
illustrated. 

In  spite  of  the  workmanlike  character  of  the 
monographs  by  the  American  writers,  there  is 
something  in  the  chapters  written  by  the  Eng- 
lishmen that  is  lacking  in  the  pages  of  the  Amer- 
icans. The  Englishmen  seem  to  have  lived  with 
their  subjects  longer  and  more  intimately;  they 
have  more  fully  digested  what  they  have  read 
and  have  more  quietly  considered  what  they 
have  done;  their  chapters  are,  perhaps,  not  quite 
so  precise,  but  they  are  apt  to  be  more  interest- 
ing, and  possibly  more  convincing;  and  they  are 
not  so  conservative  as  tradition  would  have  us 
believe.  They  have  a  personal  friendliness  for 
the  tissues  and  organs  of  which  they  speak. 
Harry  Penwiek,  for  instance,  writes  as  follows: 
"At  its  lowest  economic  estimate  a  healthy  blad- 
der is  one  of  the  best  assets  of  social  man.  At 
its  highest,  it  is  a  life-preserving  mechanism ; 
only  the  latter  aspect  concerns  us.  Speaking 
confidentially  and  without  prejudice,  the  blad- 
der is  a  siphon  trap  in  an  elaborate  water  car- 
riage for  the  disposal  of  effete  and  dangerous 
products. ' '  This  certainly  gives  an  unusual  and 
somewhat  "old  world"  viewpoint  of  the  blad- 
der! Other  examples  might  be  quoted,  but  it  is 
perhaps  unnecessary  to  argue  that  British  and 
French  medical  writings  much  more  closely  ap- 
proach literature  than  do  those  which  come  from, 
the  hands  of  our  own  overworked  and  somewhat 
restless  specialist  ;  dictation  has  not  yet  wrested 
the  pen  from  the  hands  of  the  British  authors. 

We  await  with  pleasure  the  appearance  of  the 
third  and  final  volume. 

Injuries  of  the  Face  and  Jaw  and  Their  Repair, 
and,  the  Treatment  of  Fractured  Jaws.  By 
P.  Martinier,  Professor  of  the  Dental  School 
of  Paris,  Dentist  to  the  Seine  Asylums,  Hon- 
orary Director  of  the  Dental  School  of  Paris; 
and  Dr.  G.  Lemerle,  Professor  to  the  Dental 
School  of  Paris,  Dentist  to  the  Hospitals. 
Translated  by  H.  Lawson  Whale,  M.D., 
F.R.C.S.,  Captain  R.A.M.C.,  T.  (formerly 
Captain  I.M.S.),  The  Oral  Department,  No. 
83  General  Hospital,  B.E.F. ;  Visiting  Sur- 
geon to  the  Throat,  Nose,  and  Ear  Depart- 
ment, The  County  of  London  War  Hospital, 
Epsom ;  Laryngologist  to  the  London  Temper- 
ance Hospital,  and  to  the  Hampstead  General 
Hospital.  New  York:  William  Wood  and 
Company.  1917. 

A  small  book  containing  350  pages;  it  may  be 
slipped  into  the  coat  pocket.    It  is  printed  in 


clear,  sharp,  good-sized  type  and  effectively  il- 
lustrated by  a  large  number  of  simple  wood- 
cuts, and  a  few  photographs. 

The  book  is  divided  into  three  parts : 

1.    External  Prosthesis. 
(fl)  Remote  or  late  ; 
(/>)  Immediate. 
II.    Internal  Prosthesis: 

(a)  A  guide  to  bony  regeneration ; 

(b)  Internal  prosthesis  proper,  replacing 
missing  tissues  in  the  depth  of  the  or- 
ganism ; 

(c)  Plastic  prosthesis. 

III.  Fractures  of  the  Mandible :  lower  and 
upper. 

The  author  quotes  Ambrose  Pare's  definition 
of  Prosthesis:  "Methods  and  devices  for  supply- 
ing that  which,  from  natural  or  accidental 
causes,  is  lacking."  It  practically  includes 
everything  that  can  be  done,  or  used,  in  the 
treatment  of  injuries  of  the  face  and  jaws.  The 
author  says  in  the  preface:  "We  have  merely 
endeavored  to  systematize  the  innumerable  ef- 
forts at  prosthetic  restoration  which  have  been 
made,  especially  during  the  last  fifty  years." 

Mr.  Whale,  the  translator,  a  member  of  the 
Royal  Army  Medical  Corps,  is  enthusiastic  both 
about  the  importance  of  the  subject  and  the 
worth  of  the  author's  contribution.  He  says: 
"To  undertake  the  correction  of  smashed  faces 
and  jaws,  from  the  moment  of  their  arrival  from 
the  firing-line  until  they  are  fully  restored,  will 
satiate  even  an  ambitious  surgical  appetite  with 
a  diet  of  science  flavored  with  art.  On  any  day 
the  operator  may  be  confronted  with  an  emerg- 
ency tracheotomy,  a  bullet  to  be  removed  from 
the  prevertebral  space,  a  carotid  artery  to  be 
ligatured,  accessory  nasal  sinuses  (including' 
frontal  and  sphenoidal)  to  be  opened.  The  next 
day  he  may  be  busy  with  such  delicate  manipu- 
lations as  raising  the  angle  of  a  mouth,  or  with 
undertakings  which  must  appeal  to  the  spirit  of 
a  pioneer — -for  instance,  moving  large  flaps,  and 
grafting  fat,  cartilage,  or  bone.  On  the  scientific 
side,  the  facial  surgeon  is  brought  into  contact 
with  the  modern  scientific  product  of  dental 
education — the  oral  surgeon ;  and  with  the  phy- 
sician and  bacteriologist,  witness  the  (alas!  too 
frequent)  lung  infections  from  septic  mouths. 
And  oil  the  mechanical  side,  he  is  in  constant 
collaboration  with  expert  dental  mechanics — the 
admirable  workmen  who  construct  ingenious 
splints  to  build  out  lips,  shape  noses,  and  so  on. 
Truly,  there  is  much  interesting  country  in  this 
surgical  'no-man's-land,'  the  face." 

The  book,  therefore,  gives  both  a  French  and 
an  English  point  of  view.  The  number  and 
variety  of  procedures  and  apparatus  are  bewil- 
dering. The  importance  of  the  subject  is  far 
greater  than  the  average  physician  realizes ;  and 
this  little  volume  is  a  very  definite  and  most  ac- 
ceptable aid  to  the  surgeon.  It  is  pleasant  to 
have  so  much  said  so  well  in  so  short  a  space. 
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MEDICAL  ASPECTS  OF  THE  MAN  POW- 
ER BILL. 

On  May  18,  1918,  Mr.  John  F.  Miller,  repre- 
sentative for  the  First  Congressional  District 
in  the  State  of  Washington,  introduced  into  the 
second  session  of  the  65th  Congress,  a  hill 
(H.  R.  12177)  "to  conserve  and  increase  the  in- 
dustrial man  power  of  the  United  States ;  to  in- 
crease the  efficiency  of  the  military  and  naval 
forces  thereof;  enlarging  the  powers  of  the 
Public  Health  Service  by  creating  and  estab- 
lishing therein  a  Division  of  Venereal  Diseases; 
providing  for  the  punishing  of  immoral  per- 
sons afflicted  with  venereal  disease,  who  go  or 
attempt  to  go  from  one  political  division  to  an- 
other, and  persons  who  assist  or  connive  at  the 
same;  establishing  internment  hospitals;  au- 
thorizing the  Secretary  of  the  Treasury  to  es- 
tablish all  needful  rules  and  regulations  relat- 
ing to  the  subject  matter  of  the  act;  and  au- 
thorizing an  appropriation  therefor."   The  text 


of  this  important  measure,  which  has  been  re- 
ferred to  the  Committee  on  Interstate  and  For- 
eign Commerce,  and  which  is  of  interest  to 
physicians  on  account  of  its  medical  aspects,  is 
in  part  as  follows: 

Section  1.  That  there  is  hereby  created  and 
established  in  the  Public  Health  Service,  a 
division  known  as  the  "Division  of  Venereal 
Diseases." 

Sect.  2.  That  upon  the  passage  of  this  act 
the  Surgeon-General  of  the  Public  Health 
Service  shall  appoint  an  Assistant  Surgeon- 
General  to  take  charge  of  the  division  hereby 
created;  or  the  Surgeon-General  may  appoint  a 
commissioned  medical  officer  in  the  Public 
Health  Service  to  take  charge  of  said  division, 
which  officer  shall  have  the  rank  of  Assistant 
Surgeon-General  while  performing  said  service 
and  duty. 

Sect.  3.  That  the  Public  Health  Service,  un- 
der such  rules  and  regulations  as  the  Secretary 
of  the  Treasury  shall  prescribe,  shall,  in  addi- 
tion to  the  duties,  powers,  and  authority  now 
vested  in  it  by  law,  have  power  and  authority: 
(a)  to  study,  investigate,  and  conduct  research 
work  into  the  cause,  prevention,  and  treat- 
ment of  venereal  diseases;  (6)  to  construct,  ac- 
quire, purchase,  lease,  or  otherwise  obtain  in- 
ternment hospitals,  and  to  equip,  manage,  con- 
duct, and  operate  the  same;  (c)  to  administer 
and  apply  medical  treatment  to  persons  afflict 
ed  with  venereal  disease  while  in  said  intern- 
ment hospitals,  and  to  issue  orders  of  discharge 
therefrom  upon  cure;  (d)  to  cause  the  arrest 
and  prosecution  of  immoral  persons  afflicted 
with  venereal  disease  who  go  or  attempt  to  go 
from  one  political  division  into  another,  and  to 
cause  the  arrest  and  prosecution  of  persons 
who  aid,  assist,  or  connive  at  the  same;  (e)  to 
receive  at  such  internment  hospitals  and  to 
have  authority  and  custody  thereof  for  the  pur- 
pose of  examination  or  medical  observation  or 
treatment  of  all  immoral  persons  afflicted  with, 
or  thought  to  be  afflicted  with,  venereal  disease. 

Sect.  4.  That  it  shall  be  unlawful  for  any 
immoral  person  afflicted  with  syphilis,  gonor- 
rhea, chancroid,  or  other  venereal  disease  cap- 
able of  being  communicated  to  another  person, 
to  go  or  attempt  to  go  from  one  political  divi- 
sion into  another.  Any  person  violating  the 
provisions  of  this  section  shall  be  declared 
guilty  of  a  felony,  and  upon  conviction  thereof 
shall  be  punished  by  a  fine  of  not  less  than 
$500  nor  more  than  $1,000,  or  imprisonment 
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for  not  less  than  six  months  nor  more  than  one 
year,  or  both  such  fine  and  imprisonment,  in 
the  discretion  of  the  court. 

Any  person  who  shall  aid,  counsel,  connive 
at,  abet,  or  assist  any  person  in  the  violation  of 
this  act  shall  be  declared  guilty  of  a  felony, 
and  upon  conviction  shall  be  punished  by  a 
like  fine  or  imprisonment,  or  by  both  such  like 
fine  and  imprisonment  in  the  discretion  of  the 
court :  Provided,  That  this  section  shall  not  ap- 
ply to  immoral  persons  afflicted  with  venereal 
disease  going  from  one  political  division  into 
another  in  charge  of  the  officers  of  the  United 
States  or  of  any  State,  county,  or  city,  nor  any 
officer  having  charge  of  such  persons;  nor  shall 
it  apply  to  any  such  immoral  person 
when  in  charge  of  a  member  of  the  military  or 
naval  forces  of  the  United  States. 

Sections  5  and  6  define  the  terms,  "political 
division"  and  "immoral  person."  Section  7 
provides  for  details  of  prosecution.  Section  8 
authorizes  the  construction  of  internment  hos- 
pitals for  venereal  disease. 

Sect.  9.  That  it  shall  be  the  duty  of  the 
Public  Health  Service,  or  any  agent  or  officer 
thereof  in  charge  of  any  such  internment  hos- 
pital, to  receive  into  such  station  or  hospital 
and  to  administer  medical  and  surgical  treat- 
ment to  any  person  afflicted  with  syphilis, 
gonorrhea,  chancroid,  or  other  venereal  disease 
capable  of  being  communicated  to  another 
person  who  has  been  turned  over  to  or  deliv- 
ered to  the  officers  in  charge  of  such  detention 
or  internment  station  or  hospital  by  any  State, 
county,  or  municipal  board  of  health  or  health 
officer,  civil  or  military  court,  sheriff  or  civil 
peace  officer,  military  or  naval  authorities,  and 
detained  or  held  therein  for  the  purpose  of  ex- 
amination or  medical  observation  or  treatment 
upon  the  payment  by  such  State,  county,  city, 
or  municipal  corporation  of  the  actual  ex- 
penses incurred  by  the  Public  Health  Service 
in  the  care,  keeping,  and  treatment  of  such 
detained  or  interned  person,  and  the  custody 
of  such  detained  or  interned  person  for  such 
purposes  by  the  Public  Health  Service,  is  here- 
by declared  to  be  in  all  things  legal :  Provided, 
That  the  State,  county,  city,  or  other  municipal 
division  by  the  enactment  of  a  law,  by-law, 
ordinance,  or  other  legislative  enactment  of 
general  application  shall  so  provide  if  provi- 
sions be  necessary. 

Section  10  establishes  penalties  for  patients 


leaving  internment  hospitals  without  permis- 
sion. Section  11  authorizes  the  Secretary  of 
the  Treasury  to  make  necessary  rules  and 
regulations  for  the  discipline,  vocational,  edu- 
cational and  moral  training  of  patients  in  such 
hospitals. 

Sect.  12.  That  the  Congress  hereby  declares 
it  to  be  the  policy  of  the  United  States  that 
immoral  persons  afflicted  with  venereal  disease 
when  at  large  going  from  one  political  division 
into  another  are  dangerous  to  the  public  health 
and  inimical  to  the  welfare  and  happiness  of 
the  people. 

Sect.  13.  That  jurisdiction  is  hereby  con- 
ferred upon  United  States  Commissioners  to 
hear  and  determine  as  examining  magistrates 
all  violations  of  this  act  creating  or  defining 
misdemeanor  or  felony,  and  if  upon  such  hear- 
ing it  shall  be  established  to  the  satisfaction  of 
the  commissioner  that  the  person  charged  is  af- 
flicted with  syphilis,  gonorrhea,  chancroid,  or 
other  venereal  disease  capable  of  being  commu- 
nicated to  another,  and  also  that  there  is  rea- 
sonable ground  to  believe  such  person  is  guilty 
of  the  misdemeanor  or  felony  charged,  he  shall 
have  full  and  complete  jurisdiction  in  the  prem- 
ises to  issue  mittimus  of  commitment,  commit- 
ting such  person  to  an  internment  hospital  for 
medical  observation  or  treatment  as  in  this  act 
provided,  during  the  interim  of  time  between 
such  hearing  and  the  date  of  the  trial,  notwith- 
standing such  person's  ability  to  give  or  hav- 
ing given  bond  to  answer  and  appear  before 
the  court  to  which  such  person  is  held  on  the 
crime  charged. 

Sect.  14.  That  the  United  States  district 
court  of  the  various  districts  shall  have  full 
and  complete  jurisdiction  in  all  misdemeanors 
and  felony  cases  defined  by  this  act  and  shall 
have  full  and  complete  jurisdiction  to  enter 
judgment  therein  and  shall  at  all  times  have 
jurisdiction  to  issue  mittimus  of  commitment  in 
proper  case  to  any  internment  hospital. 

Sect.  15.  That  in  all  prosecutions  under  Sec- 
tions 4  and  10  of  this  act,  if  it  shall  be  ascer- 
tained, either  prior  to  or  at  the  hearing  before 
the  commissioner  or  prior  to  or  at  the  trial, 
that  the  person  charged  with  felony  or  mis- 
demeanor, as  the  case  may  be,  is  afflicted  with 
syphilis,  gonorrhea,  chancroid,  or  other  vene- 
real disease  capable  of  being  communicated  to 
another,  the  commissioner  or  the  judge,  as  the 
case  may  be,  may  issue  his  mittimus  of  commit- 
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ment  committing  such  person  to  an  internment 
hospital  for  medical  observation  or  treatment, 
and  the  hearing  or  trial  may  be  ordered  con- 
tinued until  such  person  shall  have  been  dis- 
charged by  the  proper  authorities  from  said 
hospital  as  cured,  and  that  during  said  period 
of  time  the  statute  of  limitations  shall  not  be 
in  operation. 

This  proposed  act,  which  appears  under  the 
title  of  a  "Man  Power  Bill,"  is  in  reality  a 
measure  intended  to  aid  in  the  control  of  vene- 
real diseases,  which  it  aims  to  do  rather  by  an 
increase  in  the  powers  of  the  Public  Health 
Service  than  by  a  curtailment  of  those  powers 
and  a  corresponding  increase  of  the  powers  of 
the  Army  Medical  Service.  During  a  time  of 
war,  it  is  a  question  which  of  those  methods 
would  be  preferable.  Tn  general,  we  are  dis- 
posed to  believe  that  the  control  of  a  problem 
so  large,  so  vital,  and  so  perplexing  as  that  pre- 
sented by  the  venereal  diseases,  is  better  to  re- 
main in  the  hands  of  a  civilian,  rather  than 
of  a  military,  service,  since  the  former  can  more 
properly  deal  with  all  elements  of  the  com- 
munity. Nevertheless,  inter  arma  leges  silent; 
and  if  upon  careful  consideration  in  commit- 
tee, it  seems  wiser  to  place  the  control  of  vene- 
real diseases  under  military  jurisdiction  for  the 
duration  of  the  war,  there  should  be  no  objec- 
tion to  such  procedure  and  to  the  postpone- 
ment of  Mr.  Miller's  excellent  measure  until 
the  period  of  reconstruction  and  social  reor- 
ganization which  must  follow. 


NATIONAL     TUBERCULOSIS  ASSOCIA- 
TION. 

The  14th  annual  meeting  of  the  National 
Tuberculosis  Association  was  held  on  June  6 
at  the  Copley-Plaza.  Meetings  were  held  by 
the  clinical,  sociological,  and  pathological  sec- 
tions, and  an  exhibition  was  shown  of  work  done 
by  the  National  Association,  the  Rutland  Sana- 
torium, the  Massachusetts  Department  of 
Health,  and  in  Framingham  and  New  York. 
The  prominence  of  the  speakers  and  the  vast 
amount  of  educational  material  in  the  exhibi- 
tion made  this  one  of  the  most  important  meet- 
ings dealing  with  the  tuberculosis  problem  held 
in  Boston. 

The  address  of  Colonel  George  E.  Bushnell, 
Medical  Corps,  U.S.A.,  Retired,  was  particu- 


larly interesting  and  appropriate  because  it  re- 
ported the  results  of  the  campaign  which  the 
United  States  began  a  year  ago  as  a  war  meas- 
ure against  tuberculosis.  Colonel  Bushnell  ex- 
plained the  steps  taken  to  standardize  the 
methods  and  indications  in  order  to  secure  uni- 
formity in  practice.  He  reported  that  in  the 
examinations  at  officers'  training  camps,  .362^  . 
and  in  aviation  service  .159% ,  were  found  to 
have  tuberculosis.  At  Camp  Taylor,  Kentucky, 
rejections  averaged  1.61%.  At  Camp  Kearney. 
California,  examinations  showed  4.831%  to  be 
tuberculous.  An  examination  of  five  howitzer 
companies  at  Fort  MacArthur.  California, 
showed  cases  amounting  to  20.55y?  .  The  Na- 
tional Army  encampments  report  .673T.  The 
National  Guard  reports  a  percentage  of  1.009. 
Viewing  the  examination  as  a  wtiole.  Colonel 
Bushnell  said  that  it  was  surely  worth  while  to 
exclude  from  our  Army  10.000  men.  of  whom 
the  great  majority  had  hiberculosis  without  a 
shadow  of  doubt.  Viewing  the  matter  from  the 
pecuniary  side.  Colonel  Bushnell  said  that  at  a 
conservative  estimate,  the  tuberculous  soldier 
costs  the  Government  on  an  average  of  *1000 
for  pensions. 

Tn  speaking  of  conditions  in  the  future. 
Colonel  Bushnell  deplored  the  fact  that  exi- 
gencies of  war  often  make  the  highest  value  of 
examinations  impossible,  because  of  lack  of 
time.  Tn  regard  to  the  provision  which  the 
Government  is  making  for  the  care  of  the  tu- 
berculous soldier,  he  mentioned  the  vast  hos- 
pital expansion.  The  William  Wirt  Winchester 
Memorial  Tuberculosis  Hospital  at  New  Haven. 
Conn.,  the  hospital  at  Otisville.  New  York,  the 
sanatorium  at  Markleton,  Pa.,  a  hospital  under 
construction  at  Azalea.  N.  C.  and  other  insti- 
tutions will  <rive  a  total  of  5875  beds  available 
for  the  treatment  of  tuberculosis  in  the  Armv. 

Colonel  Bushnell  enumerated,  also,  the  diffi- 
culties which  must  be  surmounted  in  the  fu- 
ture. The  first  problem  will  be  to  induce  the 
patient  to  remain  under  treatment :  every  ef- 
fort will  be  made  to  dehiy  discharge  until 
treatment  has  been  proved  efficacious.  The 
second  obstacle  will  be  met  when  the  soldier 
expresses  a  desire  to  return  on  fnrloush  to  his 
family  and  home.  A  further  problem  will  be 
presented  by  those  who  are  content  to  maintain 
themselves  without  work  on  a  government  pen- 
sion, especiallv  since,  in  curing  the  disease,  com- 
plete relaxation    of  mind  and  body  is  neees- 
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sary,  and  he  becomes  accustomed  to  a  life  of 
ease  and  indolence.  A  further  difficulty  is  pre- 
sented by  the  fact  that  the  tuberculous  often 
do  not  realize  that  they  are  ill  until  they  are 
very  ill,  and  the  mind  craves  diversion  and 
loathes  rest,  when  the  body  is  not  conscious  that 
rest  is  needed.  Colonel  Bushnell  advocated  no 
diversion,  but  complete  attention  to  the  business 
of  getting  well. 

Colonel  Bushnell  declared  that  in  order  to 
accomplish  these  results,  a  standardization  of 
treatment  is  necessary.  To  effect  this  stand- 
ardization, a  course  of  instruction  has  been  in- 
stituted for  medical  officers  engaged  in  this 
work. 

Another  important  address  was  made  before 
the  convention  by  Dr.  D.  B.  Armstrong,  who 
described  the  work  being  done  in  Framingham, 
Dr.  Armstrong  is  reported  to  have  made  the 
following  statements: 

"In  the  last  year,  5000  people  were  exam- 
ined in  Framingham.  Over  2%  of  these,  rep- 
resenting all  ages  and  types,  were  found  to  be 
tuberculous.  In  Framingham  not  more  than 
forty  cases  a  year  were  under  observation  be- 
fore the  demonstration.  In  1917,  the  first 
demonstration  year,  the  number  was  185.  This 
proves  that  the  cases  are  there  and  can  be 
found.  They  must  be  found  if  the  disease  is 
to  be  controlled.  The  Framingham  town 
agencies  arid  the  townspeople  have  set  an  ex- 
ample to  other  towns  in  discovering  tubercu- 
losis. All  have  cooperated  to  improve  health. 
Physicians  have  been  provided  for  the  schools, 
the  infant  clinics  and  the  factories,  and  the 
town  now  has  the  best  health  organization  in 
the  United  States. 

In  1917,  the  tuberculosis  death  rate  was  9.9 
per  10,000,  as  compared  with  12.1  for  the  pre- 
vious decade." 

The  following  view  of  the  Framingham  work 
was  presented  by  Miss  Mary  A.  Abel,  educa- 
tional assistant  in  the  demonstration: 

"The  chief  educational  activity  of  the  Fram- 
ingham Health  Demonstration  is  in  making 
people  'think'  health  in  terms  of  the  commu- 
nity. In  doing  this  it  is  employing  such  agen- 
cies as  newspapers,  special  meetings,  lectures, 
exhibits,  placards,  posters,  domestic  science 
classes,  lantern  slide  lectures,  health  clubs,  and 
personal  conferences.  The  demonstration  is 
creating  a  community  consciousness  and  re- 
sponsibility in  the  matter  of  disease  preven- 
tion by  emphasizing  the  need  for  medical  ex- 
aminations at  regular  intervals. 

"Over  two  thousand  school  children  and 
three  hundred  freshmen  in  high  school  are  or- 
ganized as  health  crusaders,  with  a  plan  for 
keeping  a  daily  record  of  health  chores.  Ninety- 


five  per  cent,  of  these  children  selected  'Com- 
munity Health'  for  the  topic  of  an  essay  on 
some  phase  of  community  life.  The  town  is 
fully  organized.  Every  street  and  every  road 
in  the  country  about  is  represented  by  a  man 
or  woman  visitor  who  is  doing  volunteer  service 
for  the  community  in  reporting  sickness,  births 
and  general  health  conditions." 

An  experiment  in  which  the  Jewish  Tuber- 
culosis Committee  of  New  York  City  operated 
a  factory  for  the  employment  of  convalescent 
and  recovered  tuberculosis  patients,  was  de- 
scribed before  the  sociological  section  of  the 
Association,  by  Edward  Hochhauser,  the  execu- 
tive secretary  of  this  committee,  and  was,  in 
substance,  as  follows: 

' '  In  the  final  analysis  the  real  test  of  effective 
care  of  the  tuberculous  is  the  return  of  the  pa- 
tient to  economic  usefulness,  and  if  possible, 
a  condition  of  self-support.  Finding  that  we 
could  not  obtain  suitable  employment  for  our 
patients  in  ordinary  factories,  we  started  a  fac- 
tory ourselves.  As  many  of  these  patients  had 
been  needle  workers,  we  took  up  garment  mak- 
ing. Working  and  sanitary  conditions  were  ob- 
served and  regulated  with  great  care,  and  the 
workers  were  constantly  re-examined  by  a  tu- 
berculosis specialist. 

"The  results,  we  feel,  have  justified  the  ex- 
periment. As  only  negative  sputum  cases  were 
accepted,  the  factory  was  primarily  not  a  med- 
ical proposition,  but  an  economic  undertaking. 
As  regards  the  patients,  we  found  that  the  op- 
portunity afforded  to  earn  better  wages  than 
was  otherwise  possible,  while  also  making 
progress  back  to  health,  proved  a  general  stim- 
ulus and  rehabilitated  many  individuals  and 
families.  The  saving  in  relief,  in  trie  case  of 
those  who  formerly  required  charitable  assist- 
ance, has  been  far  in  excess  of  the  cost  of  con- 
ducting the  factory,  and  the  families  have  had 
considerably  more  than  they  would  have  had 
if  they  had  continued  as  relief  cases.  The  sav- 
ing in  health  and  in  relief  would  have  justified 
our  experiment,  even  if  at  the  end  of  three 
years  our  resources  had  consisted  solely  of  the 
equipment  at  the  factory.  As  a  matter  of  fact, 
we  have  been  entirely  self-supporting  for  the 
last  seventeen  months,  and  our  resources,  as 
reported  by  certified  accountants,  are  equal  to 
the  amount  advanced  by  the  committee." 

Dr.  C.  A.  Prosser,  secretary  of  the  Federal 
Board  for  Vocational  Education  in  Washing- 
ton, is  reported  to  have  said  in  an  address  be- 
fore the  sociological  section : 

"Figures  compiled  from  the  averages  of  all 
belligerents  show  that  for  every  1,000,000  men 
mobilized,  10,000,  or  1%  of  them,  each  year 
would  be  proper  subjects  for  vocational  re-train- 
ing. In  two  years  this  would  be  20,000,  three 
years  30,000,  and  so  on.    On  the  basis  of  an 
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army  of  5,000,000  men  we  should  have  50,000 
men  per  year  who  would  need  assistance  and 
help  in  restoration  and  increase  of  their  earn- 
ing capacity,  under  the  various  classes  of  dis- 
ability incurred. 

"Of  the  10,000  men  out  of  the  1,000,000, 
fully  50%  will  require  medical  rather  than  sur- 
gical care — men  who  have  developed  tubercu- 
losis, heart  trouble,  kidney  trouble,  and  func- 
tional disorders.  The  other  half  of  the  10,000 
must  have  some  sort  of  surgical  attention.  Of 
the  5000  surgical  cases  there  will  be,  as  the 
averages  show  us,  10%  of  dismemberment 
cases  where  there  has  been  a  leg  or  an  arm  lost, 
and  of  these  500  men  300  will  have  lost  one  or 
both  legs  and  200  will  have  lost  one  or  both 
arms.  The  figures  show  an  astonishingly  small 
percentage  of  blindness.  Out  of  the  41,000 
men  returned  to  Canada,  there  were  only  27 
blinded  men. 

A  study  of  these  and  other  figures  carries 
the  conviction  that  this  problem  is  by  no  means 
wholly  that  of  the  cripple  or  the  maimed.  It 
is  a  problem  of  the  man  who  has  a  complica- 
tion of  troubles  or  injuries  that,  while  surgical, 
do  not  amount  to  dismemberment,  such,  for 
instance,  as  a  man  with  the  muscles  of  an  arm 
shot  away,  causing  him  to  lose  the  use  of  his 
arm. 

"With  such  a  diversity  of  injuries,  the  work 
of  re-educating  these  men  becomes  one  which 
cannot  be  dealt  with  along  broad  general  lines, 
but  each  man  will  require  individual  treatment, 
individual  study  of  his  case,  individual  train- 
ing and  individual  efforts  on  his  behalf  in 
placement  after  he  has  been  re-equipped  to  take 
up  the  broken  threads  of  civilian  life." 

Lieut.-Colonel  Harry  E.  Mock,  M.R.C.,  of 
Washington,  in  speaking  of  "Reconstruction 
and  Rehabilitation  "Work  for  the  Tuberculous 
in  the  Army,"  advocated  the  following  three 
lines  of  treatment  for  reclaiming  the  dis- 
charged soldier  as  a  useful  citizen: 

(a)  The  best  medical  treatment,  with  cer- 
tain adjuncts  to  secure  the  most  rapid  recov- 
ery. 

(6)  Certain  occupations  in  connection  with 
this  treatment  to  prevent  hospitalization  and  to 
refit  for  employment. 

(c)  Suitable  employment  after  the  disease  is 
arrested  or  apparently  cured,  combined  with 
proper  medical,  social  and  economic  super- 
vision. 

Dr.  Vincent  Y.  Bowditch,  of  Boston,  con- 
trasted the  expensive  systems  of  ventilation  in- 
stalled in  many  public  buildings  with  the  sim- 
ple devices  used  in  open-air  schools  and  sana- 
toria, saying  that  the  latter  are  not  only  much 
cheaper,  but  also  more  efficient. 


ELKS'  HOSPITAL. 

The  reconstruction  hospital  which  the  Be- 
nevolent and  Protective  Order  of  Elks  is  erect- 
ing on  Parker  Hill,  Roxbury,  has  been  accept-, 
ed  as  a  gift  by  the  United  States  Government. 
This  is  the  first  hospital  of  its  kind  to  be  given 
by  any  organization  to  the  Government,  and 
its  function  will  be  to  return  to  society  soldiers 
disabled  in  the  war  in  as  nearly  their  pre-war 
condition  as  possible.  The  new  building  and 
grounds,  to  be  provided  at  a  cost  of  $250,000, 
will  be  devoted  to  the  medical,  surgical,  and  oc- 
cupational rehabilitation  of  soldiers,  and  will 
furnish  the  model  for  other  hospitals  which  the 
Elks  are  planning  to  erect  in  New  York,  Chi- 
cago, New  Orleans,  San  Francisco,  and  other 
large  cities. 

All  the  Grand  Lodge  and  all  district  deputies 
of  New  England  and  the  Elks'  War  Relief  Com- 
mittee attended  the  corner-stone  exercises  held 
on  June  15.  Brig.-Gen.  John  W.  Ruckman 
formally  accepted  the  hospital  in  the  name  of 
the  Secretary  of  War.  Among  the  speakers 
were :  Grand  Exalted  Ruler  Fred  Harper  of 
Lynchburg,  "Va.,  the  Past  Grand  Exalted  Ruler 
John  K.  Tener,  Governor  McCall,  Mayor 
Peters,  Major  Frederick  J.  Cotton,  who  will 
have  charge  of  the  Hospital,  and  E.  Mark  Sul- 
livan, Exalted  Ruler  of  the  Boston  Lodge  of 
Elks.  Past  Grand  Exalted  Ruler  James  R. 
Nicholson  of  this  city  is  credited  with  being 
the  father  of  the  idea  that  led  to  the  establish- 
ment of  the  reconstruction  hospital. 

The  dedication  of  this  hospital  marks  not 
only  the  inauguration  of  the  important  work  of 
reconstruction  for  war  cripples  in  the  United 
States,  but  the  addition  of  another  large  med- 
ical institution  to  those  already  grouped  about 
the  Harvard  Medical  School  in  Boston. 


OFFICIAL  NAMES  OF  LICENSED  DRUGS. 

In  another  column  of  this  issue  of  the  Jour- 
nal is  published  a  communication  from  Profes- 
sor Stieglitz,  Chairman  of  the  Subcommittee  on 
Synthetic  Drugs  of  the  National  Research 
Council,  of  the  American  Medical  Association 
relative  to  the  identity  of  procaine  and  novo- 
caine. 

On  behalf  of  the  Committee,  Dr.  Stieglitz 
also  urges  that  physicians  adopt  the  Federal 
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Trade  Commission's  recommendation  to  use  the 
official  name  of  licensed  drugs,  and  if  the  pro- 
prietary brand  is  to  be  used,  to  place  this  side 
by  side  with  the  official  name. 

The  official  names  so  far  adopted  by  the  Fed- 
eral Trade  Commission  are: 

Arsphenamine  for  the  drug  marketed  as 
salvarsan,  diarsenol  and  arsenobenzol. 

Neoarsphenamine  for  the  drug  marketed  as 
neosalvarsan,  neodiarsenol  and  novarsenoben- 
zol. 

Barbital  for  the  drug  marketed  as  veronal. 

Barbital-sodium  for  the  drug  marketed  as 
medinal  and  veronal-sodium. 

Procaine  for  the  drug  marketed  as  novocaine. 

Procaine  nitrate  for  the  drug  marketed  as 
novocaine  nitrate. 

Phenylcinchoninic  acid  for  the  drug  mar- 
keted as  atophan. 


MEN  WHO  REGISTERED  JUNE  5th  MAY 
ENROLL  IN  THE  NAVAL  RESERVE 
FORCE. 

Provost  Marshall  General  Crowder  has  in- 
formed the  Bureau  of  Navigation  that  men  who 
registered  on  June  5th,  1918,  may  enroll  in  the 
Naval  Reserve  npon  securing  the  usual  certifi- 
cates from  their  Local  Boards ;  the  reason  being 
that,  inasmuch  as  new  registrants  have  not  been 
classified,  they  are  not  within  the  current  quota, 
and  until  classification  there  is  no  reason  why 
such  releases  should  not  be  given  upon  request. 

The  foregoing  ruling  will  allow  men  who 
contemplate  joining  the  Naval  Reserve  to  apply 
to  their  Local  Boards  for  releases  to  enroll  in 
the  Naval  Service. 


MEDICAL  NOTES. 

London  Death  Rates  in  April. — Statistics 
recently  published  show  that  the  total  death 
rate  of  London  in  April,  1918,  was  17.1  per 
thousand  inhabitants  living.  Among  the  seve- 
ral districts  and  boroughs,  the  highest  rate  was 
24.1  in  Bermondsey,  a  populous  southern  slum, 
and  the  lowest  was  9.9  in  Lewisham,  a  more 
suburban  region  on  the  south. 

Canadian  Medical  Work. — A  conjoint  meet- 
ing of  the  Canadian  Medical  Association,  the 


Canadian  Public  Health  Association,  and  the 
Association  of  the  Medical  Health  Officers  of 
Ontario  was  held  at  Hamilton,  Ontario,  from 
May  27  to  June  1.  The  following  are  some 
of  the  principal  items  of  interest  on  the  pro- 
gram : 

A  symposium  on  the  subject  of  the  returned 
soldier  problem,  at  which  the  Militia  Depart- 
ment at  Ottawa  was  represented.  Addresses 
or  papers  by  Dr.  Charles  H.  Mayo,  Rochester, 
Minn,  (surgery)  ;  Professor  L.  Barker,  Balti- 
more (medicine)  ;  Dr.  Isaac  Jones,  Philadelphia 
(ear);  Dr.  Thomas  McCrae,  Baltimore:  Dr. 
Leonard  Rowntree,  Minneapolis ;  Dr.  Casey 
Wood,  Chicago ;  Dr.  Walter  Parker,  Detroit ; 
Dr.  John  Wheeler,  New  York  City;  Dr.  Joseph 
Beck,  Chicago ;  Dr.  H.  Halsted,  Syracuse ;  Dr. 
McGuire,  Buffalo ;  and  Dr.  Hymman,  St.  Louis. 
A  pathological  museum,  including  a  fine  as- 
sortment from  McGill  University,  exhibits  from 
the  Babies'  Hospital,  New  York  City,  Queen's 
University,  Kingston,  the  Western,  London, 
Ont.,  and  the  University  of  Toronto  Medical 
Department.  Charts  and  literature  in  connec- 
tion with  the  reform  propaganda  of  the  Ameri- 
can Medical  Association. 

Dr.  H.  Beaumont  Small,  of  Ottawa,  who  has 
been  for  20  years  treasurer  of  the  Canadian 
Medical  Association,  presided. 

war  notes. 

Lynn  Physician  Wins  Commission  in  Navy. 
— Dr.  William  G.  Ward  of  Lynn,  a  leading  sur- 
geon of  Essex  county,  has  been  commissioned  a 
lieutenant  commander  in  the  United  States 
navy.  He  will  have  charge  of  five  doctors  and 
fifteen  nurses.  He  is  the  twenty-fourth  doctor 
from  Lynn  to  enter  the  service  of  the  United 
States. 

Commissioned  in  the  Officers'  Reserve 
Corps. — The  following  New  England  appoint- 
ments have  been  made  in  the  Officers'  Reserve 
Corps : 

Captains,  medical  reserve,  C.  A.  Ahearne, 
Jr.,  Salem;  T.  F.  Carroll,  •  Brookline :  F.  E. 
Withee,  Newton  Highlands;  G.  MacD.  Albee, 
Worcester;  J.  W.  Clarke,  Attleboro;  R.  H. 
Vose,  Boston. 

First  lieutenants,  medical  reserve,  J.  S. 
Johnston,  Boston;  F.  D.  Adams,  Boston;  J.  P. 
A.  Bacon,  Lawrence;  A.  B.  Gardner,  Lowell; 
C.  L.  Hoitt,  Lynn;  R.  H.  Philbrick,  East 
Northfield. 

First  lieutenants,  sanitary  corps,  J.  S.  Bren- 
nan,  Brockton;  J.  L.  Campbell,  Greenfield;  B. 
F.  Lamphier,  Dorchester. 
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New  Dental  Hospital  at  Camp  Devens. — 
A  new  dental  hospital,  the  first  of  its  kind  in 
the  country,  is  to  be  opened  at  Camp  Devens 
within  a  few  days.  The  building,  which  is  sit- 
uated close  to  the  Liberty  Theatre  in  the  center 
of  the  camp,  has  been  completed.  Hereafter, 
all  of  the  dental  work  in  the  division  and  other 
organizations,  with  the  exception  of  the  Depot 
Brigade,  will  be  done  in  this  building. 

The  hospital  is  arranged  to  accommodate  six- 
teen operators  and  is  two  stories  high.  The 
ground  floor  contains  reception  rooms  for  of- 
ficers and  men,  a  record  room,  an  extracting 
room,  and  three  officers'  operating  rooms.  Most 
of  the  upper  floor  is  given  over  to  a  clinic  with 
twelve  chairs.  There  is  also  a  dental  laboratory 
and  locker  rooms  for  the  dental  surgeons. 

An  annex  to  the  camp  dental  hospital  is  to 
be  established  in  the  third  infirmary  of  the 
Depot  Brigade,  where  the  teeth  of  the  men  in 
the  Depot  Brigade  only  will  be  treated  by  ten 
dental  surgeons  assigned  to  that  work. 

The  new  hospital  will  be  in  charge  of  Cap- 
tain Thomas  E.  Power  of  Cambridge.  Captain 
Walter  Grandidge  of  Bridgeport,  Conn.,  will 
have  charge  of  the  Depot  Brigade  Annex,  and 
all  of  the  work  will  come  under  the  supervision 
of  Major  John  L.  Schoek,  the  camp  dental  sur- 
geon. First  Lieutenant  Frederick  C.  Daniels 
of  "Waterbury,  Conn.,  is  the  division  dental 
surgeon. 

The  dental  organization  at  Camp  Devens  has 
the  reputation  of  being  the  best  in  the  Army. 
Nearly  60,000  different  operations  have  been 
performed  upon  the  officers  and  men  of  the 
camp  during  the  past  eight  months,  and,  figur- 
ing the  cost  of  materials  and  depreciation  on 
each  operation,  it  has  cost  the  Government  an 
average  of  70  cents  each.  There  are  forty-six 
commissioned  dentists  in  the  camp  at  the  pres- 
ent time,  thirty-one  of  whom  are  assigned  to 
the  seventy-sixth  division.  The  work  done  by 
Major  Schock  and  his  assistants  has  been  the 
source  of  much  favorable  comment  from  Wash- 
ington. Approximately  16%  of  the  men  in  the 
first  draft  were  rejected  because  of  poor  teeth, 
but  the  camp  dentists  materially  reduced  this 
percentage  of  rejections  in  subsequent  drafts. 

BOSTON  AND  MASSACHUSETTS. 

Week's  Death  Rate  in  Boston. — During 
the  week  ending  June  15,  1918,  the  number  of 
deaths  reported  was  216,  against  227  last  year, 


with  a  rate  of  14.36,  against  15.33  last  year. 
There  were  34  deaths  uaender  one  year  of  age 
against  25  last  year. 

The  number  of  cases  of  principal  reportable 
diseases  were :  diphtheria,  41 ;  scarlet  fever,  26 ; 
measles,  257 ;  whooping  cough,  61 ;  typhoid 
fever,  1 ;  tuberculosis,  65. 

Included  in  the  above  were  the  following 
cases  of  non-residents :  diphtheria,  14 ;  scarlet 
fever,  6 ;  measles,  1 ;  typhoid  fever,  1 ;  tubercu- 
losis, 5. 

Total  deaths  from  these  diseases  were:  diph- 
theria, 6  ;  measles,  5  ;  whooping  cough,  2 ;  tuber- 
culosis, 20. 

Included  in  the  above  were  the  following  non- 
residents: diphtheria,  2;  tuberculosis,  2. 

Harvard  Appoints  Cancer  Commission. — 
The  Harvard  Corporation  has  announced  ap- 
pointments to  the  Cancer  Commission  of  Har- 
vard University  and  Collis  P.  Huntington 
Memorial  Hospital.  Dr.  Robert  B.  Greenough 
will  act  as  director  of  the  Commission,  and  as 
surgeon  in  charge  of  the  hospital  staff. .  Dr. 
Channing  C.  Simmons  will  continue  as  his 
secretary,  and  with  Dr.  Edward  H.  Risley, 
will  serve  as  surgeon  at  the  hospital. 

Other  members  of  the  Commission  are:  Dr. 
James  H.  Wright,  pathologist,  in  charge  of  di- 
agnosis service;  William  Duane,  research  fel- 
low in  physics;  William  T.  Boyle,  research  fel- 
low in  biology;  Dr.  Henry  Lyman,  research  fel- 
low in  chemistry,  and  Clarence  C.  Little,  re- 
search fellow  in  genetics. 

The  hospital  staff  appointees  include:  Dr. 
George  G.  Smith,  assistant  surgeon;  Dr.  Henrv 
A.  Christian,  consulting  physician;  Dr.  Fran- 
cis W.  Peabody,  consulting  physician;  Dr. 
Gerald  Blake,  physician;  Dr.  George  R.  Minot, 
assisting  consulting  physician ;  Dr.  Daniel  C. 
Greene,  consulting  laryngologist ;  and  Dr. 
Henry  A.  Barnes,  assistant  laryngologist. 

Children's  Pavilion  at  Sharon. — The  Chil- 
dren's Pavilion  at  Sharon,  for  boys  and  girls 
from  seven  to  fourteen  years  showing  symp- 
toms of  tuberculosis,  has  been  completed.  The 
importance  of  recognizing  this  disease  in  child- 
hood, and  the  necessity  of  reinforcing  all  the 
powers  of  resistance  early  in  life,  make  this 
pavilion  a  distinct  advance  in  preventive  work. 

The  new  building  is  a  simple  structure,  com- 
bining the  best  modern  features  of  both  sana- 
torium and  school.    It  is  of  concrete  to  the  see- 
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ond  story.  There  are  two  dormitories  for  the 
accommodation  of  sixteen  patients,  and  an  ad- 
ministration center.  Opportunity  is  afforded 
for  enlargement,  One  room  in  the  basement 
will  be  used  for  a  refrigerating  plant,  and, 
it  is  hoped,  may  some  day  be  equipped  with  an 
x-ray  apparatus.  By  combining  the  teaching 
of  hygiene  and  sanatorium  life,  a  two-fold 
benefit  is  obtained;  the  children  not  only  re- 
gain their  health,  but,  as  has  been  proved  in 
open-air  schools,  they  do  better  work  than  in 
the  ordinary  closed  room.  .  Thousands  die  in 
Massachusetts  every  year  from  this  disease  in 
one  form  or  another,  and  although  decreasing 
slowly  and  steadily  in  modern  times,  it  still 
leads  in  the  death  rate. 

For  years  there  have  been  no  entertainments 
for  the  benefit  of  the  sanatorium.  Private  ap- 
peals were  made,  but  these  have  not  yielded 
the  returns  essential  to  accomplish  what  is 
needed. 

Massachusetts  State  Nurses'  Association. 
At  the  annual  meeting  of  the  Massachusetts 
State  Nurses'  Association  held  on  June  11,  the 
Rev.  Dr.  Alexander  Mann,  rector  of  Trinity 
Church,  praised  the  nurses  of  this  State  for 
their  part  in  the  war.  He  is  reported  to  have 
said  in  part: 

"The  charge  of  unpreparedness  has  fre- 
quently been  levelled  against  us,  but  this  great 
war  did  not  find  the  hospital  service  of  the 
Army  and  Navy  unprepared.  Both  were  ready 
before  there  was  any  large  call  for  their  serv- 
ices, and  today  something  like  1000  nurses  are 
at  work  in  the  two  branches,  making  one-sixth 
of  the  total  number  in  the  State.  That  is  a 
great  record,  and  it  is  not  yet  equalled  by  the 
draft  of  the  young  men.  Indeed,  I  doubt 
whether  there  is  any  State  in  the  Union  which 
can  show  so  large  a  proportion.  And  you  must 
remember  that  one-tenth  of  all  the  nurses  now 
in  the  service  have  come  from  Massachusetts." 

Another  address  was  given  by  Laura  A.  0. 
Hughes,  M.D.,  R.N.,  Acting  President.  Re- 
ports were  given  of  the  A.N.A.  Convention,  of 
the  Massachusetts  State  League  of  Nursing 
Education,  of  the  Private  Duty  Nurses' 
League,  of  the  State  Red  Cross  Committee,  and 
of  the  County  Councillors. 

The  Association  now  has  a  membership  of 
1347,  representing  a  gain  of  446  during  the 
past  year.  Miss  Bertha  Dart,  graduate  of  the 
Massachusetts  General  Hospital,   and  superin- 


tendent of  nurses  at  the  Stillman  Infirmary, 
has  been  elected  president.  Other  officers 
chosen  were:  Dr.  Laura  A.  C.  Hughes,  first 
vice-president;  Mrs.  Agnes  C.  McNamara,  sec- 
ond vice-president;  Miss  Charlotte  W.  Dana, 
treasurer;  Miss  Julia  A.  Smith,  recording  sec- 
retary; Miss  Mary  E.  P.  Davis,  corresponding 
secretary;  and  Miss  Mary  M.  Riddle,  historian. 


fHtsrrtlattg. 


COMPARATIVE  STATISTICS  ON  PHYS- 
ICAL EXAMINATIONS  OP  PUPILS  OF 
THE  BOSTON  PUBLIC  SCHOOLS  FROM 
DECEMBER  1,  1915,  TO  MARCH  1,  1918. 

By  William  H.  Devine,  M.D. 

Director  of  Medical  Inspection.  1 


1917  TO 


Total  number  of  pupils 

1915-16 

1916-17 

Mch.  1, 
1918 

examined   

99,862 

104,287 

93,976 

Total  number  without  de- 

30,781 

38,318 

55,957 

Total  number  with  defects 

69,081 

65,969 

38,019 

Defects  as  follows: 

Defective  nasal  breathing 

1,292 

1,297 

839 

5,966 

5,282 

4,582 

Hypertrophied  tonsils  . . . 

18,444 

14,806 

12,702 

Defective  palate   

351 

169 

121 

18,841 

7,746 

6,730 

Pulmonary  disease: 

44 

22 

30 

683 

453 

387 

1 

Cardiac  disease: 

1,330 

1,406 

1,460 

1,668 

1,716 

1,660 

Nervous  disease: 

74 

48 

42 

221 

179 

130 

43 

23 

33 

Orthopedic  defects : 

88 

76 

5S 

Non-tuberculous   

1,698 

1,770 

1,661 

Skin   

3,071 

2,978 

2,111 

383 

326 

282 

2,110 

1,712 

1,889 

Mental  deficiency   

431 

448 

592 

Totals   

56,738 

40,458 

34,717 

Defective  teeth   

56,750* 

55,638* 

40,349 

Grand  Totals   

113.488 

96,096 

81,066 

*  During  the  year  1915-16,  and  from  Oct.  1,  1916,  to  Jan.  1, 
1917,  defective  teeth  were  classed  as  primary  and  secondary.  In 
some  instances,  if  a  pupil  had  defective  primary  and  defective 
secondary  teeth,  it  was  recorded  as  two  defects  instead  of  one.  In 
order  to  avoid  duplication  of  defects,  it  was  thought  advisable  to 
record  defective  teeth  as  one  defect  without  regard  to  whether 
they  were  primary  or  secondary.  This  method  was  adopted  com- 
mencing Jan.  1,  1917. 
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This  year  a  decided  gain  is  noted  in  the 
number  of  children  without  defects.  There  is 
a  marked  diminution  in  the  number  of  cases  of 
defective  nasal  breathing,  both  anterior  and 
posterior,  and  of  hypertrophied  tonsils. 

The  decrease  in  cervical  glands  continues, 
and,  as  stated  last  year,  this  is  partly  due  to 
the  fact  that  school  physicians  have  been  in- 
structed not  to  report  slightly  palpable  glands 
when  secondary  to  adenoids,  tonsils,  carious 
teeth,  pediculosis,  or  other  allied  condition. 
These  cases  are  kept  under  observation,  and 
only  the  primary  causes  reported. 

Figures  indicate  that  malnutrition  is  quite 
prevalent  in  our  schools.  The  number  of  cases 
are  about  the  same  as  for  the  two  previous 
years.  The  diagnosis  is  necessarily  uncertain, 
and  comparative  statistics  are  not  as  reliable 
as  in  certain  morbid  conditions  which  can  be 
more  accurately  diagnosed.  War  conditions, 
with  the  increased  cost  of  living,  have  aug- 
mented the  number  of  cases. 

The  principal  causes  of  malnutrition  existing 
in  school  children  are  insufficient  and  improp- 
erly prepared  food,  impaired  digestion  due  to 
imperfect  mastication,  bolting  of  food,  lack  of 
fresh  air,  proper  exercise,  etc.  All  may  be  im- 
portant factors  in  the  cause  of  the  disease,  and 
should  be  corrected  by  training  the  child  to 
take  the  properly  balanced  diet,  or  substitutes ; 
to  masticate  the  food  thoroughly;  by  instruc- 
tions to  mothers  on  the  selection  and  prepara- 
tion of  food,  the  value  of  exercise,  fresh  air, 
and  other  hygienic  measures.  The  physicians, 
nurses,  and  teachers  have  been  instructed  to 
make  special  effort  to  improve  the  condition  of 
these  children. 


(Enrrpaponapnre. 

PROCAINE  AND  NOVOGAINE  IDENTICAL. 
Mr.  Editor: 

It  appears  that  in  certain  quarters  the  attitude  is 
taken  that  the  local  anesthetic  sold  as  procaine  is 
not  identical  with  that  marketed  as  novocaine.  The 
Subcommittee  on  Synthetic  Drugs  of  the  National 
Research  Council  believes  it  important  that  this  mis- 
understanding should  be  corrected,  and  hence  offers 
the  following  explanation: 

The  monohydrochloride  of  para-amino-benzoyldi- 
ethyl-amino-ethanol,  which  was  formerly  made  in 
Germany  by  the  Farbwerke  vorm.  Meister,  Lucius 
and  Bruening,  Hoechst  A.M.,  and  sold  under  the 
trademarked  name  Novocaine,  is  now  manufactured 
in  the  United  States.  Under  the  provisions  of  the 
Trading  with  the  Enemy  Act,  the  Federal  Trade  Com- 
mission has  taken  over  the  patent  that  gave  monopoly 
for  the  manufacture  and  sale  of  the  local  anesthetic 
to  the  German  corporation,  and  has  issued  licenses  to 
American  concerns  for  the  manufacture  of  the  prod- 


uct. This  license  makes  it  a  condition  that  the 
product  first  introduced  under  the  proprietary  name 
"Novocaine"  shall  be  called  procaine,  and  that  it  shall 
in  every  way  be  the  same  as  the  article  formerly  obtain- 
ed from  Germany.  To  insure  this  identity  with  the  Ger- 
man novocaine,  the  Federal  Trade  Commission  has 
submitted  the  product  of  each  firm  licensed  to  the 
A.  M.  A.  Chemical  Laboratory  to  establish  its  chemi- 
cal identity  and  purity,  and  to  the  Cornell  pharma- 
cologist, Dr.  R.  A.  Hatcher,  to  determine  that  it  is 
not  unduly  toxic. 

So  far,  the  following  firms  have  been  licensed  to 
manufacture  and  sell  procaine : 

The  Abbott  Laboratories.  Raveuswood.  Chicago. 

Farbwerke-Hoechst  Company,  New  York,  N.  T. 

Rector  Chemical  Co..  Inc..  New  York,  N.  Y. 

Calco  Chemical  Company.  Bound  Brook,  N.  J. 

Of  these,  the  first  three  firms  are  offering  their 
products  for  sale  at  this  time,  and  have  secured  their 
admission  to  New  and  Nonofflcial  Remedies  as  brands 
of  procaine  which  comply  with  the  New  and  Non- 
official  Remedies  standards. 

While  all  firms  are  required  to  sell  their  product 
under  the  official  name  "Procaine,"  the  Farhwerke- 
Hoechst  Company  is  permitted  to  use  the  trade  des- 
ignation "novocaine,"  in  addition,  since  it  holds  the 
right  to  this  designation  by  virtue  of  trademark 
registration. 

In  conclusion :  Procaine  is  identical  with  the  sub- 
stance first  introduced  as  novocaine.  In  the  inter- 
est of  rational  nomenclature,  the  first  term  should  be 
used  in  prescriptions  and  scientific  contributions.  If 
it  is  deemed  necessary  to  designate  the  product  of  a 
particular  firm,  this  may  be  done  by  writing  "Pro- 
caine-Abbott,"  "Procaine  Rector."  or  "Procaine-Far- 
bwerke,"  or  Procaine  (Novocaine  brand). 

Julius  Stteglitz,  Chaimian, 
Subco'm'tee  on  Synthetic  Drugs.  Nat.  Research  Council. 


RECENT  DEATHS. 

Dr.  Joseph  Cyrus  Stedman.  of  Jamaica  Plain,  one 
of  Boston's  best  known  practitioners,  died  recently  of 
heart  ailment  at  the  Johns  Hopkins  Hospital,  Balti- 
more. 

Dr.  Stedman  was  born  in  Jamaica  Plain,  Feb.  28, 
1867,  the  son  of  Dr.  Joseph  Stedman,  whose  clientele 
included  a  majority  of  the  families  on  the  south  side 
of  the  city.  He  studied  medicine  at  the  New  York 
University  and  was  graduated  in  1S90.  He  devoted 
two  years  to  practice  in  New  York  and  held  member- 
ship on  the  staff  of  the  Postgraduate  Hospital. 

He  then  came  to  Boston  and  took  up  an  active 
practice.  For  years  he  was  surgeon  at  the  Faulkner 
Hospital,  and  only  relinquished  the  duties  when  fail- 
ing health  forced  him  to  give  up  active  work.  He 
was  a  member  of  the  Massachusetts  Medical  Society, 
the  New  York  County  Medical  Association,  the  Bos- 
ton Society  for  Medical  Improvement,  Boston  Medi- 
cal Library  and  Massachusetts  Automobile  Club.  At 
the  time  of  his  death  he  was  supervising  censor  for 
the  Norfolk  District  Medical  Society.  His  home  had 
been  at  7  Lakeville  Place,  Jamaica  Plain. 

Ernest  Vabian  Scribner.  M.D..  died  June  14.  191S. 
in  the  Worcester  State  Hospital,  df  which  he  had 
been  superintendent  for  six  years,  after  an  illness  of 
five  weeks.  He  was  born  in  Lewiston,  Me..  Feb.  28, 
1855,  was  graduated  from  Bates  College  in  1878, 
and  from  Bowdoin  College  Medical  School  in  1881. 
Dr  Scribner  had  been  for  thirty-seven  years  con- 
nected with  the  Grafton  c  ate  Hospital  and  the  Wor- 
cester State  Hospital,  ^Worcester,  serving  as  assist- 
ant physician  and  as  superintendent  in  both  institu- 
tions during  the  period.  He  is  survived  by  his  wndow 
and  two  sons.  ,  ,. 

He  had  been  a  Fellow  of  the  Massachusetts  Medi- 
cal Society  since  1882.  and-  had  served  the  Society  as 
a  councilor.  He  was  president  of  the  Worcester  Dis- 
trict Medical  Society  in  1907. 
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